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Executive Summary and Recommendations

Cannabis as a public health issue

1. Cannabis is the most often used illicit drug and the third most commonly used recreational drug in New Zealand (after alcohol and tobacco).  However, it is used on a weekly basis by only 5% of 15-45 year olds, compared with 54% who use alcohol at least weekly.  Only a small percentage report heavier use and associated drug-related problems.

2. Cannabis use is highest among those aged 18 to 24, predominantly males - the same group who report the most harm related to cannabis use.  This group also consume the highest levels of alcohol and report multiple drug use.  Use is also higher among Maori.

3. The prevalence of cannabis use in New Zealand is comparable with that of the United States and is lower than use in Australia

4. Cannabis dependence is a significant risk of regular cannabis use.  Research indicates that one-third to one-half of frequent (daily) users will experience dependence and will experience a range of problems that interfere with normal functioning.  Long-term regular cannabis use is associated with increased health problems. 

5. Findings from New Zealand research studies demonstrate that early onset of frequent/regular cannabis use is a significant risk factor for young people contributing to poorer outcomes in critical areas such as educational achievement, employment, mental health, other illicit drug use and offending. 

6. Cannabis use and levels of harm from cannabis use are related to social exclusion.  Being connected to supportive and cohesive family, school and community environments protect against cannabis related harm.  

7. Reports of cannabis-related harm are common in rural communities, particularly in Northland and on the East Coast, where cannabis is widely grown for economic purposes.  

8. The social and economic costs of cannabis related harm are related to social and economic conditions, particularly a lack of employment opportunities. However, this does not preclude improvements being made by reducing early onset and heavier use of cannabis.

Health promotion strategies (from best practice, evaluation/public health literature)

9. The research literature suggests that a comprehensive multi-level, multi-layered approach with a strong community action focus is likely to show the best results.  Effective approaches are collaborative and intersectoral, drawing on the experience and skills of different sectors of the community, tailored to the needs of groups at higher risk, and designed and implemented with input from these groups.

10. Media is appropriately used only to meet specific needs at a targeted level rather than on a mass media scale.  Media campaigns or resources can have negative effects in normalising/encouraging use or in discrediting health education messages among some sectors.  Local media strategies can raise awareness and support change in policy and practice when used as part of a comprehensive community action programme. 

11.  Evidence from school drug education programmes show they have been largely ineffective in delaying the onset of drug use or reduction of use by young people. School programmes that are holistic, realistic, targeted, and provide pastoral care rather than punitive policies and those that are embedded in community action, appear to be the most useful. 

12. Evaluation of community action initiatives to reduce drug-related harm suggests that this approach effectively engages communities in identifying issues and owning solutions.  It involves collaborative efforts in planning and implementing innovative and sustainable strategies to meet local needs, based on local knowledge and experience, as well as evidence-based research.  This approach has been demonstrated to help build community capacity to deal with the broad social issues that intersect with drug use across many areas. 

13. An evaluation of a two and a half year community action project (1998-2000) addressing issues of youth and cannabis use was carried out by APHRU/Whariki in partnership with six communities in Northland, Opotiki, West Auckland and Nelson.  This was the Community Action on Youth and Drugs (CAYAD) project.  A number of sustainable strategies were developed.  Schools, clubs and marae adopted and implemented a range of proactive practices, policies and programmes aimed at reducing drug-related harm.  Greater interaction between schools and their communities was effected.  There was a significant increase in programmes with a Maori focus for ‘troubled’ students.  Youth recreational activities and development opportunities for young people, whanau and hapu were initiated.  Organizations which had never worked together before collaborated on these strategies and collectively added value to their work. 

14. Adequate and appropriate programmes and services for Maori are currently lacking in many regions.  In communities with a significant Maori population, a kaupapa Maori or Maori-focused approach, consistent with Treaty of Waitangi principles, is required to ensure programme reach to marginalized groups, and uptake of proactive strategies to address problems associated with cannabis. 

15. There are many existing examples of promising initiatives incorporating whanau, hapu, iwi and pan-tribal based education/intervention initiatives that require adequate resourcing.  Additional new resourcing is required for initiatives in other high priority communities.

16. Currently a number of government programmes such as the CYFS Stronger Communities Action Fund are addressing health and wellbeing (including employment issues) at the locality level.  These have the potential to contribute to reducing risks associated with early onset and heavier cannabis use.  However, there is a need to enhance and add value to these broad-brush programmes by funding specific community action initiatives

17. A national community action and evaluation agency could facilitate collaborative meetings, hui and a shared website for feedback, documentation, provision of information and research findings for optimal programme development and transferability of effective strategies.  

18. The use of fines to fund drug education and/or treatment has been mooted.  This may be perceived as unfair as it penalises the user but leaves the suppliers untaxed.  There is a precedent from the United Kingdom for using assets confiscated from drug dealers for these purposes and this might contribute some funding.  In New Zealand since 1996/97 assets worth $2.5m have been confiscated.

Economic analysis of prohibition 

19. Prohibition contains (rather than eliminates) the level of consumption of a prohibited product by ensuring that the production, distribution, and consumption of the product occur in a black market environment.  Black markets significantly increase the cost of producing, distributing and consuming products.  Cannabis consumers face inflated prices for cannabis and inconvenience in purchasing.  This makes it harder for current users to obtain cannabis, and creates a practical barrier to those vulnerable to recruitment into regular use.

20. New Zealand survey data shows that most users are infrequent and received their supply for free – probably shared joints in a social situation.  Only 14% of current users keep a supply on hand.

21. Many of the benefits of prohibition, in terms of increasing the costs of production and consumption, can be achieved without vigorous enforcement of the law.  The status of illegality is enough to ensure that production is small scale, production costs are high, and marketing and promotion is limited, which increases the search time for buyers.  Moderate enforcement, combined with special attention to flagrant or large scale organised breaches of the law, can be enough to control the level of a prohibited activity while also limiting the social problems associated with a black market.  

22. The economic characteristics of the cannabis black market suggest it may only generate a low to moderate social harm.  The relatively low black market price of cannabis, and the personalised nature of transactions, mean the retail market generates relatively little violence or public nuisance.  

Public Health Analysis of Prohibition

23. Prohibition provides symbolic deterrence to cannabis use, restricting the manner and location of use, and also restricting demand. It contributes therefore to lower levels of cannabis use, and therefore harm, relative to alcohol and tobacco.

Enforcement of Prohibition in New Zealand 

24. The maximum penalty for the possession of cannabis for personal use in New Zealand is a fine not exceeding $500, unless there are previous convictions or exceptional circumstances, then imprisonment not exceeding 3 months can be imposed.  Possession for personal use is currently defined as an amount below 28 grams of cannabis plant, or about 100 cannabis joints.
25. There is roughly a 4% chance per year of arrest for a minor cannabis offence in New Zealand, compared with a 1.25% chance in Australia and a 2% chance in the United States.  

26. On average about 22,000 people were arrested for all cannabis offences each year in New Zealand between 1994-2000.  In 1999, there were 9,399 prosecutions for the use of cannabis, 5,657 prosecutions for dealing in cannabis, and 3,512 prosecutions for ‘other cannabis’ offences.  Of the 9,399 prosecutions for the use of cannabis, 6,761 were convicted, and 52 received a custodial sentence.  The most common sentence imposed for the use of cannabis was a fine (70%).  Fewer received periodic detention (15%), community service (6%), or a custodial sentence (2%).  The use of police diversion, rather than criminal conviction, for cannabis use offences remains very rare, about 300 in 1999.
27. Of those imprisoned for the use of cannabis in the 1990’s all had prior criminal convictions.  Only 4% had cannabis only as a previous conviction, 76% had cannabis and a non-drug offence as a previous convictions, and 10% had cannabis, another drug conviction, and a non-drug offence as previous convictions.  
28. There was a doubling of prosecutions and convictions for ‘other cannabis’ offences during the 1990s.  A large increase in convictions for offences relating to the possession of pipes and other drug utensils occurred over the decade, with the number more than doubling from 877 in 1990, to 2,036 in 1999.  The most common sentence for ‘other cannabis’ offences was a fine (57%), followed by periodic detention (22%), followed by community service (10%), and finally custodial sentence (2%).  
29. There was a steady increase in police time and costs related to cannabis offences during the 1990’s.  Hours spent on cannabis offences increased from an average of 241,155 hours per year between 1993-1995 (at an average annual cost of $16.8 m), to an average of 282,354 hours between 1996-1999 (at an average annual cost of $20.1m, an increase of 15%).  The amount spent on minor cannabis possession offences increased from an average of $8.3 m per year between 1993-1995, to an average of $10 m per year between 1996-1999.  
Policy options

30. A number of questions are relevant to the assessment of cannabis policy options:

· What is the likely impact on levels of cannabis use and cannabis related harm, taking into account demographic trends and likely economic and social development in the next decade?

· How will different policies affect supply, particularly the black market?

· What are the financial and social costs of the policy?  For example, how would a change in policy affect disadvantaged groups, including Maori?

· How can communities deal with ongoing drug-related problems, and will the policy help them to do this?

· Do the policies comply with New Zealand’s obligations under United Nations conventions?

31. The policy options in operation elsewhere or discussed in the field are:

· Prohibition with exclusion for medicinal use.  People with certain illnesses, who may benefit from cannabis use, may be prescribed or use the drug without prosecution. 

· Prohibition with cautioning, diversion and referral.  Offenders are given a caution, and may also be referred to education or treatment, instead of being convicted.  This option provides an alternative to court proceedings and the negative impact of a criminal record. 

· Prohibition with civil/administrative penalties (decriminalisation).  Minor cannabis offences are civil rather than criminal offences and incur infringement notices. 

· Prohibition with an expediency principle.  Cannabis use is illegal, but there is a formal policy of non-enforcement of minor cannabis offences.  

· Partial prohibition.  Use, possession and cultivation of small amounts of cannabis is legal.  Cultivation and possession of large amounts, and sale of any amount, is illegal. 

· Regulation of production and distribution (legalisation).  Under this option cannabis is a regulated product on the open market, as for tobacco or alcohol. 

32. Prohibition with exclusion for medicinal use recognises emerging evidence on medicinal value of cannabis, but it does not attempt to deal with recreational use, and, as with many other options, it does not tackle the black market in cannabis.

33. Cautioning, diversion and referral have been recently established in a number of states in Australia including, Victoria, Tasmania, Western Australia and New South Wales. This option provides an alternative to court proceedings and the negative impact associated with a criminal record. Such systems can result in savings in drug enforcement and other costs, and have the potential to enhance knowledge of the effects of use, and change attitudes and behaviours. 

34. In New Zealand, the Police Adult Diversion scheme allows a first-time offender to be “diverted” into a variety of avenues, such as community work, counselling, referral to agencies, or a donation to charity, instead of conviction. Expansion of this programme to include both first-time and subsequent marijuana offences may meet some concerns regarding the economic and social costs of cannabis convictions.

35. Prohibition with an expediency principle, as is in place in Netherlands, separates cannabis from more harmful hard drugs, and supporters argue that it provides a more helpful environment for education and treatment. However, such systems are made possible in these countries by a culture that has always had low rates of cannabis use, judicial systems where public prosecutors operate separately from the police, and strong sensitisation to local preferences. Such a policy could be applied in more limited form in the New Zealand context through changes to police policy on enforcement.

36. Evidence on the impact of decriminalisation is difficult to obtain since little evaluation analysis has been published.  Some earlier studies suggested little impact of cannabis decriminalisation on levels of use.  However, more recent data provides some evidence of higher levels of use in jurisdictions that have decriminalised (particularly among the young), compared with those retaining prohibition regimes. 

37. Decriminalisation regimes, such as currently exist in Australia, reduce the stigma associated with cannabis convictions and can reduce some administrative costs of convictions.  However, fines impact most on people with lower incomes who are often subsequently convicted for non-payment.  Such systems have also resulted in ‘net-widening’ as fines were issued to people who would formerly have only received a warning.  They also reduce the symbolic deterrence value of prohibition legislation. 
38. Partial prohibition has been only rarely implemented, but has been recommended by many major reviews including official government inquiries in Canada and the United States in the 1970s and Victoria, Australia (1996). Such a policy would undermine the black market, and reduce convictions and court costs. However, it may also symbolise a position in favour of cannabis use, and would conflict with UN Conventions. 
39. Regulation of production and distribution would conflict with UN Conventions, would allow development of a better organised and legitimate industry which would, over time, erode any restrictions on promotion and marketing. Such developments are likely to result in increased use, as has occurred with alcohol.
40. The effectiveness of interventions and policies to reduce cannabis related harm and enhance public health will rely on a sustained, coordinated and appropriately resourced strategy incorporating national and community-level activities. A multi-party consensus on cannabis policy will be essential to provide direction and support to such a programme.

Recommendations

Effective health promotion 

1. Fund a national community action and evaluation agency.

2. Fund community action initiatives to build community capacity to deal with cannabis issues.  These will include appropriate local media strategies to raise awareness, increase communication and reinforce health promotion messages.

3. Fund Maori owned and driven programmes.

4. No use of mass media campaigns.

5. Funds obtained from confiscated assets of drug offenders be used to supplement government funding of community action programmes.

Cannabis Enforcement Policy

6. Maintain current legislative provisions of prohibition

7. Maintain current levels of enforcement against supply with focus on limiting involvement of organised criminal groups in the black market.

8. Institute on a trial basis and evaluate in the context of a community action project the following:

a. Formal police policy use of cautioning or formal warnings, by police for first-time minor cannabis offenders.

b. Use of diversion for subsequent minor cannabis offence 

c. Expand the Diversion programme, with a greater emphasis on community service, education and treatment programmes, developed in conjunction with local communities.

9. Develop a multi party approach to drug policy.

Introduction

The Alcohol & Public Health Research Unit, University of Auckland, has an extensive history of carrying out research on alcohol and other drug issues.  

We have had a long-standing interest and involvement in cannabis issues. In 1990 and 1998.  APHRU/Whariki undertook major surveys of drug use in New Zealand funded by the Ministry of Health and a further national drug survey funded by the Health Research Council is being repeated this year.

APHRU has published papers on drug policy, (Abel and Casswell 1998a; Abel and Casswell 1998c; Casswell 1980; Field and Casswell 2000a), undertaken an evaluation of cannabis educational resources (Brown et al. 1995) and in 1999 was contracted by the Health Funding Authority (HFA) to provide a literature review and advice for purchasing strategies to assist in their planning and purchasing decisions for reducing drug related harm.  In 1997 APHRU conducted a scoping study on cannabis issues in Northland (Conway 1997) for the HFA, and from 1997-2000, APHRU and its Maori research team partner Whariki provided formative evaluation for a Ministry of Education funded ‘community action on youth and drugs project’ (Conway et al. 2000).  This project involved developing drug-related harm reduction strategies for six communities and low socio-economic decile schools in designated high priority areas.  The unit is currently undertaking further formative and process impact evaluation work with three of these community projects in the Tai Tokerau region in the far north.  

APHRU also brings knowledge of alcohol policy research to the analysis of cannabis policy issues.

This submission is guided by the terms of reference for the Select Committee’s Inquiry, namely: 

To inquire into the most effective public health and health promotion strategies to minimise the use of and the harm associated with cannabis and consequently the most appropriate legal status of cannabis.

The submission examines the following issues

1. Cannabis as a public health issue

2. Effectiveness of public health programmes and strategies to reduce cannabis use and drug-related harm 

3. Review of cannabis prohibition in New Zealand, incorporating an economic analysis of prohibition

4. Alternative policy options

Recommendations are made on the basis of the findings in each of these areas.

1.
Cannabis as a Public Health Issue

1.1
Patterns of cannabis use in New Zealand

Prior to the 1960s, there was minimal illicit drug use in New Zealand (Abel et al. 1992).  The rise in drug use in the United States during the 1960s and 1970s flowed on to Australia and New Zealand, and there has been a further increase in illicit drug use, primarily cannabis, in New Zealand in the last twenty years.  Next to alcohol, cannabis is the most commonly used psychoactive (mood-altering) recreational drug in New Zealand (excluding caffeine and tobacco).  It is widely used for its euphoric effect. The prevalence of cannabis use in New Zealand is comparable with that of the United States, and is lower than use in Australia (Field and Casswell 1999a; Field and Casswell 1999b). 

