
De: Adam, Marc-Antoine
Envoyé: 18 septembre 2017 13:24
A
Objet: N/Réf. : 1718-067 - Votre demande d’accès à l’information
Pièces jointes: 067-annexe.pdf; 067-document.pdf; 067-articles.pdf; AVIS DE RECOURS.pdf

du Com.S ex&utM

Québec

Objet: Votre demande en vertu de la Loi sur l’accès aux documents des organismes publics et sur la
protection des renseignements personnels (chapitre A-2. 1)

N/Réf.: 1718-067

Madame,

Nous donnons suite à votre demande d’accès du 21 août 2017, qui est formulée ainsi

« - f...] copie complète de toutes les lettres, correspondances du ministre responsable des Affaires
autochtones avec les personnes/organismes publics, firmes privées, fonctionnaires/ministères fédéraux à
Ottawa de même que les correspondances du ministre responsable des Affaires autochtones avec tout
groupe autochtone concernant le cannabis ou marijuana, et ce entre le 1er avril 2016 et le 14 août2017;

- [...]copie complète de toutes les lettres, correspondances du chef de cabinet du ministre responsable des
Affaires autochtones avec les personnes/organismes publics, firmes privées, fonctionnairesiministéres
fédéraux à Ottawa de même que les correspondances du chef de cabinet du ministre responsable des
Affaires autochtones avec tout groupe autochtone concernant le cannabis ou marUuana, et ce entre le 1er avril
2016 etle 14 août2017;

- f...] tout rapport, analyse ou étude détenus parle ministère à propos de la légalisation du cannabis.»

Nous vous informons que les recherches effectuées au ministère du Conseil exécutif n’ont pas permis de
trouver de document visé par les deux premiers points de votre demande.

Vous trouverez joints certains documents détenus par le ministère du Conseil exécutif à l’égard du troisième
point de votre demande.

De plus, conformément aux dispositions de l’article 13 de la Loi sur l’accès aux documents des organismes
publics et sur la protection des renseignements personnels, nous vous informons que certains documents
visés par ce point de votre demande sont diffusés sur Internet et sont disponibles aux adresses que vous
trouverez en annexe.

Nous vous informons également que certains documents détenus ne sont pas accessibles, et ce, en
application des articles 33, 37 et 39 de la Loi (chapitre A-21) ou ne peuvent vous être transmis puisqu’ils sont



formés en substance de renseignements confidentiels, et ce, en application de l’article 14 de la cette même
loi.

Certains documents détenus sont quant à eux couverts par le privilège de confidentialité de la relation avocat-
client et ne peuvent vous être transmis en vertu des dispositions de l’article 9 de la Charte des droits et
libertés de la personne (chapitre C-12) qui protègent le secret professionnel.

Finalement, nous vous informons que certains documents visés par ce point de votre demande relèvent
davantage de la compétence d’autres ministères et organismes. En vertu de l’article 48 de la Loi, nous vous
invitons à vous adresser aux responsables de l’accès de ces ministères et organismes, dont vous trouverez
les coordonnées en annexe.

Vous trouverez ci-joint copie de l’avis relatif au recours prévu à la section III du chapitre IV de la Loi, de même
que des articles de loi mentionnés à la présente.

Veuillez agréer, Madame, l’expression de nos sentiments les meilleurs.

Marc-Antoine Adam
Secrétaire général associé
Secrétariat du Conseil exécutif

Ministère du Conseil exécutif
835, boulevard René-Lévesque Est, 2 étage
Québec (Québec) G1A 1B4
Téléphone 418 643-7355
Courriel: marc-antoine.adammcegouv.cca

Avis important

Ce courriel est à usage restreint. S’il ne vous est pas destiné, veuillez, s.v.p. le détruite immédiatement et en informer
l’expéditeur.

Devez-vous vraiment imprimer ce courriel? Pensons à l’environnement!
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ANNEXE – 1718-065 
 

 
 
Documents disponibles sur Internet 
 
 
https://www.inspq.qc.ca/sites/default/files/publications/2193_legalisation_cannabis_fi
ns_non_medicales.pdf 
 
http://www.cmaj.ca/content/early/2015/09/21/cmaj.150657 
 
https://www.canada.ca/content/dam/hc-sc/documents/services/campaigns/27-16-
1808-Factsheet-The-Facts-fra-02.pdf 
 
http://www.tdpf.org.uk/sites/default/files/Cannabook%202nd%20Ed%20Digital.pdf 
 
http://botecanalysis.com/wp-content/uploads/2014/07/Lawful-Access-to-
Cannabis.Gains-Losses-and-Design-Criteria_Effects-of-Prohibition-Enforcement-and-
Interdiction-on-Drug-Use_Ending-the-Drug-Wars.Report-of-the-LSE-Expert-Group-on-
the-Econ-of-Drug_Jonathan-Caulkins_Mark-Kleiman_Jeremy-Ziskind_May-2014.pdf 
 
https://www.gnb.ca/legis/publications/RapportDuGroupeDeTravailDuNBLegalisationD
uCannabis.pdf 
 
https://www.canadianharmreduction.com/sites/default/files/BC2.pdf 
 
http://www.tdpf.org.uk/sites/default/files/Use-report-2016.pdf 
 
 
Coordonnées des responsables de l’accès 
 
Ministère des Finances 
 
Monsieur David St-Martin 
Responsable de l’accès aux documents 
Ministère des Finances 
12, rue Saint-Louis, bureau 2.04 
Québec (Québec) G1R 5L3 
Courriel : responsable.acces@finances.gouv.qc.ca 
 
Ministère de la Santé et des Services sociaux 
 
Monsieur Pierre Lafleur, sous ministre adjoint  
Ministère de la Santé et des Services sociaux 
1075, chemin Sainte-Foy, 4e étage 
Québec (Québec) G1S 2M1  
Courriel : Responsable.acces@msss.gouv.qc.ca 
 
Ministère de la Sécurité publique 
 
Monsieur Gaston Brumatti  
Responsable de l'accès aux documents et 
de la protection des renseignements personnels  
Direction générale des affaires ministérielles 
Ministère de la Sécurité publique 
2525, boulevard Laurier, 5e étage 
Tour des Laurentides  
Québec (Québec) G1V 2L2 
 
INSPQ 
 
Madame Julie Gauthier 
Institut national de santé publique du Québec 
Secrétaire générale 
945, av. Wolfe, 3e étage 
Québec (QC) G1V 5B3 
julie.gauthier@inspq.qc.ca 
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➢ There is growing evidence and awareness ThaT 
the prohibition of cannabis is not achieving its pur-
ported objective of reducing use and potential harms, 
and instead has had considerable adverse conse-
quences.1–3 Uruguay, Colorado, and Washington State 
are jurisdictions where regulatory regimes not based 
in criminal law have recently been established for 
cannabis. However, there is widespread uncertainty 
regarding the potential benefits and harms of a 
non-prohibition–based regulatory framework for can-
nabis. This paper addresses this uncertainty by pro-
posing a public health–oriented model for cannabis 
regulation that is derived from evidence-based recom-
mendations for public health approaches to alcohol and 
tobacco control.

