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CANNABIS AND MENTAL HEALTH: 
Responses to the Emerging Evidence

SUMMARY

Neil Hunt (KCA, UK) Simon Lenton (National Drug Research Institute, Australia) John Witton (National Addiction Centre, London)

The Beckley Foundation Drug Policy Programme (BFDPP) is a new initiative dedicated to providing a rigorous, independent 
review of the effectiveness of national and international drug policies. The aim of this programme of research and analysis is to 
assemble and disseminate material that supports the rational consideration of complex drug policy issues, and leads to a more 
effective management of the widespread use of psychoactive substances in the future.

According to United Nations fi gures, cannabis is the most widely used of the psychoactive substances that are prohibited under the UN Drug 

Control Conventions. Unlike heroin and cocaine, which are produced in relatively concentrated areas of the world, and whose levels of con-

sumption vary widely across different countries and regions, cannabis is now widely cultivated and consumed across all continents. Furthermore, 

the use of cannabis or its derivatives is embedded within many traditional cultures, or has become culturally accepted as a drug of choice by a 

signifi cant proportion of the population in many countries. Not readily associated with the most visible harms arising from drug use, cannabis is 

seen by many as a relatively benign drug. Indeed, many use it for its medical, therapeutic, social and spiritual benefi ts. However, there is increas-

ing apprehension about its possible role in triggering or exacerbating mental health problems, or of inhibiting young people’s emotional or social 

development. Cannabis therefore presents unique challenges to the international control system that need to be confronted by policy makers – 

indeed, the UN Drugs Control Chief Antonio Maria Costa acknowledged, in his closing speech at the 2006 Commission on Narcotic Drugs, that 

cannabis represents the main weak point in the system that he oversees.

INTRODUCTION

Acute effects
The major acute adverse psychological and health effects of cannabis intoxication are:
- anxiety, dysphoria, panic and paranoia, especially in naive users;
- cognitive impairment, especially of attention and memory;
- psychomotor impairment, and possibly an increased risk of accident if an intoxicated person attempts to drive a motor vehicle;
- an increased risk of experiencing psychotic symptoms among those who are vulnerable because of personal or family history of psychosis; and,
- an increased risk of low birth weight babies if cannabis is used during pregnancy.
Chronic effects
The most probable health and psychological effects of chronic heavy cannabis use appear to be:
- respiratory diseases associated with smoking as the method of administration, such as chronic bronchitis, and the occurrence of 

histopathological changes that may be precursors to the development of malignancy;
- an increased risk of cancers of the aerodigestive tract, i.e. oral cavity, pharynx, and oesophagus; and,
- development of a cannabis dependence syndrome, characterised by an inability to abstain from or to control cannabis use.

The following possible adverse effects of chronic, heavy cannabis use remain to be confi rmed by further research:
- a decline in occupational performance marked by underachievement in adults in occupations requiring high level cognitive skills, and 

impaired educational attainment in adolescents; and,
- subtle forms of cognitive impairment, most particularly of attention and memory, which persist while the user remains chronically intoxicated, 

and may or may not be reversed by prolonged abstinence from cannabis.

The United Nations recently estimated that 160.9 million people aged 15-64 used cannabis during the year 2003/4 (United Nations Offi ce on 

Drugs and Crime 2005).  In most countries, cannabis is both the most commonly reported illicit drug and the earliest that people use. Such 

widespread use is important because our understanding of the risks and harms that can accompany its use are progressively improving and, 

because early use of any drug across the life-course tends to be associated with higher risks.

The acute (short-term) and chronic (long-term) effects of cannabis have been summarised by Hall et al. (2000: XXV) as follows:
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Alongside our developing understanding of the impact of cannabis 

on health and well-being, there are also some indications that the 

types of cannabis available and patterns in its consumption may be 

changing. Prominent among these concerns are suggestions that 

the potency of cannabis is increasing, with the implication that 

contemporary cannabis consumption now carries greater risks than it 

has done historically. 

Furthermore, a number of recent additions to the literature have 

raised particular concerns about the impact of cannabis on mental 

health and the possibility that this may disproportionately affect 

young people; reinvigorating debates about the extent of risks and 

harms of cannabis’ overall use and how we should best respond. 

The UK government’s referral of the question of cannabis’s 

classifi cation under the Misuse of Drugs Act (1971) back to its 

Advisory Council on the Misuse of Drugs (ACMD) in 2005 

– shortly after its classifi cation was downgraded to Class C - is 

illustrative of such debates (See Trace et al. 2004 for an account 

of the original process). Accordingly, it is of some note that in 

January 2006 the Home Secretary decided to retain cannabis 

in Class C of the UK’s Misuse of Drugs Act, in keeping with 

the recommendation of the ACMD’s most recent review of this 

evidence (Advisory Council on the Misuse of Drugs 2005).

