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Introduction: What’s the Truth about Cannabis?


We are in the middle of a global cannabis revolution. For nearly 100 years, cannabis has been the most popular illicit drug in the world.


Now, every year more governments reverse the ban on cannabis – or attempt to. At the time of writing, in the US, over 200 million citizens in 36 states have access to medical marijuana and over 100 million in 17 states can legally buy recreational cannabis.1


Seventeen countries including Holland, Belgium and Germany have made cannabis a medicine. Israel is now offering the world’s first university course in medical marijuana.


However, in the UK, the revolution has barely begun. It was only three years ago that the government finally conceded that cannabis could legally be used as a medicine, despite it being used as one for thousands of years. But because of a lack of clear direction, flawed cost arguments and ambivalence in the medical profession, only very few patients have been given an NHS prescription.


As a result, it’s been estimated that over a million people in the UK are using illegal (black market) cannabis for medical purposes every day. The situation has left people lacking good information on and confused about cannabis.


You might be one of them. Perhaps you are considering taking it and want to know the real harms and benefits. Or you’re already taking it, but you are worried. Or perhaps you are a recreational user or you’ve found out that your child is and you want to know the true nature and size of any risks.


That’s why I’ve written this book: to tell the whole truth about cannabis, to uncover what the science says, much needed after 100 years of government propaganda against it. Most of what many of us know about cannabis is likely to come from this propaganda and possibly, more recently, from sales pitches from the new and growing cannabis industry, especially the area of CBD.


You may know me as the ‘drugs czar’ who was sacked by the UK government in 2009 for speaking out about the real evidence of drugs harm. I have been accused of being a drugs reformer, as if that is a bad thing. But the laws as they stand are obviously not fit for purpose. Globally, evidence shows the war on drugs has failed. The UK government has persisted with prohibition policies, which, as you can see from figures 1 and 2, have not reduced the consumption of cannabis.


The aim of prohibition is to reduce the harms caused by drugs but these policies have only ended up adding to them. This includes wasting police time, the use of public funds to prosecute people for the minor offence of cannabis possession and their life prospects being ruined. Keeping cannabis outside the law has, perversely, led to the black market selling a stronger version – skunk – and a dangerous substitute, spice.


Cannabis isn’t going away, no matter how much the government tries to pretend its policy of being ‘tough on drugs’ is working. So wouldn’t it be sensible to find a better way to exist alongside cannabis, one that causes the least amount of harm to individuals and to society, and gives the greatest amount of benefit?


As a scientist working as an advisor to the government, I didn’t start out with a reform mandate. I followed one of the fundamentals of scientific research: to question everything. I felt it was my job to find the best evidence-based harm reduction policies for all drugs, including alcohol and tobacco.
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Fig 1. Number of adults reporting having ever used cannabis, 1970 to 2002
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Fig 2. Proportion of 16 to 59 year olds reporting having ever used cannabis, 1995 to 2019


That included the bigger picture; is it logical for us to treat alcohol differently from cannabis, when alcohol causes more harm? And what government policies would lead to the greatest benefits as well as the least amount of harm?


The work I did during those years showed me that cannabis is the drug with the biggest gap between what we are told and the reality of the harm it does. Just as one example, you may be surprised by this figure, which shows the number of people who died from different drugs in the UK in 2019. You can see that cannabis is extremely low.
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Fig. 3 Drug related deaths in the UK 


 


After leaving my government role, I knew I had to keep researching and talking about evidence-based policies for drugs, because it was so important. That’s why I set up my charity Drug Science, and continue to campaign in this area. You can read about my experiences and my analysis of drugs policies in Chapters Three and Fourteen.


My view of the cannabis issue and the content of this book have been informed by my time as a government advisor, and also by some of my other roles.


I trained as a doctor in the 1970s. As my fearsome senior consultant Dr Hardwick told us junior students on our first morning at Guy’s Hospital, ‘The purpose of medicine is to reduce suffering.’ Those words have stuck with me and have underpinned my whole clinical practice.