Lessons learned from alcohol and tobacco control:  
a proposed regulatory model

A large body of research on alcohol- and tobacco- control 
measures to protect public health has been distilled 
in two key international evidence-based documents: 
Alcohol: No Ordinary Commodity, by Babor and col-
leagues4 and the WHO Framework Convention on To-
bacco Control (FCTC).5 Drawing upon these sources, 
we constructed comparative tables organized accord-
ing to the public health–oriented regulatory framework 
for psychoactive substances proposed by the Health 
Officers Council of British Columbia.6 This framework 
proposes controls with respect to availability, access-
ibility, supply, purchase, consumption, and use, as well 
as measures to reduce demand.

Tables 1 through 4 list evidence-based regulatory 
strategies for alcohol and tobacco from Babor and col-
leagues4 and the FCTC 5; these recommendations are 
also summarized in Box 1. In this article, we examine 

Box 1
Summary of evidence-based regulatory strategies*

Availability and accessibility (see Table 1)

 ➣ Establish a government monopoly for retail sales. 

 ➣ Place a ban on sales.

 ➣ Limit the hours and days of sales and restrict the number and 
density of commercial outlets. 

 ➣ Prohibit sales to young people. 

 ➣ Use pricing and taxation to infl uence consumption patterns.

Purchase, consumption, use (see Table 2)

 ➣ Establish a minimum purchase age.

 ➣ Limit maximum purchase quantities. 

 ➣ Set minimum purchase quantities.

 ➣ Restrict smoking so that non-smokers are not aff ected.

 ➣ Implement impaired-driving measures.

Supply (see Table 3)

 ➣ Regulate product constituents and emissions.

 ➣ Ban modifi cation of products to appeal to young people. 

Demand (see Table 4)

 ➣ Prohibit or strictly limit product promotion.

 ➣ Include prominent health warning labels.

 ➣ Require disclosure of information about ingredients and 
emissions.

* From Babor and colleagues4 and the WHO Framework Convention 
on Tobacco Control 5
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on availability; (3) limiting the number of sales outlets 
and their hours and days of business; and (4) having 
better-trained staff to reduce the likelihood of sales to 
minors.7 (See Table 1.)

We suggest that jurisdictions develop similar legis-
lation and regulatory oversight with respect to can-
nabis, such as by establishing a governing body (e.g., 
a provincial “Cannabis Control Commission”) with a 
clear mandate explicitly guided by public health goals. 
Generating government revenue should not be a pri-
mary driver of the policies of such a commission, which 
should operate at arm’s-length from government to 

how these measures could be applied to cannabis. Where 
there are gaps in the regulatory recommendations, we 
propose measures that would be consistent with the ob-
jective of protecting public health.

Availability and accessibility 

Control structure. Experience has shown that a govern-
ment monopoly can be effective in limiting alcohol con-
sumption and related harms by (1) reducing the profit 
motive to promote sales and thereby encourage con-
sumption; (2) reducing the political influence of special 
interests that would benefit from relaxed restrictions 

Table 1 

Availability and accessibility: evidence-based regulatory strategies for alcohol and tobacco

Policy category Alcohol * Tobacco†

Government monopoly 
on retail sales

Moderate eff ectiveness in limiting consumption 
and harm. Benefi cial eff ects are increased by public 
health and public order goals.

Not mentioned.  

Ban on sales High degree of eff ectiveness in reducing 
consumption and harm, but often with adverse 
side-eff ects related to the black market, which 
is expensive to suppress. Ineff ective without 
enforcement.

Not mentioned.

Hours and days of sale 
restrictions

Moderate eff ectiveness where changes in trading 
hours meaningfully reduce availability or where 
problems such as late-night violence are specifi cally 
related to hours of sale.

Not mentioned.

Restrictions on density 
of outlets

Moderate eff ectiveness for both consumption and 
social problems. Changes to outlet numbers aff ect 
availability most in areas with low prior availability, 
but bunching of outlets into high-density 
entertainment districts can be associated with 
public order problems and violence.

Not mentioned.

Sales by young people Not mentioned. Prohibit sales by people under a certain age. 
(Article 16, s. 7)

Taxes as a means to 
infl uence price

High degree of eff ectiveness in reducing 
consumption and harm. Eff ectiveness depends 
on government oversight and control of the total 
supply. 

Implement tax and price policies that contribute 
to the health objectives aimed at reducing 
consumption, particularly by young people, and 
prohibit or restrict tax and duty-free importation by 
travellers. (Article 6, s. 1, 2)

Minimum price No controlled studies / insuffi  cient evidence. The 
logic of this strategy is based on price theory, 
but there is very little evidence of eff ectiveness. 
Competition regulations and trade policies may 
restrict implementation unless the minimum price 
is achieved through taxation policy.

Not mentioned.

Diff erential price by 
beverage

Limited eff ectiveness. Higher prices for distilled 
spirits shifts consumption to lower-alcohol content 
beverages, resulting in lower overall consumption. 
Evidence for the impact of tax breaks on low-
alcohol products suggests a benefi t.

Not mentioned.

* Eff ectiveness statements are based on Babor and colleagues, table 16.1, p. 240.5  
† Paraphrased from the WHO Framework Convention on Tobacco Control.6
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out a form to access behind-the-counter cannabis; this 
could include a declaration that the cannabis is in-
tended only for the purchaser or for others of legal age. 
Also, rationing has been found to be moderately effect-
ive, especially for heavy drinkers (see Table 2), and so 
we propose that customers would be allowed to make 
purchases only up to a certain amount (e.g., 10 grams 
a day). This small volume would also prevent the pur-
chased cannabis from being diverted to young people 
or traded in an unregulated market. 