In an effort to make sense of the latest evidence and how to respond 

most effectively, this briefi ng summarises recent learning concerning:

• The extent of cannabis use among young people;

• The evidence concerning changes in its strength and  

availability;

• The relationship between cannabis use and serious and 

enduring mental health problems (psychosis); and,

• The options for controlling and responding to cannabis use.

Not only is cannabis the most widely used illicit drug in the world, 

but its use is generally increasing. Among adults, in some countries 

where cannabis use has been high - the USA and Australia - its use 

has recently stabilised, or even declined. However, these effects are 

in contrast to pronounced increases in Central and Eastern Europe, 

and prevalence is also increasing in South America (including the 

Caribbean and Central America), in Africa, and in several countries 

across Asia (United Nations Offi ce on Drugs and Crime 2005).

Data on ‘lifetime use’ of cannabis gives an indication of the upper 

limits of the population of young people at risk. Within studies of 

youth drug use, this is the most commonly used indicator. However, 

measures of recent or regular use are more useful for thinking about 

the population most exposed to hazard and measures such as ‘any 

use in the past 30 days’ and ‘daily use’ are typically reported at 

lower rates. The following overview summarises international data 

for a variety of school and community samples of young people 

internationally (predominantly those aged 12-18)*.

North America
Within the USA in 2003,  46.1% of 17/18 year olds  reported 

‘lifetime’  (i.e. use on one or more occasions ‘ever’) use; though the 

more sensitive measures of cannabis use in the ‘past 30 days’ and 

‘daily use’ are lower, at 21.2% and 6% respectively: a pattern that 

is found in all studies of youth drug use, where such questions are 

asked (Johnston et al. 2004). In Canada, studies such as the Ontario 

Students Drug Survey and the Nova Scotia Students Drug Use Sur-

vey reveal very similar patterns of cannabis use to those in the USA.

Central America and Caribbean
Central American countries tend to report lower levels of lifetime 

use. For Mexico, in 1998, 2.4% of males and 0.45% of females aged 

12-17 year olds had used cannabis within the past 12 months (Medi-

na-Mora et al. 2003a, 2003b) and 3% of Guatemalan 12-18 year olds 

reported lifetime use. In the early 1990s, lifetime cannabis use was 

reported by about 17% of young people in Jamaica and Barbados, 

but only 1.8% of young people in the Dominican Republic.

South America
In South America, cannabis use is generally tending to increase 

across the continent, but rates are substantially lower than within 

Europe or North America, with considerable variation between 

countries. Thus, lifetime cannabis use is reported to be low, at 1.8% 

among 17-19 year-olds in Peru and also within a Venezuelan school 

survey. The rate is higher in Bolivia – 3.5% of 12 to 21 year olds; 

Uruguay – 3.7% of 12-19 year olds; Ecuador students – 3.9%; Brazil 

– 7.6% of 10-18 year-olds; Colombia – 9.2% of 12-24 year-olds and 

Chile – 11.1% of 12 to 18 year-olds.

Africa

Data quality in Africa frequently limits what can confi dently be said 

about drug use among young people in many countries. In general, 

reported rates appear to be lower than most industrialised countries, 

yet again, with some signs that they are tending to increase. A recent 

sample of 2732 Cape Town 15-16 year-olds derived from a school 

survey, Parry et al. (2004) have reported lifetime use of: cannabis 

32% (males) and 13.1% females. There is suggestive evidence, but 

no survey data, that rates are lower in many other African states.

Asia

China’s cannabis consumption appears to be low. In Nepal, 1992 

data suggested that lifetime use cannabis was 6.1%, whereas in part 

of southern India cannabis had been used by 27% of students. There 

are also signs that the impact of tourism is shifting young people’s 

cannabis use in India from bounded, religious contexts towards the 

recreational patterns characteristic of more industrialised countries 

(Charles et al. 2005). Unusually, heroin use sometimes exceeds the use 

of cannabis, as in Tashkent, Uzbekistan where among 25.9% of drug 

users 78.5% had used heroin but only 14% reported cannabis use.

