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1. INTRODUCTION TO A NEEDS ASSESSMENT  
 
1.1  Overview  

A Needs Assessment is a systematic method for reviewing the health issues facing a 
population, leading to agreed priorities and resource allocation that will improve 
health and reduce inequalities (NICE, 2005). 

 
A Needs Assessment on cannabis use is required to provide an understanding of the 
issue in Knowsley, to identify the health needs of those using the drug and establish 
whether the current supply of services is adequate enough to meet these needs.  It 
explores the mental and physical health issues facing those using the illegal 
substance and the potential impact this could have on health services and their 
partners e.g. Council and Police in the future.  It also explores wider impacts, for 
example on families and the local community.  Information from the Needs 
Assessment will be used for local monitoring, planning, intervention, and control 
purposes.  Analysis from the needs assessment will also inform commissioning and 
service design. 

 
The Needs Assessment is being undertaken alongside qualitative research exploring 
cannabis cultivation in Knowsley.  

 
1.2  Aims 

 To assess the extent of cannabis use and its impacts upon those affected in 
Knowsley. 

 To explore the links between cannabis use, mental health and other health and 
wellbeing related issues. 

 To investigate the extent to which current service provision is addressing the 
needs. 

 To identify a series of recommendations, actions, or next steps. 
 
1.3  Objectives  

 To develop an understanding of cannabis use in Knowsley by profiling the 
characteristics of cannabis users and those affected, and the impacts on health, 
wellbeing, crime and safety. 

 To outline the extent and nature of current service provision for prevention and 
support relating to cannabis. 

 To identify gaps in current service provision by comparing local need to current 
service provision and also by comparing local action to models of best practice 
identified in the literature. 

 To recommend next steps to address gaps and enhance action around cannabis 
use in Knowsley. 

 
1.4  Scope 

This Needs Assessment will focus specifically on cannabis use, however it will 
provide information relating to cannabis cultivation where appropriate.  There are 
many issues closely related to cannabis use, particularly links to other risk taking 
behaviours such as alcohol use and tobacco smoking.  Whilst all of these issues 
feature as part of the picture of cannabis use they are complex areas in their own 
right and it is beyond the scope of this needs assessment to examine the causes, 
patterns and services relating to these specific issues at length.  However, it is 
recognised that the provision of support and prevention will have to be considered in 
the context of the services available for drugs generally.  An important consideration 
is whether these services / programmes play sufficient attention to the problems 
associated with cannabis use. 
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The Needs Assessment will cover individuals directly and indirectly affected by 
cannabis use, including the impact on families and the wider community.  It will also 
explore the associations between cannabis use and people‟s living environments, 
community safety and health and wellbeing related issues. 

 
1.5 Key Stages 

The following are the key stages of the needs assessment: 
 

 Conduct a literature review to explore available studies, evidence and review 
national and local policy context. 

 Collation of available relevant data (including health, crime, education and 
safeguarding service data, reports, surveys and analysis, and will cover the types 
and levels of toxicity of cannabis if available). 

 Collection and analysis of quantitative data (including any additional intelligence 
available from health, local authority, service providers etc). 

 Identifying current service/support provision across the substance misuse 
pathway (including user, family and wider context). 

 Stakeholder consultation to explore amongst other things the normalisation / 
acceptability and culture of cannabis use. 

 Community focus groups / semi structured interviews (including adults and young 
people cannabis users and non-users). 

 Review of evidence of what is effective to prevent use, reduce number of users, 
and frequency / extent of use and mitigate against negative impacts. 

 Gap analysis of data to identify priority health issues, barriers to accessing 
services and barriers to delivering services. 

 Drawing conclusions from the data and developing recommendations. 
 
1.6  Methodology 

The Needs Assessment involved convening an expert panel (Knowsley‟s Substance 
Misuse Board) to support and inform the process.  Existing service use data and all 
relevant reports, evaluations and needs assessments were gathered to provide a 
current picture of the issue in Knowsley.  Demographic and health profile data were 
collated and were mapped wherever appropriate.  Qualitative focus groups and 
interviews with stakeholders and cannabis users were also undertaken.  Excerpts of 
their comments have been included; however these are discussed in depth in a 
separate report (Barrett et al., 2013). 

 
 
2. INTRODUCTION TO CANNABIS  
 
2.1  What is Cannabis? 

Three products of the plant Cannabis sativa (also known as hemp) are commonly 
available in the UK: 
 

 Cannabis resin (hash), which is prepared from the flowering and other parts of 
the cannabis plant that contain many glandular trichomes.  The material is 
processed and compressed into hard blocks before importation into the UK, 
mainly from North Africa.  Users cut or crumble the resin into small pieces and 
either roll it with tobacco and smoke it as a “joint” or vaporise it in a smoking 
device such as a “bong”.  It may also be eaten. 

 Traditional herbal cannabis (marijuana), which is a dried plant preparation of 
floral and folia material imported from the Caribbean, Africa or Asia.  Like resin, it 
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is either rolled with tobacco and smoked as a “joint” or vaporised in a smoking 
device. 

 Sinsemilla (including skunk), which is composed of the flowering tops of 
unfertilised female cannabis plants produced by intensive indoor cultivation 
methods.  Although some is imported, much is now grown in the UK.  As with 
other forms of cannabis, it is either rolled with tobacco or vaporised in a smoking 
device (ACMD, 2008). 

 
A study by the Home Office (2008) on cannabis potency found that the majority of 
cannabis seized across the UK was sensimilla (Table 2.1 below), although cannabis 
resin was also found. 

 
2.2  Potency 

The potency of cannabis is measured according to its concentration of THC.  THC 
(r9-tetrahydrocannabinol) is the dominant chemical component found in cannabis 
which stimulates cannaboid receptors in the brain to manipulate mood and cognition 
and give users a „high‟.  CBD (Cannabidol) is the second major constituent of 
cannabis, believed to be a natural anti-psychotic component which counteracts the 
effects of THC.  It is thought that smaller amounts of CBD may account for the 
increasingly reported psychotic reactions to cannabis.  

 
Increasingly sophisticated cultivation of sinsemilla has made cannabis stronger over 
the last 30 years.  The average cannabis cigarette in the 1960s and 1970s had about 
10mg of THC, whereas today it could have up to 150mg, or 300mg if it‟s laced with 
hashish oil (Ashton, 2001).  Data from the Home Office study (2008) showed the 
percentage of THC in sinsemilla ranged from 4.1% to 46.0%, with the quantity of 
CBD virtually inexistent.  This study showed an increase in THC content from 5.8% in 
1995 to 10.4% in 2007 and 16.1% in 2008, showing that more potent forms of 
cannabis are becoming more prevalent in the UK. 

 
Table 2.1: Apparent market share (%) and mean THC and CBD content (%) of cannabis 

samples (Home Office, 2008) 
 

 Sinsemilla Resin Traditional imported 
herbal cannabis 

Market Share 80.8% 14.6% 2.1% 

Mean THC 
content (range) 

16.1% 
(4.1- 46.0) 

5.9% 
(1.3%- 27.8%) 

8.3% 
(0.3%- 22.0%) 

Mean CBD 
content (range) 

Less than 0.1% 
3.9% 

(0.1% to 7.3%) 
Less than 0.1% 

 
 
2.3 Effects of Cannabis 

The pleasant effects of cannabis induces a „high‟ – a sense of relaxation, happiness, 
sleepiness where colours appear more intense and music sounds better (RCP, 
2013).  

 
However around 1 in 10 users experience unpleasant effects including confusion, 
hallucinations, anxiety and paranoia. Cannabis may also affect the ability to 
concentrate and process information. The same person could have pleasant or 
unpleasant effects depending on their mood and circumstances.  These feelings are 
usually only temporary – although as the drug can stay in the system for some 
weeks, the effect can be more long-lasting than users realise.  Long-term use can 
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have a depressant effect, reducing motivation.  These effects may last up to several 
weeks after use, which can cause problems particularly for students (RCP, 2013). 

 
2.4 Classification and Penalties  
 
2.4.1  Classification 

Cannabis is controlled under Class B of the Misuse of Drugs Act (1971).  In 2008, the 
Advisory Council on the Misuse of Drugs (ACMD) recommended in their report that 
cannabis remain a Class C drug, as a result of a review of the evidence on the harms 
posed by cannabis.  However this was not accepted by the Government and it was 
upgraded to Class B., which has a number of implications for the way that police will 
deal with offences involving the drug (Drugscope, 2013). 

 
2.4.2 Penalties 

As a Class B drug, the maximum penalty for possession of cannabis is five years. 
The maximum penalty for supplying or producing cannabis is 14 years imprisonment 
and/or an unlimited fine.  

 
Along with the reclassification, the Government introduced an „escalation‟ penalty 
system for the possession of cannabis for over 18‟s (in England and Wales), 
meaning that the level of penalty is directly associated with the number of times an 
individual has previously been caught in possession of the drug.  This is outlined 
below. 

 
If an adult is found to be in possession of cannabis: 
 

 For the first time – they will be issued with a warning.  The police have the option 
of issuing a warning when someone is caught with a small amount of cannabis 
for personal use.  

 For the second time – they will be issued with a Penalty Notice for Disorder 
(PND). These carry an on-the-spot fine of £80. 

 For the third time – police officers will consider further action.  This could include 
release without charge, caution, conditional caution or prosecution. 

 Additional times – is likely to result in arrest.  
 
If a young person is found to be in possession of cannabis, they will be arrested and 
taken to a police station where they can receive a reprimand (first time), final warning 
(second time) or charge depending on the seriousness of the offence.  This must be 
administered in the presence of an appropriate adult.  After a final warning, the young 
offender must be referred to a Youth Offending Team to arrange a rehabilitation 
programme. 

 
Neither a PND nor a cannabis warning is a conviction and therefore will not result in 
a criminal record.  However, the fact that a cannabis warning or PND has been 
issued may be recorded by the police, although this is currently at the discretion of 
individual police forces at a local level (DrugScope, 2013). 

 
 
3. LITERATURE REVIEW  
 

This chapter has been extracted from (unpublished) Barrett et al., (2013), „Cannabis 
Use and Cultivation: A literature review‟, undertaken as part of qualitative research in 
Knowsley.  

 

http://drugs.homeoffice.gov.uk/publication-search/acmd/acmd-cannabis-report-2008?view=Binary
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3.1 UK Context of Cannabis Use 
 
3.1.1  The Legal Framework, Policing, Politicisation and Discourses 

The nature of both the law and the policing of cannabis use are critical in 
understanding its impacts on UK culture and communities.  From its inception in 
1971 up until 2001 the Misuse of Drugs Act remained relatively unchanged with 
regard to legislation on cannabis.  Under this Act, cannabis was classified as a Class 
B drug (HM Government, 1971) with penalties for possession up to a maximum of 
five years in prison and an unlimited fine.  In terms of policing resources, from the 
1971 Act to date, between 70% and 85% of all police arrests for drug offences have 
involved the possession of cannabis (Pearson, 2007). 

 
Two decades later, a significant report into the 1971 policy found that evidence in the 
application of the law around cannabis was problematic on a number of economic, 
philosophical and indeed ethical grounds: in its high criminal justice (particularly 
policing) costs; in its criminalisation of (particularly young) otherwise law abiding 
people; in its suppression of accurate information on the relative risks of different 
drugs; and the fact that as a „proxy for the control of public order,‟ the criminalisation 
of cannabis use „is inimical to police-community relations‟ (Runciman, 1999: Section 
30).  

 
This was supported by an examination of the technical and medical evidence on 
cannabis from the House of Lords Science and Technology Committee which had 
two principal conclusions: that the medicinal properties of cannabis warranted the 
legalisation of its prescription (ibid.,1998: Section 8.11); and that there was a need 
for more evidence-based realism regarding the harms of recreational use in that 
whilst not harmless (in its capacity to induce intoxication and exacerbate extant 
mental health problems), cannabis is „neither poisonous…nor highly addictive‟ 
(ibid.,1998: Section 8.19)  

 
In 2001, David Blunkett as Home Secretary, buoyed by such evidence and the 
support of the Advisory Council on the Misuse of Drugs (ACMD, 2002) agreed to 
downgrade the classification of cannabis to Class C, which came into effect in 2004. 
The impact of the policy was somewhat reduced however in that calculated changes 
to the 2003 Criminal Justice Act ensured possession of cannabis remained an 
arrestable offence, unlike all other Class C drugs (see Lloyd and McKeganey 2010: 8 
for analysis of this).  

 
Once implemented, public support for the downgrading of cannabis appeared to 
waiver in light of a developing media of the increased THC levels of skunk and focus 
on the potential for increased mental health problems (Acevedo, 2007). The 
government requested investigations into these claims by the ACMD, who reported 
back that: „The Council does not advise the reclassification of cannabis products to 
Class B; it recommends they remain within Class C. While cannabis can, 
unquestionably, produce harms, these are not of the same order as those of 
substances within Class B‟ (ADMD, 2005). 

