Cannaabis (Maarijuana))
Information for Health Prrofessionaals
Introducttion
t describe marijuana,
m
hasshish, and hasshish oil. Each of these
Cannabis is the generaal term used to
f
the hem
mp plant, Cann
nabis sativa, which grows in almost anyy climate.
substancees is derived from
Marijuanaa, hashish, an
nd hashish oil all contain deelta‐9‐tetrahyydrocannabin
nol (THC), which is the majjor
psychoacttive chemical in cannabis products.
p
Thee chemical co
omponents in cannabis aree referred to as
a
cannabino
oids.
Cannabis does not fit into the usuall classification
n of drug grou
ups. It generaally has depreessant effectss, yet
it increasees the user’s heart rate like a stimulantt. It can also produce
p
hallucinations in laarge doses, but
b
this is nott a usual side effect.
Although cannabinoidss have potenttial therapeuttic uses (e.g., pain, anti‐naausea, anti‐seeizure, musclee
relaxation
n, decreased intraocular
i
prressure for glaucoma), to date there is a lack of evid
dence to supp
port
using cannabinoids insstead of conveentional treattments. A cellular recepto
or that mediattes the effectts of
oids has been
n identified; however,
h
with
h two subtypees CB1 and CB
B2. It is possible that agen
nts
cannabino
could be developed
d
wiith more selective activatio
on of either the
t CB1 or CB
B2 receptors. A prescriptio
on
formulatio
on of THC plu
us cannabidio
ol is marketed
d in Canada fo
or the treatment of spasticcity and/or
neuropath
hic pain in mu
ultiple sclerossis and cancer pain. Prescrription syntheetic cannabinoids used forr
nausea arre also availab
ble.
Cannabis products are the most wid
dely used illeggal drugs. Theey deserve atttention because they can
seriously impair users’ health and fu
unctioning.
Cannabis Preparationss
a (“pot”, “gra
ass”, “weed”, “ganja”, “MJJ”)
Marijuana
Marijuanaa is the dried,, chopped‐up
p flowering tops and leavess (usually inclluding seeds and
a stems) off the
cannabis plant. It ranges in colour from grey‐greeen to greenissh‐brown, and
d in texture from a fine po
owder
to a coarsse substance resembling teea. Hydropon
nic marijuana is obtained from plants th
hat have been
n
grown in nutrient‐enriched water, rather
r
than so
oil.
Marijuanaa is the weake
est form of caannabis, and generally con
ntains 1‐5% THC. The sinseemilla growing
techniquee, however, can yield marijjuana contain
ning 7‐15%TH
HC, and rare samples
s
contaaining more than
t
20% THC have been re
eported. Levels of THC in marijuana
m
havve also risen. In the USA, THC content was
w
less than 2% in 1980, but
b was found
d to be 8.5% in
i 2006.
Traditionaally, marijuan
na is usually smoked in han
nd‐rolled cigaarettes (jointss or reefers), in
i cigars (blun
nts),
or in pipes. Alternative
ely, hookah piipes (bongs) can
c also used
d to smoke cannabis; recen
ntly, electric
een used as a method of ingestion. Can
nnabis produccts can also be
b eaten, usuaally
vaporizerss have also be
when coo
oked into food
d such as brow
wnies or cookies. Eating caannabis is lesss efficient than smoking them
because there
t
is incom
mplete absorp
ption from thee intestine.
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Hashish (“hash”)
Hashish is the dried, sticky resin of the cannabis plant. It comes in solid pieces ranging in colour from
light brown to black, and in texture from dry and hard to soft and crumbly.
Hashish sold in North America generally contains 2 – 20% THC. It is usually smoked in a water pipe
(bong), or cigarette with tobacco or marijuana.
Hash oil (“oil”, “honey oil”)
Obtained by purifying hashish with a solvent, hash oil is a thick, greenish‐black or reddish‐brown oil. The
THC concentration is generally 15 – 50%, but can be more than 60%. Hash oil is usually dropped into a
tobacco cigarette or rubbed into tobacco and smoked.
Drug Effects
The effect a person experiences when using drugs depends on a variety of circumstances. Factors such
as how the drug is being taken, the amount of drugs consumed, expectations and mood of the user,
previous history of drug use, and the setting all influence how the drug will impact the user. A user can
experience the effects of cannabis even in doses of THC as low as two or three milligrams. For an
occasional user, a brief, pleasurable “high” can result. A regular, heavy user, on the other hand, may
smoke five or more 500 mg joints each containing 5 mg or more of THC per day. The effects of smoking
are felt within a few minutes, take about one hour to fully develop, and last two to four hours; however,
performance of complex tasks may be impaired for as long as 24 hours. When cannabis is eaten, the
effects appear more gradually, last longer and are more difficult for the user to anticipate, as the dosage
taken is harder to control once ingested.