Cannabis use locations. The public use of alcohol and 
tobacco is contentious, and issues related to the public 
use of cannabis will no doubt arise in cannabis public 
use policy. Although public drinking is widely restrict-
ed in Canada, there is insufficient evidence of the pub-
lic health effectiveness of bans on public drinking (see 
Table 2). With respect to tobacco, restrictions on the 
location of use are driven by the health hazards of en-
vironmental (second-hand) tobacco smoke. Given our 
lack of knowledge about the effects of environmental 
cannabis smoke—two recent reviews2,8 of health effects 
contain no mention of the specifc effects of cannabis 
smoke—and the public health concern about exposure 
to any type of smoke, we propose that cannabis smok-
ing be restricted to licensed locations or to private 
homes. The health of workers at cannabis use locations 
could be protected by providing separate, ventilated 
spaces for customers and prohibiting cannabis smok-
ing by workers on shift.

Cannabis lounges should have a standardized, neu-
tral, external and internal appearance, should be free of 
promotional materials or activities, and should display 
health promotion and referral information prominent-
ly. These locations would thus also offer the opportun-
ity for public health promotion by providing a central, 
accessible, and social venue through which informa-
tion dissemination and demonstration of potential 
harm reduction and health promotion approaches can 
occur, such as encouraging the use of smokeless modes 
of cannabis consumption that may reduce exposure to 
particulates.9

To support the public health objective of separating 
cannabis, alcohol, and tobacco consumption, no alco-
hol or tobacco use should be permitted in public canna-
bis use locations. 

Consumption locations would obtain their supply 
from the commission, would be permitted to sell to 
customers, would have restrictions on the size of the 

allow for stability and clarity of focus, to provide insu-
lation from industry influence, and to resist the pres-
sures of revenue-generation imperatives that would 
undermine the protection of public health.  

The commission would control cannabis production, 
packaging, distribution, retailing, and revenue allo-
cation and would play an important role in reducing 
demand. Processing and packaging would be done 
according to set standards in commission-licensed  
facilities. Direct sales from producers to retailers or 
consumers would not be allowed.  

Provision to consumers. Cannabis would be sold only 
through commission-operated or licensed outlets ex-
plicitly designed and required by law to support public 
health objectives. To minimize cannabis promotion, a 
standardized, neutral (i.e., bland-looking) and non-pro-
moting environment for cannabis sales would be re-
quired. The clustering of cannabis outlets would not be 
allowed, as an aggregate presence could have undesir-
able effects on neighbourhoods, and outlets would be 
prohibited within 500 metres of a school, playground, 
or alcohol retail outlet.  

Health promotion messages would be prominently 
displayed, and would include information about the 
laws against and risks of driving or operating heavy 
machinery while intoxicated. Information and referral 
mechanisms for cannabis dependency treatment would 
also be standardized and prominently displayed.

In line with evidence in relation to alcohol on the ef-
fectiveness of restricting the hours of sale (see Table 1), the 
hours of business of cannabis outlets would be limited.

Price. There is strong evidence that taxation and price 
are important elements of a strategy to reduce alcohol 
consumption and tobacco use (see Table 1). Pricing and 
taxation policy should be balanced to establish a pricing 
structure that competes with the illegal market and al-
lows for the needs of patients using cannabis for thera-
peutic purposes, while ensuring a sufficiently high price 
to restrict youth access and limit overall consumption. 

Purchase, consumption, use 

Purchase. A minimum purchase age for alcohol and 
tobacco products has been found to be an important 
strategy for controlling these substances (see Table 2). 
Similarly, the model for cannabis regulation that we 
propose would require sales to be limited to those over 
a specified age (e.g., 19). Purchases could involve filling 



Open Medicine 2014;8(2)e76

Analysis and Comment                                                                                                                                                                                                                   Haden and Emerson

outlet and its days and hours of operation, and would 
be required to establish “good neighbour” agreements. 
Training would be required in recognizing and inter-
vening with people experiencing problems related to 
their consumption patterns. No “special price reduc-
tions” or “happy hour discounts” would be permitted. 

Supply 
Although Babor and colleagues4 and the FCTC5 pro-
vide no guidance with regard to public health–oriented 
regulatory recommendations for the supply of alcohol 
and tobacco, supply management is an implicit feature 
of the government monopoly favoured for public health 

Table 2

Purchase, consumption, use: evidence-based regulatory strategies for alcohol and tobacco

Policy category Alcohol * Tobacco†

Legal purchase age High degree of eff ectiveness in reducing traffi  c fatalities and other harms 
with minimal enforcement, but enforcement substantially increases 
eff ectiveness and cost.

Prohibit the sales of tobacco products to persons 
under a set age.  These measures may include 
signage about the prohibition of tobacco sales to 
minors, requiring identifi cation, banning direct 
access such as to store shelves, and ensuring that 
vending machines are not accessible to minors. 
(Article 16, s. 1)

Rationing Moderate eff ectiveness, especially for heavy drinkers. Not mentioned.

Size of purchase 
limitations

Not mentioned. Prohibit sale of individual cigarettes or small 
packets that increase aff ordability for minors. 
(Article 16, s. 3)

Bans on public 
consumption

No controlled studies / insuffi  cient evidence. Bans aff ect young or 
marginalized high-risk drinkers and may displace harm without 
necessarily reducing it.

Implement measures providing for protection 
from exposure to tobacco smoke in indoor 
workplaces, public transport, indoor public places 
and other public places. (Article 8, s. 1, 2)

Driving-related 
measures

• Sobriety checkpoints: moderate eff ectiveness. Police campaigns are 
typically eff ective only in the short term.  Deterrence is proportional to 
frequency of implementation and high visibility.

• Random breath tests: high degree of eff ectiveness. Eff ectiveness 
depends on the number of drivers directly aff ected and on the extent of 
consistent and high-profi le enforcement.

• Lowered BAC limits: high degree of eff ectiveness. The lower the 
BAC limit, the more eff ective the policy.  Very low BAC limits (“zero 
tolerance”) are eff ective for youth and can be eff ective for adult drivers, 
but BAC limits below 0.02 are diffi  cult to enforce.

• Administrative licence suspension: moderate eff ectiveness. When 
punishment is swift, eff ectiveness is increased.  Eff ective in countries 
where it is applied consistently.

