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Cannabis Legalisation and 
Control Bill: should  

doctors be concerned?
Guna Kanniah, Shailesh Kumar

ABSTRACT
A referendum on the Cannabis Legalisation and Control Bill was held in New Zealand. The Bill was meant to 
oversee government control over the production, supply and use of cannabis and reduce cannabis-related 
harm. Public health control was proposed over cannabis market by imposing licenses and cultivation, the 
quality and strength of marketed cannabis, and sale restrictions. Under this Bill, cannabis was only meant 
to be available to adults aged over 20 years through licenced stores. The potency of cannabis was to be 
limited. Cannabis use and was going to be permitted in private homes and specifically licensed premises. 
The Electoral Commission announced on 6 November 2020 that 50.7% of voters opposed the Bill and 48.4% 
supported it. Despite the outcome of the referendum, legalisation of cannabis may remain a live issue for 
many people, and doctors need to have an informed view about the impact of legalisation on mental health 
conditions. Experience from other countries shows that access to and potency of cannabis increased with 
legalisation. Despite the intent to prevent harm, cannabis legislation has been associated with adverse 
effects on mental health, emergency hospital presentations and crime. Public health strategies, including 
educating public about harm associated with cannabis, surveillance of potency and labelling, increasing 
minimal age for legal recreational cannabis use and bolstering treatment capacity for problematic cannabis 
use, including those with psychiatric disorders, should be funded by revenue generated from cannabis 
legislation.

Cannabis is the most commonly used 
illegal drug in New Zealand, even 
though the unauthorised possession 

of any amount of cannabis is a crime under 
the Misuse of Drugs Act 1975. A non-binding 
referendum was held on 17 October 2020 
regarding a proposed Cannabis Legalisation 
and Control Bill (the Bill).1 The Bill outlined 
government control over the production, 
supply and use of cannabis, with the intent 
to reduce cannabis-related harm to individ-
uals, families/whānau and communities. It 
did not cover medicinal cannabis, hemp, 
driving while impaired or workplace health 
and safety issues, which were already 
covered by existing laws.1 The Electoral 
Commission of New Zealand released official 
results of the referendum on 6 November 
2020, with 50.7% of voters opposing the 
legalisation and 48.4% in support. The 
referendum is over but the issue of can-
nabis policy reform remains and deserves 
critical appraisal. Proponents of legalising 
cannabis may revisit the issue in the future 

and doctors will need to have an informed 
view on whether legalising cannabis can 
result in increased access, usage and harm 
to vulnerable sections of society. This article 
examines data relevant to the health of New 
Zealanders who are potentially most at risk.

A recent paper has stated New Zealand 
has one of the highest rates of cannabis 
use in the Western world, and that rates 
nearly increased one-and-half times from 
2011/2012 to 2016/2017.2 We also know from 
two world-class New Zealand longitudinal 
studies that a dose-dependent relationship 
exists between cannabis use and a range 
of adverse health outcomes, including loss 
of cognitive capacity, increased respiratory 
and periodontal disease, poor educational 
and occupational outcomes, higher rates 
of criminal convictions, poor relationships 
and driving impairments.3 Furthermore, 
Māori are not only disproportionately 
represented among the population using it,2 
but also among those facing legal compli-
cations associated with cannabis usage.2,4 
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While prevalence of cannabis use in the 
general population for 2018/2019 was 15%, 
the figure for the same period jumped to 
32% for Māori.4 These trends are already 
worrying, and any risk of their potential 
worsening needs to be carefully assessed 
while considering the appropriateness or 
need for legalisation of cannabis. 

These statistics3,4 are based on the avail-
ability of cannabis in the illegal market, 
which could potentially change if cannabis 
is to be legalised. We acknowledge the vast 
majority of people who use cannabis in New 
Zealand do not suffer any serious health 
or social consequences. But the negative 
effects on people who do suffer harm from 
cannabis is significant. Among people who 
use cannabis, those with mental illnesses 
are particularly vulnerable. This paper 
primarily focusses on this subgroup of the 
population.

Currently, the majority of cannabis users 
in New Zealand access cannabis from an 
uncontrolled, illicit market. Criminal and 
antisocial activities are associated with the 
illicit cannabis market. Measures to legalise 
and control cannabis, as outlined in the 
Bill,1 would have put strict public-health 
controls over this market by imposing 
licenses and regulation over the cultivation, 
quality and strength of products made, and 
by restricting the sale of cannabis products. 
Under the Bill, cannabis would have only 
been available to adults aged 20 years or 
older through specialist stores licensed by the 
Government. Cannabis would not have been 
sold to teenagers. The potency of cannabis 
was to be limited. Cannabis use was to be 
permitted in private homes and specifically 
licensed premises, and it could not have been 
used in public. Marketing and advertising 
would have been banned to help prevent 
and reduce youth use and consumer, and 
health warnings would have been required. 
In essence, the Government was to control 
the cannabis market from seed to sale and 
proposed to use the revenue to fund mental 
health and addiction services, freeing up 
resources currently used in fighting criminal 
activities associated with cannabis.1

