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15. Cannabis problems in context: understanding increased treatment 
demand 

Growing numbers of cannabis users throughout Europe are asking to be admitted on 
treatment programs. From the point of view of healthcare policies it is important to analyse 
the reasons for this increase. The objective of this study is to analyse the data available at a 
national level and to put it into context so that any conclusions drawn from the study can be 
better understood. In light of this, and at the request of the European Monitoring Centre for 
Drugs and Drug Addiction (EMCDDA), five fundamental questions are to be answered. 
Firstly, has there been an increase in the demand for treatment from cannabis users? 
Secondly, which factors must be taken into consideration when analysing the data 
concerned. Thirdly, what are the profiles of those asking for treatment for problems 
associated with cannabis? Next, how prevalent are those with problems related to cannabis 
and what kinds of problems do they have? Finally, what are the specific measures used to 
treat cannabis users? 
 

15.1 Demand for treatment for cannabis use 
This chapter aims to clarify the demand in France for treatment for those using cannabis as a 
primary drug (on its own or together with others). It also aims to identify the sources of 
counselling, the causes of demand and changes in demand. Furthermore, the aim is to 
establish a profile of the clients, the specific changes in legislation and in the modes of drug 
use that may help explain the growth in the demand for treatment. 

Proportion of patients being treated for using cannabis as a primary drug (on its 
own or together with others) 

France does not yet have a system for recording requests for treatment that conforms to 
European guidelines. Between 1987 and 1999 the data used was supplied by a survey 
carried out by the statistics department of the ministry in charge of healthcare (SESI-DGS 
later DREES), which covered the reception structures for drug users. It was compulsory for 
all Specialised drug addiction treatment centres (CSST) to take part in the survey which was 
initially carried over a three-month period (the 4th quarter) and later over a period of one 
month (November). This type of survey was discontinued in 1999 and has not been resumed 
to this day. On the other hand, however, the 1992 Decree governing the CSST makes it 
compulsory for them to supply a standardised annual report of their activities (delivered to 
the Ministry of health since 1998). This provision was reiterated in the Decree of 26th 
February 2003 (n° 2003-160 – NOR : SANP0320261D). The data gathered in these 
standardised reports or “type reports” provide an outline description of the patients cared for 
in the course of the year. 
The current data is therefore based on the standardised reports delivered by the CSST. The 
latest figures available are for 2001 (DGS and OFDT, 2002). The information supplied in 
these reports refers to the patients seen throughout the year as a group rather than to 
individual patients, so the data cannot be cross-referenced. The data in the reports on the 
activities of the CSST do, however, have the advantage of being compiled on an annual 
basis, making comparison at a European level easier. In addition to the CSST, only the 
TREND22 survey provides some information on drug users making use of low threshold 
facilities (“boutiques” and needle exchange programmes) or hospitals (focus groups). No 

                                                 
22 TREND: stands for recent trends and new drugs, and was set up by the OFDT in 1999. The objective of the 
TREND infrastructure was to acquire insight into the modes of use of the users of illicit drugs, whose use is not 
very widespread, as well as any emerging trends that are associated with them. The information gathering 
framework relies on 3 categories of sources, the TREND information gathering systems (network of TREND 
facilities, the SINTES system, press monitoring), specific investigations as well as partner information systems. 
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information, however, is available on requests for treatment made by cannabis users to 
doctors. That said, however, it is clear that the demand for treatment23 at the CSST 
attributable to the use of cannabis continued to grow between 1998 (17.5% of all requests) 
and 2000(24% of all requests) before levelling out in 2001. The figures relate to 53,000 
patients seen during 2000 and around 50,000 seen in 2001 (the data is supported by around 
32,000 case files. 
 
It should be recalled that the last “DGS/DREES” surveys available are for 1997 and 1999. 
These also show an increase in the number of requests for treatment as a primary product 
during the month gone by, from 12.7% in 1997 to 15.5% in 1999 (with 18,075 patients in 
1997 and 19,564 in 1999) (Palle and Tellier, 1998, Tellier, 2001). It should be highlighted that 
this level of demand for treatment (around 3,300 requests for treatment in 1999 compared to 
948 in 1989) had never been reached since the survey was set up at the end of the 1980s. 
It would seem, therefore that between 1998 and 2001 demand for treatment related to the 
use of cannabis continued to grow. This trend also perpetuates a trend recorded in the 
November surveys carried out between 1997 and 1999 (Table 31). Overall this growth 
represents a doubling in demand over 5 years. Requests for treatment relating to the use of 
cannabis now account for 30% of new patients (new patients for the year in progress). 