They have become particularly poignant since I learnt about the campaign for access to medical cannabis. Despite cannabis having been a medicine for thousands of years, because of its ongoing prohibition it wasn’t one I ever used as a doctor.


However, as I began to meet the people and families who’d had their lives transformed by taking it, and heard their stories – some of which are in Section Three – I realised that the government restricting their access to this medicine was – and is – a huge injustice.2


I have met the parents of children with severe treatment-resistant epilepsy, who need these drugs – the only effective treatment – for their children but sometimes have to pay over £2,000 a month to get them, with one having to sell their house to pay for it.3


That’s why my charity Drug Science is pressuring the government and the medical profession to increase access. And it’s why we set up Project Twenty21 – the UK’s first medical cannabis data registry. At the time of writing Twenty21 has recruited over 1,000 patients, giving them access to specialist experts to ensure they get the right form of medical cannabis and at a fair price.


I also specialised in neuropsychopharmacology, which has allowed me to spend my career exploring the effects of drugs and medicines on the brain. I suspect I have given more different classes of drugs – legal and illegal – to humans than anyone else alive.


You could say that the rise of psychoactive drugs was a backdrop to my early life. I was an adolescent in the summer of love and an undergraduate in the 1970s. Psychedelics, especially LSD, were changing music, art and culture and cannabis became the hip alternative to alcohol. But I was also a child of that time in terms of the biggest ever revolution in brain science, the discovery that the brain is a chemical machine. Until the late sixties, people thought the brain was powered by electrical connections, like a phone exchange.


As an undergraduate at Cambridge, I was taught by some of the scientists who discovered how neurons work, and was party to the very first discussions on the nature of how neurons communicate with each other through chemical neurotransmission. These discoveries revolutionised not only brain science but also brain medicine. For the first time, we had a means to produce molecules that worked on the newly discovered neurotransmitters.


Drugs are just another version of this, as they also work by perturbing chemicals in the brain. I was – and am – fascinated by how much drugs change the brain. Since the first time I saw someone drunk, I have wondered, why do people do drugs? What changes do drugs produce in the brain? And what effects do these changes have on how people feel and think?


We are only at the beginning of understanding all of this. The fact that cannabis was illegal for so many years all over the world stalled this essential research. But since ten or so years ago, the pace has accelerated, and in Section Two, I share some exciting new developments in the understanding of how cannabis affects both the body and brain.


As a doctor, I also trained and worked as a psychiatrist. This, combined with my research, has given me a deep understanding of the long-standing debates around cannabis and mental health. One issue I’m sure you will want to know more about is the risk of dependence (see Chapter Twelve). The other is the linking of schizophrenia and cannabis, one of the major medical scare stories of our times (see Chapter Thirteen).


Finally, I’m writing this book as a parent. I have four children, all of whom are now grown up, but I remember the turbulence of the teenage years very well, especially as it lasted for thirteen years in our house. We all want the best for our children. We don’t want them to muck up their exams, get a criminal record, or become addicted.


It’s important as a parent or carer – and if you are a teacher, too – to know the truth about drugs and alcohol. Especially as the more honest information you give young people about drugs and alcohol, the more you empower them to make good choices.


In fact, I’m a great believer in empowering everyone, adults and children alike, to make choices based on good information. I hope this book gives you what you need to make up your own mind about cannabis.


How to Use This Book


You may not want to read every element of the book, but to choose the parts that are relevant to you. I go into all the aspects of cannabis, what it’s made of, how it works, how it can be used as a medicine and the politics of cannabis too.


To make it easier for you to find the information you want, I’ve broken it down into different sections.


Section One: The Cannabis Story


The history of cannabis, where it came from and how it became illegal. This section also covers my history as a government advisor and the work I did to develop evidence-based policies for cannabis.


Section Two: How Cannabis Works


This is the section to read if you want to find out what cannabis is made of, how it works and how your brain and body respond to it.


Section Three: Cannabis as a Medicine


The story of how cannabis finally became a medicine again under UK law, and why the fight is not yet finished. Plus the current evidence on the conditions cannabis works for.


