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— THAILAND CANNABIS POLICY




CANNABIS

‘




Cannabis has been the most widely used drug in the world with an
estimated 4% of the global population aged 15-64 having used cannabis
before in 2019

In 2022, Canada and Uruguay are the only two countries in the world which have
allowed nationwide commercial sales of recreational cannabis.

Trends of cannabis use have been increasing globally by 18% between 2010 and
2019

The highest annual prevalence of cannabis use was in the Western countries and
Africa (9.4-14.5%) (UNODC, 2021)

The lower prevalence of cannabis use has been observed in Asian countries.

National Household Surveys on drug use in Thailand estimated the Thai population
aged 12-65 with annual cannabis use to be only about 1-2% in the past decade.



Legal status of medical cannabis across the world : 2021

- Red : Illegal and fully enforced

: Illegal but unenforced
: Decriminalized

Green : Medical as authorized by
a physician

Grey: Legalized
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Thailand to give away one million free cannabis plants
to households, minister says

By Heather Chen, CNN
(® Updated 0824 GMT (1624 HKT) May 11, 2022
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Thailand has allowed cannabis use for medical purposes since 2019 anc
Is the first country Iin Asia to allow cannabis sales and use for recreational
purposes nationwide in June 2022 (Thai Government Gazette, 2022).

The drug policy change towards softer measures on drugs in Thailand began in
2016, when the new Drug Act was first drafted as a measure to decriminalize and
reduce jail occupancy of people who used drugs in Thailand.

The Drug Act was then formally issued in 2019 for the first time in Thal modern
history to allow cannabis use for medical purposes and was renewed again In
2021 to fully exonerate the persons who used drugs as criminals.

In 2022, Thailand removed all parts of the cannabis plant from the illegal drug

list, making Thailand the first country In Asia to legalize cannabis use for
recreational purposes (no penalty).



INCREASED CANNABIS USE AND HARMS fft
IN THE US \E

| o

Increased cannabis use and/or cannabis use disorder (Hasin et al., 2019; Standeven
et al., 2020; Subbaraman & Kerr, 2020)

Increased cannabis harm (Madireddy et al., 2019, Pacek et al., 2020).

*l

IN CANADA |

Increased hospitalization or emergency department visits due to cannabis harms after
cannabis legalization (Myran et al., 2022; Zygmunt et al., 2021).



(e

Prevalence of past-year recreational cannabis “eating or drinking” in different age groups of ganunomsiusn
the Thai population aged 18-65 years across the three years between 2019 and 2021.

Past-year cannabis "eating / drinking"
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O
Prevalence of past-year recreational cannabis “smoking” in different age groups of the ﬂ@\mm
Thai population aged 18-65 across the three years between 2019 and 2021. "

Past-year cannabis "smoking”
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One of the most concerning issue Is the iIncreased trend of cannabis
smoking among Thai youths.

The US youth exposure to cannabis policy had an increased trend of cannabis use later in life
especially when they were subject to medical cannabis laws at a young age (Yu et al., 2020).

College students in the states with cannabis legalization used more cannabis than those without
(Bae & Kerr, 2020).

Increased cannabis routes/modes of administration were observed in Canadian youths after
cannabis legalization in 2018.

The multi-modal cannabis use (e.g., smoking, vaping, eating, or drinking) was associated with
other substance use and depressive symptoms (Zuckermann, Gohari, et al., 2021).

Studies In Canada showed the unchanged but still high prevalence of youth cannabis use
after cannabis legalization (Zuckermann, Battista, et al., 2021)

Moreover, an increased trend of cannabis use in pregnancy was reported in a population-based
study in Ontario, Canada (Corsi et al., 2019)



The timeline of the development of drug laws in Thailand started since the
vear 1922 when the Drug Act has been drafted and used with four
adaptations through the year 1978.

Thailand then issued another Drug Act in 1979 that had been used for more than 40 years
with several adaptations.

One of the landmarks of the Thai drugs policy was the declaration of War on Drugs in 2003
with a harsh measure on people who got involved with drugs, resulting in increased
crowdedness In prisons by inmates who were sentenced with drug crimes.