Table 31: Substances that led to admission (as a % of patients and of new admitted) 

Year (total number of patients, 
validated case files) 

1998 
n = 22,827 

1999 
n = 21,436 

2000 
n = 32,398 

2001 
n = 31,938 

Cannabis (/total no. patients) (%) 17.5 21.5 24.0 23.2 
Total number of new patients n = 11,687 11,361 17,097 16,619 
Cannabis (/new patients) (%) 24.2 26.7 27.5 28.9 

Source: DGS and OFDT, 2002 

It should be recalled that for the low threshold structures (TREND/OFDT survey 2001, which 
included 799 patients) the levels of drug use during the 30 previous days are higher for those 
using cannabis at 82%, compared to 23% for heroin and 39% for cocaine. This survey, 
however, does not make it possible to identify either the substance that prompted the request 
for help or to identify any trends. The OPPIDUM survey (Monitoring of illegal psychotropic 
substances or those that are used for purposes other than medicinal, CEIP) which is carried 
out each year in October at the survey centres (CSST in particular, 80 centres in 2001) aims 
to identify the current habits of drug addicts (2,858 were included in 2001). There is a 
considerable lack of reporting on cannabis in these types of survey, the reasons for which 
shall be elaborated later. It should nevertheless be pointed out that there is an upward trend 
in the number of patients using cannabis, from 4% in 1997, to 5% in 1998, to 6% in 1999, 
2000 and 2001 and finally to 7% in 2002 (private paper, Professor Xavier THIRION, CEIP 
Marseilles). 

Sources of advice: 

Typically there are 3 sources in France that advise cannabis users to consult the CSST. 
These are the parents of young (often under-age) users, law enforcement agencies and the 
educational community. It is a fact that users only rarely request treatment for the use of 
cannabis as a primary drug, and if they do so it is usually at a late stage. This is mainly due 
to the significant discrepancies between the way in which users and their family and social 

                                                 
23 The demand for treatment is extrapolated from the total number of requests by “individual patients” who were 
seen at the CSST throughout the current calendar year. The length of the treatment period can also be used. As 
the “DGS/DRESS” surveys are carried out during a single month, the levels of drug use relate to the month 
preceding the survey and the demand for treatment to the month that has gone by. 
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entourage perceive the effects of drug habits on the individual’s health. The former see those 
effects as moderate while the latter are more concerned.  
 
It should not be ignored, however, that a majority of users have themselves admitted to 
treatment programs. The November 1999 survey may show that in comparison cannabis 
users are still more likely than opiate users, for example, to be referred to the CSST by law 
enforcement agencies (24% of the reasons for admission compared to 6%), the fact remains, 
however, that a large majority of admissions take place on a voluntary and outside a judicial 
context. Moreover, an average age for those admitted of 25.5 (Tellier, 2001) suggests a 
voluntary step taken by young recognising a problem with which they are confronted, rather 
than a step that is strongly influenced by parents or the school environment. The 
characteristics for those requesting treatment for the first time (first treatment program) are 
slightly different. The individuals concerned are younger (23 years old) and are more often 
referred through the judicial process (1/3 of cases). It would seem that admissions are less 
frequently voluntary and they are often the result of action taken by their social entourage. 

Reasons for a request and trends 

The existing sources of information only make it possible to distinguish between judicial 
reasons for admission (as an alternative to custodial or administrative sanctions) and other 
reasons (psychological problems, social problems...). A more detailed insight into the latter is 
not possible without relying on qualitative information (opinions of professionals, focus 
groups) as they appear in the TREND/OFDT surveys. 

Alternatives to sanctions: 
In 1999, 24% of the requests for treatment related to cannabis (1/3 of first requests) were 
therefore the result of judicial proceedings. The requests for treatment were the result of 
judicial proceedings, which in turn, had followed a number of arrests using cannabis. There 
has been a significant increase in the number of such arrests throughout the 1990s. Arrests 
for the use of cannabis account for 9 out of 10 arrests for illegal drug use in France 
(compared to 7 out of 10 at the beginning of the 1990s). The figures continued to rise 
between 1990 (around 20,000 arrests) and 2000 (74,000 arrests, 82,000 in total including 
those for use and trafficking). There was a slight fall in 2001 (a total of 70,000 arrests) 
(OCRTIS, 2002). The average age of these users is 21,8 (data for 2000) and their age has 
continued to fall since 1995. Meanwhile, in contrast, the average age of those arrested for 
the use of most other illegal drugs has shown a tendency to increase. 
 