It is our view legalising cannabis 
correlates with heightened acceptance, 
reduced perception of risks and an 
increase in cannabis use in both adults 
and adolescents. The proposal in the Bill1 

to not allow sale of cannabis to adoles-
cents was positive because this group is at 
higher risk of experiencing impairment in 
psychological, social and/or occupational 
functioning and suffering negative psychi-
atric consequences.3 It is possible that 
taking a health-focused approach driven 
by legislation may encourage people with 
complications associated with cannabis use 
to seek treatment and give them access to 
regulated cannabis products without adul-
terants. The exact impact of legalisation on 
help-seeking behaviour may not become 
evident immediately.

We do, however, know that a substantial 
proportion of people with mental illnesses 
in New Zealand already use cannabis and 
suffer adverse mental health outcomes.4 
There was no provision in the Bill1 to restrict 
people with existing mental illnesses from 
buying cannabis. With easier and increased 
access to cannabis, the subgroup of the 
population with existing mental illnesses, or 
at risk of developing mental illnesses, will 
use more cannabis and may suffer greater 
harm. The relationship between cannabis 
use and harm to mental health is well docu-
mented,5 and yet activism and commercial 
interests have contributed to legalisation 
of cannabis in many parts of the world. 
Murray and Hall (2020) recently noted, “the 
legalisation of cannabis production and 
sale has created a rapidly growing industry 
with a strong financial interest in promoting 
cannabis use.”6 Emerging data from the USA 
show cannabis legalisation could indeed be 
linked with increased usage and increases 
in motor vehicle accidents, alcohol use and 
incidents of overdose injuries.7 It remains 
unknown whether legalisation of cannabis, 
by affecting availability, access and restric-
tions on usage, can truly disempower 
well-established black markets.2 

The prevailing belief behind the New 
Zealand referendum was that controlled 
access to cannabis can be associated with 
better outcomes. It is highly likely that 
legalisation would make access to cannabis 
easier for many New Zealanders, and that 
its overall use could increase along with 
adverse effects on mental health. In this 
paper we review the experience of other 
countries who have legalised cannabis, 
in terms of its effect on access, usage and 
mental health. We will not examine the 
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impact on mental health of New Zealand’s 
medicinal cannabis scheme, which has been 
in effect from 1 April 2020.8

Increased access to 
cannabis under a 
legalised model

The Netherlands decriminalised recre-
ational cannabis in 1976 by permitting its 
sale in approved outlets and possession of 
up to five grams for personal use. Contrary 
to expectations, changes in cannabis use 
in Netherlands developed rather inde-
pendently of cannabis policy.9 Korf (2002) 
examined nearly four decades of post-de-
criminalisation data and described two 
waves of changes in cannabis use, which 
first peaked around 1970, fell to a low during 
the late 1970s and early 1980s and then 
peaked again in the mid-1990s. Cannabis use 
among youth in the Netherlands occurred 
in parallel to four identified stages in the 
availability of cannabis: peaking when 
cannabis was distributed through an under-
ground market (late 1960s and early 1970s), 
decreasing when the number of house 
dealers superseded the underground market 
in the post-decriminalisation period, but 
again stabilised or slightly decreased by the 
end of the 1990s when the number of coffee 
shops was reduced. The Dutch experience, 
therefore, shows questionable effects of 
changes in cannabis policy on trends in 
cannabis use. Indeed, it has been ques-
tioned whether legalisation and easy access 
to cannabis can reduce the overall usage of 
cannabis in a given country.2

In other countries that have legalised 
cannabis, the prevalence of cannabis use has 
increased over time along with associated 
complications. For example, in the USA 
legalisation was followed by increased emer-
gency department visits for cannabis-related 
presentations (cannabis intoxication and 
cannabis-related hyperemesis).10 In New 
Zealand, the Bill1 was criticised for being 
vague about the cannabis production and 
supply chain, despite proposing that a wide 
range of cannabis products will be available, 
including raw (fresh and dried) cannabis, 
resin, cannabis concentrates and cannabis 
infused products such as edibles and drink-
ables.2 A study from Northern America 
found the prevalence of daily, weekly and 

monthly use of cannabis in states that had 
legalised cannabis increased compared 
to states where it was not legalised.11 
Furthermore, cannabis was used in a 
greater variety of forms, including concen-
trate, vaped oils, edibles and drinks in states 
that had legalised it.11 Similarly, another 
American study reported legalisation of 
cannabis was associated with increased 
prevalence of cannabis-use disorder.7 It is 
highly likely that with legalisation and an 
availability of a wider range of products (eg, 
for smoking, in edible form etc) cannabis 
use would increase in New Zealand, as has 
occurred in other countries. 