Section Four: How to Minimise the Harms


We’ve been told a lot about the harms of cannabis. This section looks at the evidence behind those and what stands up. It also covers ways to minimise any harms, including regulation.


 


For cannabis- and medical-cannabis-related questions, refer to the Drug Science website: www.drugscience.org.uk.
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The Cannabis Story
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Why Is Cannabis So Controversial?
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Really, cannabis is just another plant. It’s a relative of the common hop used in beer, and it evolved around 28 million years ago on the eastern Tibetan Plateau. Cannabis has been cultivated by human beings for 6,000 years, first for food and fibre, then later as a medicine and an intoxicant.


Looked at from the perspective of these thousands of years of humans and cannabis living happily alongside each other, the roughly 100 years of prohibition has been but a blip in time.


So why have we spent so long banning it all over the world? For most of the twentieth century, we were told that cannabis was dangerous, responsible for crime and a gateway drug to ‘hard’ drugs like heroin. One of the key anti-cannabis campaigners in the 1930s, Harry Anslinger, head of what was then the Federal Bureau of Narcotics in the US, said, ‘Marijuana is an addictive drug which produces in its users insanity, criminality, and death.’1 He used race and fear as weapons in his crusade against cannabis.2


Eighty years later the UK prime minister Gordon Brown called it ‘lethal’.


The reason, of course, is THC (tetrahydrocannabinol), the chemical in cannabis that gets you high. The paradox is, it’s THC that also accounts for a lot of the plant’s medical effects. THC is known to reduce nausea and vomiting from chemotherapy, stimulate appetite, reduce pain and spasticity and treat anxiety and insomnia.


Cannabis also contains hundreds of other plant chemicals called cannabinoids – the one you’ll have heard of is CBD (cannabidiol). At high doses, CBD can be a powerful anti-epilepsy treatment. At lower doses it can reduce anxiety and improve sleep.


As we learn more about cannabis, we’re discovering that it’s the combination of these cannabinoids and other active chemicals that together accounts for its powerful and wide-ranging medical effects.


When cannabis was first farmed, in 4000 bc in China, it was as a food – for its seeds and oil – as well as the plant fibre being used to make paper, rope and fabric. This original version of cannabis had low levels of THC, making it more like the modern hemp plant than the kind people smoke.


It’s lost to history how people discovered its intoxicant and medical properties. It’s not clear if people bred cannabis to increase its levels of THC, or if particular growing conditions led to a more psychoactive version. It’s likely it was a combination of both.


Evidence of the first use of cannabis for psychoactive purposes has been discovered at a burial site dating to around 2,500 years ago. The archaeologists who examined the site think it was burned in wooden braziers in an enclosed space as part of the burial ceremony.3


We do have written evidence of cannabis being our oldest medicine. It comes from China and it’s found in the world’s first pharmacopoeia, the Pen-ts’ao Ching, which is thought to be 5,000 years old. It describes cannabis as being used for over 100 conditions, including gout and rheumatic pain. In fact, the Chinese character for anaesthesia is the same as the one for cannabis intoxication.


The spread of the cultivation of cannabis followed trade routes until it covered most of the globe, along the way becoming integrated into both religious and medical practices.


In India, it was used in medicine as a painkiller, anticonvulsant, anaesthetic, antibiotic and anti-inflammatory. And in one of the ancient Vedic scriptures, it was named as one of the five sacred plants.4


Evidence has also been uncovered of cannabis being used in Persian and Arabic medicine, and of its use across Africa and South America too. It had a wide range of uses, reflecting its safety as well as its versatility as a herbal medicine. You could see this as good news for the many conditions it’s being tried and researched for in the present day. They included healing wounds; soothing pain including toothache, headache, earache and labour pains; and helping with epilepsy, anxiety, infection, malaria, fever and dysentery.5


During the Middle Ages, it’s been shown that cannabis was grown in the UK. But probably due to the climate, it wasn’t psychoactive. It was hemp, grown for its hard-wearing fibres, the best source of raw materials for the manufacture of maritime rope and sailcloth. In 1535, as Henry VIII was building his navy, he passed a law requiring all farmers to grow a quarter of an acre of hemp for every 60 acres they farmed.