Although still using the Drug Act issued Iin 1979, Thailand then had the announcement
Number 108/57 by the National Council for Peace and Order (NCPO) in 2014 to
“decriminalize” persons who were arrested due to drug use for them to have a choice to get
treatment without penalty or criminal record.

In 2016, the decriminalization for drugs use in Thailand received more attention partly due
to the key persons working in the drugs control area in Thailand attended the Special
Session of the United Nations General Assembly (UNGASS) on the world drug problem and
started to draft the new Drug Act for Thailand.



Treatments for illegal substances in Thailand (budget year 2003 — 2020)
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Source figure : Adapted from Facts and Figures : Illegal Substances in Thailand 2020, Centre for Addiction Studies (CADS).
Source data : from https://antidrugnew.moph.go.th/Runtime/Runtime/Form/FrmPublicReport/ (access on Oct 13, 2020).
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Monthly arrests of illegal substances in Thailand (budget year 2015 - 2020)
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Source figure : Adapted from Facts and Figures : Illegal Substances in Thailand 2020, Centre for Addiction Studies (CADS).
Source data : public data from https://www.oncb.go.th/Home/Pages/DOC_narcotic_2563.aspx (Oct — Sep each year) (access on Oct 13, 2020).



Reports about accidental incidents of Thai people who used cannabis oil
to treat their medical conditions from mild to severe symptoms but then
had severe side effects were observed at the time of the allowance of
cannabis for medical purposes in 2019 (Pisuthipan, 2019).

At the time of the idea of decriminalization, academic and social movements also worked to

support the allowance of cannabis and kratom (Mitragyna speciosa) use for medical purpose
In Thailand.

In 2019, the Thai Drug Act 1979 (issue 7) allowed cannabis and kratom for medical use for
the first time in modern Thai history since the Cannabis Act, Kratom Act, Drug Act were
Issued Iin 1934, 1943 and 1979 respectively.

Through the publicization of health benefits of cannabis, a lot of patients with various
diseases sought to use cannabis products by themselves, by traditional medical practice or a
few by the official services (Assanangkornchai et al., 2022).



Cannabis-related harms




Cannabis amotivational syndrome

e Closely linked to chronic exposure to cannabis

e Withdrawal and giving up from daily activities

e Neglecting major roles and responsibilities

e Cognitive deficit similar to schizophrenia and depression

Validity : Unknown
Mechanism : Unknown

eReduce level of anandamide (endogenous cannabinoid)
eReduce level of CB1 receptors

Cannabis use is a cause, consequence, orcorrelation???



Using a genetic approach : Cannabis use is likely to increase the risk of

schizophrenia.
Analysis Cases Controls OR (95% CI)
Observational
Swedish Cohort 362 49.69 - 1.50 (1.10, 2.00)
Prosont meta-analysss 1326 58.263 —_— 1.43(1.19,1.67)
Causal
Conventonal MR U241 45604 - - 1.37 (1,09, 1.67)
Multivanable MR (tobacco adjusted) 34241 45604 L 1.41(1.09, 1.83)

T e . = 3. 31 =

0.9 10 12 14 1.6 18 20
r—
schizophronid decreased nsk of schizophrona incroased
OR (85% C1)

J Vaucher, et al. Mol Psychiatry. 2018 May; 23(5): 1287-1292.



Cannabinoid hyperemesis syndrome (CHS) I1 .‘I

e Cyclic attacks of nausea and vomiting X|’\\>
® Preceded by daily to weekly cannabis use, usually \)

accompanied by symptom i1mprovement with hot /
bathing, and resolution with cessation of cannabis. /

e Mechanism : Unknown

® Chronic consumption may cause certain receptors In the
brain stop responding to cannabis in the same way ?

e Hypothalamus involvement ?

J Forensic Sci. 2019; 64(1).270-4



Assessing Risk for Suicide Attempts
Mars B, et al. Lancet Psychiatry 2019;6 (April):327-337.

Risk factors for transition to first suicide attempt by age 21

GROUP 1

GROUP 2

-- =

Having Cannabis use 0.029
suicidal
thoughts at

age 16
e ETE Cannabis use 2.14 0.038

self-harm at
age 16

*Adjusted for demographics and other potential factors.