Most proponents of legalising cannabis 
identify the benefits of reducing criminal 
activities, minimising the harm associated 
with cannabis use and protecting the youth, 
who are especially at a higher risk, from 
the harmful effects of cannabis. The impact 
of legalisation, however, varies on these 
parameters and data are still emerging. For 
instance, legalisation of cannabis created 
a stronger illicit market for cannabis sales 
and associated criminal activity in Canada.12 
Early post-legalisation data from a subse-
quent nationally representative study13 
of cannabis use and related behaviours, 
conducted in the months immediately 
before and after cannabis was legalised in 
Canada, indicated that cannabis use among 
youth had not increased. Cannabis use in 
the older age group increased in the short 
and longer term post legalisation. Driving 
after using cannabis did not change post 
legalisation. The survey acknowledged 
post-legalisation users had continued to 
procure cannabis from, and share it with, 
family and friends. The overall risk of 
developing cannabis use disorder post legal-
isation increased in Canada.13 The findings 
of this survey suggest that, while criminal 
activities associated with cannabis may 
reduce with legalisation, other associated 
harms may not. 

Furthermore, the concentration of tetra-
hydrocannabinol (THC) in cannabis has 
steadily increased with legalisation, from 
approximately 3% in many traditional 
herbal forms to anywhere between 10% 
and 70% in Europe and North America.14,15 
The wider availability of cannabis in the 29 
states of the USA that had ‘Medical Mari-
juana Laws’ was associated with increased 
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cannabis potency between 1990 and 2014, 
more unintentional childhood exposures 
between 2000 and 2013 and greater adult 
cannabis use and adult cannabis use 
disorder between 2002 and 2014.15 These 
changes were reported over a period of two 
decades, from 1990 to 2010.15 This trend 
is worrying because use of high-potency 
cannabis is associated with increased risk 
of developing psychotic disorders. A multi-
centre case control study spread across 
Europe and Brazil found that if high-potency 
cannabis were no longer available, 12.2% 
of cases of first-episode psychosis could be 
prevented across all the 11 sites.16 Placing 
a cap on potency can be helpful given the 
harmful effects of potent cannabis. Expe-
rience from countries that have legalised 
cannabis does suggest potency increased 
over time.14,15 Canada has experienced 
significant policy changes post legalisation, 
including legal sale of more potent products 
and edibles (both with their own associated 
special risks) and the opening of the market 
for retail cannabis by removing the cap on 
the number of private stores in some states, 
like Ontario.13 This could also occur in New 
Zealand even if a cap on potency was to be 
placed in any future law.

Thus legalisation in some countries has 
resulted in increased access to cannabis, 
in a diverse range of preparations and in 
increased potency, especially in the highly 
commercialised markets. The impact of 
any attempts to legalise and/or to control 
cannabis in New Zealand will have to have 
provisions to rigorously monitor the potency 
of cannabis post legalisation, given the 
relationship between use of potent cannabis 
and the risk of adverse outcomes, including 
escalation to other drug use, especially in 
the younger population.3 

Cannabis use and 
mental illnesses

If it is true that with legalisation access 
to and use of cannabis increases, then any 
negative effects on mental illnesses need to 
be considered carefully. The relationship 
between cannabis use and the risk of 
developing psychotic symptoms has been 
well documented.3 In countries that have 
legalised or decriminalised cannabis, its 
price has fallen while dependence and the 

risk of psychosis has increased.6 Increasing 
access to cannabis, especially to potent 
cannabis, may increase the risk of devel-
oping psychosis, particularly in the younger 
age group. The Dunedin Multidisciplinary 
Health and Development Study found 
age-related associations between cannabis 
use and mental disorder. Mental disorder 
at age 15 led to a small but significantly 
elevated risk of cannabis use at age 18. By 
contrast, cannabis use at age 18 elevated 
the risk of mental disorder at age 21. These 
findings suggest that the primary causal 
direction leads from mental disorder to 
cannabis use among adolescents and the 
reverse in early adulthood17—findings 
echoed by Meier et al.18 Despite the proposed 
controls around age in the Bill, people at 
greater risk of experiencing adverse mental 
health outcomes may still be vulnerable, 
although how legalisation will affect mental 
health parameters and usage of cannabis 
may be difficult to predict. 

