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Abstract

Background Canada has one of the highest prevalence of cannabis use globally, particularly among young adults
aged 20-24 (50%) and youth aged 16-19 (37%). In 2018, Canada legalized recreational cannabis with the aim of
protecting youth by restricting their access and raising public awareness of health risks. However, there has been
limited qualitative research on the perceptions of harms associated with youth cannabis use since legalization, which
is crucial for developing effective harm reduction strategies. This qualitative study examined perceptions of cannabis
use among youth from the perspectives of youth, parents, and service providers. We explored how participants
described the perceived risks or harms associated with youth cannabis use, as well as how they described their own
and others'approaches to reducing cannabis-related risks and harms.

Methods This qualitative study used a community-based participatory research approach in partnership with
Families for Addiction Recovery (FAR), a national charity founded by parents of youth and young adults with addiction
issues. Virtual semi-structured interviews were conducted, and the data were analyzed using thematic analysis.

Results The study included 88 participants from three key groups (n=31 youth, n=26 parents, n=31 service
providers). Two main themes emerged regarding perceived risks or harms associated with cannabis use: (1) concerns
about cannabis-related risks and harms, including addiction, brain development, impact on family, and various
adverse effects on areas such as motivation, concentration, finances, employment, education, physical and mental
health; and (2) minimization of risks and harms, featuring conflicting messages, normalization, and perceptions

of cannabis being less harmful than other substances. Additionally, two themes related to harm reduction
approaches were identified: (1) implementation of harm reduction, and (2) challenges in implementing a harm
reduction approach. Specific challenges for each participant group were noted, along with structural barriers such
as unavailable and inaccessible services, easy access to cannabis, inadequate public education, and insufficient
information on lower-risk cannabis use guidelines.
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Conclusions Youth cannabis use is a significant public health concern that requires a multi-pronged approach.
Developing youth-centered harm reduction strategies that recognize the developmental needs and vulnerabilities of

youth, as well as the important role of families, is imperative.

Keywords Youth cannabis use, Parents, Family, Service providers, Canada, Cannabis legalization, Lower-risk cannabis

use guidelines, Harm reduction, Public health

Canada has the highest cannabis use prevalence world-
wide [1], particularly among youth and young adults.
Among young adults aged 20 —24, 51% report using can-
nabis in the past year, followed by youth aged 16 —19 at
37%, compared to 21% of adults over the age of 25 [2].
The Canadian Cannabis Survey (CCS) shows higher
cannabis use among sexual and gender minority young
adults, with 66% of bisexual and 58.3% of gay or lesbian
individuals reporting use in the past month, compared
to 45% of their heterosexual peers. When the Govern-
ment of Canada legalized recreational cannabis in 2018,
the Cannabis Act declared that one of its primary objec-
tives was public health and safety, with a specific focus
on protecting young people by reducing their access to
cannabis. The Canadian Paediatric Society (CPS) raised
concerns about the impact of legalization on youth and
young adults under the age of 25 who are considered one
of the most vulnerable age groups because their brains are
not yet fully developed [3].

As Canada prepared for legalization, the government
formed a Task Force to develop a framework for can-
nabis regulation, promoting a public health approach.
The Task Force acknowledged the risks to youth and
young adults under the age of 25, recommending “a pub-
lic health approach that aims to delay the age of initia-
tion, reduce the frequency of use, reduce higher-risk use,
reduce problematic use and dependence, expand access
to treatment and prevention programs, and ensure early
and sustained public education and awareness” [4, p. 15].

Cannabis use in youth is a serious public health con-
cern associated with numerous adverse effects, including
cognitive impairments [5, 6], depression [5, 7-9], anxi-
ety [9, 10], bipolar disorder [11], and suicidality [11-13].
Cannabis use is also linked to psychosis, with substan-
tial evidence indicating that early onset of cannabis use
increases the risk or severity of psychosis outcomes,
prompting recommendations to avoid cannabis use dur-
ing adolescence or to delay initiation as much as possible
[14]. The risks of psychosis are linked to higher levels of
tetrahydrocannabinol (THC) in cannabis products. Since
the 1980s, the THC content has increased from less than
5% to 25%, with cannabis concentrate products available
in many jurisdictions containing 60 to 90% THC [3]. The
Canadian Paediatric Society has recommended that the
government limit the concentration of THC in products
legally sold to young adults aged 18-25 [3]. Additionally,
regarding awareness of THC levels, less than one-third of

youth and young adults are knowledgeable about THC
levels in consumed products [2, 15].

Since legalization, the rates of cannabis use, and can-
nabis use disorder have increased among young adults
aged 18— 24 [16-21]. For youth under the age of 18, many
studies show that the rates have stayed the same [20, 22,
23]. However, Nguyen et al. [22] examined cannabis use
in 15- to 18-year-olds and found that while there was
not a significant increase in its prevalence, there were
increases in the initiation of cannabis use among never
users and easier access to cannabis since legalization.

Furthermore, the rates of emergency department visits
for cannabis-related intentional and unintentional inju-
ries have increased since legalization for youth under 18,
as well as young adults 18-25 [24-32]. Several studies
have linked the rise in emergency departments visits to
the commercialization of cannabis, which includes pro-
motion, marketing, and widespread access to retail stores
[28-30, 33]. Youth report that access to cannabis is very
easy since legalization, even for youth under the mini-
mum legal age [19, 34, 35].