In 1998 the Alcohol and Public Health Research Unit conducted two surveys of drug use: a national survey (the first in New Zealand), and a regional comparative drugs survey to follow-up a survey conducted in the same areas in 1990 (Field and Casswell 1999a; Field and Casswell 1999b). A further survey was conducted in 1998 by APHRU’s research partner Whariki, examining drug use among Maori (Dacey and Moewaka Barnes 2000).

Half of the 1998 national sample of 5,475 people aged 15-45 years reported trying cannabis.  Almost half of those who had tried it did so by age 16.  20% reported having used cannabis in the last year, and 15% were current users.  A “current user” was a respondent who had used cannabis in the last 12 months and said they had not stopped using it.  More men than women, and more 18-19 year olds reported they had either used cannabis in the last year or were current users.  The surveys results indicate that most people who use cannabis do so experimentally or on a casual intermittent basis.  Cannabis was used on a weekly basis by only 5%, compared with 54% using alcohol at least weekly.  Although a large proportion of the survey sample had tried cannabis, most respondents did not continue to use it on a regular basis and only 3% could be considered heavier users (ten or more times in the last 30 days) (Field and Casswell 1999b). 

The 1998 survey of drug use among Maori showed that 60% of the sample of 1593 Maori had tried cannabis with most of those (69%) who had ever used cannabis indicating they had since given up.  26% reported they had used cannabis in the last year, 18% were current users and 4% reported heavier use (Dacey and Moewaka Barnes 2000).

The regional comparison surveys, conducted in 1990 and again in 1998, each interviewed approximately 5,000 people aged 15-45 years from metropolitan (Greater Auckland) and provincial/rural (Bay of Plenty) regions. Cannabis use was generally more common in larger urban areas, particularly Auckland, than in the smaller urban or rural areas (Field and Casswell 1999a).  Cannabis use in the last year increased from 18% to 21% of the sample. This reflected an increase in the metropolitan sample, but not the provincial/rural sample. Current users had increased from 13% to 17% in the metropolitan sample, but there was not a significant increase in the provincial/rural sample. There were slightly more heavier users in 1998 than in 1990.  More people had used it for the first time by age 16.

In both the 1990 and 1998 surveys most people reported obtaining cannabis free, with less than 10% growing their own supply.  Only 14% of current users reported keeping a supply on hand.  Prices for cannabis were reported to be lower in 1998 (Field and Casswell 1999a).

In these surveys community concerns about drug use appeared to have changed little during the 1990s.  In both 1990 and 1998 the drugs of most concern were alcohol, solvents and illegal drugs other than cannabis.  Tobacco was the fourth most serious issue, followed by cannabis.  However, while concern about other illegal drugs and solvents fell during the decade, cannabis had come to be perceived as a more serious problem (Field and Casswell 2000b). Cannabis had a high rating of concern with 15-17 year olds, but was seen as less serious by older age groups who reported regular cigarette smoking as more risky than regular cannabis smoking (Field and Casswell 1999b).  .  

The extent of harm related specifically to cannabis use on a population level is difficult to gauge because of lack of comprehensive data about the extent and consequences of use, and because its use is often accompanied by alcohol and/or tobacco use (Black and Casswell 1993).  Multiple use of drugs, particularly in association with alcohol, can cause the most serious harms (Kuhn et al. 1998).  Respondents in the 1998 survey were more likely to have tried all three of alcohol, tobacco and cannabis, than any drug alone or combination of any other substances.  Eight percent reported using alcohol, tobacco and cannabis in the past 12 months with a further 5% using alcohol, tobacco, cannabis and other drugs as well. Nine percent of the sample had tried three or more illicit drugs, and 3% had done so in the last year (Field and Casswell 1999b).  

Frequent users of cannabis were more likely to report high levels of alcohol consumption and to identify harmful effects related to their use of both alcohol and cannabis than infrequent consumers of alcohol and cannabis.  Men were more frequent users of cannabis and reported more harmful effects than women.  Of the frequent cannabis users, 50% reported problems with energy and vitality, 34% with financial position, 28% with health, 21% with friendships and social life and 20% with outlook on life.  One in four cannabis users felt they were smoking more cannabis than they were happy with and a small proportion felt they required help to cut down (Field and Casswell 1999b).  In the Maori survey over a third of cannabis users felt they were using more than they were happy with (Dacey and Moewaka Barnes 2000).  Recent data from the Clinical Information and Research Unit of the Auckland regional alcohol and drug service indicates that since 1999, approximately one third of clients (including 63% of under 20 year olds) present with problems associated with frequent cannabis use, many recording high indices of severity on dependence scales Although there were proportionately fewer young women under 20, they approximated the young male rate of presenting with significant cannabis problems (Paton-Simpson, pers. comm.). 

1.2
Public Health Impact of Cannabis

Cannabis is mainly used in New Zealand in the form of marijuana (dried plant), hash oil and more recently, skunk, a type of cannabis often hydroponically grown (Field and Casswell 1999b; Ministry of Health 1996a). The potency of the drug taken, with levels of the active ingredient, delta-9-tetrahydrocannabinol (THC) ranges from 0.5 percent to about 20 percent. Most of the cannabis that has been analysed in New Zealand over the last 20 years has ranged from 3.5 - 5%. The hydroponic samples of cannabis, which comprise a very small amount of the cannabis analysed, have recorded THC at levels of 5 - 9% (Ministry of Health 1996a, Poulson pers. comm). Effects can include relaxation, mood elevation, a sense of tranquillity, hilarity and mood swings (Kuhn et al. 1998). Lethal overdose is almost impossible, but harmful health effects are associated with both the acute and chronic effects of cannabis use and with frequent and heavier use. Identified cannabis related harm includes respiratory damage, cognitive and psychomotor impairment leading to increased risk of injury and interference with learning, psychological and social consequences including, possible psychosis exacerbation of schizophrenia in vulnerable individuals and cannabis dependence (Hall and Babor 2000; Hall et al. 1994; Iversen 2000; McGee et al. 2000; Ministry of Health 1996a; Strang et al. 2000). Hall (1994) estimates that about 9% of all cannabis users and about 33% to 50% of daily users have criteria for dependence at some point . Two major longitudinal studies of young people undertaken in the South Island of New Zealand indicate that by the age of 21, over 9% met criteria for cannabis dependence (Fergusson and Horwood 2000; Poulton et al. 1997). These were groups who also reported early onset of cannabis use, by age 15. 

Consistent themes have emerged across a number of reports in the past decade that have reviewed the public health effect effects of cannabis in the New Zealand setting. The New Zealand Public Health Group, who undertook a literature review in their document Cannabis: The Public Health Issues, identified youth and particularly Maori youth as a high risk group in New Zealand with regard to cannabis use and cannabis-related harm. They cited numerous reports and studies indicating a significant level of adolescent use and problems associated with frequent cannabis use by adolescents. The problems listed were poor school attendance and performance (cognitive impairment and truancy), mental health problems (impairment in social and behavioural functioning) and a pattern of substance abuse from adolescence to young adulthood characterised by multiple substance abuse (Ministry of Health 1996a).

The Health Select Committee on the Mental Health Effects of Cannabis (1998) recognised the significance and impact of socio-economic issues on community drug use in its conclusions. It identified areas of special concern as adolescent development, people who are predisposed to or have a mental illness and the health of Maori. This was coupled with the lack of adequate and appropriate programmes and services for these groups particularly in communities with high unemployment, high cannabis cultivation for economic and recreational purposes and a growing normative usage of cannabis. The Health Select Committee Report (1998) on the Inquiry into the Mental Health effects of Cannabis supported strengthening links between key health, welfare, employment and crime prevention sectors with intersectoral initiatives such as the Community Employment Group, Strengthening Families Strategy, Youth Suicide Prevention Strategy and Safer Community Councils (Health Select Committee 1998; Ministerial Committee on Drug Policy 1999).

The National Drug Policy identified young people, Maori, people with co-existing drug use and other mental disorders, polydrug users and pregnant women as being at greater risk of drug-related harm (Ministry of Health 1996b). As part of developing a workplan for the National Drug Policy, the Interagency Committee on Drugs conducted a consultation process on cannabis in 1998 in the identified priority regions of Northland and the East Coast. They received a large number of written and oral submissions expressing widespread concern regarding the underlying socio-economic issues that these communities faced.  High unemployment low incomes and loss of culture and direction was attributed to the growth of cannabis providing an alternative source of income and means of drug-induced escape for Maori. Community services, drug prevention and treatment services in New Zealand all argued for the need for resources to be made available to local community initiatives.  This would enable them to develop their own strategies to address specific gaps in services and provide community-driven programmes in key localities affected by the impact of cannabis. They requested additional resources for drug prevention and treatment services specifically for young people and Maori, improved training for staff in the health sector, and better co-ordination between mental health services and drug and alcohol services (Ministerial Committee on Drug Policy 1999). 

1.3 
Young people

The most popular illicit drug amongst young people is cannabis. The 1998 survey indicated that most people had tried or begun regular use of cannabis in their adolescent years, with males under 20 most likely to report that they were current cannabis users. Use of cannabis and other illicit drugs is highest among those aged 18 to 24, predominantly males - the same group who consume the highest levels of alcohol. This age group was also more likely than others to report much higher levels of alcohol and cannabis-related problems (Field and Casswell 1999b). Two recent New Zealand school surveys conducted on behalf of the Ministry of Education in 1999 and 2000 with a sample of 10-14 year old students in low socio-economic decile schools, indicated that approximately 26% had tried cannabis in the previous year. In the 2000 sample of 1534 students, 12% reported having used it once or twice only, 4% at least once a month, 3% at least once a week and 6% many times a week (Ministry of Education 2001). Although cannabis use was comparable to non-Maori students in this age group, reported access at home and at school to cannabis was significantly higher amongst Maori students, than non-Maori (Borell 2001).

Cannabis use patterns reflect that there is a growing normalisation of cannabis use amongst young people at a time when they are entering and going through adolescence, an important time which is typified by exploration, risk-taking and search for identity. Adolescent drug use is driven by a complex amalgam of social customs, traditions, expectations, and the perception of personal wellbeing which includes relaxation, happiness, confidence, prestige, independence, and social and sexual success (Munro 1998). Young people typically give reasons for drug use that equate with drug use as a positive act such as curiosity, to feel good, get stoned, to relieve boredom, pain, as a form of escape, rebellion, to gain peer/social acceptance. These explanations suggest that some young peoples’ perceptions positively associate drug use as a tool for everyday life, and as a means to address or block out significant adolescent issues and problems (Howard 1998). 

Most young people do not develop habitual use of cannabis or experience serious cannabis-related problems. However there is evidence that early initiation of cannabis use can lead to interference with education and employment opportunities, higher rates of later use, and mental health and social problems for some young people (Coffey et al. 2000; Fergusson and Horwood 1997; Lynskey and Hall 2000; McGee et al. 2000; Perkonigg et al. 1999; Swift et al. 2000). For school students, drug use is linked to academic failure, underachievement, poor attendance, truancy, and early dropout (Brook et al. 1999; Yamada et al. 1996). This has consequences for their productive employment, independence, and continuing education (Commonwealth Department of Education Training and Youth Affairs 1999; Hall and Babor 2000; Howard 1998). These findings give support to the promotion of abstinence and delayed use for children and adolescents and the increased call for more effective evidence-based drug education for young people. 

Cannabis use has particular implications for school students because of both its effects on cognitive and psychomotor functioning in concentration and retaining and processing information (Ashton 2001) and because of the school trends in recent years towards high suspension rates for cannabis incidents (Ministry of Education 2000). Young people can easily become casualties, marginalised and shut out of the knowledge economy at critical transition points in their educational development.

1.4 
Maori

Considerable concern has been expressed about the perceived levels of use and detrimental impact of cannabis on Maori, including the social and cultural impacts of drug-related harm (Drugs Advisory Committee et al. 1995; Ngata 1993; Rameka 1998). The Maori Drug Survey found that loss of motivation/energy and memory loss were the two most commonly cited problems experienced.  Almost a third of those who had used cannabis in the previous 12 months reported that cannabis had adversely affected their levels of energy and vitality and/or outlook on life (Dacey and Moewaka Barnes 2000). Mental health has been identified as the number one health concern for Maori by the Mental Health Commission citing the over-representation of Maori in crisis, acute inpatient, drug and alcohol and forensic services, and in re-admissions. Drug and alcohol abuse and psychosis are given as the main reasons for admission to psychiatric care for Maori (Mental Health Commission 1998).

Te Runanga o te Rarawa (1995) studied cannabis use in Te Rarawa Rohe (Far North) and found a high level of cannabis use, with general acceptance and tolerance by most people. Users ranged from children to kaumatua and usage rates ranged widely from occasional to heavy, with awareness of the health effects of cannabis use reported as very limited and sometimes incorrect. They made comment on the particular drug sub-culture which has grown up in rural areas around the sharing of ‘grow your own’ cannabis which is freely available and in some areas has taken on spiritual significance aligned with the adoption of facets of the Rastafarian culture (Mataira 1993; Rameka 1998). 

The dependence on a ‘green economy’ with cannabis grown as a cash crop to provide a primary or supplementary income for Maori in areas of high unemployment and low income has been well documented (Rameka 1998; Te Runanga O Te Rarawa 1995; Walker et al. 1998). 

1.5
Social Exclusion 

Key risk factors have been identified that address the specific contextual environment of drug-related harm in poor communities. These operate both at an individual and community level. Factors such as lack of opportunities through poverty, limited education, unemployment, colonisation and resulting separation from land and language, demonstrate how people can become disempowered, alienated and marginalised (Chavis 1995; Drug Policy Expert Committee 2000; Durie 1994). They experience a sense of hopelessness, a lack of social connectedness and become socially excluded from the mainstream or their own culture and may drift into an alternative antisocial culture that has different norms from the rest of the community using drugs to fill the void resulting in high drug-related crime rates through abuse and supply (Foster 2000). Other related research also demonstrates the corrosiveness of drug-related underground economies and the drug-related activities which paradoxically both alleviate and support the poverty of growing under-classes, often locking them into criminal lifestyles (Burgess 1997; Pearson 1995; White and Pitts 1998). 

1.6
Overview of Cannabis Use and Related Issues

The lower prevalence of regular users of cannabis suggests that cannabis does not pose the same level of public health problem as tobacco or alcohol. However Hall observes that there is currently a lack of a large body of research in many areas such as long-term effects of cannabis use and adolescent development. He cites the long time lag in achieving a scientific consensus on the pathophysiology of tobacco and foetal alcohol syndrome that indicate a cautious approach needs to be taken when considering any major changes to cannabis policy. The evidence of high prevalence in certain population subgroups, together with the associated health effects of cannabis use and other illicit drugs, indicates that cannabis is of increasing public health significance (Hall and Babor 2000; Ministry of Health 1998). It is feasible also from the history and experience of recreational drugs including alcohol, internationally (Edwards et al. 1994) and the New Zealand context, that subsequent increases in harm could be expected, were cannabis to become more readily available and use to increase amongst young people and Maori. During the next ten years there will be considerable increase in numbers in the under-25 age group, particularly amongst Maori and Pacific Islands peoples. Those under 25 will also increase as a proportion of the total population (Statistics New Zealand 1998a; Statistics New Zealand 1998b). 

Harm associated with drug use can be expected to increase with youth population growth, unemployment and the increasing availability and ‘normalisation’ of popular recreational drugs. Although problems associated with young people’s drinking and other drug use in public and private environments are of increasing concern, local planning and development frequently does not specifically address important issues impacting on youth drug use such as employment, education, socialising and recreational opportunities and appropriate youth amenities and health services. Commentators have argued that there is symbolic value in retaining a formal prohibition policy (Marshall and Marshall 1990). With regard to cannabis, this may in practice operate on a defacto expediency basis, allowing simple possession and use and growing for personal supply to occur without interference in the privacy of peoples’ own homes. 