“Colorado experienced a fivefold greater prevalence of mental health
lagnoses in Emergency Department (ED) visits with cannabis-related

lagnostic codes compared to ED visits without cannabis-related diagnostic

C
C
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CHAED Cannabis Codes and Mental Health Diagnosis

---------- UCHED Partially Attributed to Cannabis and Psychiatric Diagnosis
95% Confidence Interval

Katelyn E. Hall et al. Acad Emerg Med. 2018 May; 25(5): 526-537

Mental Health Diagnoses with higher prevalence
ratio between 2012-2014 in the visits with
cannabis code than those without cannabis

e Schizophrenia and psychotic disorders

e Suicide and self-harm

e Mood disorders

e Personality disorders

e Adjustment disorders

e Developmental disorders

e ADHD, conduct, and disruptive behavior disorders

e Screening and history of mental health and substance
abuse codes

e Anxiety disorders

e Miscellaneous mental disorders



Edible marijuana

Drowsy
Hypotension
Hallucination
Ataxia

N/V
Palpitation

Smoke : Early onset (few min), peak 15 min, duration 3-4 hours

Oral : Late onset (20-60 min), duration 12 hours

Figure 2.

Edible Marijuana Calls Reported to US Poison Center By Year
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Edible marijuana calls reported to US poison centers per year from 2013 through 2015.



Cannabis harms

e Known (causal) impact on:

e Courses of psychosis

e Cannabis use disorders

e | ikely causal impact on:

e Lung cancer

e At least 50 more conditions are currently examined!

Fischer et al: MVAs (89-267 cannabis-attributable MVA fatalities in 2010), and lung cancer (130-280 deaths) are the only domains where cannabis-
attributable mortality is estimated to occur. While cannabis use results in morbidity in all domains, MVAs (6,800 — 20,500 injuries) and use disorders
(380,000 prevalence; 76,000-95,000 in treatment).

(Fischer et al., 2016; Imtiaz et al., 2016)



TABLE 1. FDA-Approved Medications for Treatment of Substance Use Disorders?

Medication Indication/Use Dosing Common Side Effects  Serious Side Effects Monitoring
Disulfiram Alcohol use 250 mg PO daily or Nausea, headache, Hepatotoxicity, LFTs at baseline, 2
disorder 500 mg PO M,W.,F sedation psychosis, weeks, 1 mo., and
neuropathy, optic g 6 mos.
neuritis
Naltrexone Alcohol and opioid 50 mg PO daily or Nausea, vomiting, Acute opioid LFTs at baseline, 1 mo.,,
use disorders 380 mg IM monthly headache, injection- withdrawal, and g 6 mos.;
site reactions hepatocellular injury,  suicidal thoughts
suicidality, injection- and behaviors
site cellulitis and
Necrosis
Acamprosate Alcohol use 666 mg PO TID Diarrhea, nervousness, Suicidality Suicidal thoughts and
disorder Insomnia, fatigue behaviors

Marc Manseau, M.D., M.P.H., and Michael Bogenschutz, M.D. Focus 2016; 14:333-342; doi: 10.1176/appi.focus.20160008



TABLE 1. FDA-Approved Medications for Treatment of Substance Use Disorders®

Medication Indication/Use Dosing Common Side Effects  Serious Side Effects Monitoring
Methadone Opioid use 80-120 mg PO daily  Sedation, constipation, Severe cardiovascular EKG, urine toxicology
disorder sweating problems, including

arrnythmias, cardiac
arrest, and QTc
prolongation;
hypotension, CNS
and respiratory

depression
Buprenorphine Opioid use 4-24 mqg SL daily Headache, nausea, Precipitated opiate Urine toxicology with
disorder (initial target dose is constipation, withdrawal upon buprenorphine
16 mg daily) sweating initiation metabolites

Marc Manseau, M.D., M.P.H., and Michael Bogenschutz, M.D. Focus 2016; 14:333-342; doi: 10.1176/appi.focus.20160008