 
The impacts of the law on cannabis users are inextricably linked to policing policy. 
Indeed, some claim that legal policy has less of an impact than procedural strategy 
from the Association of Chief Police Offices (ACPO).  „[W]hether or not cannabis is a 
Class B drug or a Class C drug has become practically much less important.  Of 
much greater significance in terms of the policing of cannabis has been the changes 
introduced through the ACPO guidance (Lloyd and McKeganey, 2010).  
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There can be, and have been, variations in both policing and the law (not always with 
the same policy objectives) and the shifts in each affects the impacts of the other. 
„Although the legislation prescribes severe penalties for consumption and supplying, 
the application of the law varies across the regions in Britain depending on the Police 
attitude to this offence‟ (Acevedo, 2006: 177).  

 
The mitigation of legal impacts brought about by differentials in policing practice 
became acutely apparent in 2001 when Lambeth police opted for a „Cannabis 
Warning Scheme‟.  The scheme trialled alternatives to arrest for the possession of 
cannabis including issuing warnings, notifying parents of juveniles warned, 
confiscation of cannabis and maintaining records of previous warnings. In 
collaboration with MORI polls, the Police Foundation found broad public support for 
this approach in that 83% supported it, 36% outright and 47% on the condition that 
the police used the resources saved on tackling and reducing serious crime (The 
Police Foundation and MORI Social Research Institute, 2002).  Findings from recent 
research into the longer term impacts of this scheme suggest that these conditions 
were met.  Whilst levels of arrest following the experiment increased (half of which 
was due to drugs tourism from neighbouring boroughs, a risk likely to be removed 
should the policy be a national one) and the saved resources were not reallocated to 
Class A drugs, they were invested in non-drug crime, with significant long term 
reductions in five non-drug crime types and significant improvements in police 
effectiveness against such crimes as measured by arrest and clear-up rates (Adda et 
al, 2011). 

 
Importantly, changes in the law, even when well-informed, can actually result in the 
amplification of arrests where liberal policing strategies do not exist.  Warburton et al 
(2005) found that an unintended consequence of the legal downgrading of cannabis 
was in fact an increased likelihood of possession being dealt with formally.  Prior to 
the downgrading, officers had always been able to use their professional discretion in 
deciding whether to take action or „look the other way‟ with regard to minor offences, 
and the research demonstrated that such informal action was widespread.  However, 
the policing policy accompanying the legal downgrading of cannabis was that 
possession should be dealt with by on the spot fines resulting in a local police record 
and therefore „net-widening‟ (Warburton et al, 2005: 124).  

 
This finding echoed earlier work on the policing of cannabis as a class C drug which 
concluded: „Officers still faced dilemmas about disposing of possession offences 
informally.  Some officers said they continued to do so. Others said that they were 
less likely to deal with offences informally now that street warnings were available to 
them (May et al, 2002). 

 
However the research evidence on the benefits of more liberal policing strategies and 
corollary evidence that the criminalisation of drug users is problematic was eclipsed 
by media reporting and political drives to demonstrate support for a continued 
targeting of illicit drug users.  This resulted in a policy reversal, as cannabis was 
reclassified back to Class B in January 2004 by then Home Secretary Jacqui Smith 
(Lloyd and McKeganey, 2010) without any new evidence to justify such a move.  

 
The result of these legal changes is that cannabis currently remains a Class B drug 
with penalties for possession ranging from a fine to twenty-six weeks in custody. 
Aggravating factors in sentencing include previous convictions for possession, 
presence of non-users (particularly children), conviction on license, on bail or in 
prison and possession in schools or licensed premises.  Mitigating factors include 
lack of previous possession convictions, use for a medical condition, sole primary 
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care responsibilities, mental health problems, good character and remorse 
(Sentencing Council, 2012: 31).  

 
Smith herself recently echoed the exact conclusions of the original ACMD advice in 
2005 regarding tackling the harm from cannabis: “Education, treatment and 
information, if we can get the message through, are perhaps a lot more effective” 
(Smith in Ward, 2012). 

 
Pearson (2007) categorises messages on the impacts of cannabis use into four main 
arguments (and therefore justifications for criminal justice involvement):  
 

 Sending the correct message to young people that drug use is unacceptable; 

 Warning that stronger cannabis such as skunk is in circulation;  

 That there is a link between cannabis use and schizophrenia; And,  

 That experimentation at young ages should be prevented. 
 
„These are health issues, not policing issues, so the classification of cannabis and 
the related criminal sanctions would seem to be beside the point, although it is one of 
the paradoxes of drug laws that they attempt to achieve health goals by the use of 
criminal penalties‟ (Pearson, 2007: 1176). 

 
This reveals the heart of the discord and paradoxes in UK drug policy and the 
complex relationship between politics, research and policy. 

 
3.1.2 Impacts 

Collating research findings on the impacts of the changes, both in the types and 
levels of cannabis used and the policy and policing environment, is a complex task. 
They are difficult to interpret due to the differing focus and range of studies (over 
different time periods, in different geographic areas and in different elements of the 
population) and the resultant diversity of findings.  Further, as the previous section on 
the classification of cannabis clearly demonstrated, the difficulty of establishing the 
most appropriate way forward for cannabis use is embroiled in public sensitivities, 
media representations, political rhetoric and policing priorities.  The research picture 
is never clear-cut, through lack of detailed, specific, consistent and longitudinal UK 
cannabis data collection. 

 
3.1.3 Cultural Context 

There is much to be learned from the cultural context of cannabis use in the UK, 
particularly with regard to young people.  Based on a five year longitudinal study, 
Parker et al (1998) presented their original „normalisation thesis‟ some fifteen years 
ago.  They concluded that drug use had become „normal‟ for young people, in that it 
was an accepted leisure activity as opposed to an act of rebellion. 

 
However, the concept of normalisation was also met with a level of scepticism and 
criticism.  The thesis was later revised to say that whilst it may not be normal to use 
cannabis, it was a feature of „ordinary‟ young people‟s lives in that it has become 
normal for young people to have experience of cannabis, even if only to decline or 
reject it‟s use, due to the broad availability of the drug (Parker, 2005).  

 
It is clear from the Crime Survey for England and Wales data that many „mature out‟ 
of daily or problematic use of drugs as they get into their twenties but, for a significant 
number in the UK, cannabis use continues into the thirties, forties and even fifties 
(Home Office, 2013). Williams (2013), concluded that the concept of „risk 
assessment‟ is crucial in understanding persistence in and desistance from drug use. 



Needs Assessment: Cannabis Use in Knowsley 2015 
__________________________________________________________________________________ 

13 | P a g e  
 

Decisions of whether or not to use are formulated in the interaction between agency 
level cost-benefit analyses, structural level forces such as the socio-economic 
climate and cultural influences such as the social contexts and environments in which 
drug use takes place (Williams, 2013).  To ignore the significance of any of these 
three is to overlook a crucial element of the drug-taking decision-making process. 
Again these are important messages which the law, policy, education programmes 
and harm minimisation strategies need to take into account. 

 
3.2 European Cannabis Use 
 
3.2.1  Policy  

In the Netherlands, cultivation, supply and possession of cannabis in fact remain 
illegal and punishable with prison sentences.  However, since 1979 local policy in 
some (not all) of the municipalities (equivalent of UK boroughs) have demonstrated a 
„tolerance‟ of cannabis use in permitting a system of cannabis „Coffee Shops‟ where 
the sale of cannabis is licensed for people aged over eighteen.  There are strict rules 
on the amount that can be stocked and sold (Machoun and Reuter, 2011).  The rules 
in these shops differ by municipality with some, since 2012, mandating that the 
coffee shops are closed clubs in which members must be local and referred by other 
members, but all adhering to the Prosecutor General‟s stipulation that they must not 
advertise, cause nuisance, sell to minors or sell other drugs or alcohol (EMCDDA, 
2013).  The approach, without actually legalising cannabis, recognises that use takes 
place in adults and aims to prevent harm by providing a controlled context in which 
this might take place.  Fears that such policies might increase use appear to be 
unfounded in the Netherlands.  „By facilitating relatively easy access to cannabis, the 
Dutch system could increase the length and intensity of a person‟s cannabis using 
“career.” There is surprisingly little evidence for such effects‟ (Machoun and Reuter, 
2011). 

 
Another example is Portugal, where Drug use has shifted into the health rather than 
criminal justice policy arena, with users who experience problems being offered 
treatment and reintegration rather than prison and exclusion.  „Portugal‟s reforms 
have not been limited to treating drug possession as an administrative offense; they 
also include a wide range of measures such as prevention and social education, 
discouraging people from further use of controlled substances, harm reduction, 
treatment for drug dependent people, and assistance in reintegrating them into 
society‟ (Domosławski, 2011: 9).  The results are impressive in terms of improved 
use of policing resources and positive public health outcomes: „Portugal proves that 
decriminalization does not increase drug use.  To the contrary, it has demonstrated 
that humanitarian and pragmatic strategies can, in fact, reduce drug consumption, 
addiction, recidivism, and HIV infection.  Portugal gives us hope that we can 
overcome the fear-driven “war on drugs” propaganda that paralyzes societies and 
hinders reform‟ (Malinowska-Sempruch in Domosławski, 2011: 4).  

 
3.2.2 Trends 

European countries have, in the main, experienced the same trends as the UK in that 
sinsemilla (high strength, generally home grown) has become the most commonly 
used form of cannabis.  However a review of the available data suggests that whilst 
changes from the more commonly historically used cannabis resin to sinsemilla 
represent an increase in strength, the THC levels remain relatively constant across 
European countries and estimates of its potency have been inflated.  

 
Also similar to the UK is the difficulty in accessing objective information on the 
impacts of the change from resin to sinsemilla, due to difficulties in both defining 
„problematic‟ cannabis use as well as problems in developing appropriate 
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assessment tools (see Beck and Legleye, 2008 for a detailed overview).  The 
likelihood that increased potency in sinsemilla will result in more problematic use 
depends on the response of the user in terms of titration (i.e. whether they adjust 
their use in view of the higher levels of THC).  It has been suggested that the less 
experienced may be put off by the higher THCs and desist using altogether and 
some may reduce their titration due to the increased strength, thereby reducing 
overall risk, whilst others may continue or even increase use in response to the 
higher THCs, increasing the risk of road traffic accidents, dependence and mental 
health problems in those who are susceptible (Room et al, 2008: 51). 

 
Further research is needed on titration (the potency–dose relationship), whether 
high-potency cannabis is necessarily linked to patterns of problematic use and the 
reasons why core risk groups (young males aged 18–45, smoking cannabis 
regularly) wish to „get as high as possible in one session‟ (Mensinga et al, 2006 in 
King, 2008). 

 
3.3 Cannabis Use: Conclusions from the Literature Review 

Both UK and European research point to similar conclusions.  There has been a 
great deal of confusion and complexity in terms of policy aims and objectives for all 
countries, with shifts over time and across borders.  If such policies are to be 
genuinely evidence based, there is a need for contemporary national and 
international monitoring and research into the impacts of changes in levels and types 
of cannabis use. 

 
The higher potency strains of cannabis, used more often, in particular by those 
already experiencing social problems and / or at risk or suffering from mental health 
problems, raise concerns which need to be addressed.  Criminalisation has not 
proved itself to be the best approach in this regard, having little impact on use levels 
or levels of related mental health problems and worsening extant social problems.  
As the ACMD have echoed throughout the years since their instatement by the 1971 
Misuse of Drugs Act, education, treatment and information go a long way towards 
reducing such harms (ACMD 2005).  Crucially education, health and criminal justice 
policy need „to learn to live in a world with drugs, as opposed to an imagined utopia 
without them‟ (Pearson, 2007: 1177). 

 
 
4. NATIONAL PREVALENCE OF CANNABIS USE 
 
4.1 Adults and Young People 

„It is difficult to obtain precise estimates about the extent of cannabis use because of 
its illegal nature.  However estimates of self-reported use are obtained by the Crime 
Survey for England and Wales (CSEW) which is a nationally representative sample 
of adults aged 16 to 59 across England and Wales.  The survey does not include 
those under 16, the homeless, prisoners, students in halls of residence, or 
problematic drug users, which means it is likely to underestimate the extent of overall 
use of the drug‟ (CSEW, 2013). 

 
Findings from the CSEW (2012/13) show that around 1 in 12 (8.2%) adults had taken 
an illicit drug (excluding mephedrone) in the last year, with cannabis being the most 
commonly used by 6.4%.  This is the lowest proportion since measurements began 
in 1996.  

 
Cannabis was also the most commonly used drug amongst young people, with 
13.5% aged 16 to 24 using it last year.  This is a decrease since 2011/12 (15.7%) 
and again is the lowest proportion since measurement began in 1996. 
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Figure 4.1: Extent of last year cannabis use among adults and young people  
(CSEW, 1996 to 2012/13) 

 
 

 

 

 

 

 

 

 
 
 
 
 

Of all those (aged 16 to 59) who had used cannabis in the last year, 41% reported 
frequent use, i.e. they had used cannabis more than once a month on average.  Of 
those aged 16 to 24, 36% reported frequent use. 

