COMMENTARY

Cannabis legislation provides
an opportunity to strengthen .
primary care substance use counseling
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on October 17, 2018." While the purported politi-

cal and economic benefits of cannabis legaliza-
tion have been publicized, as have the social benefits
from ending prohibition (eg, reducing the dispropor-
tionate criminalization of marginalized groups), the
long-term health effects of cannabis legalization remain
uncertain. Family physicians are a key group at the fore-
front of addressing this uncertainty, as their role often
involves engaging in initial conversations with their
patients about substance use.

At the time of writing, the rates of cannabis use post-
legalization remained similar to before legalization in
Canada? and in other jurisdictions. Indeed, many family
physicians counsel their patients routinely about legal
and illegal substance use. However, cannabis legaliza-
tion might provide an opportunity for some individuals to
use cannabis for the first time. While some patients might
feel more comfortable disclosing their cannabis use in a
legalized environment, family physicians face the chal-
lenge of respecting a patient’s values and preferences
while conveying the known evidence about the potential
benefits and risks of cannabis use for individual and pub-
lic health. In this commentary we offer some guidance
and argue that cannabis legalization presents an oppor-
tunity to strengthen a primary care approach to counsel-
ing for cannabis and other psychoactive substances.

N onmedical cannabis use was legalized in Canada

Roles and responsibilities of family physicians

First, family physicians have an obligation to act in the
best interests of their patients, encompassing not only
the health of their patients but also respecting how their
patients choose to live their lives. However, “best inter-
ests” is a vague concept and can vary depending on
who defines best interests—the patient, a family mem-
ber, or the physician—and what kind of interests are
being discussed. One physician might support the use of
cannabis for an adult patient’s psychosocial interests—
for example, a patient who reports that his near-daily
cannabis use with friends helps him cope with stress.
Another physician might actively discourage cannabis
use on the basis of a patient’s medical interests, with
the goal to protect the patient from various adverse
effects of daily use (eg, addiction, diminished motiva-
tion, and bronchitis if smoked).*> Physicians can learn
what best interests means to their patients by exploring
what matters most to them. The goal is to consider
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multiple interests, as well as trade-offs, and how a
collaborative approach can help the patient flourish.
Physicians can also evaluate if substance use is interfer-
ing with the patient’s overall functioning, and monitor
for a potential substance use disorder.

Second, family physicians have the responsibility to
be stewards of information, by applying the best scien-
tific evidence to their clinical practice and ensuring the
care they offer is promoting the patient’s health and well-
being. In the context of cannabis, this includes under-
standing the perceived benefits of substance use—for
example, euphoria and sedation might be pleasurable
experiences for some patients. However, the physician
should help the patient balance the reported benefits with
the potential risks, such as cognitive impairment, short-
term confusion, panic, and fatigue, as well as the safety
risks to the person and others. Additional discussion of
potential risks and benefits can be applied to topics such
as cannabis potency, method of consumption, and poly-
substance use. Physicians should also discuss the poten-
tial risk of psychosis, mood disturbances, and cannabis
use disorder (CUD).* These might be difficult conversa-
tions to have, as some patients might minimize the nega-
tive consequences associated with their substance use
and exaggerate the perceived benefits. Family physicians
can help their patients identify whether the reported ben-
efits of their use are no longer outweighing the harms.
Family physicians play a pivotal role in enhancing the
capacity of their patients to exercise their autonomy and
in empowering them to make informed decisions.

Third, family physicians must be socially accountable
and cognizant of how their practice can affect public
health. One way to do this is by adopting a prevention
and harm reduction approach. Harm reduction is a phi-
losophy and a set of strategies that aim to minimize the
risks associated with substance use, rather than requir-
ing abstinence.® This patient-centred approach includes
understanding the context of substance use (eg, self-
medication for trauma, use in hazardous situations).
Indeed, many of the harms associated with substance
use represent a convergence of factors, including lack
of evidence-based treatment access and health policy
failures. Risk minimization begins with open dialogue,
standardized screening, and destigmatized counseling.
On a societal level, physicians can advocate for social
justice regarding the long-standing inequities related
to drug-related charges against structurally vulnerable

Vol 65: NOVEMBER | NOVEMBRE 2019 ¢ Canadian Family Physician | Le Médecin de famille canadien 777



- COMMENTARY Cannabis legislation provides an opportunity to strengthen primary care substance use counseling

groups. For example, family physicians can advocate for
decriminalization of other drugs, as well as cannabis
criminal-record expungement, which can include con-
necting their patients to legal services with a view to
applying for a pardon.