Since the circular issued by the Minister of Justice on 17 June 1999 (NOR: JUSA9900148C), 
arrests for drug use only without related crimes can no longer lead to custodial sentences. 
Alternative measures such as calls to order and warnings (in around 80% of cases in 2001, 
provisional data) but also placement with health and /or social advisory services (in around 
15% of cases, provisional data for 2001 Ministry of Justice, DACG, Infocentre) are now 
mandatory. The latter measures fall within the framework of the objectives set for Health-
Justice (CDO, established by the interministerial circular of 14 January 1993). These 
measures affected 36,300 people in 2001 compared to 9,235 in 1999. In 1999, cannabis 
users accounted 71% of those targeted by such social and sanitary services. 
Even if the placements without follow-up and the calls to order/warnings are still the most 
frequent sanctions chosen, these measures to promote treatment have nonetheless helped 
to increase the number of requests for help from the treatment centres. (17.8% of new 
patients – regardless of the substance – admitted to the CSST in 2001, compared to 16.8% 
in 2000, 14.1% in 1999 and 13.4% in 1998). The greatest increase has been witnessed in 
the case of placements with guidance (the measure most frequently linked with cannabis 
use: 6.1% in 2001 compared to 1.4% in 1998). This mainly explains the increase in the 
number of judicial measures to promote treatment whereas the number of therapeutic 
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injunctions (mainly linked to heroin) remained unchanged. This leads one to believe that 
such measures promote the resort to treatment centres for problems related to the use of 
cannabis. It is possible, nevertheless that this effect alone may not explain the rise in the 
demand for treatment related to the use of cannabis. The increase in the number of requests 
for treatment at the CSST has, in fact, also been recorded in some departments (Gironde for 
example) in which judicial measures do not promote treatments at the CSST but by general 
prevention teams. The judicial measures alone cannot therefore, explain the growth in the 
number of requests for treatment even if though they have significantly contributed to that 
growth. 

Psychological and social problems in young people: 
The causes of such problems cannot be clearly identified with information sources currently 
available. Nevertheless, professionals interviewed on this matter (TREND focus groups, the 
National Association of Speakers on Drug Addiction – ANIT, RESTIM network) provide 
similar answers. All agree that they have observed a rise in demand for treatment due to 
problems related to the use of cannabis. In addition to the “forced” requests already 
mentioned, the main problems named as the reasons for patients to seek treatment were as 
follows: 

•  changes to cognitive functions, short attention span, memory problems (short-term 
memory) and concentration problems, 

•  amotivational syndrome in conjunction with adynamia, 
•  depressive disorders, 
•  paradoxical anxiety disorders sometimes even ideas of reference and threat, readily 

described as “paranoid” by those affected themselves, 
•  polymorph delirium with hallucinogenic elements,  
•  dependency: this in itself can be the cause of a request for help, even in addition to 

the immediate cause previously mentioned. When, for example, the affected 
individual becomes aware of (spontaneously or thanks to pressure from the 
entourage which highlights the problem) and challenges what he perceives as an 
alienation which is unsatisfying, intrusive, unbearable or simply too expensive... 

 
On a psychological and social level, the most frequently quoted warning signs are as follows: 
lack of adaptability at school and at work leading to social withdrawal, isolation, behavioural 
disorders when under the influence of drugs (anxiety, irritability, lack of inhibitions, 
“paranoia”...) or during detoxification periods. 

Patient profiles 

As we have seen, those seeking treatment for problems related to the use of cannabis are 
different to opiate users seeking treatment at the CSST (data for 1999, Tellier, 2001). 
They are younger people (with an average age of 25.5 compared to 31.5 for opiate users, 
52% are under 25 compared to 13% for opiate users). They are mainly men (82% compared 
to 76% for opiate users). They are more likely to have a criminal background (24% compared 
to 6%). They are more likely to be new patients (57% of cases compared to 29% for opiate 
users). They are less likely to take several types of drugs (a second substance – generally 
alcohol – is only mentioned in 40% of cases compared to 60% for those on opiates and 70% 
for those on cocaine). 20% of cannabis users are pupils or students (compared to 2% for 
those on opiates). 15% of them receive RMI (Minimum benefits paid to those with no other 
source of income) (compared to 31% for opiate users), 29% are in employment (compared to 
39% of those on opiates). Even though certain factors are considerably determined by age 
(studies, employment, RMI...) it would generally seem that those using cannabis have a less 
unstable background than those on opiates. 
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These characteristics are even more marked for those requesting treatment for the first time. 
They are younger (with an average age of 23, 2 out 3 are under 25). One third are pupils or 
students and one third have a criminal background.  
And these differences are even more pronounced among those who have been arrested for 
using cannabis. They are even younger (with an average age of 21.8 in 2000). The 
proportion of these who are under age continues to grow. One third are pupils or students 
compared to 1 in 20 of those arrested for using heroin.  

