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ganja spread to the lower socio-economic classes of society
that was dominated by the black section of the population (5).

Today, marijuana is the most widely used illicit sub-
stance with an estimated use by 160 million or approxi-
mately 4% of the world’s population. The reported preva-
lence in Jamaica is said to be 9.9% (6). Marijuana use in-
cludes those for recreational, work enhancing, social,
religious/sacramental and medical purposes (7).

Marijuana is subject to international control and to date
most countries have acceded to international conventions
(1961 Single Conventions on Narcotic Drugs, 1971 Conven-
tion on Psychotropic Drugs and the 1988 Convention against
Illicit Traffic in Narcotic Drugs and Psychotropic Sub-
stances) which renders it illegal in most countries to con-
sume, use, possess, cultivate, transfer or trade (6). Jamaica is
a signatory to these international conventions and has
instituted local legislations to support its international obliga-
tions thereby rendering marijuana illegal. In addition, there
are regional obligations such as those enshrined within the
certification process which was enacted by the United States
of America (USA) in 1986, which requires countries such as
Jamaica, designated as major drug transit or illicit drug pro-
ducing countries, to implement counternarcotics measures,
cooperate with anti-narcotics efforts of the USA and meet the
terms of international conventions. Arguably, a failure to
implement the terms of these conventions would result in
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Marijuana, also referred to as cannabis and ganja, is a
derivative of the cannabis plant. The cannabis plant exists as
three recognized species, C sativa, C indica and C ruderalis.
These species contain over 420 chemicals including
numerous metabolites, many of which are toxic. The princi-
pal constituents of cannabis are delta-9-tetrahydrocannabinol
(D9-THC) and cannabidiol (1). The former has been identi-
fied as the main psychoactive ingredient and in experimental
studies has been shown to produce transient psychotic symp-
toms and impaired memory in a dose-dependent manner.
Cannabidiol, on the other hand, does not induce hallucina-
tions or delusions, and it seems to antagonise the cognitive
impairment and psychotogenic effects caused by D9-THC (2,
3).

The earliest documented use of marijuana by man dates
back to 2737 BC (4). The drug was introduced into Jamaica
by indentured workers from India in the mid-nineteenth
century, hence the use of a Hindi word for the local name for
marijuana, namely ganja. Through the Indians, the use of
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sanctions that could have possible diplomatic and economic
implication (8).

With the increasing popularity of the drug and the
emergence of strong advocacy, several countries worldwide
and 13 states within the USA have instituted varying de-
criminalization policy on marijuana use. Decriminalization
is a policy, juxtaposed between public health and security; it
is designed to reduce the demand for drugs and involves the
removal, reduction or non-enforcement of penalties for the
sale, purchase or possession of the drug. Under this policy,
the illegal status of the drug is enforced, minor offenses are
punishable by civil fine penalties and not treated as criminal
offenses. The cultivation, trafficking, sale and distribution to
minors are subject to criminal law (6). Noteworthy, in 2011,
California further enacted a law which reduced the posses-
sion of up to one ounce of marijuana for private, personal use
from a misdemeanor to an infraction.

In 2001, the Jamaican government appointed a
commission to review the decriminalization of marijuana
(ganja) so as to inform policy. The recommendations made
inter alia were: to amend laws to decriminalize ganja for the
private, personal use of small quantities by adults and decri-
minalization for use as a sacrament for religious purposes (9).

The debate on marijuana decriminalization policy has
become a vexed and contentious issue laden with contra-
diction and controversies. Proponents of decriminalization
emphasize that marijuana is a safe drug with beneficial health
effects and that decriminalization results in considerable
savings to the criminal justice systems. On the other hand,
opponents of decriminalization highlight the adverse health
effects associated with the drug, the potential for dependence,
the possible increase in drug use and other negative socio-
economic impact.

This paper examines the literature in terms of the
potential beneficial and adverse effects of marijuana and
reviews current decriminalization policy on marijuana.
Additionally, it explores the possible barriers to, and the
implications of implementing a decriminalization policy in
Jamaica.

Beneficial effects
Several potential health benefits have been cited in the
literature. Marijuana has been associated with the man-
agement of pain, nausea, vomiting and glaucoma (10). The
treatment of pain and nausea was among the first recorded
use of cannabis in the Chinese Pharmacopoeia (11). Sub-
sequently, pain has continued to be cited both in past and
more recent scientific literature as an indication for the use of
cannabis preparations (12, 13). The past 30 years has seen an
increasing number of anecdotal reports of effective cannabis
use for chronic pain, along with increasing evidence of a sys-
tem of receptors and ligands which are specific for canna-
binoids.