There are descriptions of cannabis with psychoactive properties being brought back by travellers to the East around this time. Nicholas Culpeper, in his Herbal (1653), recommended it for earache and jaundice and also wrote that the roots, ‘allayeth inflammations, easeth the pain of gout, tumours or knots of joints, pain of hips.’6


So how did such a useful plant turn into a pariah?


It was the increasing popularity of cannabis – as an intoxicant and a medicine – in Europe during the Victorian age that sowed the seeds of prohibition.
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Why Did Cannabis Get Banned?
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In the 1800s, cannabis was rediscovered as a medicine in India, and brought to Britain. It became popular as an off-the-shelf remedy, in the same way as tinctures of opium and cocaine at the time. It was sold in local shops and pharmacies, and used by all levels of society.


It was championed in England by the Irish doctor William Brooke O’Shaughnessy, who became interested in it when working as assistant surgeon with the British East India Company’s Bengal Medical Service.


At the time in India, cannabis was commonly taken, both for recreation and as a tonic, in three ways. There was bhang, a drink made from the leaves and stalks (the active ingredients of the plant) mixed with milk and spices – because cannabinoids are fatty molecules, they dissolve in milk better than they do in water. Slightly stronger was ganja, from the flower heads, and stronger still was charas, the dried resin. Both were smoked in pipes.


The British East India Company ran the cannabis trade in typically exploitative colonial style, profiting by selling Indian-grown cannabis back to the Indian people. This monopoly of production and sales of cannabis in India became a lucrative source of revenue that helped fund great Victorian building projects in London such as the Royal Albert Hall and also Imperial College, where I work.


O’Shaughnessy studied ancient texts and consulted with traditional doctors. He also conducted his own experiments using cannabis on animals, starting with stray dogs, moving on to cats, goats, fish, vultures and storks. He then began to treat people, reporting that cannabis was good for relieving pain and using it to treat the spasms of tetanus and rabies as well as for epileptic seizures.1


After he published his findings in the BMJ (British Medical Journal), cannabis started to get a reputation as the new wonder drug.


Users may have even included Queen Victoria herself. Her physician, Dr John Russell Reynolds, certainly used cannabis to treat women for period and childbirth pains, publishing the definitive overview of it as a medicine in the Lancet in 1890. He wrote: ‘When pure and administered carefully, [cannabis] is one of the most valuable medicines we possess.’2


As the late 1800s saw the rise of cannabis medicines, it also saw the rise of the puritan temperance movement. Agitators campaigned primarily against alcohol but wanted to ban all sources of intoxication. They saw cannabis as being used rather too much to deaden the psychological pain of miserable living conditions, rather than just to alleviate physical pain.


One direct result of temperance was the founding of the Indian Hemp Drugs Commission in 1893. This investigation was prompted by questions asked in parliament about the allegedly corrupting effects of cannabis on the mental health of the Indian people. After some months of wide-ranging and thorough scrutiny, the commission concluded that cannabis was not a cause of moral dissolution or mental problems (see Chapter Thirteen for more). And the report noted, ‘As a rule these drugs do not tend to crime and violence.’3


Despite this, the general global trend was towards the policing and control of the use of cannabis, possibly due to the ruling classes tending to see cannabis as a source of corruption of the workers. It was banned in Egypt and South Africa in the late nineteenth century, then Jamaica, British Guyana and Trinidad in the early twentieth.


The knock-on effect of banning it at a domestic level was that international trade became illicit too. It prompted governments to try to control this trade. Another issue was that in international discussions, cannabis was often lumped in with other more dangerous drugs, namely opium and cocaine. Eventually this led to cannabis being proclaimed as addictive and dangerous as opium, under the 1925 Geneva Convention. And, three years later, to the recreational use of cannabis becoming prohibited in the UK under the Dangerous Drugs Act.4


However, cannabis was still officially a medicine in the UK. The beginning of the end of this came when, in 1933, the US Senate voted to rescind the law on alcohol prohibition. As a result, the 35,000-strong army of alcohol prohibition enforcement officers (now known as the Drug Enforcement Administration or DEA) faced the threat of being made redundant, along with their director Harry Anslinger.