The available data indicates that prohibition provides a symbolic deterrence to cannabis use, by restricting the manner and location of use, and also restricting demand. It contributes therefore to lower levels of cannabis use, and therefore harm, relative to alcohol and tobacco.

2.
Review of Effectiveness of Public Health Programmes and Strategies to Reduce Cannabis Use and Drug-related Harm 
2.1
Approaches to prevention 

Three major schools of thinking and associated research about drug prevention have evolved, largely in the United States and adopted also in Australia. These are not mutually exclusive and frequently borrow frameworks and strategies from each other’s models. A fourth perspective attempts to encompass all the other three approaches. This is the community-specific prevention approach (Gerstein and Green 1993).

The risk factor approach considers the primary risk and protective factors for the populations targeted by programmes and develops prevention approaches that will have the greatest effect on the most important risk and protective factors. It considers individual, peer group, family, school and community risk factors for substance abuse, methods for assessing risk and protective factors, knowledge of potential prevention strategies and the ability to make those strategies most effective for prevention programme participants (Drug Policy Expert Committee 2000; Kumpfer 1997). 

Risk factors for harm which have been identified include:

· Individual and interpersonal factors, such as low self esteem, genetic susceptibility, sensation seeking, aggressiveness, conduct problems, shyness, rebelliousness, alienation, academic failure, and low commitment to school;

· Peer group factors, such as associating with others who use illegal drugs, rejection, friendship with other rejected children, and peer pressure to use substances (Bailey et al. 1992; Kumpfer and Turner 1991; Oetting and Beauvais 1986);

· Family risk factors, such as alcoholic or drug using parents, perceived parent permissiveness, lack of consistent discipline, negative communication patterns, conflict, low bonding, stress and dysfunction, lack of extended family or support systems, emotionally disturbed parents, parental rejection, lack of adult supervision, lack of family rituals, physical and/or sexual abuse (Kumpfer and Alvarado 1995);

· School risk factors, such as lack of support for positive school values and attitudes, school dysfunction, high rates of substance abuse and pro-substance norms, low teacher and student morale, and academic failure (Downs and Rose 1991); 

· Community risk factors, such as high crime rate, high population density, environmental deterioration,, transient populations, lack of community activities or institutions, poverty and lack of employment opportunities, norms supporting drug abuse within the youth culture, and easy availability of drugs (Hawkins et al. 1992).

The developmental approach emphasises the character and dynamics of interaction over time within the family during early childhood and within environments such as the school in the early years. It focuses on dimensions of lifestyle and behaviour as the loci for long term environmental and institutional change (Gerstein and Green 1993).

The social influence approach is the most tightly based theoretically and is population based (Gerstein and Green 1993). It is based on providing information on:

· the negative social and short-term physiological consequences of drug use, 

· the social influences to use drugs – peers, parents and mass media, 

· correcting inflated perceptions of drug use prevalence, 

· training, modelling, rehearsal and reinforcement of methods to resist the social influences to use drugs.

Universal prevention strategies address the entire population with messages and programmes aimed at delaying the onset of substance abuse by providing the information and skills necessary to prevent the problem, without any prior screening for substance abuse risk. As they are designed to reach a very large audience, media and public awareness strategies can be important. However, universal strategies can also be based in schools, such as the life skills training programme described by Botvin and colleagues (Botvin et al. 1990), in families, such as `preparing for the drug free years’ programme (Hawkins et al. 1987), or in communities, such as Midwestern Prevention Project (Pentz 1998). Risk and resilience factors addressed by such programmes primarily reflect environmental influences such as community values, school support, economic and employment stability (Kumpfer 1997).

Selective prevention strategies also target specific subgroups that are believed to be at greater risk. The entire subgroup is targeted, regardless of the degree of risk of any individual within the group. Examples are skills training programmes for children of alcoholics, rites of passage programmes for at-risk males (Kumpfer 1997).

Indicated prevention strategies identify individuals who are exhibiting early signs of substance abuse and other problem behaviours, and targets them with special programmes. An example is a student assistance programme where teachers and counsellors refer students showing academic, behavioural and emotional problems to counselling groups and family focused programmes for the prevention of substance abuse (Eggert et al. 1990; Milgram 1998; Szapocznik and Kurtines 1989). 

2.2 Effectiveness of Strategies

2.2.1 School based Drug Education

Schools offer an opportunity to reach the majority of young people, are places of learning, and have an obligation to create an environment that supports healthy growth and development (Manahi 1999). Furthermore, schools are affected considerably by drug problems through truancy, absenteeism, classroom misconduct, vandalism, low academic performance and dropout rates. 

Consistent results over two decades of evaluation and review of school-based drug education indicate that drug education is largely ineffective in delaying or reducing drug use, with small effects produced by some drug prevention programmes (Erickson 1997; Gerstein and Green 1993; Hawthorne et al. 1995; Samarasinghe 1997; Sloboda and David 1997). School based drug interventions complemented by community programmes have been found by many researchers to have longer lasting, and wider-ranging effects (Conway et al. 1999a; Lloyd et al. 2000; Pentz 1998; Tobler 1992; White and Pitts 1998). A meta-analysis of 143 adolescent drug prevention programmes carried out by Tobler (1992), recommended comprehensive community programmes as a direction for the future because they helped to maintain any initial gains of effective school based programmes. A meta-analysis of methodologically sound evaluations of US programmes directed at school-aged children, targeting primarily cannabis use, calculated that only 3.7% of young people who would use drugs delay their onset of use or are persuaded never to use drugs by these programmes. The evidence suggests that the best that can be achieved using currently evaluated school-based intervention strategies is a short-term delay in the onset of substance abuse by non-users, and a short-term reduction in the amount of use by some current users (White and Pitts 1998). Overall efforts to reduce drug-related harm in the 1990s have demonstrated that no one programme will eliminate all substance abuse, and that the most effective approaches are those that are tailored to the needs of each group of people experiencing risk factors and are designed with input from those groups (Kumpfer 1997). 

Schools need to carefully consider what complies with evidence-based best practice. Extensive marketing of drug prevention programmes can lead to a situation where well known ‘branded’ programmes are commonly used in schools despite evidence of effectiveness or proper evaluation. Meanwhile other lower profile drug prevention programmes that have been shown to be more effective are not widely used (Hansen et al. 1993). The Australian Life Education programme and American Project DARE (Drug Abuse Resistance programmes both continued to receive extensive public funding in their countries of origin until recently, despite research evidence indicating no preventative effects and higher drug use comparatively in their areas compared to similar areas who didn’t use these programmes (Dusenbury et al. 1997; Hawthorne 1996; Rosenbaum et al. 1994). Information-based programmes may be popular but knowledge alone is unlikely to change behaviour. The information source may not be credible and may not match the local cultural and ethnic traditions.

Skills training designed to help students learn appropriate skills to resist pressures to use drugs and social competency programmes which offer resistance training to media and peer persuasion and encourage the adoption of anti-drug use norms are more intensive than information-only programmes and have been found to have some small scale impacts (Botvin et al. 1990; Dielman et al. 1989; Kumpfer 1997; Pentz 1998). Many programmes however are too short to affect behaviour change and often young people most at risk of substance abuse are school drop outs so will be missed by these programmes.

Tutoring and mentoring programmes have also demonstrated some promise, if the mentoring relationship is sustained and non-prescriptive, and if the mentors/tutors and youths are carefully matched. Training and support of the mentors is a critical element to the success of a programme (Tierney et al. 1995). 

A 1997 study by the California Department of Education involved schools where comprehensive drug education programmes had been introduced and collected data from 10,000 students over four years about their self-reported use of alcohol and other drugs, and their attitudes and beliefs towards drugs. This study identified increased benefits for some students, including significantly lower lifetime use of drugs, more anti-drug attitudes, and better recognition of the consequences of drug use. They found that student outcomes were more positive in districts where comprehensive prevention programmes had been in place for some time with extensive highly visible programme components. Those programmes targeted both the general student population and high-risk students and included student support services. 

This study showed the most common barrier to achieving full implementation of prevention programmes to be lack of a full-time programme coordinator to ensure greater programme stability and more district-wide teacher training. Many of the pitfalls that schools often face were identified, lack of time, support, training or motivation by teachers or counsellors, lack of formal evaluation leading to variable and inconsistent programme delivery. The study concluded that the most effective approaches involved teaching students how to resist and deal with powerful social influences for using drugs and alter the misperceptions of peer drug use, commonly called the social influence model. However teachers were frequently not trained or supported to use these methods (Ellickson 1997; Silvia and Thorne 1997). 

Ballard and colleagues, whose well-tested best practice principles for school drug education have been widely accepted in Australasia, highlight the need to put individual drug use into a larger social context and to involve parents and the wider community in school based programmes. They emphasise a collaborative approach to help reinforce desired behaviours through providing a supportive environment for school programs (Gillespie et al. 1995).

Student Assistance Programmes (SAP), which originated in American schools over the last decade are regarded as an umbrella pastoral care programme covering any and all activities that help schools deal with students presenting with problems particularly related to the misuse and abuse of alcohol and/or other drugs’ (Manahi 1999). The school has ownership of the programme and a representative school committee takes responsibility for implementation, operation and maintenance of school policies, staff training and the introduction of a range of appropriate skills based courses for referred students. An evaluation of ‘Student Assistance Programmes’ in three USA states indicated that SAPs play a significant role in helping students who are experiencing problems (alcohol, drug, family and school behaviour) and also positively impact on the school and community (Milgram 1998). The SAP concept is currently being introduced into New Zealand by some public health units and health promotion organisations in Palmerston North and Nelson to provide a proactive and constructive alternative to present punitive disciplinary practices that are commonly used by many New Zealand schools to deal with alcohol and drug problems that arise. It is regarded as complimentary to the Health Promoting Schools (HPS) programme approach which utilises schools as settings for health promotion (World Health Organization et al. 1992). While the HPS programme which has now been adopted by many schools in Australia and New Zealand. does not directly address drug issues, it provides a framework for integrating positive health initiatives into the school environment and increasing community interaction (Williams et al. 1996).

The new Health and Physical Education curriculum (Ministry of Education 1999) that will become mandatory this year, recognises that health education programmes in schools need to be more than just a composite of information, values, skills, training and social competency training. There is considerable emphasis placed on strengthening links with the community both to address the consistency of messages with those received from the media and other community sources, and to provide support for school-based strategies. Silvia and Thorne recommend the integration of school based drug programmes with broader community partnerships, stating that the more comprehensive a programme is – the greater the number of elements that target multiple audiences (all students, students engaging in high-risk behaviour, families, community members) and the more integrated a programme is – the more the individual elements provide consistent messages and work together to reinforce each other – the more likely it is that programmes will succeed (Silvia and Thorne 1997). 

2.2.2 
Prevention Strategies with Families

As the primary socialising agent of the child, the family is an important context for prevention of drug abuse, and a focus for prevention programmes from infancy to adolescent years (Ashery et al. 1998). The risks associated with trying drugs and involvement with peers who use drugs has been demonstrated to be offset by protective family factors such as parent conventionality, strong parent-child attachment (Brook et al. 1990) and parental disapproval (Coombs et al. 1991). 

The majority of family-focused prevention work in the literature is clinical. Kumpfer et al. (1996) suggests that family-focused programmes have been found to significantly reduce all the major risk domains and increase protective processes and benefit even ‘hard core’ problems in the family (Kumpfer et al. 1996). Structured family therapy programmes have been shown to be effective and some researchers support their use as necessary components of any comprehensive prevention plan for substance abuse (Kaufman and Borders 1988; Kazdin 1993). Family skills training programmes have demonstrated efficacy in preventing initiation or escalation of drug use in the early and later teenage years (Etz et al. 1998). In these programmes the child and other family members participate in structured activities designed to modify interaction patterns. They have been shown to be effective in reducing individual and family risk factors for substance abuse (Kumpfer et al. 1996; Kumpfer 1990; Kumpfer 1993). These factors include depression, aggression, conduct disorders, poor family management, intentions to use tobacco and alcohol (DeMarsh and Kumpfer 1986), and school achievement and delinquency in pre-adolescents (Patterson et al. 1992). However, little evidence is available on universal programmes such as parent education programmes, parent involvement programmes, parent support groups and parent peer groups. One such programme available in New Zealand is the Gain family programme which has shown promising findings on uptake and usefulness so far (Winslade 1998) but does not have extensive reach.

A particular challenge that faces family-based prevention programmes is determining how to make contact with and engage hard-to-reach families. A number of new approaches have proved helpful. These include programmes that make contact with families through schools and then channel those families in need to more specific programmes (Dishion et al. 1996). Other programmes involve engaging drug treatment programme participants through their treatment centre, and designing specific engagement techniques appropriate to the families’ needs (Santisteban et al. 1996; Szapocznik and Kurtines 1989). The Community Action on Youth and Drugs Project (CAYAD) developed a number of effective strategies to engage hard-to-reach families in predominantly Maori communities through school sports nights and whanau/hapu hui and wananga, resulting in sustained positive interaction with schools and involvement in wider community activities (Conway et al. 2000).

Recognition that the family is also embedded within a larger social context consisting of neighbourhood, school and communities of identity has also led to suggestions for programmes that would integrate these elements, such as supplementing parental monitoring and supervision through supervised recreation, mentoring and family-friendly policy changes (Biglan and Metzler 1998).

2.2.3 Media and communication strategies

The media can play an important role in creating awareness, increasing knowledge, stimulating interpersonal communication and recruiting individuals to participate in campaign activities. Media advocacy is an effective means of using local and national media to help shape public debates and to support the development of healthy public policies. Advocacy focuses on change in public opinion and policy, rather than directly on change in the behaviour of individuals. Examples include the smokefree movement’s actions to promote smokefree public places, and the provision of media awards to journalists who report public health issues effectively (Wallack et al. 1993).

Research on the effects of media campaigns on drug use and abuse indicates that media alone are much less effective than media messages employed in the context of a broad campaign that includes the use of interpersonal channels. When combined with other community prevention strategies, use of local community-based media campaigns, films, pamphlets, resource centres, radio and television public service announcements, health fairs, advertisements, hot lines and speakers’ bureaus provide needed information and positively affect a community’s social norms (Gerstein and Green 1993). Mass media campaigns to prevent illicit drug use that have simplistic anti-drug messages (‘Just Say NO’) or use scare tactics or too much information (often inaccurate) have been found to be ineffective and possibly counterproductive (Miller and Ware 1989). At best, stand-alone mass media campaigns appear to reinforce the views of those already opposed to drug use, and at worst, to stimulate the interest in drugs of those who are at risk. There is a need for targeting or audience segmentation, and a strong need for formative research in message and campaign design (Gerstein and Green 1993).

The Internet also offers an opportunity to provide authoritative accurate information about drugs, drug use and drug issues. The information it provides can be useful, from fact finding to communicating with others across the country (Rivera and Erlich 1998). Electronic networking and websites can also be a valuable tool for national networking for community action on alcohol and drug issues (Conway et al. 1999b; Milio 1996; Stewart et al. 1993). 

2.2.4 Intervention and Treatment

An American study examining the impact of adolescent cigarette smoking on the occurrence of substance abuse disorders during young adulthood replicated earlier findings by Kandel et al. (1992) in reporting that early onset and daily smoking among adolescents significantly increased the probability of future substance use disorders during young adulthood. However, if adolescents had achieved smoking cessation for a one year period or more, they were at no more risk of developing substance abuse disorders than those who had never smoked (Kandel et al. 1992; Lewinsohn et al. 1999). In Australia there has been a proliferation of `quitting cannabis’ treatment programmes for long term cannabis users. After treatment using either brief intervention or psychotherapy models, with a goal of abstinence and improved psychological functioning, the brief intervention abstinence level was 20%. Clients continued to have mild to moderate depression at 12 months. The psychotherapy abstinence level was 40% with clients being asymptomatic for depression at 12 months (Swift et al. 2000) 

2.3
Strategies for Community Action

Community can be defined by geographical area, racial/ethnic lines, religious affiliation, functional similarities or by self-selected reference group (Willmott 1989). To deal effectively with complex long-term social issues such as drug abuse prevention, sustained involvement by broad segments of an identified community is necessary (Klitzner 1993; Wandersman and Goodman 1993).