TABLE 1. FDA-Approved Medications for Treatment of Substance Use Disorders®

Medication Indication/Use Dosing Common Side Effects  Serious Side Effects Monitoring
Nicotine Tobacco use Gum, 2-4 mg g Headache, iInsomnia, Nicotine toxicity, Heart rate, blood
replacement disorder 1 hr prn; lozenges, oropharyngeal iIncluding severe pressure,
therapy 2-4mgql-2hrprn; irritation, Gl distress headache, concomitant
- patch, /-21 mg arrhythmias, tobacco use
daily; inhaler, 6-16 dizziness, vomiting,
cartridges per day; and confusion

nasal spray, 1-2
sprays g 1 hr prn

Bupropion Tobacco use 150 mg PO BID Nausea, headache, Seizures, hypertension, Heart rate, blood
disorder anxiety, insomnia, tachycardia, pressure, weight,
anorexia, tremor suicidality, agitation suicidal thoughts
and hostility and behaviors,
agitation and
aggression
Varenicline Tobacco use 1 mg PO BID Nausea, Gl distress, Suicidality, agitation Suicidal thoughts and
disorder constipation, and hostility behaviors, agitation
Insomnia, headache and aggression

4 PO, by mouth; M, W, F, Monday, Wednesday, and Friday; LFTs, liver function tests; g, every; mo., month; IM, intramuscularly; TID. three times daily; QTc,
corrected QT interval; CNS, central nervous system; EKG, electrocardiogram; SL, sublingually; hr prn, hours as needed; Gl, gastrointestinal; BID, twice a day.

Marc Manseau, M.D., M.P.H., and Michael Bogenschutz, M.D. Focus 2016; 14:333-342; doi: 10.1176/appi.focus.20160008



Fig. 2. Netwark plot of agents included in the net.

work meta analysis.
Dronabinol Divalproex Sodium
Cannabidiol
DronabinoVLofexidine |
Buspirone
Escitalopram
Bupropion SR
FAAH-inhibitor

Fluoxetine

«ae Pharmacotherapy
studied for the
treatment of
— Pepian cannabis use

Flacebo
Nabilone

Nabhamols Nefazod%n - d i s O r d e r

Vilazodone

Gabapentin

Lithium

*Line thickness corresponds to the number of compansons.
*FAAH = fatty acid amyl hydroxylase

*SR = sustained release

*XR = extended release

A. Bahl A.C. Meyyqppan, ER. Hawlen e al. Insernagional Jowmal of Dreg Palicy 97 (2021)



Topiramate, nabilone (mimic THC) and FAAH reduced cannabis use

A. Balji A.C. Meyyappan, ER. Hawken et al.

Contrast Direct
to Placebo Comparisons Random Effects Model
Nabilone 1.00 -
Topiramate 1.00
FAAH-inhibitor 1.00 -
Fluoxetine 2.00 —+
Nabiximols 3.00 s
Gabapentin 1.00 '
Lithium 1.00 i
Oxytocin 1.00 | | +
-5 0 5

SMD 95%-Cl P-Score

-4.47 [-8.15; -0.79]
-3.80 [-7.06: -0.54]
-3.60 [-6.86: -0.35]

-2.30 [-4.75;
-1.45 [-3.32;
-0.88 [-4.09;
-0.43 [-3.65;
1.15 [-2.19;

Standardized mean difference for cannabis use

A. Bahfl A.C. Meyy@ppan, ER. Hawlen o al.
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International Journal of Drug Policy 97 (2021) 103295
Fig. 3. Forest plots of network meta-analyses

for reducing cannabis use (top) and retention
in treatment (bottom).

eernadonl Jowmal of Dreg Palicy 97 (2021)



