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INTRODUCTION 

 

Addictions and Mental Health Ontario (AMHO) appreciates the opportunity to provide 

input to the Standing Committee on Social Policy for the consideration of Bill 36, 

Cannabis Statute Law Amendment Act, 2018. AMHO represents over 200 community 

addictions and mental health care organizations across Ontario. Our members provide 

services and supports that help Ontarians with their recovery, including counselling and 

case management, peer support and family support, employment services, residential 

treatment, withdrawal management, supportive housing and hospital based programs. 

As the collective voice of our members, we provide leadership and engage partners to 

build a comprehensive and accessible system of addiction and mental health care, and 

improve the well-being of individuals, families and communities in Ontario. We do this 

through policy work, advocacy initiatives, service development, knowledge exchange, 

education offerings and quality improvement work. 

AMHO’s main message to government is straightforward: use evidence to address the 

demonstrated harms associated with cannabis use, including cannabis dependence. 

The most compelling argument for cannabis legalization is the opportunity to treat 

cannabis-related harms as a health issue rather than of a criminal issue, using a portion 

of the revenue derived from cannabis sales to address cannabis-related harms. 

Cannabis is already the presenting drug dependence issue in about one-third of the 

cases that are reported by Ontario’s specialized addiction treatment services. The 

capacity of these services is currently severely strained by the absence of any cost-of-

living increase in years. Rapidly increasing rates of opioid dependence have added to 

the strain on Ontario’s addiction services. That is why the Government of Ontario should 

commit to using a portion of cannabis-related revenue to build capacity in the addiction 

service system, while also applying restrictions on commercialization and marketing of 

cannabis. 

AMHO members have a significant stake in drug policy generally, and cannabis policy in 

particular. AMHO members provide residential and non-residential treatment services for 

cannabis dependence, which is a significant problem. Many cannabis users also have a 

mental illness, and cannabis use in adolescence has been linked to increased risk of 

psychotic disorders, such as schizophrenia. Virtually every one of AMHO’s 200+ 

members encounter the impact of cannabis use every day. Specifically, we will provide 

recommendations on the areas of the bill regarding, places of use, road safety and 

public education.  
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AMHO RECOMMENDATIONS 

SALE AND TAXATION OF CANNABIS 

What the evidence tells us 

In Ontario, we spend about $54 billion on health care. Roughly 6.5% is spent on mental 

health and addictions services, a proportion of overall health spending that has declined 

from over 11% 40 years ago. More people are going to emergency departments for help 

with their mental health or addiction issues, a 20% increase over the past five years. 

There is an increase in repeat visits to emergency department for mental illness and 

addictions and wait times for community-based care are extensive. Wait times for 

residential substance use treatment are on average nine weeks and about five weeks for 

case management and counselling. 

One of the benefits of the legalization of cannabis is that the profits associated with its 

sale might be diverted from criminal enterprises. In 2016, cannabis sales produced over 

$200 million and $250 million in tax revenue in the state of Colorado and Washington, 

respectively. A portion of sales revenue in both states is designated to support 

prevention and education initiatives. However, revenue-based funding is often 

accompanied with delay between the initiation of sales and the availability of funding, 

resulting in limited resources prior to and early in the implementation stage — the period 

during which these initiatives are most needed (CCSA, 2015). In addition, taxation 

revenue in Washington that was initially reserved for cannabis-related prevention, 

education, treatment, regulation and research has been reallocated to the general 

revenue stream, which reduces the funding available for public health (CCSA, 2015).  

Recently, Colorado proposed a bill that would use tax revenue generated through 

cannabis sales to fund opioid treatment programs (FindLaw, 2017). Oregon has 

proposed a similar bill to supplement funds towards mental health and addictions 

services (Oregon Live, 2017).  

Recommendations 

AMHO believes it would be appropriate for the government to direct a significant portion 

of new funding derived from the sale and taxation of cannabis to mental health and 

addictions services, as well as education and prevention services. We know the 

government agrees that more treatment is required; a dedicated funding stream would 

be one way to accomplish this without placing any additional burden on tax revenue. 

The government needs the capacity to monitor the impact of cannabis legalization on the 

health and well-being of Ontarians, and to retain the ability to direct funding to programs 

and services that directly address the harms associated with cannabis use. AMHO 

supports the implementation of an information and data strategy as part of the 

government’s mental health and addiction strategy.  
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WHERE CANNABIS MAY BE USED 

What the evidence tells us 

Of the six states that have legalized cannabis (Alaska, California, Colorado, Maine, 

Massachusetts, Nevada, Oregon, and Washington), all have banned smoking cannabis 

publicly, with contextual exceptions regulated by each state.  