 
Use of cannabis varied by gender.  Men were twice as likely as women to have used 
cannabis in the last year (8.6% and 4.1% respectively), although this fell from 9.7% 
for men (and remained stable for women) since 2011/12. 

 
However since 2011/12, cannabis use has slightly increased amongst the older age 
groups (Figure 4.2). 

 
Figure 4.2: Percentage of 16 to 59 year olds reporting use of cannabis in the last year 

by age group, 2011/12 and 2012/13 Crime Survey for England and Wales 
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Use was also more prevalent amongst those with an annual household income of 
under £10,000 (9.4%) compared to those with a total household income of £50,000 
or more (1.4%).  Single adults were also more likely to report cannabis use (5.3%). 

 
Attitudes 
Almost a third (32%) of adults thought that it was acceptable for people of their own 
age to take cannabis occasionally, rising to 40% amongst those aged 20 to 34.  A 
third (34%) of 16 to 19 year olds also thought that it was acceptable for people of 
their own age to take cannabis frequently or occasionally.  

 
Accessibility 
Over half (54%) of adults said that they had last obtained drugs from someone well 
known to them who was not a family member, for example a friend, work colleague 
or neighbour (this is a decrease from 63% in 2011 to 2012).  

 
However a quarter (25%) obtained them from a dealer - an increase from 16% in 
2011/12.  Just 4% obtained the drugs from a family member.  However, the 
proportion obtained from each source varied according to age. In particular, the 
proportion of adults obtaining drugs from a dealer generally decreased as age 
increased. 

 
Over half of adults (53%) who had taken drugs in the last year were in either at their 
own home (16%) or someone else‟s home (36%) when they last obtained them, 
whilst almost two-thirds (62%) had been in a domestic setting (i.e. at their home or 
someone else‟s home) the last time they used drugs. 

 
4.1.1 Use in the Lesbian, Gay, Bisexual and Transgender (LGBT) Community 

A survey of self-reported drug use amongst gay and bisexual men in Britain (Guasp 
2012) reported that in the last 12 months just over one-fifth (21%) had used 
cannabis. 

 
4.1.2 Cannabis Use by Ethnicity 

Cannabis use by ethnic groups is shown below, as reported in the CSEW 2012/13. 
 

Table 4.1: Proportion of 16 to 59 year olds reporting cannabis use in last year by 
ethnicity, CSEW 2012/13 

 

Ethnicity 
Percentage reporting cannabis use in 

last year 

White 6.6 

Non-White 4.7 

Mixed 16.0 

Asian or Asian British 2.8 

Black or Black British 5.2 

Chinese or other 2.3 

 
 
4.2 Cannabis Use amongst the School Population 

Data from the Smoking, drinking and drug use amongst young people in England 
survey (Fuller, 2012) shows that cannabis remains the most widely used drug among 
11-15 year olds with 7.5% of pupils reporting taking the drug in the last year.  This is 
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higher than the figure for adults but lower than the figure for those aged 16 to 24 
(CSEW, 2012/13). 

 
The proportion of pupils who had taken cannabis in the last year increased with age; 
boys and girls were similarly likely to have used the drug. 

 
Table 4.2: Proportion of girls and boys who have used cannabis in the last year, by 

age (Smoking, Alcohol and Drugs Survey, 2012) 
 

 

 

 

 

 

 
However a localised study of cannabis use amongst 11-16 year olds in secondary 
schools in Hampshire (Tyler, 2013) found that whilst 3.5% of pupils reported current 
use of cannabis, 10.1% reported ever using the drug, higher than the 7.5% national 
prevalence reported by Fuller et al., (2012) above.  

 
By year 11, almost 30% of boys and 20% of girls had at least tried cannabis, with 
nearly three times as many boys (11.4%) reporting regular use than girls (3.5%) 
(Table 5.5).  

 
Table 4.3: Cannabis smoking status by gender and year group (Tyler, 2013) 
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The report also explored at what age current and previous cannabis users first tried 
cannabis.  Excluding the lowest category of 0-4 years, the average age was 13.5 
years (13.3 years for boys and 13.8 for girls). 

 
Figure 4.3: Age of first try of cannabis for previous and current users in Year 11 

(Tyler, 2013) 
 
 
 
 
 

 

 

 

 

 

 

 
 
4.3 Cannabis Users Accessing Treatment Services Nationally 

Despite figures showing that the use of cannabis has declined since 2003, the 
number of treatment presentations for cannabis use nationally has substantially 
increased.  However „the increase in treatment presentations, which is mainly 
amongst young people aged under 20 years old is likely to reflect the expansion of 
young people‟s treatment services‟  (United Kingdom Drug Situation 2011).  

 
Data from the National Drug Treatment and Monitoring Service (NDTMS) showed 
that nationally, cannabis was the primary drug for 8% of all clients receiving 
treatment. 
 

Figure 4.4: Number of clients accessing treatment for primary drug (NDTMS, 2011/12) 
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45% of cannabis users referred into treatment services were aged 18-24.  

 
Of referrals into treatment services for all drugs, self-referrals (40%) were most 
common, followed by referrals via the criminal justice system (29%).  This is made up 
of referrals direct through the Drug Interventions Programme (DIP) / arrest referral 
(13%), or via other channels such as Prison, (including Counselling, Assessment, 
Referral, Advice and Throughcare Services or CARATS), Drug Rehabilitation 
Requirements (DRR) or the Probation Service (NDTMS, 2012). 

 
Young People 
Data from the National Treatment Agency (NTA, 2011/12) showed that overall, 
numbers accessing specialist drug services overall continues to decline. 20,688 
young people accessed specialist drug services in 2011/12 (equivalent to 0.4% of the 
population), down from 21,955 in 2010/11 and 23,528 in 2009/10. 

 
However cannabis remains by far the most prevalent primary drug used by the 
under-18s and numbers accessing services increased in 2011/12 to its highest level 
(64%). 

 
Figure 4.5: Under-18s accessing specialist services by primary drug, 2005-12 (NTA) 

 

 
 

This increase appears to contradict prevalence data which indicates fewer young 
people are using the drug, however a number of explanations have been posed 
around this: firstly, that more potent cannabis has become prevalent and is having a 
pronounced effect, particularly in those with prolonged use, secondly, that there has 
been an increase in awareness amongst young people of the issues related to 
cannabis use, and thirdly, that treatment services have become more proactive at 
engaging young people (NTA, 2012). 

 
Nationally, two-thirds (64%) of young people accessing treatment services are male, 
and just over half (53%) were aged 16 or over at their first contact with services.  
Most (85%) categorised their ethnic group as White, with the majority of these being 
White British. 

 
Young people primarily access specialist services via referral from the youth justice 
system (38%),  education (21%), self, family and friends (11%) or social care (10%). 
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80% of the under 18s accessing specialist services were living with their family or 
other relatives (7% recorded an accommodation status of „looked-after child‟), and 
almost half (49%) were in mainstream education, suggesting some young people 
come from relatively stable homes and may be settled at school or college (NTA, 
2012). 

 
4.4 Cannabis Offences 

142,618 offences were recorded for the possession of cannabis in 2012/13 (Home 
Office Crime Detection Bulletin, 2013).  Figure 4.4 below shows the out of court 
disposals for cannabis between 2002 and 2012 (Criminal Justice System, 2013). 

 
In 2008/09, 44.0% of all offences were dealt with by means of a Cannabis Warning; 
however use of this method of disposal has fallen to 33.3% in 2012/13.  Penalty 
Notice‟s for Disorder (PNDs) for cannabis possession have been available since 
January 2009 and in 2009/10 13,489 were issued.  This figure has risen to 15,904 in 
2012/13 and is thought to have contributed to the fall in Cannabis Warnings issued 
(Home Office, 2013).  

 
Figure 4.6: Out of court disposals for cannabis 2002 to 2012 (CJS, 2013)  

 
 
 

 

 

 

 

 

 

 

 

 
 
5. LOCAL PREVALENCE OF CANNABIS USE 
 
5.1  Adults  

Data from the North West Mental Health and Wellbeing Survey (2009) showed that 
5.7% of adults have ever used cannabis, this is significantly lower than the North 
West regional average (11.8%) and lower than the national prevalence of 6.4% 
(CSEW, 2012/13).  

 
5.2.  Young People – Secondary School Population 

Data from the Health Related Behaviour Survey (2012) showed that in line with the 
national trend, cannabis use amongst young people in Knowsley has declined to its 
lowest level. 2% of young people aged 11 to 15 in secondary schools across 
Knowsley had used cannabis in the last month and last year, with 3% stating that 
they had ever used cannabis in their lifetime.  
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Figure 5.1: Health Related Behaviour Survey (2012) for Knowsley - Have you ever  
taken cannabis (resin/leaf) in the last month, last year or ever? 

 

 
2005 2006 2007 2008 2009 2010 2011 2012 

Last Month 5% 7% 7% 5% 4% 5% 4% 2% 
Last Year 8% 11% 12% 7% 8% 8% 7% 2% 
Ever 11% 14% 14% 10% 10% 9% 7% 3% 

 
 

 

        
         
         
         
         
         
         
         
         
         
         
         
         
         
          

 
5.3 Cannabis Use – Knowsley Drug Interventions Partnership (DIP) 

Almost a third (27.8%) of clients who were assessed for DIP between 2009-2012 in 
Knowsley reported cannabis use at the time of their assessment. 

 
 

Figure 5.2: Substance use of clients assessed by Knowsley DIP 
 

 
 
 
5.4 Knowsley Youth Offending Service (YOS) 

Knowsley Youth Offending Service  identified in a briefing on the „Impact of Cannabis 
use on Young People at Knowsley‟ that between March 2011 and April 2012:  
 

 80% of young people in contact with YOS use or have used cannabis, suggesting 
cannabis has a strong link to offending behaviour. 

 TRIAGE which focuses on diverting young people with lower level first time 
offences out of the criminal justice system, identified that 50% of cases seen 
were for possession of cannabis. 

 For offences with a substantive outcome, 15% of cases are drug related. 
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Offence Count

Having Possession Of Cannabis. 1105

Having Possession Of Cocaine 99

Production Or Being Concerned In Production Of Cannabis / Cultivation Of A Cannabis Plant 73

Possession Of Cannabis With Intent To Supply 23

Possession Of Cocaine With Intent To Supply 22

Having Possession Of Amphetamine 19

Obstructing Powers Of Search Etc.Or Concealing Drugs Etc. 8

Possession Of Amphetamine With Intent To Supply 5

Having Possession Of Heroin 5

Having Possession Of Other Class B Drug 4

Having Possession Of Mdma 3

Having Possession Of Ketamine 3

Having Possession Of  Other Class A Drug 2

Supplying Or Offering To Supply Other Class A Drug 2

Possession Of Other Class A Drug With Intent To Supply 2

Having Possession Of Crack 2

Having Possession Of Methadone 2

Supplying Or Offering To Supply Cannabis 1

Concerned In Supply Of Cocaine 1

Having Possession Of Cathinone Derivatives (Mephedrone) 1

Possession Of Other Class C Drug With Intent To Supply 1

Possession Of Mdma With Intent To Supply 1

APB Count %

North Huyton 429 31.0

South Kirkby 267 19.3

North Kirkby 248 17.9

PWCKV 179 12.9

South Huyton 168 12.1

Halewood 93 6.7

 Of the 26 burglary offences committed during the twelve month period, 16 of 
these young people also had a drug related offence (60%), suggesting that 
substances may also be related to this type of offending. 

 
When focusing on the impact of young people‟s cannabis use YOS found that 60% of 
parents report cannabis use as affecting their families‟ personal relationships.  This 
has been reflected in the levels of family discord reported, leading to family break 
down and increased vulnerability for the young person involved due to 
accommodation issues and social isolation.  Cannabis use has featured as an issue 
when working with young people in trying to gain and maintain accommodation.   

 
5.5  Cannabis Offences  

There were a total of 1,384 recorded drug offences in Knowsley in 2012 (Merseyside 
Police, 2012), representing 15% of all crime in the borough.  Recorded drug offences 
have decreased compared to the two previous years; in 2010 there were 1,948 
recorded offences (a 29% reduction by 2012) whilst in 2011 there were 1,671 
recorded offences (a 17% reduction by 2012). 

 
The table below shows the predominant individual drug offences in Knowsley during 
2012. 80% of the total drug offences were for possession of cannabis.  Possession of 
cannabis is the single highest offence recorded in the borough and accounts for 12% 
of recorded crime. 1 in 9 crimes in 2012 in Knowsley were possession of cannabis. 

 
Table 5.1: Individual drug offences in Knowsley (Merseyside Police, 2012) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The location of drug offences is shown in table 5.2 below. 31% of all offences are in 
North Huyton whilst Halewood has the lowest level of recorded drug offences. 