Community action programmes are issue-based but utilise community development principles, working through community partnerships to identify and address problems and solutions. They use evidence-based, locally designed strategies to address community risk factors and improve family, school, and community environments (Bush 1997; Giesbrecht 2000; Greenfield and Zimmerman 1993; Holder et al. 1997a; Holder et al. 1997b; Winick and Larson 1997).

The comprehensive community action approach to youth drug issues is well supported in the international research literature (Conway et al. 2000; Gerstein and Green 1993; Holder et al. 1997b; Mosher 1996; Perry et al. 1996). Two international reviews of drug prevention and health promotion programmes (Gillies 1998; Samarasinghe 1997) concluded that successful community action seems to be effective simply because the community mobilises itself to address a felt need. By addressing an issue in a collaborative way through alliances and coalition building, communities increase knowledge, share information, develop skills and experience that can then be transferred to problem-solving on other issues in a ripple or multiplier effect (Bush 1997; Hawe et al. 1997). 

Research studies have reported this approach as particularly useful for addressing youth substance abuse through comprehensive programme strategies that included school education, parent and peer education and support initiatives, developing drug-free activities, environmental improvements, alcohol regulatory policies and increased law enforcement (Harachi et al. 1996; Wagenaar and Perry 1992). There is increasing evidence that combinations of action, reflecting local need and perceptions, and which the community feels it owns or can influence, do achieve significant gains for substance misuse prevention (Samarasinghe 1997). In Australia this has been recognised through the establishment of a special community funding initiative resourced through the National Drug Strategy (Commonwealth Department of Education Training and Youth Affairs 1999).

There have been some large community action demonstration projects in the alcohol field, such as the Community Alcohol Project (Duignan and Casswell 1992), Surfers Paradise Project (McIlwain 1996) and Community Prevention Trial to Reduce Alcohol-Involved Trauma (Holder et al. 1997b), indicating effectiveness on measures to reduce harm. These projects all worked collaboratively across sectors, focusing on a range of environmental factors, and reported changes in increasing appropriate alcohol-related behaviour, more emphasis on alcohol management policy issues and increased awareness of moderation issues through media advocacy. Some American drug prevention programmes such as ‘Fighting Back’ have harnessed neighbourhood action groups, developing community action and self reliance skills in reclaiming their neighbourhood streets as drug-free zones (Chavis et al. 1993). Labonte (1998) suggests that substance abuse prevention programmes based on community development dynamics are successful in receiving broad support from many communities and have particularly good uptake by poorer communities because they increase understanding of socio-economic issues and mobilise action across a wide range of community concerns and issues. The practical, power-sharing approach offered through community action is particularly useful and attractive to marginalised communities who frequently experience limited access to resources and decision-making processes (Israel et al. 1998; Labonte 1998). Community action programmes can increase knowledge, share information and develop skills and experience to address local risk factors and improve the school, family and community environments overall (Bush 1997; Giesbrecht 2000; Greenfield and Zimmerman 1993; Holder et al. 1997a; Holder et al. 1997b; Winick and Larson 1997).

The Child, Youth and Family Service has recently initiated a Safer Communities Action Fund to “improve the wellbeing of children, young people and families and to facilitate community development as it relates to families”. Underlying the Government’s decision to establish SCAF is the idea that communities themselves often have the best knowledge of social service issues and needs that affect them, or can readily determine what these are if they have the resources to do so. It has funded seven pilot programmes in communities around the country selected on the basis of social need (Child, Youth & Family Services 2001). 

2.3.1 New Zealand community action projects

There has been a developing research base of community action research programmes In New Zealand, addressing alcohol and drug issues, since the first Community Action on Alcohol Project (Duignan and Casswell 1992) in the 1980’s. Further community action research projects such as the Liquor Liaison Project (Stewart et al. 1997), the Maori Drink-Drive Project (Moewaka Barnes 2000), the Rural Drink-Drive Project (Stewart and Conway 2000), the Youth and Alcohol Project (YAP) (Stewart 1999) and the Community Action on Youth and Drugs (CAYAD) (Conway et al. 2000) have all developed successful strategies in addressing their respective issues and documented positive impacts within their communities working intersectorally on structural, environmental and climate-setting change with key groups such as health, local Council, police and community stakeholders.  An evolving and important feature of these projects has been the use of regular national/regional strategy meetings and a closed discussion forum website for sharing ideas, exchanging information, providing feedback and for reporting purposes.

2.3.2 
Maori community action approaches

There is little documentation of Maori community based drug prevention strategies. Te Runanga o Te Rarawa and other researchers have argued the need for New Zealand drug education programmes to be well-coordinated and community driven, bicultural, based on the principles of community development, tikanga Maori and Treaty of Waitangi principles such as tino rangatiratanga (Drugs Advisory Committee et al. 1995; Hannafin 1989; Mataira 1993; Ministry of Health 1996a; Ngata 1993; Te Runanga O Te Rarawa 1995). Programmes which are based on Maori social structures, delivery systems, cultural context and controlled and delivered by Maori are more likely to contribute to Maori development goals (Durie 1993; Forster and Ratima 1997; Moewaka Barnes et al. 1998). 

Both the Maori Drink Drive Project and the CAYAD project had a strong Maori focus, with local Maori health providers providing community project bases and reflecting strongly, the Maori paradigm in which they operated. Many project activities were grounded in tikanga and te reo, enabling the communities acknowledgement of Maori world views. In both projects these strategies were shown to have successfully reached communities, groups and individuals who were at risk and were not responsive to mainstream programmes (Conway et al. 2000; Moewaka Barnes 2000). 

2.3.3 
Community Action on Youth & Drugs Project

The CAYAD project was a two-and-a-half year community action approach project with a focus on addressing drug-related harm to youth. Its origins lay in earlier research findings of a regional case study undertaken by APHRU in 1997 following media coverage of increased school suspensions for cannabis infringement, on how schools managed cannabis related issues. Principals in this study noted that students’ involvement with cannabis related to “use in the wider community, to wider social problems and to diminishing social supports for (students) and their families”. Generally, schools felt that they were being asked to deal with what was essentially a societal problem for which they were not adequately resourced and supported. Many principals talked about the need for more liaison with their local community and for partnership initiatives between the school and community to deal with student cannabis use (Abel and Casswell 1998b). This project was developed in response to a window of opportunity presented by special Ministry of Education (MOE) funding for a Drug Education Development Project in late 1997 to address escalating school drug suspensions (mainly involving cannabis). Proposals were requested for innovative projects, particularly targeting low socio-economic areas with high drug suspension rates and APHRU/Whariki brokered and coordinated the project with six community partners. 

It operated in six rural, urban and provincial localities, most of which have high youth and Maori populations and high unemployment. Five of the six community organisations involved were funded by the Ministry of Education/ALAC joint venture, with the sixth funded by the Health Funding Authority. The project involved both schools, local organisations and young people in planning, priority-setting and developing a range of culturally appropriate activities and resources to address drug-related harm in their locality (Conway 1999; Conway and Henwood 1999; Conway et al. 2000; Tunks and Conway 1998). 

The CAYAD objectives and strategies were to: 

· Increase informed discussion and debate (through community consultation hui, development of local media advocacy, as well as advocacy on national alcohol and drug issues such as the national drug policy work programme)

· Promote, implement and support policies and safe behaviours (through encouraging clubs and marae to formulate manaaki tangata policies and practices, support for youth organised recreational events)

· Identify 'best practice' for addressing the needs of schools, young people and whanau. (through developing proactive policies and practices that build on the new school health education curriculum using teacher training, student assistance programmes, peer support/youth leadership approaches and whanau and hapu education and support programmes)

· Build alliances between organisations and agencies, (through collaboration on health, recreation and employment initiatives

· Develop appropriate local resources and support young people’s voices and messages on reducing alcohol and other drug related harm (through murals, poster competitions, waiata, safe party pamphlets) (Conway et al. 1999b).

The CAYAD project introduced many effective initiatives designed to increase community capacity to deal with cannabis-related issues. These included more appropriate programmes for Maori, whanau support/education programmes, youth leadership training, youth organised events and resources, proactive school policies and improved school practices to deal constructively with student drug issues, club and marae initiatives to address healthy policies and practices as well as greater involvement and input from people at a local community level into national policy initiatives (Conway et al. 2000). Increased collaboration between different sectors and organizations that had never previously worked together, increased parent/community involvement with schools, increased participation in community activities by young people and increased workforce development for community workers were other features of this project. 

3.
Prohibition in New Zealand

3.1 The Economics of Prohibition

3.1.1 
Introduction

This section presents an economic analysis of prohibition.  It discusses the implications of having a product produced, distributed and consumed under black market conditions.  The economic aim of prohibition is to restrict the consumption of a product by increasing the economic cost of consuming it.  Economic cost is a much broader concept than mere financial cost (Pearce and Turner 1990).  It refers to all the costs of obtaining a product, including financial price, the time required to find a seller, the risk of being ‘ripped off’, the public embarrassment of arrest, the cost of any fine paid, and so on.  The ultimate political goal of a prohibition might be to restrict the consumption of a product to zero, but economists recognised that a zero consumption level should not be pursued regardless of the cost (Boaz 1991; Hamowy 1987; Kleiman 1989; Kleiman 1992).  That is, there are both practical and political limits on the amount of public resources that should be committed to achieving a zero target (Boaz 1991; Hamowy 1987).  

3.1.2 
Efficient prohibition

An efficient prohibition policy should balance the gains of reducing consumption further, with the costs of achieving that reduced consumption.  The optimal level of consumption of a prohibited product is achieved when the marginal benefits of reduced consumption are equal to the marginal costs of achieving that reduced consumption.  Thus, once the costs of enforcing prohibition are taken into account, the optimal level of consumption of a prohibited product may not be zero.  Indeed, the optimal level of consumption of the prohibited product can even increase over time if control costs increase, or demand for the prohibited product increases while the expenditure on control remains fixed.  In this sense, prohibition should be thought of as a policy that seeks to contain the level of consumption of a prohibited product, rather than necessarily eliminating consumption altogether

Under certain economic conditions the prohibition of a product will create an illicit or black market for the product (Nell 1994).  This partially frustrates the purpose of prohibition by supporting those who continue to use and supply the prohibited product.  The frustration is only partial because the black market is not as efficient in supplying the product to consumers as the legal market.  There is considerable evidence that black markets supply prohibited goods at a higher cost than legal markets (Caputo and Ostrom 1994; Caulkins and Reuter 1996; Kleiman 1989; Kleiman 1992; Michaels 1987; Reuter 1983).  Everything else remaining equal, the higher the economic cost of a product the lower the level of its consumption.  Put another way, producers, distributors, and consumers have to work much harder, and expend more resources, to achieve the same level of consumption of the product when it is prohibited than when it is legal.  The inefficiency of the illegal market reduces the ability of criminal entrepreneurs to expand current consumption and recruitment new consumers.  Although use of illegal drugs is often said to be widespread, the prevalence and frequency of illicit drug consumption is still well below that of the legal intoxicants alcohol and tobacco (Kleiman 1992).  The 1998 National Drug Survey found 20% of the sample had used marijuana in the last 12 months, 3% had used it more than ten times in the last 30 days and only 1% were daily users.  In contrast, 86% of the sample had used alcohol and 36% had used tobacco in the previous year (Field and Casswell, 1999b).  Cannabis was used on a weekly basis by only 5% of 15-45 year olds, compared with 54% who use alcohol at least weekly.  

Law reforms that liberalise the environment in which a prohibited product is produced and sold will lower the economic cost of consuming it.  Everything else remaining equal, the lower the economic costs of consumption the higher the level of consumption.  The caveat to this statement is if current demand has already reached absolute maximum under prohibition (i.e. the market is saturated).  This would imply the enforcement of prohibition had no impact on consumers’ consumption decisions.  Other factors may delay an increase in consumption following a change in legal status, such as current users taking time to react to the new environment, or new users taking time to adjust to the new opportunities created by the more open environment.  Cultural and social environment also appears to play a large part in the consumption of drugs, and these will impact on levels of use regardless of the control regime in operation (see MacCoun and Reuter, 2001).  There is emerging evidence that cannabis use increased in Amsterdam when the open selling of the drug became established relative to the United States where prohibition was maintained (MacCoun and Reuter 2001).  In New Zealand, the 1998 National Drug Survey found “legal penalties” for cannabis use featured as a reason for why people never used cannabis, and as a reason for limiting or stopping use.  The “Risk of being caught/law/police” was the third most commonly reported reason (12%) for never using cannabis.  “Fear of law/police” was the sixth most commonly reported reason (4%) for limiting or stopping use of cannabis.  It is difficult to see how removing this reason for not starting cannabis use, or reducing consumption, will not eventually lead to increased participation and use. 

3.1.3 
Impact of prohibition on economic performance

Prohibition impacts negatively on all of the economic margins of a product, increasing the cost of its production, distribution, and consumption.  Product illegality imposes a number of constraints on production capacity (Reuter, 1983).  Production sites need to be small and geographically dispersed to reduce the risk of detection and minimise the losses of discovery.  Small physically dispersed production sites increase the cost of production, and the cost of managerial control and co-ordination.  The economic cost of employing workers for criminal enterprise is also high.  The larger the number of people involved in a criminal enterprise the higher the risk of information leakage, both to the police and to rival criminal operators.  Criminal employees demand relatively high wages as compensation for the risk of arrest and risk of victimisation by rival criminals.  Other constraints on the growth of illegal firms are the lack of access to capital markets, caused by the absence of auditable books, and the inability to use advertising or generate customer goodwill, because information acquired by customers can be used against the organization.  Criminal entrepreneurs are reluctant to invest in capital equipment to expand the output of a criminal firm because of the risk assets will be seized by the police.  Product illegality creates an institutional environment that encourages small fragmented producers with short planning horizons.  

Product illegality also fundamentally alters the distribution of the product.  To minimise the risk of arrest drug traffickers endeavour to limit the number of people they conduct business with, and the number of transactions they are required to complete (Moore 1977).  Traffickers often choose to sell drugs to intermediate dealers rather than attempt to sell drugs to a large number of unknown and potentially unreliable ‘street’ users (Rubin 1973).  Each of these intermediate dealers may then sell to another group of intermediate dealers and so on, until the product finally reaches consumers at ‘street’ level.  The need to avoid arrest thus significantly extends the distribution chain, creating the familiar pyramid shape to drug distribution networks (Michaels 1987; Moore 1977; Rottenberg 1968).  For example, in the case of heroin, the market in New York is thought to have a six tiered distribution system from importers to final street dealers (Michaels 1987).  A significant proportion of the price inflation associated with prohibited products occurs during this extended distribution process (Caulkins and Reuter 1996; Premier's Drug Advisory Council 1996).  Cocaine that sells for $3 per gram at the point of production in South America can be sold for $150 per gram on the “streets” of American cities (Caulkins and Reuter 1996).  Each level of distribution demands profit for work performed, including compensation for risk of arrest and victimisation.  Since many of those involved in drug trafficking are also heavier drug users, a certain degree of inventory “shrinkage” is often a feature of the system (Michaels 1987; Reuter et al. 1990).