• Low BAC for young drivers: high degree of eff ectiveness. Clear evidence 
of eff ectiveness for those below the legal drinking or alcohol purchase 
age.

• Graduated licensing for novice drivers: moderate eff ectiveness. Can be 
used to incorporate lower BAC limits and licensing restrictions within 
one strategy.  Some studies note that “zero tolerance” provisions are 
responsible for this eff ect. 

• Severity of punishment: lack of eff ectiveness / limited eff ectiveness.
Mixed evidence concerning mandatory or tougher sanctions for drunk-
driving convictions.  Eff ects decay over time in the absence of renewed 
enforcement or media publicity.

• Mandatory treatment of drunk-driving repeat off enders: limited 
eff ectiveness—punitive and coercive approaches have time-limited 
eff ects, and sometimes distract attention from more eff ective 
interventions.

Not mentioned.

BAC = blood alcohol concentration
* Eff ectiveness statements are based on Babor and colleagues, table 16.1, p. 240.4  
† Paraphrased from the WHO Framework Convention on Tobacco Control.5
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purposes and has been strongly recommended as a 
component of a public health approach to tobacco.10,11   

Production. To control supply, the commission would 
be the only organization authorized to purchase canna-
bis from licensed growers, to import it into a province, 
and to supply retailers. Supply management systems 
similar to agriculture marketing boards could be es-
tablished to manage the supply and protect small pro-
ducers. People would be allowed to grow cannabis for 
their own personal consumption but not to resell it; 
this would be similar to the home brewing of beer and 
wine, which does not require a licence. To legally grow 
cannabis for the purpose of selling it would require a  
licence and adherence to processes to ensure quality 
and safety. This model of for-profit private growers 
with controlled distribution and retailing is similar to 
the provincial or state alcohol monopolies and models 
that have been proposed for tobacco.10,11

Many public health problems are determined by so-
cial and economic factors,12 particularly unequal wealth 
distribution.13 An equitable approach to the distribu-
tion of cannabis-related wealth that supported many 
small-scale growers and producers and prevented large 
concentrations of wealth by multinational corporations 
would be consistent with the promotion of public health 
goals: the formulation of cannabis policy should be 
alert to the potential for multinational corporations to 
economically exploit the legitimization of the cannabis 
trade and subsequently exert profit-motive-driven pres-
sure on public health policy related to cannabis control.

Product. The FCTC requires that constituents and emis-
sions of tobacco products be regulated (see Table 3). 

Similar requirements should be applied to cannabis. 
The concentration of the psychoactive ingredient del-
ta-9-tetrahydrocannabinol (THC) has been noted to 
have increased over the years,14 likely for a variety of 
reasons (e.g., increased effect per dose, easier storage 
and transport). This parallels the availability of con-
centrated alcohol products that emerged during the 
Prohibition era, when illegal dealers preferred to im-
port and transport spirits rather than beer and wine 
because moving smaller volumes helped them avoid 
detection.15 Concentrated products increase the risk of 
harm and are often not preferred by users. It has been 
observed in the Netherlands, where cannabis is de facto 
legal, that users prefer relatively lower THC concentra-
tions.16 In this model, retailers could sell a variety of 
strains with clearly labelled concentrations of THC in 
both smokable and edible products.

Only bulk products should be made available, to 
allow individuals to determine their dose rather than 
being exposed to a predetermined per-unit dose, as is 
the case with manufactured cigarettes. This would also 
prevent the potential for attractively marketing canna-
bis as cigarette-like products. Processed products (e.g., 
tinctures, cookies) packaged in child-proof containers 
and prepared according to specific regulatory require-
ments should also be available to avoid the harms of 
smoke inhalation. 

Demand drivers 

Promotion and packaging. Recommendations to lim-
it advertising, promotion, and sponsorship as a means 
of reducing psychoactive substance use and harms are 
well supported by research evidence (see Table 4). This 
suggests that one of the most important lessons of the 

Table 3

Supply: evidence-based regulatory strategies for alcohol and tobacco

Policy category Alcohol * Tobacco†

Government control 
of production and 
manufacturing 

Not mentioned.  Not mentioned.  

Regulation of product 
constituents

Not mentioned. Establish guidelines for testing and measuring 
contents and emissions, and for regulation of 
contents and emissions. (Article 9)

Regulation of product so it 
is not attractive to youth

Special or additional taxation on “alcopops” 
(“coolers” ) and other youth-oriented beverages: 
limited eff ectiveness—evidence that higher 
prices reduce consumption by young drinkers 
without complete substitution; no studies on 
impact on harms.

Prohibit manufacture and sale of sweets, snacks, 
toys or any other objects in the form of tobacco 
products that appeal to minors. (Article 16, s.1)

* Eff ectiveness statements are based on Babor and colleagues, table 16.1, p. 240.4  
† Paraphrased from the WHO Framework Convention on Tobacco Control.5
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commercialization of tobacco and alcohol is that prod-
uct promotion is a significant driver of consumption 
and related harms. Branding of products is critical to 
promotion—and, once branding is allowed, promotion 
is very difficult to prevent. Therefore, all branding and 
promotion of cannabis products should be prohibited, 
and plain packaging should be required (i.e., no logos, 
brand names, or colourful packaging).

Labelling about product constituents and health 
risks are considered important to prevent the harms 
of tobacco (see Table 4). For cannabis, the pack-
aging should describe the concentration of important 

constituents and the strain, and should include dom-
inant, standardized warning labels that mention the 
respiratory irritation of inhaling smoke, using cannabis 
with alcohol, using cannabis while driving or operating 
other machinery. 

Public education. Demand could be tempered through 
evidence-based public and school education, but such 
efforts should avoid large public anti-cannabis preven-
tion campaigns, which have been shown to have the 
potential to unintentionally stimulate interest in and 
actually increase the use of cannabis.17,18

Table 4

Demand: evidence-based regulatory strategies for alcohol and tobacco

Policy category Alcohol * Tobacco†

Restrictions on promotion 
(marketing, advertising, 
sponsorship, labelling, 
etc.)

Legal restrictions on exposures: limited/moderate 
eff ectiveness.  There is strong evidence of a 
dose-response eff ect of exposure on young 
people’s drinking, but evidence of only a small or 
insignifi cant eff ect on per-capita consumption 
from partial advertising bans; advertising bans or 
restrictions may shift marketing activities to less 
regulated media (e.g. Internet).