 
Table 5.2: Area Partnership Board (APB) Location of all drug offences in Knowsley 

(Merseyside Police, 2012) 
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Ward Count

STOCKBRIDGE 133

PAGE MOSS 132

NORTHWOOD 112

LONGVIEW 111

KIRKBY CENTRAL 106

WHITEFIELD 101

SHEVINGTON 71

PARK 65

ST GABRIELS 61

CHERRYFIELD 60

PRESCOT EAST 57

ST MICHAELS 53

ST BARTHOLOMEWS 48

HALEWOOD WEST 46

PRESCOT WEST 45

ROBY 44

WHISTON SOUTH 39

WHISTON NORTH 38

HALEWOOD SOUTH 32

HALEWOOD NORTH 15

SWANSIDE 15

 
 

 
Table 5.3 shows that Stockbridge is the ward with the highest number of offences 
followed by Page Moss, Northwood and Longview.  

 
 

Nb: It should be noted that these are key anti-social behaviour locations and 
therefore Policing operations and other initiatives may increase the level of stop & 
searches / section 30 areas which may then result in a higher level of drug offences 
being detected via these and similar disruption tactics. 

 
 

Table 5.3: Ward location of all drug offences in Knowsley (Merseyside Police, 2012) 
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Figure 5.3 overleaf looks at the age of individuals involved with possession of 
cannabis offences:   
 

 52% were aged between 16 and 24 years of age 

 Numbers peaks in the early 20s age band 

 Levels fall off significantly from mid 20s onwards 
 

 
Figure 5.3: Possession of cannabis offences in Knowsley  by age of offender (2012) 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

Nb: this data may be skewed for repeat individuals and refers only to those 
individuals arrested – there is no further information as to the charge / nature of any 
charge brought. 
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Map 1 below shows a geographical representation of cannabis possession offences 
across Knowsley. 

 
 

Map 1: Possession of cannabis offences in Knowsley (2012) 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Almost a third (31.7%) of possession of cannabis offences in Knowsley were dealt 
with by a formal charge.  Slightly fewer (30.6%) were given a formal warning, whilst a 
fifth (21.6%) were given a penalty notice for disorder (PND). 
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Table 5.3: Disposals for the Possession of cannabis in Knowsley  

(Merseyside Police, 2012) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.6 Cannabis Users Accessing Treatment Services in Knowsley 
 
5.6.1  Adults 

Data from the National Treatment Agency (NTA, 2013) shows that of all adults 
accessing treatment services in Knowsley, 89% cited cannabis use as problematic at 
the start of treatment.  After six months, 44% of these had stopped using cannabis.  

 
However just over two-fifths (44%) of clients who were not using cannabis at the start 
of their treatment, reported using it at their planned exit, which may suggest that 
cannabis is being used as a „step down‟ drug from use of other „hard‟ drugs. 

 
At the start of planned treatment, the average use of cannabis was 21.9 days.  After 
a six month review, this had gone down to 17.7 days; by planned exit, this was 20.8 
days (this may be accounted for by the number of clients who started using cannabis 
during the treatment for problematic use of another drug). 

 
5.6.2 Young People 

There are currently 240 young people accessing specialist drug and alcohol 
treatment services in Knowsley (NDTMS, 2012/13), a decrease from 274 in 2011/12. 
However Knowsley has a higher proportion of young people in treatment (18%) than 
nationally (9%).  

 
Most of those accessing treatment self-referred into service (35%), or were referred 
from education services (34%). 

 
The majority (86%) received psychosocial interventions alone. 63% of those 
accessing treatment had between two and four risks / vulnerabilities; 90% of these 
related to initiation of primary drug use before the age of 15.  

  

Disposal Type Count Perc. 

A1 CHARGED 350 31.7% 

A2 SUMMONSED 9 0.8% 

A3 CHARGED - LESSER OFFENCE 1 0.1% 

B1 SIMPLE CAUTION 57 5.2% 

B3 JUVENILE REPRIMAND/FINAL WARNING 22 2.0% 

D6 CPS - EVIDENCE/NO PROCEEDINGS 1 0.1% 

D7 RESTORATIVE JUSTICE 18 1.6% 

E1 PENALTY NOTICE FOR DISORDER 239 21.6% 

FORMAL WARNING FOR CANNABIS 338 30.6% 

NEW 25 2.3% 

UU UNDETECTED 45 4.1% 

TOTAL 1,105   
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The table below shows the number of young people accessing treatment services for 
cannabis use, by age.  

 
Table 5.4: Number of young people accessing specialist treatment services in 

Knowsley by age and drug (NDTMS 2012/13) 
 

 
 

 
59% of young people in Knowsley leave treatment services in a planned way; 
compared to 79% nationally.  9% re-present within six months compared to 7% 
nationally.  Of those involved in drug use at the start of treatment, 78% are no longer 
involved at the end of treatment, compared to 86% nationally (NDTMS, 2013). 

 
 
6. LOCAL SERVICE PROVISION  
 

Knowsley‟s Drug and Alcohol Integrated Recovery Service is provided by Crime 
Reduction Initiatives (CRI) (previously delivered by Addaction), a national social care 
and health charity which offers assessment, treatment and support for people with 
drug issues and promotes recovery from addiction and dependence.  The services 
offers opportunities for recovery, easy access and holistic care with available 
activities including service user training in life skills, sports and social activities.  

 
There is a single point of access for entry to the service which is used for all referring 
agencies and those self-referring. 

 
Young people‟s specialist substance misuse treatment services in Knowsley have 
two distinct roles: 
 

 Supporting and enabling universal and targeted children‟s and youth services to 
respond to substance misuse issues. 

 Providing specialist substance misuse treatment to young people and their 
families. 

 
Those young people whose drug use has already started to cause harm, or who are 
at risk of becoming dependent, have rapid access to specialist support that tackles 
their drug misuse alongside any wider issues that they face.  Treatment services 
work together in partnership with the youth offending service, mental health and 
children‟s services and the Safer Knowsley Partnership to ensure that this support is 
in place.  
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The focus for all activity with young drug misusers is to prevent the escalation of use 
and harm, which will include stopping young people from becoming drug dependent 
adults.  Interventions respond incrementally to the risks in terms of the young 
person‟s drug use, vulnerability and age.  For those young people who develop 
dependency, the aim is for them to become drug free. 

 
Young people who require specialist substance misuse treatment often have a range 
of other problems and may be difficult to engage in services.  There are a broad 
range of interventions available to meet these needs.  Currently these include (but 
are not limited to): 
 

 Pharmacological; 

 Psychosocial; 

 Family; 

 Specialist harm reduction; 

 Residential treatment for substance misuse. 
 

Young people referred into the treatment service are seen in a community location. 
The treatment and support provided is age specific and where possible allows for an 
inclusive approach working with the family/carers of the young person. 

 
Family interventions are also offered to encourage appropriate referrals, joint working 
and seamless services for families who may be troubled by substance misuse 

 
The recovery model for drug services in Knowsley is shown in figure 6.1. 

 
Figure 6.1: Recovery hub service model for drug services in Knowsley 
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Figure 6.2 shows the treatment services and referring agencies for young people.  
 

Figure 6.2: Young person’s treatment services and referring agencies in Knowsley 

       
Integrated care pathways are in place with the following organisations: 

 

 Merseyside Probation Trust - to deliver the Drug Intervention Programme, Drug 
Rehabilitation Requirements and Integrated Offender Management; 

 Merseyside Police to deliver / support the Restorative Justice Process for 
offenders where drug misuse is an identified root cause factor; 

 Local General Practitioners; 

 Primary Care; 

 The Options Service; 

 Knowsley Clinical Commissioning Group (CCG); 

 Antenatal services; 

 Job Centre Plus and associated employment training providers; 

 Adult Social Care and NHS Mental Health services; 

 Knowsley Domestic Violence Support Service (KDVCS);  

 Multi Agency Risk Assessment Conferences (MARAC); 

 Sexual Assault Referral Centre (SARC); 

 The Council‟s Housing Options Service and local supported living services; 

 Tier 4 Alcohol and Drug Treatment Providers; 

 Relevant voluntary sector organisations such as Citizens Advice; 

 Social Care and Family focussed services including participation in the Multi-
agency Assessment meeting and work within the Safeguarding Adults Risk 
assessments and management process; 

 Children‟s Social Care, including teams working with Looked After Children; 

 CAMHS; 

 Youth Offending Service; 

 Schools; 

 School Health Service; 

 THINK (Teenage Health in Knowsley); 

 Youth Services; 

 Housing (drugs worker). 
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7. LOCAL POLICY CONTEXT  
 

In Knowsley, drug use, including the use of cannabis, is a crosscutting issue that 
impacts on many policy areas aiming to improve people‟s lives.  The strategies, 
policies and partnerships outlined below reinforce the services provided.  

 
7.1  Local Strategies 

The „Strategy for Knowsley: the Borough for Choice‟ is the overarching strategy for 
the borough.  It sets out Knowsley Partnership‟s (includes representatives from the 
public, private, voluntary and community sectors, detailed overleaf), long-term vision 
to establish Knowsley as a place where people choose to live and work.  Addressing 
drug use and related social challenges such as; organised crime groups (OCG‟s) and 
violence, social exclusion and poverty are important focuses of this strategy, in order 
to increase the attractiveness of the borough and improve quality of life. The 
Knowsley Partnership has adopted crosscutting policies designed to make the best 
use of resources to promote health and wellbeing including:  
 

 Behavioural Change Policy - focuses on tackling the root causes of problems by 
promoting positive behaviours through 4 principles: educate, encourage, 
empower and enforce. 

 Family Policy - aims to build the resilience and capabilities of families to „cope‟ 
and „thrive‟. 

 Community Cohesion Policy – aims to ensure people from different backgrounds 
have enduring and positive relationships with each other and where opportunity is 
open to all. 

 
Cannabis use also impacts on the following partnership policies:  

 
Children and Families Strategic Plan, 2011-2014 
Knowsley‟s Children and Families Plan aims to improve the life chances for children 
and families in the borough and help young people to have the skills and 
opportunities to achieve in learning, life and work. It sets out the commitment by the 
Children and Families Board and partners to focus collectively on the agreed 
priorities to achieve success.  

 
The Joint Health and Wellbeing Strategy for Knowsley, 2013-2016 
The Joint Health and Wellbeing Strategy takes a life course approach which focuses 
upon common themes at different stages of life, believed to have the biggest impact 
on the population. It emphasises how different partners‟ actions will contribute to the 
bigger picture, tackle underlying issues and build self-reliance.  The strategy has a 
specific focus on the transition from primary to secondary school (a key focus for 
preventative strategies relating to cannabis use) and also highlights a success 
measure around a reduction in harmful lifestyle choices amongst children and adults.  

 
Merseyside Police Drug Strategy, 2012-2014 
The Merseyside Police Drugs Strategy 2012 gives a clear direction on how the 
problem of illicit drugs is to be tackled across Merseyside. The strategy 
encompasses the direction set by the Home Office document entitled „Local to 
Global. Reducing the Risk from Organised Crime.  It states how the force will work 
with partners to reduce the demand, supply and harm caused by drugs. 
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Merseyside Fire and Rescue: Knowsley District Community Safety Plan, 
2013/14 
This plan reflects Merseyside Fire Rescue Authority organisational priorities 
(Prevention, Protection, Preparedness and Response) and also those of key 
stakeholders and partners including the Local Authority, Merseyside Police, the 
Health & Wellbeing Board, Knowsley Chamber of Commerce and Knowsley Housing 
Trust as the main Registered Social  

 
Landlord for the District.  The plan provides a clear direction of travel for the 
continued reduction of risk delivered at a station level in Knowsley over a twelve 
month period.  

 
Additional Strategies / Policies  
The following are also linked to substance misuse in Knowsley: 
 

 Partnership Strategic Needs Assessment 2012 

 Knowsley Safeguarding Adults Policy 

 Knowsley Safeguarding Children Plan 

 Knowsley Substance Misuse Treatment Plan 

 HM Government Drug Strategy for England 2010 
 

These policies collectively shape all aspects of strategy development in Knowsley.   
 
7.2 Knowsley Partnerships 

Knowsley also has an extensive and inclusive partnership structure which recognises 
that drug use is not just a crime issue but one which affects most sectors, including 
public health, child protection, and safeguarding.  The structure can be observed in 
the diagram below. 

 
Figure 7.1: The Knowsley Partnership Structure 
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7.2.1 Safer Knowsley Partnership (SKP) 

The role of the SKP is to work with partners to formulate and implement a community 
safety plan for Knowsley.  The partnership structure is shown in the diagram overleaf. 

 
Figure 7.2: The Safer Knowsley Partnership Model 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
7.2.1.1 Substance Misuse Board 

The Substance Misuse Board is a thematic branch of the SKP. It is accountable to 
the Health and Wellbeing Board with the responsibility to develop and oversee the 
implementation of delivery plans in relation to drugs (and alcohol / tobacco). It 
particularly focuses on partnership working to achieve specific objectives.  The Board 
regularly reviews outcomes against agreed targets and identifies areas for 
improvement and innovation. 

