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Key points
• Two of every 10,000 general practice consultations involve the management of cannabisrelated problems, so there is an estimated minimum of 19,000 general practice
consultations in Australia for this problem annually
• Compared with patients at other consultations, cannabis patients appear to be more likely
to be male, to be aged between 15 and 44 years, to have a Health Care Card, and to be an
Aboriginal or Torres Strait Islander
• Compared with psychostimulant consultations, cannabis consultations appear shorter on
average, more likely to involve concurrent management of psychosis and anxiety, but less
likely to generate prescription of antipsychotics
• There is a need to raise awareness of screening, assessment and brief interventions for
cannabis-related problems among GPs to assist in early detection and more cost-effective
treatment of cannabis-related problems in the community

Background
Cannabis use is infrequently managed by Australian general medical practitioners (GPs).
In terms of illicit drug problems, however, it is second only to the management of heroin use,
which mostly involves the prescription of opioid maintenance pharmacotherapy.1 In any given
year, the majority of Australians (85%) visit a GP at least once.2 While the literature is replete with
research exploring how alcohol,3 opiate,4 and tobacco5 use are managed by GPs, little is known
about general practice management of cannabis use problems, particularly in Australia.

Data from the BEACH program
This bulletin explores data from the BEACH (Bettering the Evaluation and Care of Health)
program, which is a continuous study of general practice activity across Australia.2 This study
involves an ever changing random sample of approximately 1,000 GPs per year, who each provide
details of 100 consecutive consultations. The BEACH data collected between April 2000 and
March 2007 (n=689,000 encounters) demonstrates that there were 129 consultations with at
least one recorded cannabis problem (referred to hereafter as ‘cannabis consultations’). While
this represents only 0.02% of all consultations, it equates to an estimated 19,000 cannabis
consultations nationally per year. This is likely to be a significant underestimate, as there were
3,650 illicit drug problems managed in this period (1 per 200 encounters) in all, but the GP did not
identify the specific drug in 2,841 (77.8%) of these.
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Patient and GP characteristics
The 129 specified cannabis consultations involved 105 individual GPs. Table 1 shows the
characteristics of the patients involved in these consultations, compared with those involved
in all 689,000 general practice consultations during the same seven-year period (referred to
hereafter as ‘general consultations’). Males appear more highly represented among patients at
cannabis consultations than in the total data set, as do those aged between 15 and 44 years and
those with Health Care Cards. In contrast, patients at cannabis consultations appear to involve
fewer patients from non-English-speaking backgrounds than average. None of the patients at
cannabis encounters were over 64 years old.

Table 1
Characteristics of patients involved in cannabis and general consultations, 2000-2007
Per cent of
cannabis patients
(n = 129)

Per cent of patients at
general consultations
(n = 689,000)

64.3

41.0

0 to 4

0.0

6.5

5 to 14

3.2

5.8

15 to 24

42.5

9.5

25 to 44

47.2

24.8

45 to 64

7.1

27.1

0.0

26.4

NESB

1.7

8.1

ATSI

3.9

1.4

Commonwealth Government Health Care Card

68.1

43.5

New patient to practice

13.3

9.6

Metropolitan1

68.0

72.8

Patient characteristic
Male
Age group (years)

65 and over

Note	NESB—non-English-speaking background. ATSI—Aboriginal and/or Torres Strait Islander.
1
As defined by the Rural and Remote Area classification (Categories 1 and 2).

Compared with psychostimulant consultations, cannabis consultations involved a higher
proportion of patients aged 25–44 years (47.2% compared with 27.1%) and patients aged 15 to 24
years (42.5% vs. 16.4%). This differing age profile is consistent with the younger age of cannabis
users reported in the general population.6 No other differences regarding patient characteristics
were found. Similarly, few differences were found in relation to GP characteristics, except that
cannabis consultations appeared more likely than psychostimulant consultations to be reported
by female GPs (38.8% vs. 14.8%) (results not tabled).

Characteristics of cannabis consultations
The characteristics of the cannabis consultations, against the psychostimulant consultations,
are set out in Table 2. Cannabis consultations were less often new problems being managed
by a medical practitioner for the first time, and were most commonly claimed for government
reimbursement as standard consultations (usually less than 20 minutes). Although all patients
were managed for cannabis-related problems, they often presented to the consultation with other
complaints, including somatic and psychological (primarily depression and anxiety) problems.
Other than the management of a cannabis problem, the GPs involved in these consultations
most commonly managed a physical condition (primarily digestive), followed by a psychological
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problem (mainly depression, psychosis or anxiety) and, to a lesser extent, another illicit or a
licit substance use problem (most commonly alcohol abuse). These problems are consistent
with those reported previously in research exploring the health and psychological effects of
cannabis use.7-9

Table 2
Characteristics of cannabis and psychostimulant consultations, 2000-2007
Per cent of
cannabis patients
(n = 129)

Per cent of
psychostimulant
consultations
(n = 56)

New problem1

20.9

29.6

Old problem

79.1

70.4

One

29.5

29.6

Two

36.4

31.5

Three

27.1

27.8

Four

7.0

11.1

Consultation characteristic
Status of selected problem
2

Total number of problems managed

Type of consultation
Standard

46.6

36.4

Long

36.2

34.6

2.6

12.7

Rate per 100
cannabis consultations
(n=129)

Rate per 100
psychostimulant
consultations
(n = 56)