Legal restrictions on content: no controlled 
studies / insuffi  cient evidence. Evidence that 
advertising content aff ects consumption, but no 
evidence of the impact of content restrictions as 
embodied in industry self-regulation codes.

Alcohol industry’s voluntary self-regulation 
codes: lack of eff ectiveness. Industry voluntary 
self-regulation codes of practice are ineff ective 
in limiting exposure of young persons to alcohol 
marketing, nor do they prevent objectionable 
content from being aired.

Comprehensively ban advertising, promotion and 
sponsorship, including cross-border bans. If this 
is not possible, apply restrictions, including the 
prohibition of all forms of advertising, promotion, 
and sponsorship that promote a product by any 
means that is false, misleading, deceptive, or 
likely to create an erroneous impression about its 
characteristics, health eff ects, hazards, or emissions; 
require that warnings accompany all promotion; 
restrict the use of incentives that encourage 
purchase; require the disclosure of expenditures by 
the industry on promotion; restrict promotion on 
radio, television, print media the Internet; restrict 
sponsorship of international events. 

Ensure that product packaging and labelling do 
not promote a product by any means that are 
false, misleading, deceptive, or likely to create an 
erroneous impression about its characteristics, 
health eff ects, hazards or emissions, including by 
any means that directly or indirectly creates the false 
impression that one product is less harmful than 
others. These may include terms such as “low tar,”  
“light,”  “ultra-light,” or “mild”.  (Articles 11 and 13) 

Bans on price discounts 
and promotions

No controlled studies / insuffi  cient evidence: only 
weak studies in general populations of the eff ect of 
restrictions on consumption or harm; eff ectiveness 
appears to depend on availability of alternative 
forms of cheap alcohol.

Prohibit distribution of free products. (Article 16 s. 2)

Warning labels and signs Lack of evidence of benefi t. Labels and signs raise 
public awareness but do not change drinking 
behaviour.

Ensure that each package and any outside 
packaging and labelling carry health warnings 
describing the harmful eff ects and other 
appropriate messages. (Article 11 s. 1, 3, 4)

Information about 
product on packages

Not mentioned. Each package and outside packaging and labelling 
shall contain information on relevant constituents 
and emissions. (Articles 10 and 11)

* Eff ectiveness statements are based on Babor and colleagues, table 16.1, p. 240.4

† Paraphrased from the WHO Framework Convention on Tobacco Control.5
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Dedicated revenue
The revenue raised from cannabis regulation should 
be used for health and social initiatives such as early 
childhood development, education, housing for mar-
ginalized people and improving mental health and ad-
dictions services. 

Conclusion

Public support for cannabis “legalization” is growing, 
in part because of increasing recognition of the lack of 
effectiveness and the harms of cannabis prohibition, 
together with the pressing need for proactive measures 
based on a public health approach. Otherwise, a com-
mercial exploitation model may result, such that public 
health and social problems similar to those associated 
with alcohol and tobacco will be repeated. 

In Canada there are legal mechanisms that could 
allow a cannabis regulation pilot project in a province 
without violating federal laws, such as by obtaining 
a Controlled Drugs and Substances Act19 section 56 
exemption (see Box 2) and/or using the exemption and 
regulation provisions of section 55. Such exemptions 
could allow a province to establish a province-level 
scientific project, explicitly guided by public health ori-
ented goals and objectives, with allowance for specific 
demonstration sites in accepting communities.

Changes to cannabis regulation will require detailed 
analysis grounded in the experience with alcohol and 
tobacco as described by Rolles,20 and must include 
rigorous evaluation to monitor for unintended conse-
quences, potential harms, and anticipated benefits of a 
new regime.
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POINT-COUNTERPOINT

Cannabis Legalization With Strict Regulation, the
Overall Superior Policy Option for Public Health
J Rehm1,2,3,4,5 and B Fischer1,4,6

Cannabis is the most prevalently used drug globally, with many jurisdictions considering varying
reform options to current policies to deal with this substance and associated harm. Three policy
options are available: prohibition, decriminalization, and legalization, with prohibition currently the
dominant model globally.1 This contribution gives reasons why legalization with strict regulation
should be considered superior to other options with respect to public health in high income
countries in North America.

CANNABIS: THE MOST PREVALENTLY
USED ILLEGAL DRUG
Even though global use figures seem to
slightly decrease, cannabis was by far the
most commonly used illegal drug in the
year 2012,2 and North America was no
exception with overall higher use levels than
the global average (for United States3: for
Canada: http://www.hc-sc.gc.ca/hc-ps/
drugs-drogues/stat/_2012/summary-somm-
aire-eng.php). Moreover, cannabis use levels
have been traditionally higher in North
America than in most countries, and have
recently increased—at least in the United
States—compared with global trends
(http://www.drugabuse.gov/publications/
drugfacts/nationwide-trends). According to
the above estimates from the United
Nations Office on Drugs and Crime,2 3.8%
(95% confidence interval [CI]: 2.7%–4.9%)
of the global population, or 177.6 million
people (95% CI: 125.3–227.3 million),
between 15 and 64 years of age used canna-
bis in the past year in 2012. The same
report explicitly warns about the potential

impact of legalization on overall cannabis-
related harms and future use levels.

THE CURRENT LEGAL SITUATION
Cannabis is governed by the international
drug control conventions, which most of
the world’s nations have signed and corre-
spondingly implemented into national pro-
hibition laws extending to both use and
production/supply. Recreational cannabis
use and distribution has recently been for-
mally legalized under certain restrictions by
public referenda in two US states (Colo-
rado, Washington), and a law for similar
reforms has been passed in the country of
Uruguay. These steps clearly seem to con-
travene the 1961 Single Convention on
Narcotic Drugs, but also Article 3 of the
1988 United Nations Convention against
Illicit Traffic in Narcotic Drugs and Psy-
chotropic Substances (for the exact text and
additional literature to all topics discussed
see Table 1). It is uncertain, however,
whether or how the United Nations’ drug
control treaties will and could be enforced

toward the jurisdictions where cannabis has
been legalized.
It is also too early to draw definitive con-

clusions on the impact of these legalization
reforms on levels of cannabis consumption
or harm.2 Unquestionably, at least the US
states have put no emphasis on control of
consumption, and the public health agenda
did not play a major role so far in the
implementation of the respective legaliza-
tion frameworks; instead, aspects of com-
mercialization and tax revenue generation
seem to have dominated and continue to
dominate the decision-making. However,
as it is argued in the following, aspects on
actual design and implementation likely
play a crucial role in determining public
health consequences of cannabis policy
reform including but not limited to the
legalization.