 
7.2.1.2 Knowsley Drug Interventions Partnership (DIP) 

The Drug Interventions Programme (DIP) was developed as part of the 
Government‟s Drugs Strategy to break the link between drugs and crime and 
minimise the harm caused to individuals and society as a whole. It was introduced in 
April 2003 and continues to be an important part of government policy. The current 
drugs strategy, “Reducing Demand, Restricting Supply, Building Recovery: 
Supporting people to live a drug free life” (Home Office, 2010) embraces the concept 
of DIP in assisting with the strategy‟s aims to support drug using offenders and 
encourage them to access treatment and recovery whilst in contact with the criminal 
justice system (CJS). 
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7.2.2 MALS 
MALS (Mentor, Achieve, Learn Support) is a registered charity that works within the 
crime prevention field.  They currently work with young people aged 11-19 and 
victims of crime.  They deliver various crime prevention programmes with a bank of 
volunteers who have had direct experience of being victims of crime, and being 
involved in past criminal activity. 

 
 
8. RISK FACTORS  
 

Nb. The following chapter is extracted from: EMCDDA (2008), A cannabis reader: 
global issues and local experiences, Monograph series 8, Volume 2, European 
Monitoring Centre for Drugs and Drug Addiction, Lisbon. 

 
Risk factors and protective factors for cannabis use can relate to an individual‟s 
genetic make-up and personality, or their family, social or physical environment.  It is 
not always easy to judge which factors carry more weight for cannabis, or to exclude 
factors that may not be relevant to a specific group of users‟ context (EMCDDA, 
2008).  

 
The diagram below gives an overview of these factors. The most frequently 
evidenced factors; tobacco and alcohol use, poor parental relationships and peers 
who use cannabis, are discussed in more detail.  

 
Figure 8.1 Risk factors and protective factors (UK Home Office, 2007) 

 
 
 
8.1  Tobacco Use 

Adolescents who smoke tobacco are at greater risk of developing cannabis 
dependence by their mid-20s (Coffey et al., 2000).  A longitudinal study in which data 
were gathered from participants at 11 years and 20 years of age reported that 
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„persistent‟ tobacco smokers were more likely to use cannabis and to develop 
dependence on cannabis (Vega and Gil, 2005).  

 
Coffey et al. (2000) also demonstrated that tobacco smoking was a risk factor for the 
transition from experimental cannabis use to a more established cannabis habit, with 
greater degree of tobacco smoking being predictive of subsequent greater cannabis 
use (EMCDDA, 2008). 

 
8.2  Alcohol Use 

The early initiation of alcohol use is associated with increased risk of substance use 
disorders (McGue et al., 2001). Coffey et al‟s., (2000) study also found that 
adolescents who drank more than three times in the previous week, and who drank 
five or more units of alcohol, were more likely to initiate cannabis use.  

 
Furthermore, data from the 2012/13 CSEW shows that as frequency of alcohol 
consumption increased, so did cannabis use within the last year.  Use of cannabis 
also increased with the number of visits to a pub / wine bar.  16.5% of those who had 
used cannabis in the last year had visited a pub / wine bar at least nine times in the 
last month, compared to 4.2% who had not visited a pub/wine bar. 
 

Figure 8.1: Proportion of 16 to 59 year olds reporting use of cannabis in the last year 
by frequency of alcohol consumption, 2012/13 CSEW 

 

 
 
 
8.3 Family Environment 

Young people exposed to disrupted family structures and poor quality of family 
relationships, are more likely to use cannabis and to develop problematic patterns of 
cannabis use (Butters, 2002).  Parents who are not „proactive‟ and / or parents who 
fail to set clear „family standards‟ also increase the risk of early initiation of cannabis 
use in adolescents (Kosterman et al., 2000). Children with social disadvantage, 
dysfunctional family life and behavioural problems are also more likely to become 
adolescents who associate with delinquent or drug-using peers (Fergusson and 
Horwood, 2000). 
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„A lack of closeness in parents‟ relationships with their children, and inadequate time 
spent by parents with their children are also risk factors.  The extent of parental 
monitoring of children‟s activities may also influence likelihood of substance use, 
such that lower levels of monitoring increased the risk of initiation of drug use. 
McArdle et al‟s., (2002) European study of 14 and 15 year olds also found that 
„attachment to mothers‟ inhibited drug use (although this appeared to be more 
important for boys than girls) and that this protective factor was more important than 
living with both parents.  However as young people grow and develop, the influence 
of the family seems to wane as the influence of peers increases, however the quality 
of relationships within the family remains important in terms of emotional support‟ 
(EMCDDA, 2013). 

 
8.4  Social Environment: Peers 

„The influence of peer pressure on cannabis use, especially when perceived as some 
form of coercion, has been overstated.  More subtle forms of peer influence and peer 
preference, such as attractive role models, are more likely to have an influence.  This 
can be either a risk or a protective factor.  Often young people actively assort 
themselves to form groups which share similar interests and aspirations, which do 
not fit with (bad) pusher and (innocent) victim stereotypes. In particular with young 
people with emotional or behavioural problems, if they perceive cannabis-using 
others as attractive role models then they may be more likely to adopt similar 
behaviours‟ (EMCDDA, 2008).  

 
A risk factor for cannabis users‟ transition to problematic cannabis use is having 
more friends who use drugs and less perceived parental disapproval of cannabis, 
with the effects found to be greater for adolescent females than males (Butters, 
2004). 

 
Interactions within the school environment are also important.  Kuntsche et al., 
(2006) found a higher level of students‟ own cannabis use in classes where students 
saw peers coming cannabis-intoxicated to school or taking cannabis in school 
premises. 

 
Low attachment to school (Ennett et al., 1997), low commitment (Hawkins et al., 
1992), poor academic performance and classroom behaviour (Hops et al., 1999) are 
also all associated with higher risk of substance misuse.  

 
8.5  Early Age of Initiation 

Individuals who began using cannabis in adolescence are more likely to develop 
dependence than those who initiate use in adulthood.  Coffey et al., (2000) found that 
around 12% of early users of cannabis, escalated to potentially harmful daily use in 
the late-school period.  

 
Hayatbakhsh et al., (2012) child's gender, change in maternal marital status, quality 
of marital relationship, maternal cigarette smoking and alcohol consumption and 
maternal depression when the child was 5 years statistically significantly predicted 
age of initiation to cannabis use.  Exposure to multiple risk factors was associated 
with greater risk of outcomes.  

 
8.6  Attitudes 

Attitudes also play an important part in predicting cannabis use.  Robertson (2005) 
stated that amongst young people in particular, attitudes can influence intentions 
which in turn can influence behaviour.  
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A study by the British Lung Foundation (2012), found that a third (34%) of 16 to 19 
year olds thought that it was acceptable for people of their own age to take cannabis 
frequently or occasionally.  Almost a third (32%) of adults thought it was acceptable 
for people of their own age to use cannabis, with one in five (18%) stating that taking 
cannabis was fairly safe.  

 
In a study by Chabrol et al., (2004) of 15 to 24 year olds, beliefs that cannabis would 
improve anxiety, boredom and improve mood, were the only predictors of cannabis 
dependence. 

 
8.7  Psychological / Behavioural Factors 

„Rhodes et al. (2003) point out that within European literature, there is considerable 
agreement that there are correlations between problematic drug use and a variety of 
problematic behaviours, in that problematic cannabis use is in part symptomatic of 
psychological and behavioural problems and in part likely to exacerbate 
psychological and behavioural problems‟ (EMCDDA, 2008).  

 
Kirkcaldy et al., (2004) found that cannabis use was more likely among young people 
who scored low on a measure of anxiety–depression.  Adolescents with major 
depression were also more likely to develop cannabis dependence than adolescents 
whose depression manifested at the same time as substance dependence (Libby et 
al., 2005). 

 
Boys and Marsden (2003) also found that those who used cannabis from respite from 
negative moods were at risk of developing problems with cannabis.  Pederson et al., 
(2001) also found that conduct problems precede and influence early initiation of 
cannabis, the onset of which is greater where there is also early tobacco use 
(Pederson et al., 2001).  More serious conduct problems were an important predictor 
of cannabis initiation in boys, while aggressive and covert conduct problems 
predicted cannabis initiation in girls. 

 

8.8  Genetic Factors 
The genetic influence on cannabis use may be in terms of a genetic basis for 
sensation seeking or problem behaviour, while genetic influence on problematic 
cannabis use may be in terms of a genetic basis for drug sensitivity and/or subjective 
reactions to cannabis (Agrawal and Lynskey, 2006).  Better understanding of how 
genetic factors are expressed and how they interact with environmental factors is a 
potentially valuable area of future research (EMCDDA, 2008). 

 
 
9. HEALTH EFFECTS OF CANNABIS USE 
 

Cannabis use can cause both acute and chronic adverse health effects.  Risks to 
health generally increase with early onset and increasing frequency of use and 
quantity used (EMCDDA, 2013). 

 
Acute adverse effects of cannabis use can be influenced by the dose, the mode of 
administration, the user‟s prior experience with the drug, concurrent drug use, and 
the user‟s expectation, mood state and attitudes towards substance use, as well as 
environmental, biological and genetic factors (WHO, 1997).  These can include 
physical effects such as an increase in heart rate (tachycardia), increased blood 
pressure (hypertension) and difficulties with coordination and balance or 
psychological effects such as hallucinations, agitation and other symptoms indicative 
of a persistent and pervasive elevated (euphoric) or irritable mood (hypomanic 
symptoms). 
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Chronic adverse effects are summarised in the table below. 

 
Table 9.1: Chronic adverse effects associated with the use of cannabis (DH, 2011) 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
9.1  Dependence 

The earlier a person starts using cannabis, and the more they use, the more likely 
they are to become dependent.  Young people develop cannabis dependence more 
quickly than adults. It has been estimated that approximately one in ten people who 
use cannabis will become dependent (Wagner et al., 2002).  This increases to one in 
five amongst those who have used the drug frequently and to one in two who use the 
drug daily. Women may also experience quicker progression to cannabis 
dependence and treatment entry, than men (DH, 2011).  

 
In 2006, 10% of adults aged 21 and older who first tried cannabis at age 14 or 
younger were classified with drug abuse or dependence compared to 2% of adults 
who had first used cannabis at age 18 or older (UNODC, 2012).  The early use of 
more potent cannabis may also be driving admissions for treatment of cannabis 
abuse (UNODC, 2012). 

 
Those who are dependent on cannabis are at a greater risk of experiencing harmful 
health effects.  Dependent cannabis users have associated cognitive and motivation 
problems, memory deficits, interpersonal relationship issues and financial difficulties 
with their dependence.  Those who try to quit may experience withdrawal symptoms 
including irritability, anxiety, insomnia, appetite disturbance and depression (NCPIP, 
2013).  
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9.2  Mental Health 

There is an increasing research that evidences the links between cannabis use and 
mental health.  Cannabis use is associated with psychotic symptoms, schizophrenia, 
anxiety, and depression.  When compared with those who have never used 
cannabis, young adults who began using the drug at age 15 or younger are twice as 
likely to develop a psychotic Disorder, and four times as likely to experience 
delusional symptoms (UNODC, 2012) 

 
Longitudinal research by Copeland (2013) found that cannabis use predicts the 
development of anxiety disorders, depression, suicidal ideation, certain personality 
disorders, and interpersonal violence. Stronger associations were found for 
adolescents relative to adults, and a younger age of initiation increases the risk of 
developing mental health disorders.  

 
Stefanis et al., (2013) also found that the association between age of initiation of 
cannabis use and age at onset of psychotic illness was significant, concluding that 
„cannabis may exert a cumulative toxic effect on individuals on the pathway to 
developing psychosis, the manifestation of which is delayed for approximately 7–8 
years, regardless of age at which cannabis use was initiated‟ (Stefanis et al., 2013). 

 
Carabellese et al., (2013) retrospective study of psychiatric outpatients also showed 
that subjects who used / abused cannabis showed a high prevalence of violent 
behaviour (regardless of the type of psychiatric disorder), and that there were 
significant correlations between cannabis use / abuse and the type of violent 
behaviour, particularly self-inflicted injury. 

 
9.2.1  Anxiety and Depression 

Anxiety and depression are common experiences of cannabis users, particularly in 
naive users. 

 
A number of studies have found a strong pattern of cannabis relieving anxiety at low 
doses and promoting anxiety at higher doses (Viveros et al., 2005; Moreira and Lutz, 
2008; Akirav, 2011). Research by Degenhardt et al., (2012) found that daily cannabis 
use was associated with anxiety disorder at 29 years.  

 
A study by Scholes-Balog et al., (2013) found that between 20-30% of 
the cannabis users at each age group (15, 16, 17 and 19) self-reported experiencing 
anxiety and depression.  High doses of cannabis increase the risk of depression, 
especially in the young (Ashton and Moore, 2011).  According to the RCP (2013), 
children aged 14 and 15 who used cannabis regularly had a five times higher risk of 
depression and anxiety in later life. 

 
9.2.2  Psychotic Disorders 

An increasing number of studies evidence that cannabis use is an important risk 
factor for psychosis and psychotic disorders (Kuepper et al., 2013).  Individuals with 
a history (or family history) of psychotic symptoms are at higher risk. 