Specific changes to the law 

Certain changes in the application of the legislation may have played a role in bringing about 
the growth in demand for treatment. As has been mentioned previously, therapeutic 
injunctions have been withdrawn in most jurisdictions for offences relating to cannabis. 
Meanwhile, the recent development of alternative proceedings (circular of 1999) in the shape 
of psychological and social injunctions within the framework of objectives set out for Health-
Justice (CDO) have contributed to the growth in demand for treatment. It should be noted 
that a law prohibiting the use of narcotics at the wheel was recently introduced to the penal 
code of (law no. 2003-87 of 3rd February 2003 relating to driving under the influence of 
substances or plants classed as narcotics). The new law allows drug screening to be carried 
out either following an accident or as a preventative measure. In the long term this should 
bring about more mandatory treatment programs and even lead to the setting up of programs 
similar to those in place for the treatment of problems related to alcohol. These 
arrangements, however, have yet to be put in place and have therefore had no effect so far. 

Changes in the substances used 

Among the factors that may be responsible for the growing problems related to the use of 
cannabis and the growing demand for treatment it should not be forgotten that the THC 
(delta-9-tétrahydrocannabinol) content of the substances being consumed has increased, 
and with it their toxicity. This is how a study (Mura et al., 2001) based on results from the 
analysis of 5,152 samples taken from substances seized in France between 1993 and 2000 
show a rise in their THC content since 1996. There is little difference between most of the 
samples (less than 5% THC content for the grass and less than 10% THC content for the 
resin). The novelty is the appearance of substances that have been heavily titrated. In 2000, 
3% of the grass samples (“skunk”) and 18% of the resin samples (pollen, “haya”, ...) 
contained more than 15% THC. Some of the samples currently being seized can have a THC 
content of more than 30%, whereas prior to 1995 the highest content recorded had been 
10.6%. It should be recalled by way of comparisons that the THC content of cannabis 
samples (generally grass) seized in the USA may have tripled between 1980 and 1997 
nevertheless, they “only” rose from 1.5% to 4.5% (El Sholy et al., 2000). This must lead one 
to question the studies into the use of cannabis under real conditions that have been carried 
out on either side of the Atlantic. 
Moreover, parallel to the change in the THC content, one should forget the changes in the 
modes of taking cannabis. The traditional joint has been discarded in favour of more potent 
modes of extraction such as water pipes (“brad”, “bhong” etc.). 

Changes in the means of problem identification and notification 

A further element that should be taken into account when considering the changes in the 
demand for treatment are the changes in the means of problem identification and notification 
that have affected users and professionals alike. It is true that in the past it was common 
place for professionals and drug users to play down the health and social consequences of 
drug use. So much so in fact that when these problems were identified those concerned 
were only too ready to attribute them to purely psychological or social causes or even to 
other substances that taken much more sporadically but which were much more toxic. This 
meant that drug users failed to request admission to the specialised treatment centres, and 



 81

when they did seek admission the professionals often had a tendency to class the more 
“toxic” substance as the primary drug. This meant that cannabis was systematically recorded 
as a secondary drug (or was not recorded at all as in the case of OPPIDUM). 
Attitudes have changed considerably in France over the last few years, however. This is 
especially due to the spread of the problem, which has become more apparent both for 
young people as well as professionals. It is also due to international studies such as those 
carried out by ANDREASSON on the links between cannabis and psychotic disorders 
(Andreasson et al., 1987, Andreasson et al., 1989, Zammit et al., 2002). It is therefore 
certain, even if the trends cannot be quantified that the change in the collective perception of 
the situation prompts users to better identify the problem. It also facilitates their requests for 
treatment at a CSST which will be more likely to record cannabis as the primary drug. This 
has therefore acted as a catalyst promoting the increase in demand for treatment by 
improving through monitoring and notification. 