CANNABIS AND PUBLIC HEALTH
Why is the public health agenda important
for cannabis? Cannabis is a psychoactive
substance, which can cause considerable
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health harms.4 From a public health per-
spective, with overall harm occurring at a
lower rate than for other substances, most
attributable mortality seems to be caused
by means of motor-vehicle accidents, and

most morbidity and disability by means of
cannabis use disorders, with lung cancer
and psychosis (schizophrenia) being the
other public health relevant health harms5

for a crude quantification for Canada.

However, cannabis use does not only cause
health harm: under a system of prohibi-
tion, the enforcement of cannabis laws
results in extensive costs, and in high levels
of arrests and criminal records in the

Table 1 Additional literature for the various topics discussed
Current legal situation

Centre for Addiction and Mental Health. Cannabis Policy Framework (Centre for Addiction and Mental Health, Toronto, Canada, 2014). <http://www.
camh.ca/en/hospital/about_camh/influencing_public_policy/Documents/CAMHCannabisPolicyFramework.pdf>

Hickenlooper, G.J. Experimenting with pot: the state of Colorado’s legalization of marijuana. Milbank Q 92, 243–9 (2014).

Pardo, B. Cannabis policy reforms in the Americas: a comparative analysis of Colorado, Washington, and Uruguay. Int J Drug Policy 25, 727–35.

Room, R. Legalizing a market for cannabis for pleasure: Colorado, Washington, Uruguay and beyond. Addiction 109, 345–51 (2014).

United Nations Office on Drugs and Crime. The International Drug Control Conventions (United Nations, New York, 2013).

Cannabis and public health

Anthony, J. The epidemiology of cannabis dependence. In Cannabis Dependence: It’s Nature, Consequences and Treatment (eds. Roffman, R. and Ste-
phens, R.) 58–95 (Cambridge University Press, Cambridge, UK, 2006).

Asbridge, M., Hayden, J.A. & Cartwright, J.L. Acute cannabis consumption and motor vehicle collision risk: systematic review of observational studies
and meta-analysis. BMJ 344, e536 (2012).

Callaghan, R.C., Allebeck, P. & Sidorchuk, A. Marijuana use and risk of lung cancer: a 40-year cohort study. Cancer Causes Control 24, 1811–20
(2013).

Fischer, B., Rehm, J. & Hall, W. Cannabis use in Canada: the need for a “public health” approach. Can J Public Health 100, 101–3 (2009).

Golub, A., Johnson, B.D. & Dunlap, E. The race/ethnicity disparity in misdemeanor marijuana arrests in New York City. Criminol Public Policy 6, 131–
64 (2007).

Hall, W. & Degenhardt, L. Adverse health effects of non-medical cannabis use. Lancet 374, 1383–91 (2009).

Lev-Ran, S., Imtiaz, S., Rehm, J. & Le Foll, B. Exploring the association between lifetime prevalence of mental illness and transition from substance
use to substance use disorders: results from the National Epidemiologic Survey of Alcohol and Related Conditions (NESARC). Am J Addict 22, 93-8
(2013).

Nutt, D. Drugs Without the Hot Air (UIT Cambridge Ltd., England, 2012).

Rehm, J. et al. The costs of alcohol, illegal drugs, and tobacco in Canada, 2002. J Stud Alcohol Drugs 68, 886–95 (2007).

Rehm, J., Lachenmeier, D.W. & Room, R. Why does society accept a higher risk for alcohol than for other voluntary or involuntary risks? BMC Medicine
12, 189 (2014).

Wortley, S. & Owusu-Bempaha, A. The usual suspects: police stop and search practices in Canada. Policing and Society 21, 395–407 (2011).

Zammit, S. et al. Effects of cannabis use on outcomes of psychotic disorders: systematic review. Br J Psychiatry 193, 357–63 (2008).

Identifying cannabis policy associated with the lowest harm

Babor, T. et al. Alcohol: No Ordinary Commodity. Research and Public Policy. 2nd edition (Oxford University Press, Oxford and London, 2010).

Campbell, D.T. Assessing the impact of planned social change. Eval Program Plann 2, 67–90 (1979).

Centre for Addiction and Mental Health. Cannabis Policy Framework (Centre for Addiction and Mental Health, Toronto, Canada, 2014). <http://www.
camh.ca/en/hospital/about_camh/influencing_public_policy/Documents/CAMHCannabisPolicyFramework.pdf>
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population. In many countries, cannabis
constitutes the primary focus of drug law
enforcement, and arrests disproportionately
involve marginalized individuals (e.g.,
young black men in North America).6 In
addition, criminal records for convictions
related to personal cannabis use bar large
numbers of people from professional
opportunities and/or travel, and mark
them for large parts of their lives. From a
public health perspective, the aim is to
reduce cannabis-attributable harm, i.e., to
define a cannabis policy which will mini-
mize the overall health and social harms
caused by cannabis.
One more aspect on the link between

cannabis related harms and policy-making
needs mentioning here. Cannabis policy is
not formulated in a vacuum: it needs to fit
into an overall coherent policy framework
for psychoactive substance use, where the
policy approaches should somehow—also
in relative comparison—be proportional to
potential harms caused. While this princi-
ple has historically been ignored—
especially with respect to alcohol and
tobacco, which would likely not be classi-
fied as legal substances given their extensive
health harms if invented today—it contin-
ues to be emphasized for actual scheduling
of substances. As such, it is important to
recognize that cannabis in almost all com-
parative reviews is concluded to cause less
individual and social harm than the legal
substances of alcohol and tobacco, as well
as many illegal substances (e.g., cocaine,
amphetamines, or opioids; see Lachenmeier
and Rehm7 and Nutt et al.8 for overviews).