 
People who use cannabis have a higher than average risk of developing 
schizophrenia and that those who initiate use before the age of 15, are 4 times more 
likely to develop a psychotic disorder by the time they are 26 (RCP, 2013).  

 
A report by the United Nations on Drugs and Crime (UNODC) also states that 
approximately 13% of cases of schizophrenia could be averted if cannabis use was 
prevented (UNODC, 2012).  
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Lagerberg et al., (2013) also found a significant association indicating that cannabis 
use may affect the age at onset of bipolar disorder.  

 
9.2.3  Cognitive Functioning 

Cannabis‐dependent adolescents have shown short‐term memory deficits as well as 

delayed recall of visual and verbal information.  Even after six weeks of abstinence, 
cannabis users do not show significant improvement in short‐term memory ability 

(Schweinsburg, 2008). 
 

Meier et al., (2012) undertook nneuropsychological testing at age 13 years, before 
initiation of cannabis use, and again at age 38 years, after a pattern of persistent 
cannabis use had developed. Persistent use was associated with neuropsychological 
decline (even after controlling for years of education), increased cognition and 
impaired concentration.  The authors also found that cessation of cannabis use did 
not fully restore neuropsychological functioning and concluded that findings highlight 
the importance of prevention and policy efforts targeting adolescents (Meier et al., 
2012).  

 
Meier et al., (2012) also found that cannabis use reduces IQ by as much as eight 
points by age 38, amongst people who started using marijuana regularly before age 
18 but then stopped.  

 
A further study by Crean et al., (2011) also found impairment of attention, 
concentration, decision-making, impulsivity, self-control of responses, reaction time, 
risk taking, verbal fluency and working memory in a dose-dependent manner 
amongst cannabis users. Fergusson et al., (2004) also found that cannabis use was 
associated with increasing risk of leaving school without qualifications, failure to enter 
university and failure to obtain a university degree. 

 
9.3  Respiratory Functioning 

A report by the British Lung Foundation (2012) evidences a wealth of research 
showing that THC suppresses a number of cells, preventing the immune system from 
working as well as it should and therefore increasing the risk of respiratory infections. 
Preliminary data presented by Reid et al., (2011) at the British Thoracic Society 
Winter Meeting also showed that cannabis smokers had more respiratory problems 
than those who smoked tobacco only, despite those involved being younger and 
smoking less tobacco. 

 
9.4  Cancer 

Research by the British Lung Foundation showed that 88% of people think a typical 
tobacco cigarette puts you at greater risk of developing lung cancer than a typical 
cannabis cigarette (BLF, 2012).  „This stands in stark contrast to evidence showing 
that a typical cannabis cigarette increases the smoker‟s risk of developing lung 
cancer by 20 times the amount of one tobacco cigarette, due to the body retaining 
much more of the products of the smoke, leading to a greater respiratory burden of 
carbon monoxide and smoke particles‟ (BLF, 2012).  

 
A rigorous case-control study by Aldington et al., (2008) found that smoking cannabis 
increases the risk of developing lung cancer in young adults.  The study suggested 
that smoking one cannabis cigarette a day for one year increases the risk of lung 
cancer by 8% (BLF, 2012).  

 
A further study by Berthiller et al., (2008) which looked at cannabis smoking in North 
African men showed a 2.4-fold increase in the risk of lung cancer among men who 
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had smoked cannabis compared with those who had never smoked it.  This was after 
adjustment for age, tobacco smoking, occupational exposures and country (Berthiller 
et al., 2008).  

 
9.5  Chronic Obstructive Pulmonary Disorder (COPD) 

A report by Tan et al (2009), found that smoking a mixture of cannabis and tobacco 
was associated with a greater risk of COPD than smoking only tobacco, and that the 
risk of COPD increased after 50 cannabis joints mixed with tobacco. 

 
9.6  Health Effects of Cannabis Use on Unborn Children 

A recent systematic review of the neurodevelopmental consequences of prenatal 
exposure to toxins found that those exposed to cannabis prenatally were at an 
increased risk of having problems maintaining attention later in life (Williams and 
Ross, 2007).  There is also some evidence that prenatal cannabis exposure is 
related to experiencing depression and anxiety in childhood and adolescence (Gray 
et al., 2005 and Leech et al., 2006).  Other research has found that cannabis use 
during pregnancy increases the likelihood of cannabis use among offspring at the 
age of 14 (Day et al., 2006).  

 
 
10. ADDITIONAL IMPACTS OF CANNABIS USE 
 

Other impacts of cannabis use are shown in the diagram below; these can impact on 
individuals, families and the wider community.  There may also be „hidden harms‟ for 
example to partners or immediate family, including domestic abuse or problems with 
debt (see Chapter 11 - Local Insight).  

 
Figure 10.1: Potential impacts of cannabis use 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
10.1  Criminal Activity 

A study by Pederson et al., (2006) found that cannabis use in adolescence and early 
adulthood is associated with subsequent involvement in criminal activity.  Pacula et 
al., (2003) also found a positive association between self-reported use at the time of 
the offence and non-drug related violent, property and income-producing crime, even 
after accounting for other substance use. 
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A report by the Research and Development Corporation (RAND, 2003) also stated 
that frequent cannabis users were more likely to participate in assault and malicious 
damage of property, theft and acquisitive property crime. 

 
10.1.1  Impaired Driving 

Ashbridge et al., (2012) reviewed motor vehicle crashes where cannabis use was 
reported and concluded that acute cannabis consumption is associated with an 
increased risk of a motor vehicle crash, particularly for fatal collisions (Ashbridge et 
al., 2012).  

 
10.2  Cannabis Cultivation 

Domestic cultivation of cannabis has increased significantly in recent years and it is 
predicted that as much as half of all cannabis consumed in the UK is now 
domestically produced.  Much of this is home grown for personal use to ensure 
quality, save money or as a way of avoiding contact with drug dealers (Hough et al., 
2003). 

 
There has also been an increase in robberies, burglaries and violence (including the 
use of firearms) linked to cannabis cultivations.  There is evidence of “taxing” 
(stealing) of crops and debt bondage being used by organised crime gangs (OCG‟s) 
to control local individuals (ACPO, 2012). 

 
In the first 9 months of operation, Merseyside Police‟s Matrix team detected 300 
cultivation farms, equivalent to 2 per day, and seized £22 million worth of cannabis 

 
In Knowsley there were 73 offences relating to the cultivation of cannabis in 2012, 
with almost half (46.6%) occurring in Kirkby.  There were also 23 offences relating to 
the intent to supply cannabis. 

 
Table 10.1: Offences in Knowsley relating to the production / being concerned in the 

production of cannabis / cultivation of cannabis plant (Merseyside Police, 2012) 
 

APB Count Perc. 

Halewood 4 5.5% 

Huyton 23 31.5% 

Kirkby 34 46.6% 

Prescot, Whiston, Cronton & Knowsley Village 12 16.4% 

KNOWSLEY 73   

 
 

The ACPO (2012) reports that across Merseyside (including Knowsley), there was a 
65% increase in the number of cultivations detected between 2009/10 and 2010/11. 
It is expected that this figure will continue to increase, and therefore have a 
significant impact with cannabis use predicted to increase considerably amongst 
adults and young people. 
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The map below also shows gun crime incidents overlapped with the detection of 
cannabis cultivations across Merseyside. 

 
Map 2: Geographical representation of Cannabis Farm recoveries and firearms 

discharges across Merseyside (Merseyside Police, July 2010 – June 2012) 
 

 
 
10.3  Aggression / Violence  

Harris et al., (2010) explored psychosis amongst cannabis users under age 26 and 
found that serious aggression is associated with regular cannabis use and reduced 
behavioural inhibition.  

 
Monshouwer et al., (2006) also investigated the association between cannabis use 
and mental health in secondary school children and found that cannabis use was 
linked to aggression and delinquency. 

 
10.3.1  Intimate Partner Violence 

Fergusson et al., (2008) also highlighted that cannabis users often have difficult 
interpersonal relationships and that higher levels of cannabis use amongst young 
adults are associated with lower satisfaction with intimate romantic relationships. 

 
Evidence also suggests that intimate partner violence within teenage relationships is 
becoming increasingly common, with a quarter of girls and almost a fifth of boys 
experiencing physical violence within a relationship; and emotional violence being 
common (Barter et al. 2009).  Reingle et al., (2011) undertook a longitudinal survey 
with young people aged 15 to 26, to explore cannabis use and partner violence. 
Findings showed that cannabis use in adolescence (particularly consistent use), is 
associated with perpetration or both perpetration of and victimization by intimate 
partner violence in early adulthood. 

 
The National Institute of Drug Abuse (NIDA) has commissioned a study to further 
explore this association.  The study will determine whether cannabis use results in 
affective, cognitive, or behavioral effects consistent with intimate partner aggression 
(NIDA, 2013). 
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10.3.2  Child on Parent Violence  
Young people abusing their parents are a growing concern and nationally, family 
support agencies have noted this growing trend (Galvani, 2012).  This is supported 
by a Parentline survey (2008), in which an audit of calls found that of 29% concerning 
children's behaviour, almost two thirds cited verbal aggression and a third centred on 
physical aggression being directed at the parents.  Further research has confirmed 
that child to parent domestic abuse does occur and in most cases the victims are 
mothers and perpetrators are sons (Galvani and May, 2010).  Local data is limited, 
however qualitative insight with mothers of cannabis users undertaken as part of this 
research documents incidents of this (see Chapter 11).  

 
10.4  Life Course Outcomes  

Fergusson (2008) found that cannabis use amongst adolescents was linked with an 
overall feeling of inferior life satisfaction compared to non‐cannabis using teens. 

Higher levels of cannabis use were also associated with lower satisfaction with life, 
work, family, friends and leisure pursuits (Fergusson, 2008). 

 
Ellickson et al., (2004) also found that the teens who smoked cannabis from once a 
week to monthly at age 13 and as young adults smoked 3 to 10 times a year, lagged 
behind all other groups in earnings and education when resurveyed at age 29.  

 
In addition the United States National Institute on Drug Abuse has cited several 
studies linking employee cannabis use with increased absences, tardiness, 
accidents, workers' compensation claims, and job turnover (UNODC, 2012). 
Researchers also found that those who tested positive for cannabis on a pre‐
employment urine analysis test had 55% more industrial accidents, 85% more 
injuries and a 75% increase in absenteeism (UNODC, 2012). 

 
 
11. LOCAL INSIGHT 
 

This chapter has been extracted from the summary of (unpublished) Barrett et al., 
(2013), „Cannabis Use and Cultivation: A literature review‟, undertaken as part of 
qualitative research in Knowsley.  

 
11.1  Research Methodology 

The study utilised a variety of qualitative research methods amongst a range of 
sample groups.  Thirty-six professionals and stakeholders were involved in a World 
Café research event which encompassed twenty-five focus groups. Sixteen 
community members took part in four focus groups.  Four mothers of cannabis users 
and one grandmother took part in semi-structured interviews.  Twelve users, four of 
whom were cultivators took part in either interviews or focus groups.  

 
Whilst the data in this report is robust in its triangulation from a range of sources, it 
should be noted that the users and cultivators interviewed were principally accessed 
through criminal justice services.  Many experienced a range of social problems. 
Efforts to contact users and cultivators outside of the criminal justice system were 
understandably unsuccessful, in all likelihood (and as one group of young people 
confirmed to us) due to concerns around being seen 'as a grass' and the risk of 
identification and subsequent conviction. The issues presented by users and 
cultivators regarding the impacts of cannabis should not therefore be extrapolated or 
assumed to apply to all cannabis users or cultivators. 
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11.2  Sources of Knowledge on Use and Cultivation  

 Community knowledge of cannabis use is largely based on experience within 
their locality.  They have little direct experience of cannabis cultivation. 

 Professionals‟ knowledge stems almost exclusively from work, some of which is 
direct experience but much of which is gained through conversation with 
colleagues. 

 For cannabis users, the community and professionals there is a firm 
understanding of how cannabis is used and the role it plays on a local level, yet 
far less specific knowledge is evident around its (particularly longer term) effects 
and the more technical aspects of the drug. 

 Cultivators are very knowledgeable about the skills and equipment required to 
grow cannabis.  They are also keen to stress that this knowledge is easy to come 
by.  All those interviewed were taught by someone they know and are aware of 
the information being widely available on the internet. 

 For both the community and professionals, knowledge and attitudes around 
cannabis use is interlinked with concerns they hold around other key socio-
political factors such as young people, parenting, aspiration and poverty. 
Opinions are also influenced by attitudes to other drug use and in many cases 
conflate cultivation of cannabis with generic dealing of drugs.  

 
11.3  Knowledge of the Incidence, Profiles, Motivation and Impacts of Cannabis Use 

and Cultivation in Knowsley  
 
11.3.1 Incidence and Patterns of Use 

 Cannabis use is widespread and there has been an increase in its use and 
availability over the last two decades, particularly of stronger forms, namely 
skunk.  