Cannabinoids are distributed into body fat; therefore, low levels of cannabinoids can be excreted into
the bloodstream and ultimately into the urine for several days even after a single dose.
Effects of Short‐term Use
The most common effect of cannabis use is the “high”, a sensation similar to mild alcohol intoxication.
The user experiencing a high feels calm, relaxed and talkative, and sensory perception seems enhanced.
Colours may appear brighter and sound may seem more distinct. The user may misjudge the passage of
time so minutes seem like hours, and appetite often increases.
The physical effects of cannabis use include rapid heartbeat, red eyes, and dry mouth and throat. The
increased heart rate and effects on blood pressure can be dangerous in people who are older, or who
have heart disease or high blood pressure.
Cannabis use impairs perception, judgment, balance, motor co‐ordination and reaction times. It makes
driving or operating machinery particularly dangerous. Driving tests have found that definite, dose‐
related impairment occurs with marijuana use, presumably because of impairment in attentional
processes (tracking behaviour) and perceptual abilities; however, the impairment of driving behaviour
by cannabis is less than predicted from laboratory testing. Drivers are aware of perceived impairment,
and compensate by slowing down and driving more cautiously; therefore, drivers using cannabis tend to
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underestimate their driving ability. This contrasts with drivers using alcohol, who tend to overestimate
their driving performance die to alcohol‐ induced impairment of judgment.
Driving under the influence of cannabis has shown to increase the likelihood of a collision. Those who
drive while impaired by cannabis are at almost double the risk of being involved in a seriously injuring or
fatal collision. Research has shown that users who drive while under the influence of cannabis also show
greater variability in maintaining a steady position in the lane, consistent distance behind cars and a
steady rate of speed. Although drivers may take compensatory precautions when driving under the
influence of cannabis, they experience a decreased ability to handle unexpected events. Reaction times,
tracking performance and ability to divide attention are all compromised.
Some people also drink alcohol while using cannabis. Driving under the influence of both cannabis and
alcohol has shown to significantly increase the risk of a collision occurring.
Memory, attention span and learning are impaired while the user is intoxicated. The more cannabis is
used, the longer the effects may last. Cannabis use during the school years can cause significant
problems for students.
Some cannabis users withdraw from others, or experience fearfulness and anxiety. Panic, terror, or
paranoia may occur at high doses; however, those who are afflicted with psychiatric illness may be more
susceptible to the effects of THC at lower doses. Very large doses can produce effects similar to those of
LSD and other hallucinogens, paranoid delusions, disorientation, and severe agitation. People who have
suffered head trauma, or are cognitively or developmentally delayed tend to be more prone to such
reactions.
Effects of Long‐term Use
Smoking cannabis damages the lungs and contributes to respiratory problems, like chronic coughing and
lung infections. The levels of tar, hydrogen cyanide, and nitrosamines in cannabis are similar to those in
tobacco. Heavy marijuana users have lung damage similar to the kind that precedes lung cancer in
tobacco smokers. There are also reports suggesting that people who smoke both marijuana and tobacco
may develop lung, neck and head cancers at an earlier age than those who smoke only tobacco.
Heavy marijuana use can lead to anxiety, personality disturbances and depression. Long‐term users are
less able to focus attention and filter out irrelevant information. These problems are subtle, but last for
many years after use has stopped.
Cannabis use has also been associated with increased levels of psychotic illnesses and experiences.
Recent research has shown that cannabis use contributes to the development of schizophrenia in
people who are vulnerable to it, and may cause relapses in those who have schizophrenia.
Long‐term cannabis use is sometimes associated with lack of ambition and motivation, and reduced
communication and social skills.
People who use drugs to avoid dealing with difficulties generally make their problems worse. When
young people frequently use mood‐altering substances, they often fail to learn many of the normal
lessons of maturing. They may not learn how to handle their own emotions, how to take on
responsibilities, and how to make thoughtful and considered decisions. The substance becomes an
emotional crutch, even if it is not physically addicting. This period of time has been labeled “emerging
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adulthood.” Recent research has shown that teens that are chronic cannabis users in high school and
continue to use after graduating are less likely than their non‐using peers to have graduated from
college, be married, and have children by age 24. They are also more likely to be unemployed and have
frequent, short‐term relationships. Those who transition from chronic users in high school to non‐ or
infrequent‐users in early adulthood show similar development patterns as their non‐user counterparts.