Cannabis has also been used in the prevention of
nausea and vomiting associated with anti-cancer drugs.
Some studies have indicated that cannabinoids are slightly
better than conventional anti-emetics for treating chemo-
therapy-induced vomiting, and are preferred by the patients
who use them (14). Several studies have also shown that
smoked or orally administered cannabis as well as intra-
venous infusions of delta-9-THC can decrease intraocular
pressure and hence are effective in treating glaucoma (15).

Adverse health effects
The most consistent evidence to date that suggest adverse
effects associated with cannabis include dependency,
increased risk for motor vehicle accidents, the impact on
mental health and cardiorespiratory problems (16). The de-
pendency associated with cannabis is thought to be moderate
rather than severe and is estimated to occur in one of every
nine users (17). Research has shown that early marijuana use
in adolescent may lead to a decline in psychosocial func-
tioning and cognitive impairment (18). Specifically, early
users may have changes in executive functions, such as
attention and working memory, and in hippocampus-de-
pendent learning and memory (19).

Cannabis is also implicated in the earlier onset of
psychosis (20). Cannabis use is a modest statistical risk
factor for the emergence of psychosis, ranging from psy-
chotic symptoms such as hallucinations and delusions to
severe mental disorders such as schizophrenia. Prospective
studies have shown that cannabis use is associated with a
doubling of the risk of later schizophrenia outcomes. Early,
adolescent-onset cannabis use is associated with a higher risk
of developing schizophrenia as well (21). The belief is that
persons who begin to use cannabis while the brain is still
developing are more susceptible to its negative impact
(22−25). Long-term marijuana use may affect an indivi-
dual’s short term memory, concentration, attention, problem
solving and motivation. In particular, cannabis use before
age 15 years is associated with poorer cognitive performance.
This again is suggestive that the impact of cannabis on
cognition might depend on the age at which the use of the
drug began (22).

Despite these findings, the literature on the adverse
health effects associated with marijuana is very conflicting as
establishing causal relationship is difficult and evidence from
more rigorous scientific studies in humans is required. The
proponents of decriminalization indicate that alcohol and
tobacco use is associated with greater morbidity and mor-
tality and a greater socio-economic cost, thus arguing that
current policies on marijuana are inconsistent.

Implication for drug use
A trawl of the literature reveals that decriminalization of
marijuana does not result in increase in use (26). MacCoun
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et al reported that the decriminalization of marijuana in the
Netherlands and other countries was not associated with
increase use in marijuana and other illicit substances (27).
Similar findings were reported on the decriminalization
policy elsewhere (28−30).

Johnston et al reported that decriminalization of
marijuana did not impact on students’ attitude and their use
of the drug (31). This is consistent with findings reported by
McGeorge and colleagues among university students (32).
Many researchers have asserted that marijuana use increases
the risk of future use of other illicit substances (33).

Impact on the criminal justice system
The Office of Narcotic Control in the USA, in a report
published in 2003, estimated a cost of 29 billion dollars to the
criminal justice system in the USA attributed to incarceration
and the adjudication of cases (34). On the other hand, decri-
minalization has been shown to result in substantial reduction
in costs to the criminal justice system (35).

As it pertains to the impact on crime, the literature is
very conflicting. Several studies have reported strong corre-
lation between marijuana use and crime (36). However,
other studies have failed to establish a link between decri-
minalization and increased crime (37).

Is decriminalization possible?
Arguably, the real obstacle lies in the fact that Jamaica is a
signatory to several international and regional conventions
and in addition to this there are several local laws which
would have to be reviewed and amended. Several legal
scholars including Harding have suggested that it is possible
for Jamaica to decriminalize marijuana as has been done in
other jurisdictions (38). However, concerns remain that if
these recommendations were to be implemented, and local
laws amended to decriminalize the private, personal use of
marijuana in small quantities, Jamaica would, in all
likelihood, be in breach of certain regional obligations in
respect of drug control and it would be in violation of the
terms of the USA certification process.

CONCLUSION
Notwithstanding its popularity and given the uncertainty
concerning its adverse effects, marijuana still remains a
public health concern. Countries like Jamaica are obligated
to cooperate with international and regional drug control
strategies. Despite the recommendations made for decrimin-
alization, it is unlikely that this will be adopted into policy in
Jamaica. Further research is, however, needed to ascertain
the impact of the drug on the Jamaican population and a more
comprehensive drug control policy should be adopted to
include more prevention, treatment and other harm-reduction
strategies.
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