15.2 Prevalence of problematic cannabis use and patterns of problems 

Prevalence of “heavy” use, problematic use and of dependency 

Definitions 
Although the definitions of dependency applicable in France match the international 
definitions (ICD 10, DSM IV), there is no definition for « heavy » or « considerable » use, nor 
is there one for problematic use. A study is currently being carried out on the subject in 
collaboration between Professor Michel REYNAUD and the OFDT. This study will make it 
possible to draw up definitions for problematic use and will determine the indicators on which 
it is based. The results of the study should be known by the end of 2003. In addition to this 
the analysis contained in the ESCAPAD 2002 should provide an unprecedented survey of 
problematic uses. Until then the modes of drug use featured in the studies by the OFDT and 
the Health Barometer (Guilbert et al., 2001, INPES, processing OFDT) differ in terms of the 
following frequencies of use: abstinence (has never experimented), former user (has already 
smoked but not in the last 12 months), occasional user (has smoked between 1 and 9 times 
in the course of the year), repeat use (has smoked more 10 times in the course of the year 
but less than 10 times during the last month), regular user (has smoked at least 10 time in 
the last 30 days). 

Methods and results 
For data on the prevalence of cannabis amongst the population as a whole, the most 
relevant surveys are the Health Barometer 2000 (Beck and Legleye, 2002a) and the 
ESCAPAD 2000, 2001 and 2002 surveys (Beck and Legleye, 2003a). 
The Health Barometer 2000 was carried out using a representative sample of the population 
aged between 12 and 75. 13,685 people responded to the questionnaire which was 
completed by telephone. The ESCAPAD surveys are carried out each year and includes 
French youths (between the ages of 17 and 19) who are called upon to take part in a day of 
defence preparation (JAPD) which has replaced national service.  
Amongst the population as a whole (Beck and Legleye, 2002a) cannabis is the illegal drug 
whose use is by far the most widespread. Among those aged between 15 and 75, more than 
1 person in 5 (21.7%) has used cannabis at least once in their life. Twice as high among men 
than among women the levels of experimentation are closely linked to the age of the 
respondents. 4 in 10 people aged between 15 and 34 have experimented with it compared to 
1 in 10 among those between 35 and 75. The prevalence of experimentation is highest 
amongst those between 20 and 25 (almost 60% of men, 40% of those between 15 and 19 
and 50% of those between 26 and 34). A doubling of the frequency of experimentation with 
cannabis has been recorded amongst those between 18 and 25 between 1992 (23.3% 
Health Barometer 1992) and 1999 (44.5%) with no substantial rise being recorded for the 
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substances. The same was true for those aged between 26 and 44. The level of 
experimentation stood at 30% in 1999 compared to 16% in 1992. 
3.6% of those between aged 15 and 75 fall into the category of repeat users (that is 
1,700,000 people, extrapolated data) but 14.6% of those aged between 18 and 25. The level 
of repeat users is particularly high for men (65.4%). 2.7% of those aged between 15 and 44 
are regular users (77.5% of men). The average age in both cases stands at around 23, but 
the age at which initiation takes place for regular users is significantly lower (16.6 years old) 
than that for repeat users (17.2 years old). The average age of experimentation for all 
categories of users is 19.5 (median age of 18). The number of daily users (at least 30 days in 
the last month) was assessed to be of the order of 280,000 people (extrapolated data). 
Furthermore, the repeat or regular users are more likely combine the use cannabis with that 
of other drugs, and are more likely to display symptoms of multiple dependencies and more 
frequent highs. Similarly, in general cannabis users (aged between 15 and 24) state that they 
are not in as good a state of health as non-users. This particularly apparent from the scores 
for anxiety and self-esteem (evaluation carried out using the Duke indices, Health Barometer 
2000).  
 
The tendency to trivialise cannabis recorded higher up in the population is even more 
pronounced among youths (Beck et al., 2000). As far as experimentation is concerned there 
has been a definite increase among those from the age of 15. In 1999 at the age 18, 59% of 
men and 43% of women stated that they had used cannabis compared to 34% and 17% in 
1993 respectively. A little under a quarter of men aged 17 (23.7% compared to 12.6% of 
women of the same age) stated to be at least repeat smokers whereas it was the case for a 
third of them at the age of 19 (32.7%). It should be pointed out that 15.8% of men aged 19 
(8% aged 17, 2.6% of women aged 17) fell into the category of intensive users (smoking at 
least 20 times or more per month). The small differences existing between men and women 
for low-level users become more pronounced as the level of use increases. The initial results 
of the ESCAPAD 2002 (Beck and Legleye, 2003c) survey for youths aged 17, confirm that 
the growing prevalence of experimentation (54.6% among men; 45.7% among women) and 
repeated drug use (28% among men; 14.4% among women) are ongoing trends. It should be 
noted that this recent study found the average age for experimentation to be around 15 (15.2 
for men, and 15.3 for women) which presents a significant risk factor for the future. 
 