IDENTIFYING THE MOST PROMISING
CANNABIS POLICY OPTION TO
MINIMIZE HARM AND MAXIMIZE
PUBLIC HEALTH
Given the overall use levels and harms
caused by cannabis, some consensus is
emerging in high income countries that
criminal penalties for cannabis use, as they
are employed in prohibition regimes, are
both disproportionate and ineffective in
terms of their deterrent value. In addition,
cannabis use has become normalized
behavior in many of these societies, and
the general public’s support for such severe
penalties is shrinking. In addition, more
general questions have been posed on the
effectiveness of current repression-based

drug policies in terms of minimizing
cannabis-related risks and harms.1

This leaves the two options of decrimi-
nalization and legalization for recreational
cannabis use control, both of which can be
applied to cannabis use only, or to cannabis
use and supply.1 Let us consider the legaliza-
tion option. While this renders cannabis
use a legal activity for adults, supply—if
encompassed by legal regulation—can then
be left to individuals, to market economy
(e.g., commercial producers/distributors) or
the state as a monopoly producer/distributor.
As part of the harm from cannabis is
linked to product quality and characteris-
tics such as potency, we argue for a state
monopoly, which has historically worked
well for other substances such as alcohol
(e.g., in the United States, Nordic coun-
tries, or Canada), and which can be con-
sidered even tighter to that provisioned in
Uruguay, where cannabis will be distrib-
uted through pharmacies. Such a
monopoly can control not only product
characteristics but also access and price;
while this may be effective—to some
extent—in curtailing cannabis access by
minors and overall consumption levels,
this comes at the risk of maintaining
black markets for consumers (e.g., minors)
or products (e.g., high potency). Even in a
tightly regulated legalization framework
for cannabis, the issue of cannabis
demand and use among adolescents—
who have among the highest use rates—
will be one of the foremost challenges. As
the histories of state monopolies for alco-
hol has shown that public health aspects
may likely compete with governments’
appetite to increase revenue, there is
always the threat of increases in commer-
cialization and marketing. However, in
principle, such a model appears to be pos-
sible for cannabis control, and likely offers
advantages over other models, especially if
the primary goal is enhancing public
health.
What would be the advantages of a

model of legalized cannabis use and tightly
state-controlled supply over the current
model of prohibition or alternatives of
decriminalization? As mentioned above,
the former model allows for better control
of key determinants of use (price and
access) and harm (content, potency). It
completely avoids the severe consequences

of criminalization for use, as well as prob-
lems of arbitrary or discriminatory law
enforcement for users, most of which affect
young (and often marginalized) individu-
als; these problems are unlikely to be cor-
rected, and may even be exacerbated, under
modes of decriminalization (e.g., civil/
ticketing offense).6 Legalization with strict
controls as described above can be comple-
mented by strict (e.g., criminal) laws target-
ing specific risk behaviors, for example per
se laws prohibiting traffic involvement
under active cannabis impairment, distrib-
uting to minors, illegal production, etc.1

Finally, legalization could help resolve the
contradictions of current medical mari-
juana regimes in countries like the United
States and Canada, where medical mari-
juana programs de facto have served as a
sort of “side door” path to legalization for
many forms of cannabis use under the veil
of medicalization.9 The potential of canna-
bis for medical purposes should be further
explored by the usual best ways and stand-
ards, for example with randomized clinical
trials toward enabling indications in instan-
ces where the drug has demonstrated
efficacy.
What are the advantages of the proposed

strictly regulated legalization in comparison
to a more commercial model of legaliza-
tion? First, legalization with strict control
signals to the public that cannabis is not an
ordinary commodity, and thus contributes
to a more realistic de-glamorized commu-
nication of its risks and properties. Second,
a ban on advertisement and marketing
would help to reinforce this status plus can
be expected to help limit potential
increases in prevalence of use. Third, it
controls price and potency within regulated
supply, and thus allows limiting harms.
In summary, the proposed legalization

model with strict regulation promises to
reduce overall cannabis-related costs and
harms. Much of the reasoning cited has
been transferred from experiences with the
control policies of other substances which
may turn out to be problematic or incorrect
in the specific case of cannabis. Thus, any
kind of substantively reformed cannabis pol-
icy should be coupled with a comprehensive
monitoring of harm during an experimental
period, and if it turns out to be not effective
in reducing harms as expected, measures
should be adjusted or reversed.10

PERSPECTIVES
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Loi sur l'accès aux documents des organismes publics et sur la 
protection des renseignements personnels  

(L.R.Q., c. A-2.1)  
 
 
 
 
13. Le droit d'accès à un document produit par un organisme public ou pour son 
compte et ayant fait l'objet d'une publication ou d'une diffusion s'exerce par 
consultation sur place pendant les heures habituelles de travail ou à distance ou 
par l'obtention d'informations suffisantes pour permettre au requérant de le 
consulter ou de se le procurer là où il est disponible. 
 
De même, le droit d'accès à un document produit par un organisme public ou 
pour son compte et devant faire l'objet d'une publication ou d'une diffusion dans 
un délai n'excédant pas six mois de la demande d'accès, s'exerce par l'un ou 
plusieurs des moyens suivants: 
 
1° la consultation sur place pendant les heures habituelles de travail ou à 
distance; 
 
2° l'obtention d'informations suffisantes pour permettre au requérant de le 
consulter là où il est disponible ou de se le procurer lors de sa publication ou de 
sa diffusion; 
 
3° le prêt du document, à moins que cela ne compromette sa publication ou sa 
diffusion. 
 
Le présent article ne restreint pas le droit d'accès à un document diffusé 
conformément à l'article 16.1. 
_________________________________________________________ 
1982, c. 30, a. 13; 1990, c. 57, a. 5; 2001, c. 32, a. 83; 2006, c. 22, a. 7. 
 



Loi sur l'accès aux documents des organismes publics et sur la 
protection des renseignements personnels  

(L.R.Q., c. A-2.1)  
 
 
 
Prohibition. 
 
14. Un organisme public ne peut refuser l'accès à un document pour le seul motif 
que ce document comporte certains renseignements qu'il doit ou peut refuser de 
communiquer en vertu de la présente loi. 
 
 
Accès non autorisé. 
 
Si une demande porte sur un document comportant de tels renseignements, 
l'organisme public peut en refuser l'accès si ces renseignements en forment la 
substance. Dans les autres cas, l'organisme public doit donner accès au 
document demandé après en avoir extrait uniquement les renseignements 
auxquels l'accès n'est pas autorisé. 
 
 
 
_____________ 
1982, c. 30, a. 14. 



Loi sur l'accès aux documents des organismes publics et sur la 
protection des renseignements personnels  

(L.R.Q., c. A-2.1)  
 
Délai. 
 