3.1.4 Impact of prohibition on consumption decisions

Prohibition also increases the cost to consumers of purchasing an illegal product.  Two features of illicit markets have a direct impact on consumption decisions: the financial price of the product, and the search costs associated with finding sellers and products.  Prohibition significantly inflates the price of prohibited products (Caputo and Ostrom 1994; Caulkins and Reuter 1996; Reuter and Kleiman 1986).  Using production costs in the tobacco industry as an analogy for production costs in a legal cannabis industry, Caputo and Ostrom (1994) have estimated the black market price for cannabis is 1,800 to 2,800 times greater than the costs of cannabis production in a legal market.  Cannabis that costs $3000 a pound (U.S.) on the black market could be produced for as little as $1.07 (Caputo and Ostrom, 1994).  Everything else remaining equal, the higher the price of a product the less of the product will be consumed.  It is by no means clear a similar level of price inflation could be achieved via government taxation under a legal regime (Kleiman and Saiger 1990).  Consumers will continue to purchase from the black market if it is cheaper to do so than buying the taxed product from the legal market (Wilkins and Scrimgeour 2000).  There is evidence of black market trading in the heavily taxed legal intoxicants, alcohol and cigarettes, particularly in Europe.  In the case of cannabis, there is already an established black market network for the drug that could be used to undermine a heavily taxed legal product.  

Product illegality also significantly increases the search costs involved in purchasing a product (Kleiman 1989; Michaels 1987; Moore 1977; Reuter and Haaga 1989; Wilkins 1999).  Sellers of prohibited products cannot advertise, establish fixed premises for retail sale, or openly solicit customers.  The buyer therefore has to engage in far more search to find sellers than they would for a legal product.  Market search under prohibition can result in arrest and public embarrassment if the wrong person is approached (Long 1988).  The largest component of search cost is likely to be the time taken finding sellers and evaluating purchase options (Wilkins 1999).  High search costs reduce consumption by reducing number of consumption episodes, and by reducing the amount available for consumption at each occasion.  In the United States the police have successfully used strategies to increase the search time involved in purchasing illicit drugs to reduce drug consumption (Kleiman 1992).  These strategies increase the time it takes for current drug users to find sellers, and reduce the opportunities for potential new recruits to try drugs.  In New Zealand, the 1998 National Drug Survey found “availability” featured highly as a reason for consuming more cannabis (Field and Casswell 1999b).  Availability was the most frequently cited unprompted reason for using more cannabis (39%).  

3.1.5
Conclusion: The Economics of Prohibition

Many of the beneficial impacts of prohibition, in terms of increasing the economic costs of consumption and production, can be achieved without vigorous enforcement of the law (Kleiman and Saiger 1990; Reuter 1991).  The mere fact of illegality is enough to ensure that production is small scale, production costs are high, search costs are high, and suppliers and customers must exercise discretion.  Prostitution in the United States is an example of an activity that is prohibited but enforcement is moderate (Reuter 1991).  Enforcement is only directed toward flagrant or indiscreet breaches of the law.  Yet despite this low-key enforcement prostitution remains on the fringes of society (Reuter, 1991).  The rational for this low key approach to the enforcement of a prohibition is the recognition that an escalation in enforcement will significantly increase the costs of control, including the costs associated with the black market, for very little benefit in terms of greater control over the prevalence of the activity (Kleiman 1989; Reuter 1991).  
3.2
Enforcement of Cannabis Prohibition in New Zealand

3.2.1 Misuse of Drugs Act 1975

The Misuse of Drugs Act 1975 makes it illegal to cultivate, supply, possess and use cannabis in New Zealand.  In its natural plant form cannabis is scheduled as a Class C drug, but if it has been processed into cannabis oil, its psychoactive ingredient tetrahydrocannabinol (THC) isolated, or it is in the form of hashish, it is classified as a Class B drug.  There are two principal types of offence under the Act, possession for personal use, and possession for cultivation and supply.  

The maximum penalty for the use of a Class C drug is a fine not exceeding $500, unless there are previous convictions or exceptional circumstances, then imprisonment not exceeding 3 months or a fine not exceeding $500 or both.  The maximum penalty for the use of a Class B drug is imprisonment not exceeding 3 months or a fine not exceeding $500 or both.

Possession for cultivation and supply can be established by a range of evidence, such as witness of transactions and evidence of packaging for sale.  The weight of cannabis found on an offender is sufficient to establish the presumption of possession for supply.  The current limit set for the presumption of supply is 250 mgs of THC, 5 grams of cannabis preparation (cannabis oil, hashish), 28 grams (1 ounce) of cannabis plant, or 100 or more cannabis cigarettes.  The maximum penalty for the supply of a Class C drug is imprisonment not exceeding 8 years.  The maximum penalty for the supply of a Class B drug is imprisonment not exceeding 14 years.  

3.2.2 Arrests for cannabis offences

Based on police statistics, an average of 22,309 people were arrested for cannabis offences each year between 1994-2000 (617 arrests per 100,000 pop.).  Arrests for cannabis offences increased by 5% between 1994-2000 (+1064 arrests).  The largest number of arrests were recorded in 1999 (25,293) and the lowest number of arrests were recorded in 1995 (18,808).  There were 34% more arrests for cannabis offences in 1999 than in 1995.  

In 1999 about 12,000 people were arrested for the use and possession of cannabis.  The survey data suggests about 338,000 New Zealanders used cannabis in the last 12 months.
  These figures are sufficient to calculate a rough approximation of the risk of arrest for using cannabis in New Zealand.  Cannabis users face approximately a 4% chance of arrest for using cannabis each year.
  This compares to similar calculations of the risk of arrest for a minor cannabis possession charge in Australia of 1.25%, and in the United States of 2% (Lenton 2000; Reuter 1991).  

The police give some offenders verbal and written warnings rather than proceed with prosecution.  Based on numbers of prosecutions provided by the Ministry of Justice for 1997-1999, between 67-80% of the arrests for cannabis offences result in a prosecution.  In 1999, 23,205 people were arrested for cannabis offences, but only 18,568 people were prosecuted (80%).  In the same year, 12,000 were arrested for the use of cannabis and 9,399 were prosecuted (78%).  

3.2.3 Prosecutions, convictions and sentencing for cannabis offences

The research team at the Ministry of Justice were able to provide prosecution, conviction, and sentencing data for cannabis offences for 1990-1999, broken down by type of cannabis offence committed.  There are three categories of cannabis offences: use cannabis, deal cannabis, and other cannabis.  The category “use cannabis” includes the use of cannabis and possession of cannabis other than for supply.  Offences for the importation, cultivation, or possession of cannabis for supply are included in the category “deal in cannabis”.  “Other cannabis” refers to a range of offences, including the possession of cannabis related utensils, such as pipes or bongs, where an offender permitted their premises or motor vehicle to be used for a cannabis offence, and where an offender has made a false statement in relation to the Misuse of Drugs Act.  

The number of cannabis offences tends to fluctuate from year to year, so to identify persistent trends over time comparisons have been made between the first half of the decade, 1990-1994, and the second half of the decade, 1995-1999. It should also be noted that the outcome of prosecution data refers to number of offenders, while sentencing data is based on number of cases.  Because several charges may be combined into one case, the number of convictions is more than the number of convicted cases.  

Table 1 presents the outcome of prosecutions for the use of cannabis, 1990 to 1999.  There were an average of 8,620 prosecutions for the use of cannabis during this period (238 prosecutions per 100,000 pop.).  The number of prosecutions for the use of cannabis increased from an average of 8,472 between 1990-1994, to an average of 8,769 between 1995-1999 (+3%).  The number of prosecutions for the use of cannabis sometimes varied significantly from year to year, for example, between 1993 and 1994 prosecutions increased 19%, while between 1994 and 1995 prosecutions fell 15%.  

Table 1:
Outcome of prosecutions involving possession or use of cannabis, 1990 to 1999

	Outcome
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Convicted1
	6569
	6484
	6101
	7417
	7388
	5926
	5652
	6459
	6970
	6761

	Youth Court proved2
	33
	44
	34
	43
	32
	50
	51
	98
	78
	109

	Section 19 discharge3
	54
	42
	64
	74
	114
	108
	122
	135
	139
	190

	Not proved4
	1164
	1509
	1517
	1620
	2050
	2065
	2076
	2132
	2378
	2337

	Other5
	4
	3
	0
	0
	0
	0
	4
	2
	1
	2

	Total
	7824
	8082
	7716
	9154
	9584
	8149
	7905
	8826
	9566
	9399


Notes:

1
Convictions in the District or High Court.

2
Proved charges involving young offenders which are finalised in the Youth Court.  These charges are not recorded as convictions.

3
Discharge without conviction under Section 19 of the Criminal Justice Act 1985, after the offender is found guilty or pleads guilty.

4
Charges which were withdrawn, dismissed, discharged, struck out, not proceeded with, or acquitted.  This category includes charges where people completed the police diversion scheme and subsequently had their charges withdrawn or dismissed.  Unfortunately, the data do not distinguish charges which were withdrawn or dismissed because of police diversion from other “not proven” charges.

5 Includes charges where there was a stay of proceedings.  Also includes charges where the person was found to be under disability or was acquitted on account of insanity, and an order was made under Section 115 of the Criminal Justice Act 1985.

6 Source:  Research Team, Ministry of Justice.

There was an average of 6,573 convictions for the use of cannabis between 1990-1999.  The number of convictions for the use of cannabis fell from an average of 6,792 between 1990-1994, to an average of 6,354 between 1995-1999 (-7%).  Again, there was some variation in the number of convictions for the use of cannabis, with a 25% fall between 1994 and 1995.  The lowest numbers of convictions were recorded in 1995 and 1996.  

The percentage of prosecutions that resulted in conviction fell slightly from an average of 80% between 1990-1994, to 72% between 1995-1999 (-8%).  There was a corresponding increase in the number of prosecutions that were “Not proved”, which includes situations where people were diverted by the police, from 19% between 1990-1994, to 25% between 1995-1999 (+6%).  According to the Ministry of Justice, a more detailed break down of the “Not proved” category is not possible.  In 1990, 84% of people were convicted for the use of cannabis, and 15% were “Not proved”.  In 1999, 72% of people were convicted for the use of cannabis, and 25% were “Not proved”. The use of diversion for all offences (drug and non-drug) increased through the 1990s, but diversion has only rarely been applied for cannabis use offences. It is understood that approximately only 300 prosecutions for minor cannabis offences result in diversion each year.

Table 2 presents the type of sentences imposed for the use of cannabis, 1990 to 1999.  The rate of imprisonment has remained stable at about 2% for the last ten years (an average of 61 imprisonments per year).  The most common sentence imposed for use of cannabis was a fine (70%), followed by periodic detention (15%), followed by a community service (6%), and finally custodial sentence (2%).  This pattern of sentencing has remained fairly stable for the last 10 years.  

Table 2:
Most serious sentence imposed for possession or use of cannabis convictions, 1990 to 1999

	Sentence
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Custodial
	64
	84
	89
	86
	52
	54
	41
	51
	41
	52

	Periodic detention
	490
	553
	545
	644
	568
	338
	363
	333
	411
	357

	Community programme
	6
	13
	7
	6
	6
	2
	2
	2
	1
	3

	Community service
	80
	185
	230
	287
	263
	168
	169
	186
	218
	159

	Supervision
	38
	34
	35
	55
	44
	51
	61
	56
	67
	50

	Fine
	2748
	2482
	1917
	2441
	2508
	1978
	1893
	2019
	1922
	1999

	Other1
	54
	85
	93
	108
	72
	79
	62
	59
	87
	68

	Convicted & discharged
	35
	43
	76
	90
	129
	89
	97
	130
	165
	148

	Total
	3515
	3479
	2992
	3717
	3642
	2759
	2688
	2836
	2912
	2836


Notes:

1 Includes suspended prison sentences, orders to come up for sentence if called upon, reparation, and driving disqualifications.

2 Source:  Research Team, Ministry of Justice.

Table 3 presents the average sentences imposed for the use of cannabis, 1990-1999.  The average custodial sentence imposed was 1.4 months.  There was a slight decline in the length of custodial sentence imposed during this time, from an average of 1.5 months between 1990-1994, to an average of 1.2 months between 1995-1999.  The length of non-custodial sentence remained fairly stable, 3.2 months on average for periodic detention, 59 hours on average for community service, and an average fine of $195.  

Table 3:
Average sentence imposed for convictions involving possession or use of cannabis, 1990 to 1999

	Sentence
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Custodial1
	1.3
	1.6
	1.5
	1.4
	1.5
	1.2
	1.1
	1.5
	1.2
	1.2

	Periodic detention2
	3.3
	3.1
	3.2
	3.1
	3.1
	3.2
	3.3
	3.3
	3.2
	3.2

	Community service3
	38.7
	65.2
	56.7
	62.0
	59.8
	59.6
	64.6
	63.8
	57.1
	58.1

	Fine4
	$200
	$201
	$193
	$191
	$192
	$189
	$194
	$200
	$199
	$191


Notes:

1 Sentence length imposed shown in months.

2 Sentence length imposed shown in months.

3 Sentence length imposed shown in hours.

4 Sentence amount imposed shown in dollars.

5 Source:  Research Team, Ministry of Justice.

Table 4 presents the outcome of prosecutions for dealing in cannabis, 1990 to 1999.  There were an average of 4,885 prosecutions for dealing in cannabis between 1990-1999 (135 per 100,000 pop.).  The number of prosecutions increased for dealing in cannabis from an average of 4,417 between 1990-1994, to 5,352 between 1995-1999 (+12%).  The number of prosecutions for dealing in cannabis increased steadily through the decade, a standout single increase was recorded in 1994 (+26%), followed by a subsequent fall in 1995 (-16%).

Table 4:
Outcome of prosecutions involving dealing in cannabis, 1990 to 1999

	Outcome
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Convicted
	2775
	3074
	3303
	3489
	4219
	3437
	3459
	3708
	3977
	3916

	Youth Court proved
	5
	9
	10
	13
	15
	13
	20
	30
	27
	47

	Section 19 discharge
	19
	8
	19
	22
	23
	12
	21
	19
	31
	31

	Not proved
	655
	830
	1022
	1048
	1523
	1503
	1405
	1668
	1749
	1648

	Other
	2
	0
	1
	2
	1
	7
	3
	7
	5
	15

	Total
	3456
	3921
	4355
	4574
	5781
	4972
	4908
	5432
	5789
	5657


Notes:

1 “Dealing” offences include importing, exporting, supplying, selling, cultivating, or possessing for supply.

2 Source:  Research Team, Ministry of Justice.

There was an average of 3,536 convictions for dealing in cannabis between 1990-1999 (98 per 100,000 pop.).  The number of convictions for dealing in cannabis increased from an average of 3,372 between 1990-1994, to 3,700 between 1995-1999 (+9%).  The numbers of convictions for dealing in cannabis rose steady through the decade, apart from a fall after 1994 (-23%) followed by steady increase thereafter.

The percentage of prosecutions for dealing in cannabis that resulted in a conviction fell from 76% between 1990-1994, to 69% between 1995-1999 (-7%).  There was a corresponding increase in the number of prosecutions that were “Not proved” from 22% between 1990-1994, to 30% between 1995-1999 (+8%).  In 1990, 75% of people were convicted of dealing in cannabis and 24% “Not Proved”.  By 1999, 64% were convicted of dealing in cannabis and 32% “Not proved”.  

Table 5 presents the type of sentences imposed for dealing in cannabis, 1990 to 1999.  An average of 13.5% of cases for dealing in cannabis resulted in a custodial sentence over this period (i.e. an average of 358 imprisonments per year).  There was a slight increase in imprisonment for dealing in cannabis from an average of 12.4% between 1990-1994, to 14.6% between 1995-1999 (+2%).  The most common sentence imposed for dealing in cannabis was a fine (32.8%), followed by periodic detention (31.8%), followed by custodial sentence (13.5%), and finally community service (12%).  This pattern of sentencing has remained fairly stable over the last 10 years.  

Table 5:
Most serious sentence imposed for dealing in cannabis convictions, 1990 to 1999

	Sentence
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Custodial
	329
	290
	307
	280
	390
	306
	331
	437
	440
	468

	Periodic detention
	787
	831
	892
	1003
	1017
	841
	858
	921
	1209
	1060

	Community programme
	15
	30
	25
	30
	29
	20
	19
	19
	11
	10

	Community service
	172
	323
	374
	374
	411
	306
	283
	295
	280
	267

	Supervision
	63
	56
	76
	124
	140
	98
	107
	136
	144
	143

	Fine
	848
	818
	815
	975
	990
	890
	835
	912
	790
	802

	Other
	22
	30
	52
	48
	51
	56
	44
	52
	37
	40

	Convicted & discharged
	5
	6
	16
	15
	18
	16
	18
	7
	17
	16

	Total
	2241
	2384
	2557
	2849
	3046
	2533
	2495
	2779
	2928
	2806


Source:  Research Team, Ministry of Justice.