The impact of cannabis use, especially 
use of high-potency varieties, on adverse 
mental health outcome is worth examining 
in greater detail. A cohort study (n= 1,087) 
found that use of high-potency cannabis 
was associated with a significant increase 
in the frequency of cannabis use, cannabis 
problems and anxiety disorder. The like-
lihood of psychotic experiences increased 
among users of high-potency cannabis, but 
the risk was attenuated after adjustment for 
frequency of cannabis use.19 An Australian 
study, on the other hand, found cannabis 
use precipitated the onset of psychosis in the 
vulnerable and exacerbated the course in 
people with existing psychosis.20 Individuals 
with psychosis who are regular cannabis 
users have more positive symptoms, more 
frequent relapses and require more hospital-
isations.21 Regular cannabis use predicts an 
increased risk of schizophrenia, even after 
controlling for confounding variables.21 In 
a meta-analysis, the pooled estimate for the 
time course between regular cannabis use 
initiation and age at onset of psychosis was 
6.3 years.22 This meta-analysis challenged 
the popular notion that cannabis is initiated 
by many as a form of self-medication for the 
positive symptoms of psychosis, although 
cannabis may have some anxiolytic effects.22 
With such a well-established relationship 
between cannabis use and risk of developing 
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or aggravating psychosis, the potential of 
increased harm among people with existing, 
or at risk of developing, mental illnesses 
needs to be considered if cannabis were to 
become widely available with no safeguards 
to limit access to cannabis for people in the 
high-risk category. 

It is not just the risk of psychosis that 
increases with cannabis use. A range of 
potential harms in patients with psychotic 
and mood disorders secondary to cannabis 
have been increasingly documented in other 
countries.5 A greater level of depressive 
symptoms are also reported in heavy 
cannabis users compared to light users 
and nonusers.23 Associations between 
cannabis use and negative outcomes in 
bipolar affective disorder, such as worsened 
affective episodes, psychotic symptoms, 
rapid cycling, suicide attempts, decreased 
long-term remission, poorer global func-
tioning and increased disability, have been 
reported.5,24 After controlling for multiple 
confounders, cannabis use predicted 
the development of anxiety disorders, 
depression, suicidal ideation (nearly 
threefold), personality disorders and inter-
personal violence, especially in adolescents 
relative to adults, and a younger age of initi-
ation increases the risk of developing mental 
health disorders.25 

In summary, cannabis is known to dispro-
portionately harm people who are either 
at risk of mental illnesses or who have an 
existing mental illness.5 Current data from 
England, Denmark and Portugal indicate 
the incidence of schizophrenia and hospi-
talisation rates for psychotic conditions 
increased post cannabis legalisation.6 Such 
risks may increase with greater access 
to cannabis, especially if potency was to 
increase. Doctors as a group, and psychia-
trists in particular, will need to proactively 
monitor and make submissions on how 
people at risk of mental illness, or with 
existing mental illnesses, are affected by the 
legalisation of cannabis in New Zealand. We 
may achieve greater clarity in this regard as 
legalisation and liberalisation of cannabis 
occurs in many countries, including New 
Zealand, and as we accumulate empirical 
data that will help us understand the role 
of public policy on cannabis legalisation.12 
Until then, we can use the experiences of 
other countries that have legalised cannabis 

to prepare a framework for clinicians and 
policy-makers to approach these concerns 
by incorporating the following steps:26

i. A sound general population education 
strategy 

ii. Limits on cannabis potency and 
clearer product labelling

iii. A minimum age for legal recreational 
cannabis use

iv. A national surveillance strategy 
before and after cannabis legalisation 
strategy

v. Developing an enhanced treatment 
capacity for problematic cannabis 
use, such as for those with psychiatric 
disorders

There was provision in the Bill1 for an 
education strategy to be implemented. Here 
we emphasise that legalising drugs like 
cannabis needs to occur in conjunction with 
evidenced-based preventive and early inter-
vention efforts to reduce harmful cannabis 
use, with a strong focus on education.3 
Taking a public-education approach was, 
therefore, a positive aspect of the Bill, along 
with the provisions to control potency 
and enforce clear product labelling and 
a minimum age of 20 for recreational 
cannabis use—by introducing this age 
limit, we stood the chance of reducing the 
harm caused by early adolescent initiation, 
although young adults may still have been 
at risk of experiencing adverse mental 
health conditions, particularly psychosis. 
The choice of 20 years as the minimum age 
was criticised as “being mainly founded 
in opinion or speculation combined with 
political calculations rather than concrete 
scientific evidence”.2 Furthermore, New 
Zealand policy-makers need to consider 
the impact of legalisation on the health and 
wellbeing of people who are younger than 
20 years old.2

In Canada, the proportion of people 
accessing cannabis from friends and 
family and thus not paying for cannabis 
did not change with legalisation.13 This 
suggests at least some young people in New 
Zealand may continue to access cannabis 
from friends and family post legalisation. 
Taking a gradual, educational approach, 
rather than holding a binary referendum, 
has been proposed as better alternatives 
to legalisation.3 Post-legalisation creep in 
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