In the case of tobacco, public and workplace bans on tobacco have produced 

documented improvements in community health outcomes, including reductions in heart 

attacks (Eagan, Hetland, & Aaro, 2006), improvements in cardiac health (Cesaroni, et 

al., 2008), improvements in workplace air quality and increase in worker pulmonary 

performance (Goodman, Agnew, McCaffrey, Paul, & Clancy, 2007). Similar research has 

been conducted regarding alcohol. Research from Australia suggests laws prohibiting 

public drinking can increase public perception of safety, despite having little effect on 

rate of consumption or hospitalization (Pennay, et al., 2013).   

The federal task force recommended that existing restrictions on public smoking and 

vaping should be extended to include the public consumption of cannabis. Its advice to 

ministers includes permits for dedicated places to consume cannabis. Co-consumption 

with alcohol, underage use and the protection of health and safety were also cited as 

concerns. 

Recommendations 

AMHO is pleased to see that smoking or holding lighted cannabis in an enclosed public 

place or enclosed workplace would still be prohibited under Bill 36.  

From a health perspective, a ban on public cannabis smoking would minimize exposure 

of cannabis to young people. There is potential that permitting cannabis smoking in all 

spaces where tobacco smoking is allowed, may lead to the increased exposure of young 

people to cannabis. Restricting access of youth to cannabis should be a fundamental 

objective of the public policy framework for legalization and regulation of cannabis. 

KEEPING ROADS SAFE 

 

What the evidence tells us 

According to CAMH’s Cannabis Policy report (2014), about 9% of licensed drivers aged 

18 to 29 and 10% of those in grades 10 to 12 report having driven within an hour of 

using cannabis in the past year. Rates of cannabis-impaired driving exceed rates of 

alcohol‐impaired driving for both age groups. The accident risk associated with 

cannabis‐impaired driving is significantly lower than that of alcohol‐impaired driving. 
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According to CCSA’s Cannabis Use and Driving report (2015), the detection and 

assessment of cannabis use among drivers is considerably more complex than for 

alcohol as blood THC levels remain far beyond the period of acute impairment, 

potentially contributing to a level of chronic impairment.  

The federal task force recommended immediate investments in a national public 

education campaign to address impaired driving, and investments in research that would 

support a legally defined limit supported by adequate detection tools. AMHO applauds 

the recent announcement by the Attorney General that a public education campaign 

including road safety, will take place.  

Recommendations 

Canada’s strategy to minimize impaired driving should follow a similar strategy to our 

alcohol impaired driving strategy. Changing attitudes and behaviours associated with 

alcohol-impaired driving has – to a significant extent – been a remarkable success. 

According to Canadian Alcohol and Drug Use Monitoring Survey, in 2015 alcohol-

impaired driving reported by the police was at its lowest level since 1986. We need a 

similar effort to ensure that drug-impaired driving is recognized as dangerous and 

socially unacceptable. The consequences of impaired driving should be a key element of 

drug education programs. Law enforcement officials need to have the resources 

required to detect and prevent drivers who are impaired as a result of cannabis. 

 

PUBLIC EDUCATION 

What the evidence tells us 

Research on the effectiveness of previous drug education is mixed. Particularly in the 

United States, evaluation of the Drug Abuse Resistance Education (D.A.R.E) program 

has shown low-to-no impact on substance use in young people (Clayton, Cattarello, & 

Johnstone, 1996). Interactive programs that focus on one particular substance and 

behaviour change rather than attitude seem to fare better than traditional education 

(Mcbride, 2003).  

Recommendations 

Young people in particular (but not exclusively) need access to evidence-based drug 

education programming, and these initiatives should continue to be evaluated. Not all 

drug education programs are equally effective, and the evidence about what works 

needs to be leveraged. Effective, long-term planning with sustained funding is critical. It 

is important that these efforts not be restricted to a brief campaign at the point of 

legalization, since changing attitudes and behaviours is a long-term effort. The most 

successful approaches combine universal programs in schools and communities with 

more targeted approaches for those young people at greatest risk. Research-based drug 
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education programming should be initiated now, and eventually can be funded by 

revenue that government derives from the sale and taxation of cannabis.  

The federal task force recommended that the federal government implement an 

evidence-informed public education campaign, and that its messages be consistent with 

provincial and territorial partners. AMHO applauds the Ontario Government for taking 

quick action on this issue in the absence of progress from the federal government or the 

previous provincial government. AMHO urges the government to work with stakeholders, 

front line workers, and people with lived experiences in development of the public 

awareness campaign.  

Thank you for the opportunity to provide input to the Standing Committee on Social 

Policy for the consideration of Bill 36, Cannabis Statute Law Amendment Act, 2018. With 

legalization set for October 17, 2018, Ontarians, particularly youth, need access to 

evidence-based drug education and prevention programming pertaining to the use of 

cannabis and mental health. Effective, long-term planning with sustained funding is 

critical to this. Ontario families and youth would benefit from the province directing a 

significant portion of revenue from cannabis sales to mental health and addiction 

services as well as prevention and education supports. AMHO and our members look 

forward to working with the government as they move forward with cannabis legalization 

to ensure an approach that will minimize harms and put health first.  
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