Dronabinol (synthetic THC) increased treatment retention for cannabis

Contrast Direct

to Placebo Comparisons Random Effects Model RR 95%-C| P-Score
Topiramate 1.00 . 0.62 [0.42; 0.91) 0.89
Escitalopram 1.00 - = 0.63 [0.35; 1.11) 0.85
Gabapentin 1.00 * ! 0.64 [0.30; 1.37) 0.80
Vilazodone 1.00 -—t 0.70 [0.41; 1.21) 0.78
Nabilone 1.00 —t 0.80 [0.42; 1.52] 0.66
DronabinolLofexidine 1.00 — 0.88 [0.68; 1.15) 0.63
Oxytocin 1.00 ~—1 0.86 [0.53; 1.38] 0.62
Buspirone 2.00 0.96 [0.74; 1.23) 0.52
Venlafaxine XR 1.00 0.96 [0.71; 1.30 0.51
FAAH-inhibitor 1.00 0.99 [0.79; 1.24] 047
Fluoxetine 2.00 1.00 [0.89; 1.11) 0.46
Bupropion SR 2.00 1.06 [0.67; 1.67 0.39
Divalproex Sodium 1.00 1.15 [0.40; 3.31) 0.37
N-acetylcysteine 2.00 f 106 0.93: 121] 034
Nefazodone 1.00 1.13 [0.69; 1.83 0.32
Lithium 1.00 e 1.12 [0.79; 1.58 0.31
Alomoxetine 1.00 1.29 [0.60; 2.74] 0.25
Nabiximols 3.00 1+ 1.15 [0.92; 1.42) 0.25
Dronabinol 1.00 | l'+ | 1.27 [1.02; 1.57 0.14

0.5 1 2

Rate ratio for retention in treatment

A. Bahji A.C. Meyyqppan, ER. Hawlen & al. Insernagional Jowmmal of Drng Palicy 97 (2021)



Psychosocial Treatments
for Substance Use Disorders

CBT
MI/ MET
Contingency management

Residential treatment

Twelve-step groups or 12-step facilitation




Prevention intervention decreased cannabis use with sustained treatment effect

Study name Statistics for each study

Assessment Hedges's  Standard Lower Upper

g error Variance limit limit Z-Value p-Value

Elliot, 2012 Post-treatment (0349  0.130 0.017 0.094 0.604 2.682 0.007
Fang, 2010 Post-treatment (0 42] 0.197 0.039 0.035 0.807 2135 0.033
Schinke, 2009a Post-treatment 643 0068  0.005 0.510 0.776 9.495 0.000
Schinke, 2009b  Post-treatment () 168 0.083 0.007 0.005 0331 2016 0.044
Schwinn, 2010 Post-treatment (0,304 0.131 0017 0.048 0560 2329 0.020
Walton, 2014 Post-treatment (0,120 0.091 0.008 -0.060 0299 1310 0.190

POOLED 0.332 0.105 0.011 0.127 0537 3.175 0.001
Fang, 2010 Follow-up 0.655 0.198 0.039 0268 1.042 3.314 0.001
Schinke, 2009a Follow-up 0.180  0.066 0.004 0050 0310 2718 0.007
Schinke, 2000b Follow-up 0206  0.084 0007 0041 0371 2453 0014
Schwinn, 2010 Follow-up 0.305 0.131 0.017 0.048 0562 2329 0.020
Walton, 2014  Follow-up 0.140  0.075 0.006 -0.007 0287 1.861 0.063

POOLED 0224  0.055 0.003 0.116 0332 4.071 0.000

Hedges's g and 95% CI

-1.00

-0.50 0.00 0.50 1.00

Control Internet interventions

Fig. 2. Forest plot for cannabis use reduction in prevention interventions at post-treatment and follow-up (For interpretation of the references to colour in this figure

legend, the reader is referred to the web version of this article).

N. Basmparis, et al

Drug and Alcohol Dependence 200 (2019) 82-94



Treatment intervention decreased cannabis use but the effect did not sustained.

Study name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper
Assessment g error Variance limit limit Z-Valuep-Value

Becker, 2014a Post-treatment 0.000 0.164  0.027 -0.321 0.321 0.000 1.000
Becker, 2014b Post-treatment 0.000 0.167 0.028 -0.327 0.327 0.000 1.000
Chustoff, 2015 Post-treatment -0.050 0.174  0.030 -0.390 0.291 -0.286 0.775