 Cannabis use appears to be a normative feature of most communities in that its 
use has become more overt and noticeable. However sections of the community 
remain where cannabis use is not commonplace. 

 There are changes in patterns of cannabis use from recreational to daily use, the 
latter of which is perceived to be dependent use.  This pattern is more likely to 
exist amongst the young, unemployed and those without parental responsibilities. 
 

11.3.2  Motivations for Use 

 There are a range of motivations for cannabis use i.e. to relax, socialise, an 
exercise in rebellion / risk-taking behaviour, to self-medicate and due to boredom 
/ time availability.  The latter is demonstrated by the fact that desistance from, or 
reduction in, cannabis use occurs through an „aging out‟ process and the 
development of adult responsibilities/occupations.  Notably the aging out process 
for many is delayed in the current economic climate. 

 There is increased acceptability and normalisation of use e.g. for young people 
use can be related to peer association (not peer pressure) whereby cannabis use 
is a shared experience amongst friends with associated normative concepts, in 
particular that its use is unproblematic. 
 

11.3.3  Profiles of Users 

 Closer examination of initial beliefs that „everyone is doing it‟ reveals that whilst 
all social groups can use, the most prevalent users are young people, particularly 
males.  These perceptions may relate to whose use is most overt and obvious.  

 Young people‟s use is linked to their time of life i.e. most likely to experiment with 
cannabis in the transition to and early years of senior school. 

 Those with a range of social problems (homelessness, unemployment, criminal 
records and service users) are the highest users of cannabis.  
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11.3.4 Tolerance and Reporting of Use 

 Cannabis users feel that intolerance of or objections to their use does not impact 
on their consumption, although, the small number interviewed were mainly young 
people describing their parents disapproval. 

 There is increased general tolerance of cannabis use, reflected by a lack of 
reporting, albeit potentially age differentiated in that older people are more likely 
to report use.  The reluctance to report for the majority relates to issues of police-
community relations, wider cultural concerns relating to not wanting to be seen as 
„a grass‟ and acceptance of the use of cannabis. 

 There is a paradox evident around tolerance in that whilst it is ostensibly 
„accepted‟ in communities, there are a range of anxieties around its use.  These 
are represented by four typologies of tolerance: „unproblematic acceptance‟ 
(those who genuinely accept cannabis use as unproblematic); „pragmatic 
ambivalence‟ (those who tolerate cannabis use as long as it does not impact on 
them directly); „comparative endurance‟ (those who tolerate use as they see other 
drugs as more harmful); and „coercive compliance‟ (those who are coerced into 
tolerance due to a fear of reprisal).  
 

11.3.5  Impacts of Use 

 Views on the link between crime and cannabis use differ: Some say cannabis is 
linked to petty theft to fund use, some feel there is little connection between 
serious crime or anti-social behaviour and cannabis use and some believe use is 
linked to criminal gangs and violence.  The study identified examples of serious 
domestic abuse in the families of cannabis users.  These are key issues for 
service provision, but cannot be extrapolated to all cannabis users due to the 
range of social factors involved and the small sample size. 

 Key anxieties around cannabis use are:  Involvement with dealers in order to gain 
access; the potential impacts of stronger strains of cannabis including mental 
health related issues; gateway theory (i.e. that cannabis use leads to the use of 
stronger substances); increased violence in the home and the social impacts of 
cannabis use on both an individual and community level. 

 
11.3.6  Incidence/Scale of Cultivation  

 The community is largely unsure of the incidence and extent of cultivation, not 
least because of its concealed nature, but there is a belief that domestic 
cultivation is increasing, confirmed by cultivators themselves.  Professionals 
report that cultivation is more fragmented, i.e. a shift in cultivation to domestic 
premises, mainly in public housing but increasingly in private rentals. 
 

11.3.7  Profiles of Cannabis Cultivators 

 The demographic profile of cultivators is largely unknown.  There is a belief that it 
happens in all socio-economic groups but that this is most likely to be attractive to 
those struggling to find (well paid) employment and income in the mainstream 
market, and those seen as having „less to lose,‟ for example the unemployed, 
young males and those without dependents.  

 Some report that landlords are knowing participants in cultivation whilst most 
identify them as unknowing victims of cultivators.  
 

11.3.8 Motivation for Cannabis Cultivation 

 Three categories of cannabis cultivators are identified: People growing for their 
own use; those coerced into cultivating for a dealer and those voluntarily 
cultivating for a dealer. 

 Finance and structural/economic conditions are the main motivators for 
cultivation, although coercion, vulnerability and victimisation are also features. A 
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lack of role models and aspirations as well as the accessibility of equipment, 
growing capacity and low detection prospects all contribute to motivation.  
 

11.3.9  Reporting and Tolerance of Cultivation 

 Cultivation is said to be underreported due to tolerance. The same four 
categories of tolerance evident in relation to cannabis use apply to cultivation; 
„unproblematic acceptance‟ (cultivation is unproblematic); „pragmatic 
ambivalence‟ (tolerate cultivation as so long as it does not affect them, others, 
children or the exploitation of vulnerable groups); „comparative endurance‟ 
(tolerate as cultivators of cannabis are less „big league‟ than other drug producers 
or dealers); and „coercive compliance‟ (tolerate due to fear of reprisals).  As a 
result, the community will report cultivation in certain circumstances, for example 
large-scale production, where it directly impact on them and in instances where 
children are neglected or at risk of harm.  

 Concerns around cultivation include links to antisocial behaviour and organised 
crime.  However, much of this stems from the conflation of the impacts of 
cultivation and dealing. 
 

11.3.10 Impacts of Cultivation  

 There are financial incentives to cultivate cannabis, particularly in the current 
economy. 

 From a public finance perspective, cultivation is suggested to reduce criminal 
justice costs as it reduces levels of acquisitive crime. 

 Many arrested for cultivation are said to be outside the typical service user 
profile.  This is particularly a concern due to the vulnerability and exploitation of 
many of those who cultivate. 

 Cultivators risk increasing extant social problems through loss of access to 
children, criminal proceedings and increased potential for debt through loss of 
tenancies, future housing prospects and electricity meters. 

 Cultivation is often associated with theft of electricity and the up scaling of 
criminality.  Organised Crime Groups (OCGs) are seldom linked to cultivation but 
most feel that dealers control patches of cultivators which has the potential to 
cause turf issues.  

 Benefits of cannabis cultivation include skunk being less likely to be adulterated 
than other forms of cannabis, whilst drawbacks include skunk having higher 
THCs which may make for a more addictive product.  

 
11.4  Current and Future Responses to Cannabis Use and Cultivation in Knowsley 
 

11.4.1  Service Availability and Provision: Use and Cultivation 

 Some say cannabis services exist in Knowsley, mainly those who identify the 
capacity of generic services to meet cannabis users‟ needs.  Others say there are 
no services for cannabis users: because cannabis use is not seen as an issue; 
due to a lack of specific services for cannabis users; or because there is a lack of 
information and advertising about what is available and for whom.  The latter 
reflects a need to develop a multi-agency database containing information on 
what services are available, with clear lines of responsibility and admission 
criteria. 

 Cannabis services need to be: Available, confidential and anonymous, delivered 
by the right people in the right way, include self-help groups, maintain a proactive 
preventative ethos, include harm reduction approaches, acknowledge the 
importance of motivation to change, be tailored to the requirements of the users 
as well as the capabilities of the staff and need to address a wide range of health, 
economic and social factors, not solely drug use. 
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 There is a lack of knowledge evident amongst professionals around cultivation 
but also around service provision. Voluntary, publicly accessible education 
sources and service information are seen as best practice, as is public 
consultation and engagement. 

 Cultivation services currently fall mainly into the remit of the police, housing 
professionals and Stronger Families. Some suggest a more coordinated, 
recognised strategy, which outlines the responsibilities and roles of all agencies 
should be developed in order to ensure all related issues are tackled. 

11.4.2  Education: Use and Cultivation 

 Professionals both identify and demonstrate a range of educational needs. 
Contemporary knowledge on cannabis locally, nationally and internationally is 
crucial for them to maintain credibility with clients and to respond effectively and 
appropriately to their needs. 

 Education is crucial for young people as a preventative measure (so that they can 
make an informed choice of whether to use the drug or not) and as a harm 
reduction measure (in case they decide to do so).  This education needs to 
happen in schools, at an early age (pre-secondary), have appropriate content, 
tone and median and must acknowledge what young people currently have, do 
not have and the benefits they currently see in using cannabis.  

 There is a need to educate adults, in particular parents, both to help them make 
their own decisions around cannabis use and to support them in responding to 
the activities of their children.  This must be accurate, up-to-date, balanced and 
presented in a way that stimulates interest rather than feels imposed. 

 A large number of services have little in terms of education around cultivation, 
either for themselves or to offer to their service users. Information is needed on 
the law, identifying and reporting cultivation and harm prevention / minimisation. 

 There is a need for a mapping of the response and responsibilities of each 
organisation to cultivation in Knowsley.  Responses need to include the provision 
of structural opportunities in order to provide alternatives to cultivation as a 
means of income (e.g. training courses, employment and support). 

 
11.4.3  Ethos (enforcement, support, legalisation): Use and cultivation 

 There are clear tensions within and between agencies in deciding the best 
approach to take in response to cannabis i.e. whether enforcement or support is 
most appropriate. In reality, cannabis use tends to be dealt with by support 
whereas the response to cultivation is primarily enforcement.  

 Many feel that enforcement and deterrence exacerbate problems in their failure 
to tackle the underlying issues i.e. that cultivation and use are symptoms more 
than causes of social problems.  For example policing (in the broadest sense) of 
cultivation can add significantly to social risks in terms of loss of tenancy and its 
related social problems, as well as people hiding mental health and other 
problems for fear of reprisals. 

 Balancing enforcement and support is vital as it acknowledges rights and 
obligations on the part of the state and of individuals.  This means assessment 
and a case by case and approach is required to identify appropriate levels of 
enforcement and support for each user and cultivator.  

 Many feel that the most appropriate response to use and cultivation is 
legalisation, at least of possession and small scale cultivation.  Notably, some of 
the cultivators were against legalisation, potentially in light of the detrimental 
impact legalisation would have on the income of those growing cannabis to sell 
rather than for personal consumption. 
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11.5  The Way Forward: Information-Gathering and a Multi-Agency Approach  

 Responses to cannabis use and cultivation must be multi-agency, in which 
partners have collectively agreed strategies, specific roles which all agencies 
subscribe to and regular meetings / updates to refresh, reinvigorate and maintain 
up-to-date policy and service provision.  

 An information gathering exercise is required, both to collate up-to-date 
knowledge on services in Knowsley and contemporary, credible research and 
education on cannabis in all its forms so that service providers and the 
community can move forward in an informed way. 

 
 
12. EVIDENCE OF WHAT WORKS 
 
12.1  Primary Prevention  

The primary prevention approach is key for responding to substance use among 
young people before they start using substances.  In addition, this approach can help 
to discourage or stop use in those who are already experimenting or using (WHO, 
2013).  Given the extent of associated adverse effects for early and heavy use, 
primary prevention of cannabis use is critical. 

 
A systematic review of primary prevention interventions found that universal multi-
modal programs that: 
 

 Targeted early adolescents (10–13 year olds),  

 Utilised non-teacher and multiple facilitators,  

 Were short in duration (10 sessions or less),  

 Implemented boosters sessions,  

 Included peer and community components, and, 

 Included (non-school based) family interventions.  
 

Were effective in reducing cannabis use in young people (Norberg et al., 2013). 
Interventions with a psychosocial skills-based approaches and interactive designs 
were also key. 

 
However conclusive evidence for the duration and timing of interventions is limited 
and the authors concluded that further quality research and the development of new 
innovative programs are required (Norberg et al., 2013). 

 
On-going research is also exploring the use of smartphone „apps‟ for reducing or 
quitting cannabis use, and the effectiveness of cannabis check-ups for motivating 
behaviour change in those regularly using the drug (Norberg et al., 2013). 

 
A focus on a comprehensive, multi‐sector approach to cannabis prevention has 

increased in recent years, as rather than focusing on implementing only one 
particular program, it works to engage an entire community in the following evidence‐
based processes:  
 
1) Assess their prevention needs based on epidemiological data 
2) Build their prevention capacity 
3) Develop a strategic plan 
4) Implement effective community prevention programs, policies and practices 
5) evaluate their efforts for outcomes (UNODC, 2012)  
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This type of comprehensive approach identifies a community‟s specific problems and 
programme / service gaps, as well as its assets and resources, allowing a community 
to plan, implement and evaluate its efforts across community sectors in relevant 
settings for individuals, families, schools, workplaces and the community at large 
(UNODC, 2012). 

 
12.2  Secondary Prevention  

The strongest evidence to manage cannabis dependence points to motivational 
enhancement therapy and cognitive behavioural therapy in adults and brief 
interventions in adolescents.  However further research is needed to clarify the 
effectiveness of additional treatments including pharmacological interventions. 