Fourth, family physicians should seek to reduce
stigma around substance use and addiction. Even though
cannabis is legal, people who use cannabis—particularly
people who use daily or near daily—will likely remain
stigmatized, especially youth and those from structurally
vulnerable populations. There is still considerable stigma
attached to people who smoke tobacco or have an alco-
hol use disorder, despite tobacco and alcohol being legal
substances. Some family physicians might discourage
substance use even when patients are not experiencing
harm and report benefits. This might lead to stigmatiza-
tion of substance use in clinical practice, and the patient
might be apprehensive to disclose any other information
related to substance use, other stigmatized behaviour
patterns, or their health. We encourage family physi-
cians to engage in thoughtful and respectful dialogue
with their patients, in order to convey their professional
expertise while also preventing patients from feeling
invalidated. We believe patients should feel safe and
comfortable disclosing information about their substance
use, such as frequency, route of consumption, and the
effect of substance use on their life, including perceived
benefits. In order to keep this line of communication
open, physicians must create a destigmatized climate of
trust for disclosure and collect information while being
self-reflective about assumptions. One such approach
is explicitly asking about psychoactive substance use in
routine history taking, similar to smoking and alcohol
use. This might help reduce the stigmatization of people
who use substances, and the topic becomes part of a
normalized set of questions that patients can expect.

Finally, because family physicians often have long-
standing relationships with their patients, they have an
obligation to follow their patients through the contin-
uum of care, including when substance use disorders
arise. Most people use cannabis without developing
a CUD; however, about 9% of those who try cannabis
will develop a CUD.® The rates are much higher for peo-
ple who start using cannabis as adolescents and much
lower when people start after the age of 25.57 Risk fac-
tors for CUD include depression, anxiety, and posttrau-
matic stress disorder.® If CUD is diagnosed, the family
physician should not hesitate to treat it. This involves
sharing his or her concerns with the patient, motivat-
ing the patient toward change, and conveying treatment
options with the goal of formulating a patient-centred
management plan. As such, family physicians should
be familiar with pharmacologic treatment options for
withdrawal symptoms (eg, antidepressants, cannabinoid
agonists for CUD) and psychotherapy for sustained man-
agement (eg, cognitive-behavioral therapy).” The patient

might benefit from a multidisciplinary approach with
other health care providers such as psychiatrists, coun-
selors, social workers, or other practitioners who spe-
cialize in the care of people who use drugs. For patients
who are structurally vulnerable, primary care interven-
tions into poverty might provide additional benefits.

Tools

Practical tools have been developed for physicians to
screen for and counsel on cannabis use. One tool is the
Cannabis Abuse Screening Test (CAST), a questionnaire
that screens for problematic cannabis smoking in the
past 12 months; this test is an effective tool, particu-
larly among youth, with high sensitivity and specificity
of 93% and 81%, respectively, in cannabis users who are
low alcohol consumers.!® Additionally, the Lower-Risk
Cannabis Use Guidelines handout'! is a useful patient
education tool. This concise evidence-based guideline
provides recommendations, such as delaying the age
of initial use, navigating the choice between cannabis
products and methods of consumption, frequency and
intensity of use, and combined risks of cannabis use
and other types of behaviour (eg, impaired driving).'
After educating patients, physicians can help patients
address problematic cannabis use through motiva-
tional interviewing. In a literature review of 39 stud-
ies on substance use-related motivational interviewing,
67% reported a statistically significant reduction of sub-
stance use.'? We suggest this is done through provid-
ing information, answering questions, and helping the
patient explore his or her own values. Family physi-
cians can use these suggestions as elementary steps
toward developing routine practice in line with current
evidence. If patients have severe CUD, or are unable to
make changes, physicians should help patients access
additional resources such as an addiction counselor,
an addiction physician, or support groups. If a patient
has a concurrent disorder (eg, CUD and posttraumatic
stress disorder), the physician should refer him or her to
the appropriate resources. If a physician believes that a
patient is at risk of driving while under the influence of
cannabis, he or she has a duty to inform the provincial
ministry of transportation.'®

Conclusion

Some family physicians might be uncertain how to
appropriately counsel patients about substance use and
negotiate their ethical and professional responsibilities.
However, these challenges are not new and a num-
ber of lessons are transferable from other clinical sce-
narios, such as routine counseling and management of
tobacco and alcohol use. As the primary point of contact
for many patients, as well as participants in patients’
long-term health and well-being, family physicians must
remain adaptable in their approach. They can meet their
obligations to individuals and society by being vigilant
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