Table 6 presents the average sentence imposed for dealing in cannabis, 1990-1999.  The average custodial sentence imposed for dealing in cannabis was 12.2 months.  The average length of custodial sentence increased slightly from 11 months between 1990-1994, to 13 months between 1995-1999.  The average length of periodic detention remained stable at 4.8 months, as did the average number of hours of community service at 92 hours.  The average fine imposed for dealing in cannabis increased slightly from $397 between 1990-1994, to $424 between 1995-1999.  

Table 6:
Average sentence imposed for convictions involving dealing in cannabis, 1990 to 1999

	Sentence
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Custodial
	11.1
	10.4
	11.2
	10.0
	12.2
	13.9
	12.8
	13.4
	13.1
	14.0

	Periodic detention
	5.0
	4.9
	4.7
	4.6
	4.7
	5.0
	4.8
	4.7
	4.7
	4.8

	Community service
	54.7
	97.9
	91.1
	93.9
	97.9
	95.6
	98.8
	97.7
	96.8
	97.1

	Fine
	$407
	$402
	$390
	$395
	$391
	$398
	$429
	$424
	$426
	$443


Source:  Research Team, Ministry of Justice.

Table 7 presents the outcome of prosecutions involving “other cannabis” offences, 1990 to 1999.  There were an average of 2,273 prosecutions for “other cannabis” offences between 1990-1999 (63 prosecutions per 100,000 pop.).  The number of prosecutions for other cannabis increased from an average of 1,752 between 1990-1994, to an average of 2,794 between 1995-1999 (+59%).  The number of prosecutions for other cannabis for the last three years of the decade all represented the highest recorded for the decade at that time.  The numbers of prosecutions in 1999 were 270% higher than the number of prosecutions in 1990.

Table 7:
Outcome of prosecutions involving “other” cannabis offences1, 1990 to 1999

	Outcome
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Convicted
	979
	1091
	1137
	1478
	1730
	1469
	1477
	1730
	2172
	2255

	Youth Court proved
	10
	12
	4
	12
	8
	14
	18
	39
	43
	69

	Section 19 discharge
	7
	12
	5
	12
	23
	27
	31
	29
	50
	65

	Not proved
	306
	364
	377
	496
	696
	680
	780
	799
	1098
	1121

	Other
	0
	0
	0
	0
	0
	0
	0
	1
	0
	2

	Total
	1302
	1479
	1523
	1998
	2457
	2190
	2306
	2598
	3363
	3512


Notes:

1 Mostly offences relating to the possession of pipes or other drug-related utensils.  The category also includes offences where the offender permitted his or her premises or motor vehicle to be used for a drug offence, or where the offender made a false statement in relation to the Misuse of Drugs Act.

2 Source:  Research Team, Ministry of Justice.

There was an average of 1,552 convictions for other cannabis in the previous ten years (approx 43 convictions per 100,000 pop.).  The number of convictions increased for other cannabis from an average of 1,283 between 1990-1994, to 1,821 between 1995-1999 (+42%).  The number of convictions for other cannabis in 1999 were the highest for the decade, and were 230% higher than 1990.  A large increase in convictions occurred over the decade for offences relating to the possession of pipes and other drug utensils, with the number more than doubling from 877 in 1990, to 2,036 in 1999 (Spier 2000).  

The percentage of prosecutions for other cannabis that resulted in a conviction fell from 73% between 1990-1994 to 65% between 1995-1999 (-8%).  The percentage of prosecutions that resulted in “Not proved” increased from 25% to 32% (+7%).  In 1990, 75% of people were convicted for other cannabis and 23% “Not proved”.  In 1999, 64% convicted were convicted for other cannabis and 32% “Not proved”.  

Table 8 presents the type of sentences imposed for other cannabis offences, 1990 to 1999.  An average of about 2% of cases for other cannabis resulted in a custodial sentence (i.e. an average of 11 imprisonments per year).  The level of imprisonment remained fairly steady during this time.  The most common sentence for other cannabis was a fine (57.3%), followed by periodic detention (21.9%), followed by community service (10%), and finally custodial sentence (2%).  

Table 8:
Most serious sentence imposed for “other” cannabis convictions, 1990 to 1999

	Sentence
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Custodial
	7
	13
	11
	12
	11
	14
	8
	14
	10
	7

	Periodic detention
	116
	131
	143
	186
	161
	115
	99
	115
	212
	183

	Community programme
	0
	1
	1
	2
	1
	3
	2
	1
	1
	1

	Community service
	16
	60
	60
	82
	106
	52
	61
	58
	112
	91

	Supervision
	15
	16
	13
	20
	19
	20
	10
	18
	37
	25

	Fine
	297
	268
	264
	362
	399
	369
	389
	431
	524
	591

	Other
	13
	12
	19
	31
	21
	26
	20
	19
	42
	43

	Convicted & discharged
	4
	3
	8
	10
	17
	16
	27
	18
	37
	43

	Total
	468
	504
	519
	705
	735
	615
	616
	674
	975
	984


Source:  Research Team, Ministry of Justice.

Table 9 presents the average sentence imposed for other cannabis, 1990-1999.  The average length of custodial sentence for other cannabis was 3.0 months, 3.4 months periodic detention, 63.5 hours community service, or a fine of $203.  These sentences remained fairly stable during this period. 

Table 9:
Average sentence imposed for convictions involving “other” cannabis offences, 1990 to 1999

	Sentence
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999

	Custodial
	4.1
	2.3
	1.3
	3.9
	3.8
	3.9
	2.9
	3.4
	2.5
	2.0

	Periodic detention
	3.8
	3.6
	3.0
	3.5
	3.3
	3.5
	3.4
	3.4
	3.4
	3.5

	Community service
	65.6
	68.0
	62.6
	65.0
	57.7
	56.2
	69.1
	54.4
	67.1
	69.2

	Fine
	$211
	$208
	$206
	$202
	$204
	$198
	$200
	$196
	$199
	$205


Source:  Research Team, Ministry of Justice.

3.2.4 Previous convictions of cannabis offenders

Table 10 presents the prior convictions incurred during the 1990’s by those convicted of a cannabis offence in 1999, by type of cannabis offence.  Of those convicted for cannabis use, 12% had no prior convictions for cannabis offences, 7% had a previous cannabis conviction, 32% had a previous conviction for another type of offence, and 44% had a previous conviction for a cannabis offence and another type of offence.  Of those convicted for dealing in cannabis, 9% had no prior convictions for cannabis offences, 14% had a previous cannabis conviction, 17% had a previous conviction for another type of offence, and 53% had a previous conviction for a cannabis offence and another type of offence.  For other cannabis, 6% had no prior convictions for cannabis offences, 13% had a previous cannabis conviction, 24% had a previous conviction for another type of offence, and 51% had a previous conviction for a cannabis offence and another type of offence.

Table 10:
Prior convictions in the 1990s of offenders in cannabis cases resulting in conviction in 1999, by type of offence1
	Prior convictions in the 1990s
	Possess/use cannabis
	Deal in cannabis
	Other cannabis
	Total cannabis

	No prior convictions in the 1990s
	340
	243
	62
	645

	Cannabis only2
	187
	387
	128
	688

	Other drug only3
	6
	6
	2
	14

	Non-drug only4
	876
	462
	236
	1574

	Cannabis and other drug only
	11
	18
	4
	32

	Cannabis and non-drug only
	1209
	1476
	494
	3073

	Other drug and non-drug only
	17
	14
	3
	34

	Cannabis, other drug, and non-drug
	111
	158
	40
	298

	Total
	2757
	2764
	969
	6358


Notes:

1. Only the last convicted case involving cannabis in 1999 for each person was included in this table, hence the lower total numbers than in the 3 proceeding tables.  The table shows prior convictions in the 1990s for each offender rather than entire offending histories which are not readily available.

2. Prior conviction for possession, use, dealing, or other cannabis offence.

3. Prior conviction for possession, use, dealing, or other non-cannabis drug offence.

4. Prior conviction for any type of offence that is not a drug offence.

5. Source: Research Team, Ministry of Justice.

Table 11 presents the prior convictions in the 1990’s of people imprisoned for cannabis offences in 1999, by type of cannabis offence.  Of those imprisoned for cannabis use, all had prior convictions in the 1990’s, 4% had cannabis only as a previous conviction, 76% had cannabis and another type of offence as previous convictions, and 10% had cannabis, another drug conviction and another type of offence as previous convictions.  Of those imprisoned for dealing cannabis, 2% had no prior convictions in the 1990’s, 9% had cannabis only as a previous conviction, 10% had a conviction for another type of offence, 66% had cannabis and another type of offence as previous convictions, and 11% had a cannabis, another drug, and another type of offence as previous convictions.  For other cannabis, all the people imprisoned had prior convictions in the 1990’s, 71% had cannabis and another type of offence as previous convictions, and 14% had cannabis, another drug, and another type of offence as previous convictions.  

Table 11:
Prior convictions in the 1990s of people imprisoned for cannabis offences in 1999, by type of offence1
	Prior convictions in the 1990s
	Possess/use cannabis
	Deal in cannabis
	Other cannabis
	Total cannabis

	No prior convictions in the 1990s
	0
	9
	0
	9

	Cannabis only
	2
	42
	0
	43

	Other drug only
	0
	1
	0
	1

	Non-drug only
	4
	45
	1
	50

	Cannabis and other drug only
	0
	7
	0
	7

	Cannabis and non-drug only
	37
	306
	5
	346

	Other drug and non-drug only
	1
	1
	0
	2

	Cannabis, other drug, and non-drug
	5
	52
	1
	59

	Total
	49
	463
	7
	517


Notes:

1. Only the last imprisoned case involving cannabis in 1999 for each person was included in this table, hence the lower total numbers than in the 3 proceeding tables.  The table shows prior convictions in the 1990s for each offender rather than entire offending histories which are not readily available.

2. Source: Research Team, Ministry of Justice.

3.2.5 Police hours and costs relating to cannabis offences

The New Zealand police were able to provide budget breakdowns of the hours they spent enforcing different features of cannabis laws for the years 1992/93 to 1998/9.  There was a steady increase in the total hours spent on cannabis offences by the police during the 1990’s.  Total hours spent increased from an average of 241,155 hours between 1992/93-1994/95, to 282,354 hours between 1995/96-1998/99 (+15%).  The total cost of these hours increased from an average of $16,880,847 between 1992/93-1994/95, to an average of $20,068,445 between 1995/6-1998/99 (+16%).  The costing of an hour of police time increased in 1997/98 from $70 to $72.  

Table 12: Police hours and costs relating to cannabis offences

	Description
	1992/93
	1993/94
	1994/95
	1995/96
	1996/97
	1997/98
	1998/99

	Drugs (Cannabis Only)
	1,944,586
	2,601,340
	3,236,170
	3,499,580
	4,291,201
	5,223,000
	5,782,856

	Import/Export Cannabis
	74,865
	613,410
	752,360
	126,910
	114,080
	64,714
	196,580

	Produce Cannabis seed
	387,541
	693,140
	571,550
	610,260
	588,699
	682,824
	534,719

	Sell/Deal Cannabis
	795,634
	1,415,750
	1,770,650
	1,521,310
	1,241,135
	1,604,545
	1,526,298

	Possess for supply Cannabis
	1,368,304
	2,208,710
	2,149,840
	1,924,090
	2,184,065
	2,441,004
	2,605,658

	Procure/Possess Cannabis
	4,582,515
	6,184,710
	5,832,750
	4,746,000
	4,723,543
	5,262,229
	5,447,374

	Consume/Use Cannabis
	131,817
	177,450
	219,800
	190,050
	230,248
	252,120
	182,829

	Cultivate Cannabis
	3,217,186
	4,243,120
	4,724,510
	4,182,150
	5,858,966
	5,878,176
	5,336,507

	Misc Cannabis offences
	174,370
	260,260
	247,170
	226,100
	261,849
	311,596
	359,524

	Conspire to deal Cannabis
	35
	21,140
	41,860
	13,930
	7,258
	7,584
	32,220

	Total
	12,676,853
	18,419,030
	19,546,660
	17,040,380
	19,501,043
	21,727,793
	22,004,566


The budget categories employed by the police are more detailed than the broad legal categories discussed so far (i.e. use cannabis, deal cannabis, other cannabis).  It is possible to combine the more detailed budget categories into the broader legal categories.  The categories “Drugs (Cannabis Only)”, “Procure/Possess Cannabis” and “Consume/Use Cannabis” are analogous to the “Use Cannabis” legal category.  The total cost of hours spent of these types of offences increased from an average of $8,303,712 between 1992/93-1994/95, to $9,957,757 between 1995/6-1998/99 (+15%).  The categories  “Import/Export Cannabis”, “Produce Cannabis seed”, “Sell/Deal Cannabis”, “Possess for supply Cannabis”, and “Cultivate Cannabis” are analogous to the “Deal cannabis” legal category.  The total cost of hours spent of these types of offences increased from an average of $8,328,856 between 1992/93-1994/95, to an average of $9,805,673 between 1995/6-1998/99 (+15%).  The categories “Misc Cannabis” and “Conspire to deal Cannabis” are analogous to the “Other cannabis” legal category.  The total cost of hours spent of these types of offences increased from an average of $248,278 between 1992/93-1994/95, to an average of $305,015 between 1995/6-1998/99 (+19%).  

3.2.6 Conclusion: Enforcement of Cannabis Prohibition in New Zealand

The maximum penalty for the possession of cannabis for personal use in New Zealand is a fine not exceeding $500, unless there are previous convictions or exceptional circumstances, then imprisonment not exceeding 3 months.  Possession for personal use is currently defined as an amount below 28 grams of cannabis or about 100 cannabis cigarettes.  

An average of about 22,300 people were arrested for cannabis offences each year in New Zealand between 1994-2000.  In 1999, 12,000 people were arrested for the use of cannabis; 9,399 were prosecuted, 6761 were convicted, and 52 received custodial sentences.  The most common sentence imposed for use of cannabis was a fine (70%), followed by periodic detention (15%), followed by a community service (6%), and finally custodial sentence (2%).  Of those imprisoned for the use of cannabis all had prior criminal convictions in the 1990’s.  The New Zealand Police spent an average of $9,805,673 per year related to cannabis use offences between 1995/6-1998/99.  

The use of diversion for all offences (drug and non-drug) increased through the 1990s, but diversion has only rarely been applied for cannabis use offences. There has been a significant increase in the number of prosecutions and convictions for ‘other cannabis’ offences.  The number of convictions for other cannabis offences in 1999 was 230% higher than in 1990.  A large increase in convictions occurred over the decade for offences relating to the possession of pipes and other drug utensils, with the number more than doubling from 877 in 1990, to 2,036 in 1999 (Spier 2000).  The most common sentence imposed for ‘other cannabis’ was a fine (57.3%), followed by periodic detention (21.9%), followed by community service (10%), and finally custodial sentence (2%).  The total cost of police hours spent on “other cannabis” offences increased from an average of $248,278 between 1992/93-1994/95, to an average of $305,015 between 1995/6-1998/99 (+19%).  

3.3
The Private and Social Costs of the Black Market for Cannabis

A significant black market for cannabis is known to exist in New Zealand (McLaughlan 1996; National Drug Intelligence Bureau 2000; Walker et al. 1998).  Black markets for heroin and cocaine in the United States are associated with significant social problems, including producing dangerous drugs, street crime by addicts, street violence between sellers, and supporting organised criminal groups.  The social problems created by illicit drug markets in the United States have been used to support the case for the legalisation of drugs in that country (Dennis 1990; Ostrowski 1991).  In contrast to the United States, the black market for cannabis in New Zealand does not appear to generate the same level of social problems, although there has been concern expressed by the police about the role of gangs in the market (Abel and Casswell, 1993).  Nevertheless, those in favour of more liberal cannabis laws in New Zealand have often cited the reduction of the cannabis black market, and its related harms, as a possible social benefit from more liberal cannabis laws (Drug Policy Forum Trust, 1997, 1998; www.norml.org.nz; www.alcp.org.nz; Dawkins, 2001). 