Overall it would seem that the use of large quantities of cannabis, whether they are defined 
in term of repeated or regular use have been increasing constantly since the beginning of the 
1990s, especially amongst the young. There is also a growing trend for use of cannabis to 
start at an earlier age. 
 
Faced with the lack of a definition for what represents problematic use, it is not possible to 
produce validated prevalence data but a certain number of indicators show that this is the 
case. Based on ideas supplied by the DSM III R, the Health Barometer 2000 actually studied 
three variables that can serve as strong indicators of problematic use. First, the daily use of 
the substance for at least 2 weeks. Second, failed attempts to give up. Finally, the complete 
withdrawal from or reduction of social, school, professional or leisure activities because of 
drug use. With regard the first point, 2.7% of those aged between 17-75 interviewed claim to 
used cannabis on an almost daily basis for at least 2 weeks, it is for 12.4% of those 
experimenting with the drug, and for 72% of regular users. More than ¾ of them are men, 
with an average of 27. The failed attempts to give up cannabis drug affect 1% of those 
experimenting with the drug and 5% of regular users (inversely, almost ¾ are either regular 
or repeat users of the drug). The reduction of or withdrawal from social activities due to 
cannabis affects 3% of those experimenting with the drug, a third of them are regular users, it 
thus affects one regular user in ten. It should be pointed out that while, on average, those 
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experimenting with cannabis started at the age of 20, the average age on first use amongst 
those who have subsequently had to reduce their activities is only 16. 
On this subject it should be recalled that the early age for experimenting undeniably poses 
an increased risk of subsequent problems linked to the drugs use. The Health Barometer 
indicates that around 7% of those experimenting with cannabis had done so before the age 
of 15. The current trend towards experimenting with cannabis at an increasingly early age is 
therefore a cause for concern, which doubtless plays an important role in shaping the 
problems that develop. This trend complements the growth in demand for treatment. Finally, 
it should emphasised that other clinical factors also characterise problematic use (use when 
alone, use in the morning) and that strongly linked to a more or less regular use of the drug. 
As far as the prevalence of dependency on cannabis is concerned, no reliable data exists in 
France, the classic data put forward by G. E. WOODY et al. (1993) should nevertheless be 
borne in mind. The data deems the addictive properties of “american” cannabis to be 
relatively weak but nonetheless real. Of those tested 59% developed no dependency, 18% 
developed a slight dependency, 13% developed a moderate dependency and 10% 
developed a serious dependency no matter what the levels of drug use. 

Road traffic accidents linked to cannabis 

Most of the studies available in France merely indicate an increased likelihood that cannabis 
users will be among those involved in a road traffic accident. In France that probability lies at 
between 6% and 16% but some studies indicate that this can increase to 30% when young 
people (between the ages of 15 and 24) are involved. Tests carried out under experiment 
conditions actually show that an individuals driving is affected by the use of cannabis (Lagier 
et al., 1996, Mura, 1999). The driver’s reflexes are slowed down (which increases the 
breaking distance), the driver’s state of vigilance and attention is also impaired, as is their 
judgement of distances. The driver also feels drowsy an experiences a changed perception 
of danger, impaired night and colour vision, and on rarer occasions there can behavioural 
problems may arise that are linked to psychiatric disorders (anxiety, delirium...). Under real 
driving conditions, however, the risks associated with the use of cannabis have yet to be 
established and they have not yet been quantified as no witness group has so far been set 
up. It is for this reason that since 1st October 2001, and for the last 2 years, all drivers 
involved in a road traffic accident have undergone a drugs search within the framework of 
Law no. 99-505 of 18th June 1999. The results of this work are currently the subject of an 
accident investigation study and an epidemiological study overseen by the OFDT. Their 
findings are expected to be published in 2004.  
As road safety has been declared an issue of national importance by the President of the 
Republic a number of measures have been adopted in this field since 2002. These measures 
include Law no. 2003-87 of 3rd February 2003 which prohibits the use of narcotics at the 
wheel and foresees the possibility of drug searches both after an accident and as a 
preventative measure. This mobilisation has no doubt helped to draw the attention of both 
drug users and professionals to a danger which until then, had been widely underestimated. 