To justify their continued employment, Anslinger created a new drug scare to replace alcohol – cannabis. His tactics included rebranding it ‘marijuana’ to more closely associate its use with illegal Mexican immigrants, and creating racist scare stories about its damaging impact.


Though fanciful and dishonest, Anslinger’s campaign served its purpose: it created enough moral panic among the public to justify politicians banning cannabis. Anslinger’s job and army were saved.


At the time, the US had major influence in the League of Nations (now the United Nations), whose 1934 report stated that cannabis had no medicinal value. To further vilify cannabis and to remove any need for its cultivation for medical use, medical cannabis was removed from the US’s pharmacopeia the same year.


At first the UK held out against this outrageous denial of evidence of the value of medical cannabis, just as it did when there was a similar attempt by the US to eliminate heroin as a medical treatment. (We are still one of the few countries in the world that allow heroin as a medicine.)


The powerful anti-drug message from the US had an ally in the rapidly growing pharmaceutical industry. It was in the process of identifying the active ingredients of many plant medicines in order to create single-molecule, patentable, profitable medicines. For example, opium produced morphine that could be turned into semi-synthetic and so patentable compounds, such as codeine and heroin. But cannabis, as an unstable and very complex plant product, turned out to be much more difficult to turn into a pure medicine.


At the same time, traditional remedies and plant medicines were falling out of favour. They began to be seen as less modern, and they couldn’t be injected with the newly invented hypodermic syringe. It was in the interests of this new, growing, lucrative industry to eliminate competition from herbalists and their treatments and tinctures.


It also seems likely that the newly liberated and hence rapidly growing alcohol industry would have wanted to eliminate competition from cannabis in the intoxicant market. Certainly in recent years, we have seen the drinks industry funding campaigns against US ballots designed to legalise recreational cannabis.5


Finally, still under pressure from the US and the UN to get in line with international policy, the UK banned cannabis as a medicine under the Misuse of Drugs Act (MDA) 1971.


The pretext was the misuse of cannabis medicines by two GPs in Ladbroke Grove in London, who were prescribing tincture of cannabis to patients and suggesting that it be dripped onto tobacco and smoked.6


Really, according to James Mills, author of Cannabis Nation, it was in part a reaction to the increasing use of cannabis by the growing Caribbean communities in British cities as well as to its association with 1960s counterculture.


So rather than just strike the GPs off the medical register, the government decided to cave in to the decades of pressure from the US and ban cannabis as a medicine.


The 1971 MDA and its amendments make little scientific sense, in particular for cannabis. The Act gave each drug a class, intended to relate to its degree of danger and so to determine the level of penalties for possession and dealing. As a (former) medicine, cannabis was also put into a schedule, which relates to safe-keeping and prescribing regulations.


Cannabis oil was put into Class A – the most dangerous – while resin and the plant leaf were put into Class B. But more perversely, considering its long history, cannabis was put into Schedule 1, the most restrictive schedule, defined as ‘drugs not used medicinally’. Doctors are not allowed to prescribe substances in this schedule, and a Home Office licence is generally required for their production, possession or supply.


The upshot was that medical research on cannabis dropped dramatically, as it became expensive and difficult to get the relevant permissions (see figure 4). It cost me and other researchers thousands of pounds to obtain a Schedule 1 licence. And we had to put in a security system and keep the cannabis in a special safe bolted to the floor, a level of security above that required for very much more dangerous drugs, for example opiates.
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Fig. 4 Number of cannabis research publications since 1960


Over the next 30 years, there were more than a few attempts to reclassify cannabis, both as a medicine and for recreational use. But as the propaganda of cannabis being dangerous had become so entrenched in most people’s belief systems, politicians in both the major parties knew that the ‘war on drugs’ was a vote winner. No government could afford to stick its head above the parapet in order to support reform.