This section draws on the recent literature and evidence to discusses the private and social costs of the cannabis black market in New Zealand.  The first sub-section estimates the size of the cannabis black market in New Zealand using cannabis consumption data collected in the 1998 National Drugs Survey.  .

3.3.1
The size of the black market for cannabis

The 1998 New Zealand National Drug Survey found 50% of New Zealanders aged 15-45 years old had tried cannabis, with 20% or approximately 338,000 people having used the drug in the previous year (Field and Casswell 1999b).  A large proportion (42%) of current users (i.e. used in last 12 months and not stopped) indicated they obtained all their cannabis for free.  Many cannabis users received the drug for free because it is often smoked in a group during social gatherings (i.e. a joint is passed around a group at a social event) (Field and Casswell 1999b; Te Runanga O Te Rarawa 1995).  Only 36% of current cannabis users bought at least some cannabis from the black market (Field and Casswell 1999b).  This means only 7% of the total sample, or approximately 121,700 New Zealanders, buy at least some of their cannabis from the black market.  

Data from the 1998 National Drug Survey has been used to calculate the total quantity of cannabis consumed nationally, and the value of the cannabis black market, in New Zealand in 1998 (Wilkins and Scrimgeour 2000).  Total consumption of cannabis in 1998 was calculated to be 14,977,143 joints or 7,488,572 grams.  About 3% of current cannabis users grew all or most of their own supply.  This quantity of cannabis should not be included as purchases from the black market.  The total quantity of cannabis purchased from the black market was therefore 7,308,820 grams.  The wholesale value of the market was estimated to be worth $52.2 million.  The (per gram) price of cannabis increases at retail level where it is sold in smaller units.  Taking this price inflation into account, the retail value of the cannabis market was estimated to be worth $84.3 million.  

3.3.2
Health risks of black market cannabis

The health risks of black market cannabis are related to the unregulated nature of its production, sale, and consumption.  Black market drugs are not labelled with potency and ingredients, and do not come with information about safe consumption practices (Ostrowski 1991).  This can cause drug users health problems, including in the case of drugs like heroin and cocaine accidental lethal overdose.  Lethal overdose from cannabis consumption is virtually impossible (Kuhn et al. 1998).  Some users experience panic attacks when they consume unexpectedly high dose cannabis.  The recommended medical treatment is merely to talk the person “down” (Kuhn et al. 1998).  The inability to determine the potency of cannabis products may increase the risk of accidental injury while intoxicated, including traffic accidents.  Sampling small amounts of cannabis, and then waiting to judge the affects before consuming large amounts, is a simple commonsense way to avoid problems with unexpectedly potent cannabis (NORML 2001).  

There have been reports in New Zealand of drug dealers lacing cannabis with the animal tranquilliser ketamine, and then selling it as very strong cannabis, but this practice appears to be rare.  In the 1998 New Zealand National Drug Survey, only 0.07% of the sample indicated they had used ketamine in the last 12 months, with no one reporting current use of the drug (Field and Casswell 1999b).  

It has been suggested the police practice of spraying cannabis crops with a herbicide
 poses a health risk to people who subsequently consume the sprayed material (NORML 2000).  The discolouration caused by the blue spray, and the speed that the herbicide works, means sprayed cannabis will rarely be in a fit condition for sale.  The main concern is sprayed cannabis will be processed into hash oil.  On the request of the police, the ESR prepared a report on the potential toxicological harm to humans of sprayed cannabis, including cannabis products such as hashish oil.  The ESR concluded sprayed cannabis would not pose a significant health risk to users, either in the original sprayed plant form or concentrated as hash oil (Bates 1998).
  

3.3.3 Profit from black market cannabis

Prohibition significantly inflates the price of illicit drugs.  Selling illicit drugs is often considered to be a lucrative activity that attracts people into criminal careers, particularly those from disadvantaged backgrounds.  However, Reuter et al.’s (1990) study of the earnings and risks of street drug dealing in Washington D.C. found the drug dealers interviewed only earned very modest amounts from drug dealing, faced high risks of victimisation and imprisonment, and often held low paid legal jobs rather than sell drugs full time.  

There have been no studies of the profit from selling cannabis on the black market in New Zealand.  Black market prices for common units of cannabis sale can be used to make some inferences about gross profit margins.  Drug dealers commonly buy drugs in bulk and sell them in smaller units to immediate dealers or retail customers (Moore 1977; Rubin 1973).  Prices supplied by the National Drug Intelligence Bureau (NDIB) suggest cannabis dealers earn between 25-87% gross profit margin on the sale of cannabis depending on how a dealer purchases cannabis and the unit they sell in (National Drug Intelligence Bureau 2000).  These gross returns do not include the cost of distribution, including the dealer’s time, the risk of physical harm, and the risk of arrest and punishment, including fines and time spent in prison.  

3.3.4
Organised crime and the black market for cannabis

The enforcement of drug laws has the unfortunate consequence of conferring a competitive advantage to the most organised and violent of black market suppliers (Kleiman 1989; Kleiman 1992).  Inexperienced and non-violent suppliers will be most easily eliminated by regular police activity.  This reduces the level of competition faced by the more organised and more violent operators who are most insulated from regular enforcement effort.  The authorities can counter this by earmarking enforcement resources specifically for the fight against organized criminal groups, for example with crime task forces or specialist agencies (Kleiman 1989).  

There has been very little investigation of the level of centralisation, and use of systemic violence, in the New Zealand cannabis market.  The Australian Bureau of Criminal Investigation (ABCI) has reported there is considerable evidence of the involvement of organised crime in the production and distribution of cannabis in Australia (ABCI, 1997).  In 1992, law enforcement officials involved in the enforcement of drug laws in New Zealand expressed concern that the cultivation of cannabis had become increasingly organised and increasingly violent (Abel and Casswell 1993).  The NDIB recently claimed a significant proportion of cannabis cultivation in New Zealand is carried out by organised criminal groups, predominantly gangs (National Drug Intelligence Bureau 2000).  The secrecy surrounding the cannabis trade in New Zealand makes it very difficult to verify the level of violence involved, and the extent of involvement of organised crime.  

A recent national survey of police districts by the police identified 169 organised criminal groups who were known to be involved in the illicit cultivation of cannabis as an income source (McCardle 1999).  The large number of groups involved in cannabis cultivation suggests none have any particular market power, that is, the cultivation sector is made up of a large number of small criminal enterprises rather than one or two large powerful monopoly operators.
  Data provided by the Ministry of Justice indicates between 1990-1999, only 2.0 to 4.6% of convictions for cannabis cultivation also involved a conviction for violence on the same day (Lash 2000).  A great deal more research needs to be conducted in this area to verify the role of organised crime in the cannabis market in New Zealand  

3.3.5
Victimisation in the cannabis black market

Buyers and sellers in illicit drug markets are vulnerable to victimisation because they are unlikely to report incidents of victimisation to the police for fear of prosecution (Moore 1977).  They are known to carry large quantities of cash or drugs, and often carry out transactions in secluded areas away from the view of the police and public (Barnett 1987).  

Reuter and MacCoun (1993) argue the open street markets that emerged for “crack” cocaine create an environment that encouraged victimisation by involving anonymous impersonal transactions, and by lacking clear territorial boundaries for sellers.  In contrast, the private personal transactions of the cannabis market tend to generate little violence or disorder (Reuter and MacCoun 1992).  

The level of violence and victimisation related to the illicit cannabis market in New Zealand can only be gleaned from occasional references to violence made in studies of cannabis, or from journalist reports of the illicit trade (Te Pumanawa Hauora 1995; Walker et al. 1998).  A small-scale postal survey of members of the Aotearoa Legalise Cannabis Party (ALCP) and their acquaintances, about the number of times they had been victimised while purchasing cannabis found reports of assault, robbery, and product fraud were rare (Wilkins 1999).  Only quality fraud was found to be a common type of cheating.  The selectivity of the sample makes it difficult to know how representative these results are of the New Zealand market as a whole.  The ALCP sample contained a large number of experienced cannabis users who may well have more established, and therefore more reliable and peaceful, sources of supply than less experienced users or new consumers.  

3.3.6 
Black market prices and criminality

Prohibition significantly inflates the price of drugs to consumers (Caputo and Ostrom 1994; Kleiman 1989; Michaels 1987).  It is often speculated that inflated black market prices force some drug users to resort to street crime and other illegal work, such as prostitution and drug dealing, to support their drug habits (Michaels 1987).  Kleiman (1992) points out the relatively low price of black market cannabis means it is unlikely to have much impact as a generator of economic crime, although he notes there is some evidence in the United States of poor adolescents using cannabis dealing to support their own heavier use of cannabis.  Kleiman (1992) calculates the cost per intoxicated hour of cannabis use to be no more than a $1 ($U.S.).  

Three factors determine the extent that a drug will be associated with economically compulsive crime: the level of consumption in the population, the price of the drug, and likelihood of compulsive addictive use.  The 1998 New Zealand National Drug Survey found only 24% of those who had ever tried cannabis had used it more than twice in the last 12 months.  Only 6% of those who had ever tried cannabis had used it ten or more times in the previous 30 days, and only 2% had used it on a daily basis.
  The average number of cannabis cigarettes smoked per person per typical occasion was 0.8 joints
 for men and 0.6 joints for women.  The highest average level of cannabis consumption on a typical occasion was 0.9 joints amongst the 15-17 year age group (Field and Casswell 1999b).  

From this data it is possible to estimate the average dollar amount spent by heavier cannabis users in New Zealand.  A daily cannabis user would be spending approximately $6 a day, or $42 per week, on cannabis.
  The people who smoked cannabis ten times or more in the last 30 days, would be spending approximately $1.50 per day, or $11.00 per week, on cannabis.
  There are opportunities to reduce these costs further by purchasing cannabis in bulk.
  The expense of cannabis use may still be high for certain sub-groups of users, such as the unemployed, minors, and low income families, who may well also have higher levels of cannabis use.  However, for a significant proportion of people even heavier illicit cannabis use would be financially attainable through legal employment.   

3.3.7 Marketing of hard drugs by Cannabis Dealers

The illegality of cannabis means users are forced to purchase cannabis from criminal dealers who may also sell and promote other more harmful illicit drugs, such as heroin and cocaine (Kleiman 1992; Lenton et al. 2000; MacCoun and Reuter 2001).  It is often suggested that this type of contact leads to the recruitment of hard drug users (Premier's Drug Advisory Council 1996).  The possibility of a relationship is one of the rationales for the Dutch and South Australian type systems, where alternative means of procurement, such as cannabis coffee shops and personal cultivation, have been permitted to separate the market for cannabis from the market for “hard” drugs (Lenton et al. 2000).  

The 1998 New Zealand National Drug Survey asked people who identified themselves as current cannabis users and who bought at least some of their cannabis supply, if they knew or thought they knew their cannabis supplier sold other drugs, and if their cannabis dealer had encouraged them to buy other drugs (Field and Casswell 1999b).  Just over a quarter of these cannabis users (1.4% of the overall sample) said they knew or thought they knew their dealer sold other drugs, of which 9% (0.5%) said their supplier encouraged them to buy other drugs.  

Crucial questions remain unanswered before the strength of this relationship can be determined.  An important question is, how many of the cannabis users who were encouraged to buy other drugs actually did so, that is, how successful were these cross-marketing tactics.  The 1998 National Drug Survey found although 15% of the sample were current cannabis users, only 1% were current users of cocaine, and only 0.1% were current users of crack or current users of heroin (Field and Casswell 1999b).  A regional drug survey conducted in 1990 and repeated in 1998, found current cannabis use increased from 13% to 16%, current cocaine use increased from 0.2% to 0.8%, current crack users remained unchanged at 0.1%, and current heroin use fell from 0.1% to 0.02% (Field and Casswell 1999a).  

3.3.8
Conclusion: The Private and Social Costs of the Cannabis Black Market in New Zealand

Discussion of the private and social costs of the cannabis black market in New Zealand under prohibition suggest the black market may only generate a low to moderate private and social cost.  The unprocessed nature of cannabis means black market production creates few additional health risks.  The low price of cannabis, and the personal nature of transactions, means the retail market generates relatively little violence or public nuisance.  

However, important questions about the characteristics of the cannabis black market in New Zealand need to be answered before any robust policy conclusions can be drawn.  How many cannabis users are persuaded by their dealers to try other more harmful drugs?  What are the net profits and risks of cannabis cultivation and trafficking?  How much of this profit is captured by organised criminal gangs, and what are the prospects for their growth in the future?  What level of violence and intimidation is associated with cannabis cultivation and the black market? Are there sub-groups of cannabis consumers, for example, inexperienced or new users, young people, or women, who are victimised while purchasing cannabis from the black market?  Are there sub-groups of heavier cannabis users, for example, unemployed, young people, or those from lower socio-economic groups, who resort to crime and other illegal work to finance their cannabis consumption?  

4.
Alternative Policy Options

In assessing different policy options, important issues for consideration include:

· What is the likely impact on levels of cannabis use, taking into account demographic trends and likely economic and social developments in the next decade?

· How will different policies affect supply, particularly the black market?

· What are the financial and social costs of the policy? For example, how would a change in policy affect disadvantaged groups, including Maori?

· How can communities deal with ongoing drug-related problems, and will the policy help them to do this?

· Do the policies comply with New Zealand’s obligations under United Nations conventions?

Each option has advantages and disadvantages, and offer different approaches to meeting New Zealand’s needs. 

4.1
New Zealand situation

New Zealand currently follows a policy of prohibition of cannabis possession, use and sale. Under the Misuse of Drugs Act 1975, using or selling cannabis is punishable by fines or imprisonment. However, in practice alternatives to prosecution are common. Police are able to exercise discretion to caution offenders, rather than arrest and prosecute, depending on circumstances. Another alternative exists in the Police Adult Diversion scheme, whereby a first-time offender may be “diverted” into a variety of avenues, such as community work, counselling, referral to agencies, or a donation to charity. If the requirements are met within a Court-specified time, the case is either withdrawn or dismissed (Laven 1996). Recent pilot programmes have extended the diversion programme to repeat offenders, rather than just first-time offenders (Triggs 1998). In a small number of non-diversion cases, judges can discharge offenders without conviction, but in 1998 this only comprised 1.2% of cannabis cases (Lash 2000). 

According to Ministry of Justice data, between 1990 and 1998 there was an average of 6,622 cases resulting in conviction each year, for all types of cannabis offences. Of those who were convicted of cannabis use in 1998, 2% were sentenced to imprisonment. Out of total cannabis convictions in 1998, 30% were concurrent with another more serious non-cannabis offence. In 1995, the most recent year for which re-offending data is available, most people (88%) convicted for offences involving cannabis use carried at least one previous criminal conviction (both drug and non-drug offences), 52% had previous drug offence convictions, and 12% were first-time offenders (Lash 2000; Ministry of Justice 2000).

4.2
Overview of policy options

The policies adopted by different jurisdictions vary considerably. Cannabis use also varies between countries, along with history and context of use; it is therefore difficult to assess the impact of such policies.

4.2.1
Prohibition

Under total prohibition, all possession and supply of cannabis is illegal. Total prohibition operates in most US states, Sweden, France, and England and Wales, although in some of these countries (such as England and France), alternatives to prosecution, such as cautions or referral, are possible (European Monitoring Centre for Drugs and Drug Addiction 1999; Hough 1996; Lenton et al. 2000). Supporters of prohibition say that it provides a symbolic deterrent to use, and limits the supply and availability of cannabis. It clearly meets international obligations under United Nations conventions.