33. Ne peuvent être communiqués avant l'expiration d'un délai de vingt-cinq ans 
de leur date: 
 
1° les communications du Conseil exécutif à l'un de ses membres, au Conseil du 
trésor ou à un comité ministériel, à moins que le Conseil exécutif n'en décide 
autrement; 
 
2° les communications d'un membre du Conseil exécutif à un autre membre de 
ce conseil, à moins que l'auteur n'en décide autrement; 
 
3° les recommandations du Conseil du trésor ou d'un comité ministériel au 
Conseil exécutif, à moins que l'auteur ou le destinataire n'en décide autrement; 
 
4° les recommandations d'un membre du Conseil exécutif au Conseil exécutif, au 
Conseil du trésor ou à un comité ministériel, à moins que l'auteur ou le 
destinataire n'en décide autrement; 
 
5° les analyses effectuées au sein du ministère du Conseil exécutif ou du 
secrétariat du Conseil du trésor et portant sur une recommandation ou une 
demande faite par un ministre, un comité ministériel ou un organisme public, ou 
sur un document visé dans l'article 36; 
 
6° les mémoires ou les comptes rendus des délibérations du Conseil exécutif ou 
d'un comité ministériel; 
 
7° une liste de titres de documents comportant des recommandations au Conseil 
exécutif ou au Conseil du trésor; 
 
8° l'ordre du jour d'une réunion du Conseil exécutif, du Conseil du trésor ou d'un 
comité ministériel. 
 
Disposition applicable. 
 
Le premier alinéa s'applique, compte tenu des adaptations nécessaires, aux 
mémoires des délibérations du comité exécutif d'un organisme municipal, aux 
recommandations qui lui sont faites par ses membres ainsi qu'aux 
communications entre ses membres. 
 
_____________ 
1982, c. 30, a. 33; 2006, c. 22, a. 20.  
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Avis ou recommandations d'un membre.  
 
37. Un organisme public peut refuser de communiquer un avis ou une 
recommandation faits depuis moins de dix ans, par un de ses membres, un 
membre de son personnel, un membre d'un autre organisme public ou un 
membre du personnel de cet autre organisme, dans l'exercice de leurs fonctions.  
 
 
Avis ou recommandation d'un consultant. 
  
Il peut également refuser de communiquer un avis ou une recommandation qui 
lui ont été faits, à sa demande, depuis moins de dix ans, par un consultant ou par 
un conseiller sur une matière de sa compétence.  
 
 
____________  
1982, c. 30, a. 37.  
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Analyse. 
 
39.  Un organisme public peut refuser de communiquer une analyse produite à 
l'occasion d'une recommandation faite dans le cadre d'un processus décisionnel 
en cours, jusqu'à ce que la recommandation ait fait l'objet d'une décision ou, en 
l'absence de décision, qu'une période de cinq ans se soit écoulée depuis la date 
où l'analyse a été faite. 
 
 
____________  
1982, c. 30, a. 39. 
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Compétence d'un autre organisme. 
  
48. Lorsqu'il est saisi d'une demande qui, à son avis, relève davantage de la 
compétence d'un autre organisme public ou qui est relative à un document 
produit par un autre organisme public ou pour son compte, le responsable doit, 
dans le délai prévu par le premier alinéa de l'article 47, indiquer au requérant le 
nom de l'organisme compétent et celui du responsable de l'accès aux documents 
de cet organisme, et lui donner les renseignements prévus par l'article 45 ou par 
le deuxième alinéa de l'article 46, selon le cas. 
 
Écrit. 
 
Lorsque la demande est écrite, ces indications doivent être communiquées par 
écrit. 

 
 
 

_____________  
1982, c. 30, a. 48. 
 



Charte des droits et libertés de la personne  
(L.R.Q., chapitre C-12)  

 
 
Secret professionnel. 
 
9.  Chacun a droit au respect du secret professionnel. 
 
Divulgation de renseignements confidentiels. 
 
Toute personne tenue par la loi au secret professionnel et tout prêtre ou autre 
ministre du culte ne peuvent, même en justice, divulguer les renseignements 
confidentiels qui leur ont été révélés en raison de leur état ou profession, à moins 
qu'ils n'y soient autorisés par celui qui leur a fait ces confidences ou par une 
disposition expresse de la loi. 
 
Devoir du tribunal. 
 
Le tribunal doit, d'office, assurer le respect du secret professionnel. 
 
1975, c. 6, a. 9. 
 



AVIS DE RECOURS 

 
À la suite d'une décision rendue en vertu de la Loi sur l'accès aux documents des organismes publics 
et sur la protection des renseignements personnels (chapitre A-2.1). 
 
 

Révision par la Commission d'accès à l'information 
 
a) Pouvoir : 
 
L'article 135 de la Loi prévoit qu'une personne dont la demande écrite a été refusée en tout ou en partie 
par le responsable de l'accès aux documents ou de la protection des renseignements personnels peut 
demander à la Commission d'accès à l'information de réviser cette décision.  La demande de révision 
doit être faite par écrit; elle peut exposer brièvement les raisons pour lesquelles la décision devrait être 
révisée (art. 137). 
 
L'adresse de la Commission d'accès à l'information est la suivante: 
 

Québec 575, rue St-Amable 
Bureau 1.10  
Québec (Québec)  G1R 2G4 

Tél.: (418) 528-7741 

Sans frais 

 1-888-528-7741 

Télécopieur: 

  (418) 529-3102 

Montréal 500, boul. René-Lévesque Ouest 
Bureau 18.200  
Montréal (Québec) H2Z 1W7 

Tél.: (514) 873-4196 

Sans frais 

 1-888-528-7741 

Télécopieur: 

  (514) 844-6170 

 
b) Motifs : 
 
Les motifs relatifs à la révision peuvent porter sur la décision, sur le délai de traitement de la demande, 
sur le mode d'accès à un document ou à un renseignement, sur les frais exigibles ou sur l'application 
de l'article 9 (notes personnelles inscrites sur un document, esquisses, ébauches, brouillons, notes 
préparatoires ou autres documents de même nature qui ne sont pas considérés comme des 
documents d'un organisme public). 
 
c) Délais : 
 
Les demandes de révision doivent être adressées à la Commission d'accès à l'information dans les 30 
jours suivant la date de la décision ou de l'expiration du délai accordé au responsable pour répondre à 
une demande (art. 135). 
 
La Loi prévoit spécifiquement que la Commission d'accès à l'information peut, pour motif raisonnable, 
relever le requérant du défaut de respecter le délai de 30 jours (art. 135). 
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