Social problems related to the use of cannabis 

As far as we are aware the social problems such as the changes in relationships and in 
social achievement (school marks or productivity at work) have yet to feature as the object of 
a specific study in France. These problems are, nevertheless, widely recognised and 
highlighted by the professionals and families concerned: educationalists, school health 
visitors, company doctors, etc. They are generally described as being on the increase, 
although there has been no systematic study to confirm (or counter) this increasingly 
widespread opinion. The doctors working for the (DRTEFP) Regional Directorate for work, 
employment and professional training indicate that growing numbers of organisations 
representing employers (often of Anglo-Saxon origins or from multinationals) provide them 
with cannabis detection kits for their employees. This is a new turn of events in France and 
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highlights the growing concerns over the people the companies are employing and ensuring 
they are up to the job particularly for high risk positions.  

Psychiatric problems related to the use of cannabis 

The regular use of cannabis is related to a large number of psychiatric disorders, including 
behavioural problems due to lowered inhibition, hyperactivity with loss of attention span, 
disorders linked to anxiety and depression with an increased risk of suicide. The greatest 
concerns are obviously for the psychotic disorders triggered when under the influence of 
cannabis, and most especially the links between cannabis and schizophrenia, as it would 
seem that using cannabis increases the risk of developing the illness (by a factor of 6 for 
regular users) and certainly causes the condition of those with the illness to deteriorate.  
Acute psychoses brought on by cannabis were identified in France as early as the end of the 
19th century. The subject remained relevant particularly in the DOM-TOM (Antilles, Guyana, 
Reunion, Polynesia, New Caledonia...) due to the massive and availability of cannabis. 
According to information provided by focus groups, the phenomenon now seems to be on the 
rise in mainland France. This is no doubt linked to growing use by younger people on the one 
hand and on the other to the availability of substances with a higher THC content, which are 
increasingly frequently smoked in “douilles”. 
 
No validated data exists at a national level that would make it possible to assess the 
significance of this phenomenon. The computerised information gathering system for 
admissions for psychiatric treatment and treatment in emergency outpatients (PMSI) is not 
yet far enough developed for it to be used at a national level. Nevertheless, some pilot 
studies (Pr. Hélène VERDOUX, (Verdoux et al., 1996)) confirm the significance of the 
problem (there is a high prevalence of prior cannabis use in patients with psychotic 
disorders) in France in spite of the fact that it hasn’t been researched...   
Although they are now widely recognised by professionals, neither adynamia nor cognitive 
disorders which have negative effects on learning and professional skills have, to our 
knowledge, been the object of study to assess their prevalence. 

Health problems (other than psychiatric) related to cannabis 

Beyond the problems caused by secondary trauma from road traffic accidents brought about 
by the use of cannabis few health problems have been reported. This is not surprising except 
for acute problems that are not very serious (aggravation of asthma, irritation of the trachea 
and the bronchi, vagal discomfort), the most serious consequences (lung cancer in 
particular) take tens of years to develop and cannot therefore be identified in young patients. 
As the use of cannabis only appeared in France in the 1970s and did not really become 
widespread (regular users) until the last ten years it should be possible to deal with their 
impact. The risk factor posed by cannabis could be better identified if more research were 
available and if the cross-examination was not simply limited to alcohol and tobacco. 
Similarly, the issue of taking cannabis when pregnant is another area which has not been 
taken into account in France. 
 

15.3 Specific interventions for problematic cannabis use 

a) Equipment and centre for specific treatment 

Outside the Specialised drug addiction treatment centres (CSST) governed by the Decree of 
February 2003 which have the task of taking care of users of illegal drug (of which cannabis 
is but one), there are no healthcare or social care structures specialising in the treatment of 
problematic drug use specialised in the treatment or cannabis users. The prevention and 
health promotion structures as well as the PAEJ value their global, as specific approach 
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which makes them even less inclined to adopt structures or even programs specialising in 
the treatment of cannabis related problems. 