4.2.2
Prohibition with exclusion for medicinal use

This policy allows for people with certain illnesses, who may benefit from cannabis use, to be prescribed or use the drug without prosecution. Such a policy has been adopted in some US states, including Alaska, Arizona, California, Nevada, Oregon and Washington in 1998 alone (Zeese 1999). This policy does not deal with recreational cannabis use, and does not tackle the black market in cannabis.

4.2.3
Prohibition with cautioning, diversion and referral

With this option, offenders are given a caution, and in some jurisdictions education or treatment, instead of being convicted. This option provides an alternative to court proceedings and the negative impact associated with a criminal record. A number of Australian states have already implemented cautioning policies including New South Wales, Victoria, Western Australia and Tasmania (See Appendix 1). All Australian states, with the support of the federal government, are implementing a formal policy of “diversion”, giving police and courts the option to direct minor drug offenders into compulsory assessment for treatment or education (Office of the Prime Minister 1999). Other countries (England and Wales, France and Sweden), operate under total prohibition policies, but also make some use of cautioning or referral (European Monitoring Centre for Drugs and Drug Addiction 1999; Hough 1996). 

Such systems can result in savings in drug enforcement and other costs. Referrals to education and treatment also have costs, but have the potential to enhance knowledge of the effects of use, and also change attitudes and behaviours. A cautioning system will however maintain a black market in the drug, by retaining penalties associated with growing and supplying cannabis. Some also suggest that such a system could be applied arbitrarily or inequitably by the police or judiciary (Lenton et al. 1999).

4.2.4
Prohibition with civil/administrative penalties (decriminalisation)

This policy option is what is generally referred to as decriminalisation. Under this option, minor cannabis offences become civil rather than criminal offences, and incur infringement notices. Such systems have been in place in three Australian states since the late 1980s (South Australia, Northern Territory and Australian Capital Territory), eleven US states from the 1970s (although one state, Alaska, recriminalised in 1990), and also Italy since 1992 (Abel and Casswell 1998a; Lindesmith Center 1998). Often such systems include possession of a small number of cannabis plants as civil rather than criminal offences. 

Evidence on the impact of decriminalisation is difficult to obtain since little evaluation analysis has been published.  Research from Australia and the United States has been interpreted as suggesting that this option does not in itself lead to higher rates of use (Donnelly and Hall 1994; Johnston et al. 1981; Single et al. 1999). Since 1995, use has increased across Australia (to a greater extent than has occurred in New Zealand), but until recently, analyses have shown no discernible pattern between states that have decriminalised and those that use other systems (Australian Institute of Health and Welfare 1999; Commonwealth Department of Health and Family Services 1996). However, data from 1998 indicates a substantial increase in use in the Northern Territory between 1995 and 1998, a period which was marked by the introduction of decriminalisation in that state in 1996 (Commonwealth Department of Health and Family Services 1996; Fitzsimmons and Cooper-Stanbury 2000). In the US, data from the 1970s found some increases in cannabis use in states that decriminalised in the 1970s, but greater increases occurred in other states (Single et al. 1999). More recent analyses however, using surveys from the 1980s and early 1990s, suggest decriminalisation may lead to increased use, indicated by higher levels of use among people (including young people) living in decriminalised states than those from prohibition states (Chaloupka et al. 1999; Saffer and Chaloupka 1999). 

Supporters of this option also argue it leads to savings in drug enforcement costs. However, the rate of payment of fines in South Australia has been consistently low, and those who do not pay (often those least able to pay) are liable for criminal prosecution. A related problem of ‘net-widening’, through fines being issued to people who previously would only have been warned, has also occurred in South Australia (Single et al. 1999). To counter these problems, the South Australian government in 1997 introduced payment of fines by instalment. A further option (although one that has not yet been implemented in South Australia) for countering such problems includes incorporating use of cautioning or referral into such systems. They also reduce the symbolic deterrence value of prohibition legislation.

It is possible that such systems, where they include possession of a small number of cannabis plants, could undermine the black market in cannabis. In South Australia for example, where possession of up to three plants incurs a fine rather than criminal conviction, 25% of cannabis users reported their main source of supply was cultivation (Lenton et al. 2000). In New Zealand by comparison, growing cannabis for personal use is rare: 90% of current users in 1998 grew none of their own cannabis supply, and only 3% grew all or most of their supply (Field and Casswell 1999b). 

4.2.5
Prohibition with an expediency principle

This is the system that is used in the Netherlands, and also in Denmark, Germany and Poland. In the Netherlands, cannabis use is illegal, but there is a formal policy of non-enforcement of minor cannabis offences (Krajewski 1999; MacCoun and Reuter 1997). Coffee shops have been established in the Netherlands, which are authorised to sell cannabis. 

Supporters of this system argue that this policy separates cannabis from more harmful hard drugs, and that it provides a more helpful environment for education and treatment. However, such systems are made possible in these countries a culture that has always had low rates of drug use, and by judicial systems where public prosecutors operate separately from the police. Additionally, policing priorities in the Netherlands are set at the local level in consultation between police, prosecutors and local mayors (Planije et al. 2000; Webb 2000). In New Zealand, where police undertake both arrest and prosecution, and where policing policy is set by Policy National Headquarters, a policy exactly the same as this one may not be feasible.

4.2.6
Partial prohibition

Under partial prohibition, use, possession and cultivation of small amounts of cannabis would be legal; but cultivation and possession of large amounts, and sale of any amount, would be illegal. This option has been recommended by official government inquiries in Canada (1972), the USA (1972) and Australia (1996), but has not been implemented in any of these countries. Until recently, such a policy operated to a limited degree in Spain, but the current system in Spain is closer to a civil/administrative penalties framework (Dorn and Jamieson 2000).

As this policy has rarely been implemented, there is insufficient data to draw any conclusions. Supporters argue such a policy would undermine the black market, reduce convictions and court costs, and enhance confidence in the law. Others argue this could symbolise a position in favour of cannabis use. Such an option would also conflict with UN Conventions. 

4.2.7
Regulation of production and distribution (legalisation)

This option would see cannabis become a regulated product on the open market, in the same way that tobacco and alcohol are. Supporters argue this would provide some measure of control over sale of cannabis, would eliminate many court cases, and could significantly undermine the cannabis black market. The extent that legalisation would reduce the illicit market is a matter of controversy, as the level of taxation and regulation of any legal market will increase the costs of using the legal market relative to the illicit market (Wilkins and Scrimgeour 2000).   For many consumers participating in the legal market will always exceed the cost of continuing to deal with the illicit market (eg. minors). Opponents of legalisation argue it is likely to lead to increases in availability and also promotion of use, which would result in increased use and increased risk of harm from the drug, undermining public health objectives. This policy has not been adopted in any industrialised country.

4.3
Assessment of Policy Options

The current policy in New Zealand is undoubtedly restricting access to cannabis and contributing to keeping levels of use well below those of the legal recreational drug alcohol. It is not clear to what extent changes in policy (other than granting cannabis equivalent status to alcohol) would increase access (both psychological and material). However, an increase in access is likely to be accompanied by an increase in use and related problems.

Policy options which reduce penalties for use of cannabis without providing for alternatives to the black market may result in an expansion and development of an illegal sector, such that it becomes an active player in the policy debate, as has apparently happened in the Netherlands.

Whichever policy options are adopted, communities in New Zealand will require funding from government to develop strategies to minimise and handle the problems around cannabis use at the local level. There are widely varying opinions as to whether the current illegal status or a policy change would best assist such community efforts. Such community-based initiatives should be supported from government funds.

The use of fines to fund education and/or treatment options has been mooted, but may be perceived as unfair since it penalises the user but leaves the industry untaxed. There is a precedent in the United Kingdom for the use of confiscated assets from drug dealers to be used for these purposes, and this might contribute some funding. In the four years since 1996/97 at least $2.5m has been paid to the Crown by the Official Assignee, using money confiscated under the Proceeds of Crime Act 1991. Most of this money comes from drug offences, which could be used to fund community initiatives to reduce harm arising from illicit drug use.

From a public health perspective, the option of making cannabis available as a legal, regulated product is not recommended.  A number of policy options have been accepted, although not welcomed, by the UN’s International Narcotics Control Board. The option of a regulated product is clearly not acceptable and the position vis a vis partial prohibition is unclear. 

While a form of decriminalisation like those operating in Australia is the policy change most often discussed, there is little evidence to support such systems in their current form as the lead policy option from a public health perspective. These reduce the stigma associated with cannabis convictions and can reduce some administrative costs of convictions.  However, fines impact most on people with lower incomes who are often subsequently convicted for non-payment.  Such systems may also result in ‘net-widening’ as fines are issued to people who would formerly have only received a warning and reduce the symbolic deterrence value of prohibition legislation.

Policies which rely on police discretion may also impact unfairly on the most disadvantaged groups. Without requiring law change, there are options for formalising police practices around law enforcement which might better reflect the communities’ increasing perception that current enforcement against possession is too heavy, and concerns over possession offences coming to the attention of the courts. 

5.
Recommendations 

Effective health promotion 

1. Fund a national community action and evaluation agency. Such an agency could facilitate collaborative meetings, hui and a shared website for feedback, documentation, provision of information and research findings for optimal programme development and transferability of effective strategies.

2. Fund community action initiatives to build community capacity to deal with cannabis issues.  These will include appropriate local media strategies to raise awareness, increase communication and reinforce health promotion messages. Evaluation of such initiatives suggests that this approach effectively engages communities in identifying issues and owning solutions.  They involve collaborative efforts in planning and implementing innovative and sustainable strategies to meet local needs, based on local knowledge and experience, as well as evidence-based research.  

3. Fund Maori owned and driven programmes. In communities with a significant Maori population, a kaupapa Maori or Maori-focused approach, consistent with Treaty of Waitangi principles, is required to ensure programme reach to marginalized groups, and uptake of proactive strategies to address problems associated with cannabis.

4. No use of mass media campaigns. Media is appropriately used only to meet specific needs at a targeted level rather than on a mass media scale.  Media campaigns or resources can have negative effects in normalising/encouraging use or in discrediting health education messages among some sectors.  

5. Funds obtained from confiscated assets of drug offenders be used to supplement government funding of community action programmes. The use of fines to fund drug education and/or treatment has been mooted.  This may be perceived as unfair as it penalises the user but leaves the suppliers untaxed.  Since 1996/97 at least $2.5m has been paid to the Crown by the Official Assignee, using money confiscated under the Proceeds of Crime Act 1991. Most of this money comes from drug offences, which could fund community initiatives to reduce harm arising from illicit drug use.

Cannabis Enforcement Policy

6. Maintain current legislative provisions of prohibition. From a public health perspective, prohibition provides a symbolic deterrence to cannabis use, by restricting the manner and location of use, and also restricting demand. It contributes therefore to lower levels of cannabis use, and therefore harm, relative to alcohol and tobacco.

7. Maintain current levels of enforcement against supply with focus on limiting involvement of organised criminal groups in the black market. Attention to large scale and organised breaches of the law will assist in limiting the social problems associated with the black market.

8. Institute on a trial basis and evaluate in the context of a community action project the following:

a. Formal police policy use of cautioning or formal warnings, by police for first-time minor cannabis offenders. Such systems can result in savings in drug enforcement and other costs, and in conjunction with treatment and education programmes, have the potential to enhance knowledge of the effects of use, and change attitudes and behaviours.

b. Use of diversion for subsequent minor cannabis offence. Expansion of this programme to include both first-time and subsequent marijuana offences may meet some concerns regarding the economic and social costs of cannabis convictions.

c. Expand the Diversion programme, with a greater emphasis on community service, education and treatment programmes, developed in conjunction with local communities.

9. Develop a multi party approach to drug policy. The effectiveness of interventions and policies to reduce cannabis related harm and enhance public health will rely on a sustained, coordinated and appropriately resourced strategy incorporating national and community-level activities. A multi-party consensus on cannabis policy will be essential to provide direction and support to such a programme.
Appendix 1: Cannabis cautioning programs in Australia

Cannabis cautioning programs have been recently established in a number of states in Australia including Victoria, Tasmania, Western Australia and New South Wales (Australian Bureau of Criminal Intelligence 2001).  These programs were brought about by policy initiatives rather than legislative changes.  The caution of an offender is at the discretion of the police officer, but strict criteria apply.  Most jurisdictions have a separate cautioning system for juvenile offenders, who are also dealt with separately in the rest of the judicial system.  Table 12 summarises the cautioning systems that are currently in operation.  

	Table 12: Cannabis cautioning programs, by State



	State
	Name of program
	Date introduced

	New South Wales
	Cannabis Cautioning Scheme
	3 April 2000 - began 12-month trial

	Victoria
	Cannabis Cautioning Program
	1 Sept 1998 – implemented state wide after a six month trial

	Western Australia
	Cannabis Cautioning and Mandatory Education System
	1 March 2000 – implemented after a 12 month trial

	Tasmania
	Cannabis Cautioning Program
	July 1998

	Main conditions and criteria for issue of caution

	- Issued for possession of up to 50 grams of cannabis (15 grams in New South Wales and 25 grams in Western Australia) for personal use only and possession of equipment for consumption.

- Adult Offender aged 18 or over (17 years in Victoria).

- Identity of offenders is confirmed.

- Consent of offender to caution.

- Offender not to have any other prior drug offences.

- Offender must admit to offence.

- Maximum of two cautions can be issued to one offender (except for Western Australia).

- No other offences or drugs involved at time of caution.

- Information on health and legal ramifications and referrals for counselling included with issue of caution

- Caution cannot be issued for possession of hashish or hash oil


Source: Australian Bureau of Criminal Intelligence, 2001
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� In the 1998 National Drug Survey, 20% of a sample of people aged 15-45 years had used cannabis in the last 12 months.  Based on the 1996 census, there about 1,690,000 people in this age group in New Zealand, which would mean there are approximately 338,000 people who used cannabis in the last 12 months.  


� In 1999, the police apprehended 12,000 people for the use of cannabis.  The likelihood of apprehension is therefore 12,000/338,000 or 4%.


� The spray formulation is a mixture of Roundup, Greenscape, blue dye and water (ESR, 1998).


� The report contains the caveat that for some of the sprays chemicals there were gaps in the available toxicological information, and the toxicological tests involved oral administration.  Direct exposure to the lungs could have effects that could not be anticipated by the tests, however, this probability is likely to be slight, particularly as such exposure would probably be low and be repeated only over a limited time period (ESR, 1998).  Subsequent comment by the Forensic Programme Manager, concurred that undue weight should not be attached to these caveats (Bedford, 1998).


� The definition of organised crime used by the police is fairly broad.  An early definition of organised crime used by the Organised Crime Project (OCP) was “Organised crime constitutes two or more persons engaged in continuing illegal activities for some purpose, irrespective of national boundaries.” (McCardle, 1999).  The emphasis is on the characteristics of organised crime, such as “continuity”, rather than size as a defining feature.  


� It is likely that the results from any survey of drug usage in a general population will under-estimate the true number of users. Illicit drug users are particularly hard to reach for research purposes, and therefore the actual prevalence of use could be higher than those shown by these survey results.


� Consumption figures are fractions of joints because cannabis is often smoked in groups.


� Assuming a daily cannabis user smokes an average of 0.9 joints per typical occasion.  A bullet of cannabis can be purchased for $20 (N.Z.) and contains enough cannabis for three cannabis cigarettes (NDIB, 2000).  A heavier cannabis user therefore spends approximately $6 a day, or $42 a week, on cannabis.  


� Assuming the average number of joints consumed on a typical occasion of 0.7 joints for all users, and consuming once every three days, with same price of one cigarette of $6.66, a cannabis user will spend approximately $1.50 per day, or $11 a week, on cannabis.


� A joint from a $20 bullet containing enough cannabis for 3 joints costs $6.66.  A joint from a $50 bag containing enough cannabis for 8 joints costs $6.25.  A joint from an ounce ($250) containing enough cannabis for 56 joints costs $4.46.  Finally a joint from a pound ($3,200) containing enough cannabis for 900 joints costs $3.55.  


� A more detailed paper on policy options can be found in: Field, A. & Casswell, S. (2000). Options for cannabis policy in New Zealand, Social Policy Journal of New Zealand. 14: 49-64.
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