Prolonged

Problems other than selected
problem managed by GP
in same consultation
Psychological

48.8

31.4

Depression

19.4

14.8

Psychosis

8.5

0

Anxiety

6.2

0

Physical condition

55.0

75.9

Other illicit drug use problem

1.6

7.4

Licit substance use problem

6.2

5.6

3.9

1.5

Alcohol abuse
Note
		

T he first presentation of a problem, including the first presentation of a recurrence of a previously
resolved problem but excluding the presentation of a problem first assessed by another provider.
2
A previously assessed problem that requires ongoing care. This includes follow-up for a problem or an
initial presentation of a problem previously assessed by another provider.
1

Compared with psychostimulant consultations, cannabis consultations appeared less often to be
long consultations (i.e. usually between 20 and 40 minutes in duration). They appeared, however,
more likely to involve the concurrent management of psychosis and anxiety, neither of which was
managed concurrently in psychostimulant consultations. This is in contrast to previous research
showing that hospital separations in Australia for cannabis-related psychotic episodes are less
common than those for methamphetamine-related psychotic episodes.10
3
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Management of cannabis consultations
Counselling was provided by GPs for almost two thirds of cannabis problems managed.
Medications were not typically prescribed for cannabis problems but, when they were, such
medications most commonly included anxiolytics and antidepressants, and, in one case, a
medication used for nicotine dependence. Medications prescribed for any problem during
cannabis consultations included antidepressants, anxiolytics and antipsychotics. GPs referred
patients for treatment of the cannabis problem in more than one in five cases, most commonly to
drug and alcohol services, followed by psychiatrists and specialist medical clinics or centres.

Table 3
Management of cannabis and psychostimulant consultations, 2000-2007

Method of management

Rate per 100 cannabis
consultations (95% CI)
(n = 129)

Rate per 100
psychostimulant
consultations (95% CI)
(n = 56)

Medication prescribed for specific drug problem
Anxiolytic

7.8

13.0

Antidepressant

4.7

5.6

Drug used in nicotine dependence

2.3

0

Antipsychotic

0.8

13.0

Hypnotics and sedatives

0.0

3.7

Anticholinergic agents

0.0

1.9

72.1

100.0

Medication recorded for any problem during
consultation, including specific drug problem
Antidepressant

23.3

9.3

Anxiolytic

10.9

18.5

0.8

13.0

Antipsychotic
Drugs used for addiction
All other medications
Clinical treatment
Counselling

2.3

11.1

34.9

48.1

63.6

75.9

52.7

55.6

Advice

8.5

16.7

Other

2.3

3.7

5.4

5.4

Referral to medical specialist
Psychiatrist

3.1

1.8

Clinic/centre

2.3

3.6

Referral to allied health

16.3

14.3

12.4

10.7

3.9

3.6

Drug and alcohol
Other1
Note

1

Rehabilitation, community health centre, psychologist, counsellor, or hypnotherapy.

Compared with psychostimulant consultations, during cannabis consultations GPs appeared to
less often prescribe an antipsychotic, either for the drug problem in particular, or for any problem
that was managed during the consultation. This result appears inconsistent with the previous
finding that cannabis consultations were more likely than psychostimulant consultations to
involve the concurrent management of psychosis. This is a neglected research question worthy of
further investigation.
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Conclusions
This BEACH data, spanning over seven years, shows that, despite there being around 300,000
Australians using cannabis daily,6 the number managed for this problem by GPs is very small.
This is in contrast to the increasing numbers presenting to specialist AOD treatment services.11
The majority of general practice consultations during which cannabis use is managed appear to
involve patients who present for problems other than their cannabis use. It seems, therefore, that
many cannabis consultations involve the opportunistic management of cannabis use problems.
This finding highlights the need to assist GPs to recognise high-risk groups for screening,
assessment and brief intervention. Such high-risk groups may include young males, those with
respiratory problems, and those with depression, symptoms of psychosis, and other mental
health problems.
Furthermore, considering that the majority of GPs appear to favour treatments such as
counselling in the management of cannabis use problems, and that GPs often work within limited
timeframes, it follows that brief motivational interviewing may provide an effective intervention
for cannabis use problems managed in general practice settings. Indeed, motivational
interviewing has demonstrated efficacy across a number of health areas beyond alcohol and
other drug treatment (including diet, physical activity, pain management, diabetes control, sexual
behaviour, and medical adherence),12 and thus may be a broadly-applicable and cost-effective
intervention for GPs.
Although a small but significant minority of cannabis consultations in the current study involved
the prescription of medications apparently intended to assist with cannabis withdrawal
(including anxiolytics and antidepressants), the effectiveness of these or other medications for
this purpose is poorly supported by research.13 Nonetheless, it is important to acknowledge
that, as demonstrated in the current research, sometimes cannabis use problems are complex
and are associated with the management of comorbidity, including psychosis, depression and
anxiety. While many patients could be referred to the National Cannabis Information and Helpline
(1800 30 40 50) for assistance, in more severe and complex cases prescription of psychiatric
medications and referral to specialist psychiatric and/or drug and alcohol treatment services may
be required.

Limitations
For the purposes of this Bulletin, no inferential statistics were reported; therefore, the conclusions
must be viewed with some caution. These data, however, will be prepared for an international
peer-reviewed journal where such statistics will be reported. An upcoming NCPIC E-Zine will direct
you to this paper upon its publication.
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