This was the situation when, in 2000, I first became involved in the arguments over the reclassification of cannabis. The following chapter describes the nine years during which I was involved in government policy, and the series of events that ended with my sacking from my government position advising on drugs.










3


Cannabis and the Political Machine
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Most of what we’ve been told about cannabis being a dangerous drug is lies and myths and fearmongering.


For nine years, from 2000 to 2009, I worked as an advisor to the government on drugs, from 2008 as the government’s ‘drugs czar’ or, more formally, chair of the Advisory Council on the Misuse of Drugs (ACMD).


I worked on three comprehensive reviews of cannabis for the ACMD, all of which included a detailed analysis of its various harms. For each of the reviews, we took evidence from a whole series of experts and stakeholders and looked at the latest scientific research. During this time, I also developed a rigorous evidence-based way to measure the harms of all drugs.


If you’re not British or if you’re not old enough to remember this time, the ins and outs of the political process may not strike you as relevant to whether, for example, it’s safe for you to use cannabis now.


But if my experience stands for anything, it’s as a first-hand account showing that what you are being told in the media or by the government may not be what the science says. It’s a lived illustration of the gap between how cannabis is portrayed and how dangerous it really is.


It also shows the contempt some politicians have for evidence, demonstrating that the old Churchillian adage that science should be ‘on tap, not on top’ is alive and well.


At one point during 2007, the then drugs minister, Vernon Coaker, was asked by the parliamentary Science and Technology Select Committee if he understood the nature of evidence. His innocent reply? ‘Of course, we seek evidence to support our policy decision.’ I’m not sure he understood why us scientists fell about laughing. But what he said was peculiarly honest as well as being unscientific.


During those nine years I served on the ACMD, cannabis was a hot topic, often in the media. One reason was that in 2004, the Labour government took all forms of cannabis out of Classes A and B and put them into C, only to put them back up to B again in 2009. Another was because catching people in possession of cannabis was made into an index of successful policing. Despite cannabis being downgraded in 2004, more people were prosecuted for possession of it than ever before.1


Fundamentally, my experience exposed a lie at the heart of government: they don’t want to tell the truth about drugs. They want to keep drugs as a political tool, something they can use to beat their opponents and to gain votes, even if it means misleading the public.


Back when I first started working as an advisor for the government, I thought what the government said about cannabis must be based on evidence. Perhaps I was naive, but when I was invited to join the Runciman Committee to review the drugs laws in the late 1990s, I assumed the 1971 Misuse of Drugs Act was based largely on science.


The Act ranks all illicit drugs from Class A, the most dangerous, to Class C, the least dangerous. Its major aim is to provide comparative measures of drug harms for sentencing purposes.


I presumed that evidence and scientific analysis had contributed to how the law was created, at least to the level of knowledge we had in 1971. And that the ranking of different classes and schedules must therefore largely be right, if out of date. I assumed that because cannabis oil was in Class A it was very harmful, and because resin was Class B it was also harmful though somewhat less so.


The Runciman Committee was set up to review the Misuse of Drugs Act. It was funded by the Police Foundation, a charity thinktank that sponsors research into the philosophy and value of policing.


The committee chair Viscountess Ruth Runciman had been the driving force behind persuading the then prime minister Margaret Thatcher to adopt the HIV-prevention policy of needle exchanges for heroin users. This was quite a feat, considering Thatcher’s staunch anti-drugs stance. The rest of the committee were impressive thinkers too, including philosopher Bernard Williams, writer and journalist Simon Jenkins and Rudi Fortson, one of the leading drugs lawyers in the UK. It was a major piece of work.


My work on the committee marked an escalation of my career-long campaign to find out and communicate the truth of the harms of drugs including cannabis.


During Runciman, I developed my first scale to measure this. The scale was divided into three sections: physical harms, addiction risk and harms to society. Each of the three sections had three questions that were used to rate each drug, and they were scored one to three. They included the risk of physical harms, both long- and short-term, the risk of dependence, withdrawal symptoms, social harm and medical costs. Each drug could score a maximum of 27 and a minimum of 9.