 
Psychological Interventions 
Studies suggest that cognitive behavioural therapy (CBT) and motivational 
enhancement therapy (MET) are the most effective in reducing cannabis use, 
dependence and related problems (Babor et al., 2004).  Brief interventions (usually in 
the form of MET) appear effective in some studies, more recent research suggests 
that extended, combined therapies are associated with slightly better outcomes 
(Copeland et al., 2001).  In addition, recent research suggests that adding voucher-
based incentives to MET and CBT improves treatment compliance and long-term 
outcome in both voluntary (Budney et al., 2006) and coerced adult clients (Carroll et 
al., 2006), but that voucher-based incentives alone show improvements in 
compliance and outcomes that diminish over time (Budney et al., 2006). Current 
NICE (National Institute for Clinical Excellence) guidelines (2007) recommend the 
consideration of CBT for those using cannabis. 

 
Interventions for Adolescents 
Evidence suggests that brief interventions, including the provision of information (to 
both young people and parents), motivational enhancement training and cognitive 
behavioural skills training are effective in reducing cannabis use and dependence in 
adolescents (Martin 2008; Walker et al., 2006).  Extended therapies which 
incorporate family involvement (such as multidimensional family therapy) are also 
effective in reducing cannabis use and dependence in adolescents (Dennis et al., 
2004).  

 
The National Cannabis Prevention and Information Centre (NCPIC) undertook a 
study exploring individuals who do and do not succeed in quitting cannabis. 
Successful and unsuccessful quitters differed significantly in some personal 
characteristics, with unsuccessful quitters having less education, higher day-to-day 
exposure to other cannabis users, and higher usage of cannabis prior to their most 
recent quit attempt.  With regard to quitting strategies, the two groups did not differ 
significantly in reducing exposure to cannabis or in their use of distraction / 
substitution techniques. Successful quitters, however, were 2.1 times more likely 
than unsuccessful quitters to use coping strategies to quit.  These included strategies 
such as planning ways to cope with aversive emotions, and setting up a plan for 
coping with situations that are high-risk for cannabis use.  Unsuccessful quitters, on 
the other hand, were 1.6 times more likely than successful quitters to use motivation 
enhancement strategies in their attempt to quit.  These included strategies such as 
thinking about the negative aspects of using cannabis and the benefits of quitting.  

 
Pharmacological Interventions 
There are currently no randomised control trials (RCTs) of pharmacological 
interventions for cannabis withdrawal or craving (NCPIC, 2013).  The results of less 
methodologically rigorous studies suggest that oral delta 9-tetrahydrocannabinol 
(THC), and possibly mirtazapine and lithium are promising for cannabis withdrawal, 
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and that rimonobant and perhaps buspiron show potential in the management of 
cannabis craving (NCPIC, 2013). 

 
12.2.1  Barriers to Treatment 

A number of barriers to treatment have been identified both nationally and through 
local research. In a study by Gates et al., (2008) participants reported that if better 
information and education on treatment options were available, and that the 
treatment itself was more easily accessed, entry into cannabis treatment could be 
facilitated.  These barriers were also highlighted through local insight (see Chapter 
11).  

 
Previous research has also highlighted that the typical cannabis user believes 
treatment for cannabis use to be unnecessary, that they would not be ready to stop 
using and would feel stigmatised when accessing treatment (Gates et al., 2008).  

 
Social acceptance and cultural norms also act as a significant barrier to accessing 
treatment. 

 
12.2.2  Service Provision 

A report by the ECMDDA (2013) stated that „Looking towards the future, treatment 
services may see growing numbers of older cannabis users, if a sizeable proportion 
of the current relatively large population of frequent cannabis users continue to use 
the drug intensively as they age‟.  Local services will need accurate prevalence data 
in order to reliably predict any future increase in demand. 

 
12.3  Decriminalisation / Legislation Reform 

There is on-going debate around whether cannabis use should be decriminalised 
alongside the legalisation of cannabis cultivation for the following reasons: 
 

 Regulation of the product e.g. lower THC content 

 Reduction in costs to society from criminal justice system 

 Potential generation of tax revenue for the government. 
 

However at present there continues to be limited conclusive research and much 
uncertainty around key issues, for example, the direct causal relationship on long-
term health impacts and an in-depth understanding of the demand and supply 
behaviour underlying the decrease in prevalence of cannabis use and increase in 
cultivation, both at a local and national level.  Therefore recommendations as to a 
clear conclusion to legalisation cannot currently be made. 

 
 
13. DISCUSSION 
 

It is clear from the information outlined above that immediate action is needed in 
relation to cannabis.  First and foremost there is a significant lack of knowledge and 
awareness about the drug amongst professionals and the public, particularly in 
relation to its health effects and where to go to access information or help and 
support. Information that meets the needs of individuals, professionals, the 
community, parents, current users and their significant others needs to publicised 
and easily accessible.  

 
There is evidence that the potency of cannabis is increasing (although more robust 
data is needed to confirm this locally) and that this is linked with significant health 
effects (including dependence, respiratory problems, mental health issues (including 
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psychosis, schizophrenia, anxiety and depression) and impaired cognitive 
functioning.  Importantly, research shows that these do not decrease with cessation 
of use).  

 
It is suggested that this accounts for the increasing numbers of people accessing 
treatment services (although individual related pathways data is not available to 
confirm this (e.g. primary / secondary care data for those accessing mental health 
services)).  Current services are effective in providing treatment, however amongst 
young people a lower proportion than national have stopped cannabis use at the end 
of treatment.  This may suggest that a review of service provision is needed to 
ensure it is effectively meeting local needs. Insight from the qualitative research 
suggests that groups specifically for cannabis use may be beneficial.  

 
Locally (and nationally), figures show that use of cannabis has declined amongst 
adults and young people (MHWBS, 2009 and HRBS, 2012).  However domestic 
cultivation of cannabis has dramatically increased across Merseyside over the past 
five years and this is expected to have a significant impact.  In the first 9 months of 
operation, Merseyside Police‟s Matrix team detected 300 cultivation farms, equivalent 
to 2 per day, and seized £22 million worth of cannabis.  Cannabis use figures are 
therefore expected to increase considerably (next MHWBS data available early 
2014).  

 
A preventative approach is therefore also needed. Initiation of cannabis use is 
predominantly around the primary to secondary school transition stage and 
preventative education interventions need to be targeted here.  Predominant risk 
factors for use include tobacco and alcohol use, poor parental relationships and 
peers who use cannabis.  Males are more likely to initiate cannabis use than 
females, and children with social disadvantage, dysfunctional family life and 
behavioural problems are also at high risk of engaging with drug-using peers. 
Vulnerable groups and individuals also require targeted action that will address their 
specific needs 

 
The expected increase in cannabis use is also likely to further increase the numbers 
accessing treatment services, with related impacts on Mental Health and Secondary 
Care Services, Police, Fire, Social Care, Youth Services and Domestic Violence 
Services.  Services need to ensure they are able to adequately meet demand. 

 
 
14. RECOMMENDATIONS 
 

The findings from the health needs assessment and the qualitative research (Barrett 
et al., 2013) suggest the following areas for action should be considered. 

 

 Multi-Agency Strategic Partnership Approach 
The way forward „...is a multi-agency one, in which partners have collectively 
agreed strategies, specific roles which all agencies subscribe to and regular 
meetings and/or updates to refresh, reinvigorate and maintain up-to-date policy 
and service provision‟ (Barrett et al., 2013). 

 
The approach needs to move forward in a confident and informed way which 
draws in, and instils confidence in, partners, professionals, current users and the 
wider community (Barrett et al., 2013). 
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 Data Collection/Quality 
To more accurately identify the scale of the issue and the composition of 
cannabis locally. 
 
1. Prevalence survey amongst adults, young people and children (particularly at 

the primary to secondary transition age), including attitudes to use, 
awareness of risk factor and perceived needs (e.g. to inform future prevention 
strategies / service provision). 

2. Sample testing to accurately identify content of cannabis locally (e.g. THC / 
CBD composition). 

3. Trajectory of cannabis cultivated locally 
4. Improved data collection / use of appropriate screening tools from treatment 

services specific to cannabis (numbers accessing, length/frequency of use, 
additional needs (e.g., mental health), prevalence amongst household/peers 
etc). 
 

a. Data to be regularly monitored to identify increases in access.   
b. Data from young people to be monitored (e.g. for possibility of reactive 

brief interventions at schools). 
 

 Preventative Approach 
1. Preventative interventions targeted at the primary to secondary transition 

stage are effective and should specifically focus on friendship groups. 
Interventions should also incorporate teachers, focusing on relationships, 
identification and support.  Role models / peer mentors can play a particularly 
important role. 

2. Early intervention and support for families (such as Knowsley‟s Stronger 
Families programme) to improve interactions, relationships and functioning. 

3. Preventative interventions should recognise that a „one size fits all‟ approach 
will not work and that initiatives should be targeted to groups (distinguishing 
between use, problematic use etc). 

 

 Education 
The recommendations from the qualitative cultivation research are supported and 
reiterated below.  Education was repeatedly highlighted as an area of need and 
this needs to take the form of both primary and secondary preventative 
education.  The crucial message is that this needs to take the form of supportive 
education as opposed to a focus on enforcement. 

 
1. Information is needed both by professionals and the public (in particular 

young people and parents) in order for each to consider their own respective 
responses to cannabis use and cultivation.  To achieve this, an information 
gathering exercise is required to identify accurate data and research on: 
 

a. The nature of cannabis and particularly stronger breeds 
b. The true scale of cannabis use and cultivation 
c. How to identify (problematic) use 
d. How to detect cultivation 
e. The differences between cultivation and dealing 
f. The nature of the causes and effects of use and cultivation (a topic on 

which users and cultivators themselves are important sources of 
knowledge) 

g. Appropriate responses to use and cultivation 
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 Accessible Information 
Reliable information needs to be easily accessible to all.  Suggestions as to 
where information could be accessed included via a dedicated conumber 
(„potline‟), via a „cannabis information van‟ which regularly visits targeted 
locations (e.g. those frequented by young people) or via a (promoted and 
appropriately advertised) website (for example the Public Health lifestyles 
information website) 
 
1. For professionals - Timely, accessible and contemporary information is 

needed and this needs to be and updated regularly in order to maintain 
credibility with service users. 

2. For the public/parents - Voluntary and easily available access are important 
(the Police „Cannabis Shop Front‟ was felt to be good practice). 

3. For children - Early education is needed to prevent the harm through absent 
or misconceived knowledge.  

4. For young people - Realistic, informed and non-didactic education sessions 
are needed, delivered by credible educators (informed peers were 
suggested), on a regular basis, which aim to reduce harm and take account of 
their lived experiences (Barrett et al., 2013). 

 

 Life Outcomes 
Dual strategies that are both opportunity and problem orientated, and targeted at 
the transition into adulthood stage work well.  The provision of adult (social) roles 
can provide alternative opportunities that spark the individual‟s interest instead of 
focusing on cannabis, whilst education and the continuation of treatment / 
support can help to prevent the development of more problematic patterns and 
increasing levels of drug use.  Ultimately this helps to improve their life chances.  

 
Also focus on treating cannabis use holistically and consider what is lost by users 
when they desist use (status, a way to relax etc) and endeavour to replace these 
with more productive / less harmful alternatives. 

 

 Service Provision: 
1. Review of current services to ensure demand and need is met, including 

tailored support for significant others (families, parents, girlfriends, siblings 
etc). 

2. Provision of evidence-based cannabis specific services / groups (e.g. multi-
component treatment as opposed to psychosocial support alone). 

3. Review of referral pathways to treatment services to ensure effectiveness and 
improve identification (e.g., including those who may be reluctant to engage), 
including from: 
 
a. Custody suites (testing and direct referral as condition of bail?) 
b. GPs 
c. Tobacco/alcohol services 
d. Health Trainers 
e. Schools 
f. Mental Health services 
g. Family First/Stronger Families Programme 

 
4. Target users that may not be inclined to independently present themselves for 

treatment e.g. young people.  A partnership approach (e.g. between Council, 
Police, Schools and treatment services) to screening / identification / referral 
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may be most appropriate, along with a single-point of contact approach for 
support/treatment services. 

 

 Marketing/Advertising: 
Both to increase knowledge of cannabis raise awareness of treatment / support 
services and prevent initiation of use. 
 
1. Increasing knowledge 

 
a. Young people (particularly at primary to secondary transition age) 

 
i. Peer Groups 
ii. Teachers 

 
1. Create culture of disapproval 
2. Key messages about links to OCGs 
3. Use „young champions‟ to deliver key messages 

 
b.     Professionals 

 
i. Including how / where to refer into services 

 
c.     Community 
d.     Parents 

 
i. Key messages for parents much not be perceived as 

„preaching‟ 
 

e. Users  
 

2. Availability of Information 
 

a. Easily accessible and widely promoted 
b. Available in „neutral‟ places (e.g., emphasis on support not 

enforcement, for example, Public Health Lifestyles website). 
c. Key focus on preventing initiation (e.g. promotion of alternatives 

(sports/music clubs etc) to alleviate boredom.  
 