YOUNG PEOPLE’S USE OF 
CANNABIS AROUND THE WORLD 

* Other than where references indicate the use of more recent data, prevalence rates 

in this section are from the report: World situation with regard to drug abuse, with 

particular reference to children and youth (United Nations 2001).
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Europe
In West Europe, there is considerable variation in rates of cannabis 

use: among 15-16 year-olds, lifetime prevalence ranges from 

countries with comparatively low rates in Portugal (8%), Sweden 

(8%), Greece (9%), and Finland (10%) to others with relatively high 

rates: Spain (30%), Ireland (32%), France (35%) and the UK (35%). 

Romania is another notable exception, as only 1% of young people 

report having tried cannabis but 8% have tried heroin. 

Australia and New Zealand
Rates of illicit drug use among young people in Australia and New 

Zealand are broadly similar to those in North America, with the 

lifetime prevalence of illicit drugs being highest for cannabis and 

lowest for heroin.  

Considering the wide extent of its use, very few harms are reported 

among the millions of experimental and occasional cannabis users. 

However, evidence that risks increase with more frequent, heavy 

use is accumulating; with indications that frequent heavy use is as-

sociated with cannabis dependence (Coffey et al. 2002), depression 

and anxiety (Patton et al. 2002) and later development of psychosis 

(Fergusson et al. 2005). Among the many people reporting lifetime 

use, smaller numbers of regular/daily users are consistently found 

and it is this population that is exposed to the greatest risk of harm.

Two types of cannabis are generally available: a herbal preparation 

(commonly known as marijuana, grass, weed etc.) and a resin 

(hashish). Concentrated oil is also available, but rarely encountered 

and not considered further for this reason.

Type has some bearing on the way that cannabis is consumed 

and factors that relate to risk including: the mix of psychoactive 

ingredients, the speed and effi ciency with which these get to the 

brain, the nature and extent of contaminants and the impact of all its 

constituents on the gut or lungs. 

Cannabis is most commonly smoked; either on its own or with 

tobacco in hand-rolled cigarettes or, in a variety of pipes, bongs and 

similar devices. It may also be used in a vaporiser. This is generally 

regarded as safer because the active ingredients are released at a 

lower temperature than with smoking, which avoids the inhalation of 

smoke particles, with the additional risks these pose. 

Just as adulterants, contaminants and diluents may have a bearing 

on health with other drugs, there are anecdotal suggestions that 

low-grade resin - known as ‘soap bar’ in places such as the UK 

– may have contents that are hazardous to health such as toluene 

and benzene. However, there has been little research on the extent to 

which this occurs and any accompanying risks. 

Finally, cannabis is sometimes eaten: a less popular method that 

avoids smoke-related hazards but has a slow onset that makes dose 

regulation harder. Cannabis is not injected.

Cannabis’s main psychoactive compound is delta 9 tetrahydrocan-

nabinol (THC) - for which there are several isomers and closely 

related compounds. Other cannabinoids, notably cannabidiol (CBD), 

can moderate the effects of THC and there is suggestive evidence 

that CBD may even exert an antipsychotic effect (Long et al. 2005). 

The THC/CBD ratio is therefore a potentially important area of 

study within questions of the impact of cannabis on mental health. 

However, to date, studies of cannabis potency have mainly focused 

on THC content and it is premature to draw conclusions as to wheth-

er some forms of cannabis are more or less harmful than others as a 

result of their differential THC:CBD ratio.

The potency of cannabis has recently been reviewed by the European 

Monitoring Centre on Drugs and Drug Addiction (EMCDDA 2004a). 

Key conclusions were that:

• There are a number of important methodological limitations 

to the quality of existing data.

• Whereas cannabis resin is commonly consumed in many 

European countries it is rarely seen in the USA - where 

herbal cannabis dominates the market. This limits their 

comparability.

• Natural variation in THC content between and within 

samples at any one time and place exceeds any long term 

changes that have happened in Europe or the USA.

• Intensive indoor cultivation of herbal cannabis usually 

results in a more potent (up to 2-3 times) product than 

imported herbal cannabis. However, the potency ranges of 

intensively grown and imported cannabis overlap.

• The overall increases in potency observed in some countries 

(e.g. the Netherlands) are largely attributable to increased use 

of home-grown cannabis.

• There is no marked upward trend in the potency of herbal 

cannabis or cannabis resin imported into Europe.

Country/Year Source Age group Nearly daily/Daily
Australia 2004 Australian Institute of Health and Welfare (2005) 14-19 1.6%
USA 2003 Johnston et al. (2004) 17-18 6.0%

Spain 2002 EMCDDA (2004b:89) 14-18 3.6%

France 2002 EMCDDA (2004b:89) 17-19 9.2% (boys) 3.3% (girls)

VARIATIONS IN CANNABIS TYPE 
AND POTENCY