b) Specific programs 

In view of the fact that no structures exist specifically for the treatment of cannabis problems, 
several CSST have initiated specific programs for problematic drug use and cannabis in 
particular, independently or in partnership, on their own premises or at unmarked facilities. 
The general idea of these programs is to facilitate access by problem drug users to treatment 
by helping them to become aware of their problems as early as possible, in particular by 
means of self evaluation infrastructures and motivational aides (2 individual sessions). They 
are then offered treatment that is adapted to their needs, for example, in the shape of short 
protocols using the cognitive approach (3 to 10 individual or group sessions). These are 
inspired by those suggested at an international level by the Cannabis Youth Treatment (US 
Department of Health, (Dennis and The CYT Steering Committee, 2002)). These ideas were 
first put in to effect by Jean-Pierre COUTERON (CEDAT) in the Paris region and are in the 
process of being developed at a national level, in thanks partly to the involvement of the 
RESTIM, ANIT network of professionals (Couteron, 2001). Other initiatives have appeared 
elsewhere outside Paris in the Lyons and Bordeaux regions amongst others (CAAN’abuse ; 
(Delile, 2003)). The special point about this program is that it is a multi-partnership program 
located on same unmarked premises (not labelled as being for “drug addiction”) belonging to 
the French Red Cross. These facilities treat drug and alcohol addiction as well as providing 
for prevention in the shape of information and health promotion campaigns. This projects 
aims to receive young drug users, to identify problematic patterns of use and related 
problems, to evaluate and then direct them towards information/prevention programs, either 
to shorter programmes or to more traditional treatment programmes.  
All these specific initiatives are being considered and discussed by a national working group 
set up within ANIT and are being co-ordinated by Jean-Pierre COUTERON and Jean-Michel 
DELILE (CEID). They are, however, too recent to have had any influence on the growth in 
demand for treatment. It should be noted that these initiatives in the fields of access to 
treatment and of drawing up procedures adapted to the needs of patients come from 
professionals in these fields and are currently being evaluated through university hospital 
research on the in the same areas (Pr Michel REYNAUD ; (2002)) or on related psychiatric 
problems Pr Hélène VERDOUX). It would also be interesting for qualitative information 
systems on drug such as TREND (OFDT) to include cannabis use and development in the 
field of research that may contribute to improving policy in matters of health. 
 

15.4 Conclusion 
The relative growth in demand for treatment for problems related to cannabis as a primary 
drug is a development that cannot be denied. The trend has been registered by a number of 
monitoring systems over a period of ten years. The growth in demand is rapid. The 
proportion of current case file cannabis accounts at the CSST doubled between 1997 and 
2001. The scales of demand is such that cannabis user now make up 30% of new 
admissions to specialist centres.  
The patients are generally young and better integrated in society than other patients seen at 
the centres. Most often they are referred through the judicial process and the treatment 
periods are shorter. In addition to referrals by the judiciary, the most frequent reasons for 
treatment, apart for the dependency itself, are cognitive and psychiatric problems, their social 
consequences and the behavioural disorders associated with them. The increased risk of 
road traffic accidents as well as the consequence for drugs educational and professional 
future are also a cause for growing concern. 
The considerable growth in demand is without doubt the result of an important rise over the 
last ten years in France of levels of experimentation and repeat use of cannabis (and as a 
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result problematic drug use... data is lacking, however in this field) by young people. 
Moreover, the rising levels of use and the fact that it is starting at an increasingly early age 
(the percentage of users starting under the age of 15, especially is rising) are obviously a 
further cause for concern. The greater availability of substances with a higher THC content 
and the changes towards more aggressive forms of the modes of drug use is equally 
significant. Elsewhere, the increase in judicial referrals of (placing on record with referral) 
following the circular of 1999 has made a large contribution to the increase in those seeking 
treatment. 
The impact of cannabis use is such that the dominant perceptions in France of this form of 
drug use in young people but also of many professionals as well as policy decision-makers is 
beginning to change. In the past, many used to see cannabis more as an issue of social 
norms rather than one of public health. Doubt was cast on the potentially harmful effects of 
this substance in line with a view that is relatively widespread in the West (Dennis et al., 
2002). There was little concern amongst professionals and the fact that users were slow to 
seek treatment appeared to confirm this view. The current growth is awareness and the 
change in the general context in turn and contributing to the growing demand for treatment 
related to the use of cannabis. This seems to be because patients are more prepared to 
request treatment and professionals are more prepared to recognise its need. This trend 
ought to continue as the authorities in France (Olin and Plasait, 2003) are encouraging those 
running such facilities to avoid any complacency in this regard. 
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