Elliot, 2014 Post-treatment 0.032  0.112  0.013 -0.188 0252 0284 0.776
Gryczynski, 2016  Post-treatment 0.031  0.221  0.049 -0.403 0.465 0.139 0.890
Jonas, 2012 Post-treatment.0.306 0243  0.059 -0.782 0.170 -1.260 0.208 =
Kay-Lambkin, 2009Post-treatment 0.637  0.307 0.094 0.035 1240 2.074 0.038 - o
Lee, 2010 Post-treatment-0.002  0.108  0.012 -0.214 0.209 -0.023 0.982 ——
Ondersma, 2007  Post-treatment 0 414 0,199  0.040 0.024 0.804 2.081 0.037 —_———
Ondersma, 2014  Post-treatment 0.246  0.167  0.028 -0.081 0.574 1475 0.140 =
Palfai, 2014 Post-treatment-0.052  0.179  0.032 -0.403 0.300 -0.288 0.774 -
Rooke, 2013 Post-treatment 0.382 0.133  0.018 0.121 0.642 2875 0.004 ——
Schaub, 2015a Post-treatment 0.106  0.173  0.030 -0.233 0.446 0614 0.539 — e
Schaub, 2015b Post-treatment 0.046 0.176  0.031 -0.300 0.391 0258 0.796 i
Tossman, 2011 Post-treatment 0,196  0.059  0.004 0.080 0.312 3.315 0.00] -
Towe, 2014 Post-treatment 0735  0.226  0.051 0.292 1.178 3.249 0.001 — ]
Aaltn [} P ngt-treatment.) (10 () - (] (] MERETLY: () A o] AN (] /] p—
POOLED
Gryczynski, 2016 Follow-up 0.000 0221 0049 -0.434 0.434 0.000 1.000
Jonas, 2012 Follow-up 0.146 0.242 0.058 -0.328 0.620 0.603 0.547 ]
Kay-Lambkin, 2009F ollow-up 0.895 0.315 0.09% 0278 1511 2844 0.004 =
Lee, 2010 Follow-up -0.068 0.108 0.012 -0.280 0.144 -0.627 0.531
Ondersma, 2014  Follow-up 0.154 0.167 0.028 -0.172 0.481 0927 0.354
Palfai, 2014 Follow-up 0.060  0.179 0032 -0.411 0292 -0.332 0.740
Rooke, 2013 Follow-up 0.367 0.133 0.018 0.107 0.627 2.766 0.006
Towe, 2014 Follow-up 0.353 0.221  0.049 -0.079 0.785 1.600 0.110
Walton 20 Follow-up 20.056  0.138 0019 -0326 0.214 -0.404 0.686

Contral Internet interventions

Fig. 3. Forest plot for cannabis use reduction in treatment interventions at post-treatment and follow-up (For interpretation of the references to colour in this figure
legend, the reader is referred to the web version of this article).

N. Baumparis, et al Drug and Alcohol Dependence 200 (2019) 82-94



* CAGE Questionnaire
* The Michigan Alcoholism Screening Test

* The Alcohol Use Disorders Identification Test (AUDIT-C)
* The 10-item Drug Abuse Screening Test (DAST-10)

» The Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST)

* These and many other screening tools can be accessed
online on the Substance Abuse and Mental Health Services

Administration’s website: http://www.integration.
samhsa.gov/clinical-practice/screening-tools.

Marc Manseau, M.D., M.P.H,, and Michael Bogenschutz, M.D. Focus 2016; 14:333-342; doi: 10.1176/appi.focus.20160008



Ramifications of further medical and recreational
legalization of cannabis for the development of youth
and emerging adults

« Diversion of medical and recreational cannabis to
adolescents and emerging adults;

« Significant effect on academic functioning;

* Increase risk for psychosis and development of
schizophrenia;

* Legal record especially for minority adolescents and risk
of felony conviction for adults under age 21 years;

* Positive screens can impact on work and ability and job
status;
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Increases in MJ Use/Decrease in Perceived Risk

Use has increased as risk perception falls and falls when risk
perception rises

12th-grade Students

40

10

~*-=pPast Year Use

Percent

~*=pPearceived Risk
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Take home messages

Althought with some benefits, cannabis 1s harmful to physical
and mental health

Unlike alcohol, tobacco and opioids, cannabis use has no
conclusive pharmacotherapy.

Psychosocial intervention for prevention has a more
sustained outcome than treatment Intervention for
cannabis use.
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