Pregnancy and Breastfeeding
Women who may be pregnant should avoid using marijuana, as THC is passed on to the baby via blood
vessels in the placenta. Regular cannabis use during pregnancy is associated with increased risk for
premature delivery and low‐birth weight infants. Using cannabis during pregnancy is also associated
with a variety of major birth defects, including abnormal development of the brain and heart. Children
exposed to cannabis prenatally have mild withdrawal symptoms at birth and subtle behavioral and
learning problems as they get older. They are also more likely to start using cannabis as well. Women
who are breastfeeding should avoid using cannabis, as concentrated THC is passed on to the baby
through breast milk.
Tolerance, Dependence and Withdrawal
Regular, heavy users of cannabis develop tolerance, which is a need for more drug to produce the same
effect. Heavy, long‐term use of cannabis can cause dependence. Users who are dependent on cannabis
often feel unable to quit. They may have problems with friends and family, unstable finances, low life
satisfaction and difficulties with sleeping and remembering things. The user experiences cravings for the
mood‐altering effects of the drug, and withdrawal occurs if drug use is abruptly stopped. Symptoms,
which usually last less than a week, include troubled sleep, irritability, sweating, anxiety, upset stomach
and loss of appetite. Withdrawal may increase drug‐seeking behaviour and contribute to continued
drug use. Heavy users often require considerable support, and possibly admission to a rehabilitation
centre, to overcome their dependence on cannabis; however, unlike withdrawal from alcohol
dependence, it is generally considered not to be dangerous to go through marijuana withdrawal
unsupervised.
Who Uses Cannabis?
The use of cannabis in Canada is not restricted to any particular geographical region or part of society.
Cannabis users are found in all age groups and at all education and income levels.
•
•
•
•
•

A 2008 survey of Alberta students in grades 7 to 12 found that 16.7% had used marijuana at
least once in the past 12 months, and 9.3% had used it in the previous month.
According to a 2004 study, 32.1% of Canadian university students had used cannabis in the
previous year.
In the 2012 Canadian Alcohol and Drug Use Monitoring Survey report, 10.2% of Canadians and
11.4% of Albertans aged 15 years or older had reported using marijuana in the preceding year.
Almost twice as many Canadian men (13.7%) than women (7.0%) reported using cannabis.
Among Albertans receiving treatment services1 in 2013, 49% reported using cannabis in the
previous year. The majority (75%) of services used were outpatient programs.

1

Treatment service types included: adult detox, outpatient, and residential services; youth outpatient, detox,
residential and intensive services; and opioid dependency programs.
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Cannabis and the Law
Cannabinoids can be detected in urine tests of casual users for one to seven days after use, and in
chronic users for one to four weeks.
Under Canada’s Controlled Drugs and Substances Act, the maximum penalty for first‐time possession of
cannabis that is less than 30 grams of marijuana or 1 gram of hashish is a $1,000 fine and/or six months
in prison, and a permanent court record. For larger amounts or a second offence, the maximum
penalties are $2,000 and/or 12 months in prison, and a permanent criminal record. Trafficking,
producing, importing or exporting cannabis can result in life imprisonment.
Criminal records, including discharges, can affect job prospects in a number of professions, including
government jobs requiring security checks, and positions for licensed workers such as security guards,
real estate agents and veterinarians. Travel outside of Canada can also be restricted due to having a
criminal record. Volunteers and youth mentor positions also frequently require criminal records checks.
The rate of cannabis‐related drug crimes has been declining since 2002; however, Statistics Canada has
reported that cannabis offences accounted for 62% of drug‐related incidents in 2007, of which the
majority (75%) were possession offences.
Medical Marijuana Legislation
Between 2001 and 2014, Canadians who had received support from their physician for the use of
marijuana for medical purposes were permitted through the Marihuana Medical Access Regulations to
a) purchase marijuana from Health Canada, b) grow marijuana for their own use, or c) assign a designate
to grow marijuana on their behalf. On April 1, 2014, the program was abolished and replaced with the
Marihuana for Medical Purposes Regulations. Under these new regulations, once a medical document
has been obtained from their health care practitioner, the person can register with a licensed producer
and receive a shipment not exceeding 30 times the daily dosage recommended by their health care
practitioner.
Decriminalization
Bills to decriminalize marijuana were introduced in Canada in 2002 and 2004, which would have allowed
law enforcement to issue fines for possession of 30 grams or less of marijuana; neither of the bills were
passed. In 2013, the Canadian Association of Chiefs of Police voted in favour of ticketing for possession
of small amounts of marijuana. In 2014, the federal government stated that an amendment to the
legislation to allow for ticketing was under consideration.
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