Using this method, we rated 14 drugs. We worked out that according to this ranking of harms, the classes should look like this:


 


Class A


heroin


cocaine


methadone


other opiates in pure form


amphetamines in injectable form


alcohol was at the boundary of Classes A and B.


 


Class B


amphetamines other than injectable


barbiturates


buprenorphine


codeine


ecstasy and ecstasy-type drugs


LSD


tobacco was at the boundary of Classes B and C.


 


Then Class C would contain:


cannabinol and cannabinol derivatives


benzodiazepines


cannabis


 


As you can see, cannabis came out as the least harmful, and heroin the most. We consulted the members of the Royal College of Psychiatrists, who largely agreed with our ranking.2


In the end, the committee’s key recommendations were hardly radical as we didn’t suggest any major changes to the Act. We concluded that some drugs were in the wrong classes and should be moved in line with evidence of their harms. Cannabis, we said, should move from A and B to C.


The report also said that the law on cannabis causes ‘more harm than it prevents’, particularly by criminalising large numbers of otherwise law-abiding young people, in particular those in minority ethnic communities.


The government seemed to agree; more than half of MPs questioned in a BBC survey said they were in favour of relaxing the laws on ‘soft’ drugs.3


And to the committee’s surprise, most of the suggestions were accepted by the public and media as being sensible and evidence-based. Amazingly, a number of newspapers that were usually anti-drug reform, in particular the Daily Mail and Daily Telegraph, even criticised us for not going far enough.


We on the committee assumed policy change was bound to follow, especially when the House of Commons Select Committee called for cannabis to be moved to Class C as part of a refocusing of drugs policy towards education and harm reduction. The home secretary at the time, David Blunkett, asked the ACMD, the expert committee that advises on the 1971 Act, to formally review cannabis scheduling.


By this time I had joined the ACMD, as chair of the technical committee. But at the first meeting, I was disturbed by what I heard. The members were an experienced and talented mixture of academics and clinicians, but the process of assessing harms was opaque and unstructured.


I was surprised to hear statements that sounded more emotion- than science-based, such as ‘Ecstasy will never be downgraded while I am on this committee.’ I agreed to chair the group provided I could instigate a systematic review of the drug classification system using a defined and transparent process.


In 2003 the ACMD confirmed the Runciman analysis and recommended that all forms of cannabis should be Class C.4, 5


The home secretary then announced the upcoming change in legislation. We on the ACMD assumed it was job done.


Then, just before the law was changed, for reasons unknown, some right-leaning newspapers, in particular the Daily Mail, turned against reclassification.


But Blunkett stuck to his guns and in January 2004, cannabis was put into Class C. While the new legislation may have looked progressive, its result was quite the opposite. To appease its critics, the new penalties for supply and/or dealing for cannabis were pushed up from 7 to 14 years. And that made them exactly the same as those in Class B, where most cannabis products had just been moved from.


The attacks on cannabis continued in the press. Blunkett resigned after allegations he’d used his position to fast-track a visa application for his former lover’s nanny, and was replaced as home secretary by Charles Clarke.


There then followed the most frustrating few years, as the government repeatedly tried to get cannabis reclassified, ignoring and rejecting ACMD advice against doing this.


I can only assume Clarke and the two home secretaries who followed were being pressured by the Labour leaders, Tony Blair and then Gordon Brown, to get cannabis moved out of Class C back into B. Why they wanted this was not openly explained at the time.


With hindsight I think both prime ministers wanted to have cannabis reclassified primarily to keep the votes of the majority of the public. Most people accepted the dominant dogma of the time, that drug harms could be reduced by drug users being punished. It follows that in order for a Labour government to keep the support of those politically in the centre, they had to be seen to be as ‘tough’ on drugs as the Tories.


In 2005, Clarke asked the ACMD to review the status of cannabis for a second time, in case we had got it wrong on first analysis! The reason given was the claim of increasing evidence of a link between skunk and mental illness.


During the second ACMD review, we looked at new evidence, listened to more experts, then produced a report and a recommendation. Although the decision was not unanimous, the vast majority of the committee wanted cannabis to stay in Class C.
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