To reduce the risks associated with cannabis use, a
group of international experts developed the Lower
Risk Cannabis Use Guidelines (LRCUG) as a public
health prevention and intervention tool [36—38]. These
guidelines are supported by government agencies and
health organizations to mitigate cannabis-related risks
and harms. However, research specifically focused on
lower-risk cannabis use guidelines for youth, as well as
guidelines for other substances tailored to youth, has
been limited [39]. To better understand guidelines for
lower-risk substance use among youth, Moebes et al. [40]
examined what has been published, the type of informa-
tion provided, how guidelines differ by substance, and
how they are tailored specifically for youth. The authors
describe lower-risk substance use guidelines (LRSUGS)
as “tools that provide information regarding evidence-
based harm reduction strategies that can help people
who use drugs navigate the risks associated with sub-
stance use” [40, p. 2]. The review identified inconsisten-
cies in the accuracy and reliability of LRSUG information
disseminated by various organizations, noting that fewer
than half of these guidelines are based on robust scientific
evidence and sources. The review also highlighted signifi-
cant variability in cannabis use guidelines, particularly
concerning abstinence, dosage, and frequency of use.
Furthermore, the authors criticized the one-size-fits-all
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approach of harm reduction guidelines, which fails to
consider the age-specific needs and characteristics of
different population groups. Another significant finding
of the review was that less than half of the LRSUGs dis-
cussed available treatment and care options, which they
underlined is a “clear missed opportunity for facilitating
treatment and care” [40, p. 9].

Given the importance of LRCUGs in addressing canna-
bis use harms, it is important to consider public aware-
ness and education surrounding these risks. Public
awareness of the risks associated with cannabis use in
youth is low. According to the Canadian Cannabis Survey
(CCS), only 14.8% of individuals over 16 who regularly
smoked cannabis perceived it as a serious risk, compared
to 75.7% of those who regularly smoked tobacco over
the past 12 months [2]. One of the purposes of the Can-
nabis Act is to “enhance public awareness of the health
risks associated with cannabis use” [41, pp. 6—7]. How-
ever, a report by the Canadian Centre on Substance Use
and Addiction (CCSA) highlighted that cannabis literacy
is inadequate, underlining misinformation about can-
nabis and the need for more public education, particu-
larly for priority populations such as youth [42]. A study
by Bishop et al. [43] found that youth expressed a need
for cannabis-informed education and harm-reduction
approaches to minimize harms to oneself and be better
able to support others using cannabis.

Harm reduction, an approach that emerged in the
1990s, aims to reduce or mitigate the harms associated
with substance use. It can be applied at the individual
(micro), community (meso), or societal (macro) levels
[44]. The philosophy of harm reduction is for individu-
als to “come as they are” [45 p788] with “a pragmatic
yet compassionate set of strategies” [45, p. 789]. Harm
reduction seeks to minimize the adverse consequences of
substance use, encompassing a continuum of options to
minimize harm one step at a time [44, 46]. Marlatt [45]
outlined four central assumptions, principles, and values
for harm reduction: (1) Harm reduction is a public health
alternative to the disease, criminal, and moral model of
substance use; (2) Harm reduction uses a continuum
approach to reducing harm with a range of options from
extremely harmful to less harmful consequences. Any
movement in the direction of reducing harm is viewed
as a step in the right direction, and the continuum
includes abstinence; (3) Harm reduction is a bottom-
up approach that is grounded in service user advocacy;
and (4) Harm reduction promotes low barrier access to
services that reduce stigma and involve outreach and
partnerships with community. Adinoff & Cooper [47]
explain that a true harm reduction model aims to find a
balance between the extremes of cannabis prohibition
and unregulated legalization through strict regulation.
Researchers and practitioners argue that we need more
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youth-centered harm reduction strategies and LRCUG to
inform policies, practice, and research [40, 48, 49].

While research on mitigating the harms of cannabis
use among youth is growing, numerous gaps remain in
the existing literature. A recent scoping review of youth
cannabis use literature since legalization in Canada found
that 92% of studies are quantitative, and 68% use second-
ary data [18]. Qualitative or mixed method studies, that
examine in greater depth, the experiences and perspec-
tives of those most affected are limited. This qualitative
study aimed to fill some of these gaps by exploring per-
ceptions of youth cannabis use, from the perspectives
of three key participant groups: youth, parents, and ser-
vice providers. Specifically, we examined two primary
research questions: (1) How do participants describe the
perceived risks or harms associated with youth cannabis
use? (2) How do participants describe their own and oth-
ers’ approaches to reducing cannabis-related risks and
harms?

Methods

Design and setting

This study was conducted using a descriptive qualitative
research design, which is suitable for topics that have
received limited exploration [50]. Additionally, we used
a community-based participatory research approach,
driven by community needs and strengths [51, 52]. The
study involved a collaborative partnership with Fami-
lies for Addiction Recovery (FAR), a Canadian charity
founded by parents of youth with substance use con-
cerns. FAR provides support to parents and caregivers
through free, individualized, or group peer support. FAR
also engages in research, education, and advocacy, focus-
ing on the need for accessible, compassionate, evidence-
based treatment on demand, protective health laws,
protective drug policies and the elimination of stigma
[53]. The Research Ethics Board at the University of
Toronto granted ethics approval for this study (#42006).

Participant sample and recruitment

The sampling strategy used in this study was purposeful
sampling [54]. We included youth, parents, and service
providers in Ontario who could contribute to our under-
standing of youth cannabis use through their professional
and/or lived experiences. Specifically, our inclusion crite-
ria were as follows: (1) youth aged 16—24 regularly who
used cannabis regularly (at least once per week), (2) par-
ents/caregivers of youth aged 16-24 who used cannabis
regularly (at least once per week), and (3) service provid-
ers providing mental health related services to youth aged
16-24 in a mental health and/or addiction related set-
ting. It is important to note that we were not specifically
recruiting parent and youth participants from the same
family for this study, although this was not an exclusion
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criterion either. The selection of the 16—24 age group was
intentional, recognizing this phase as a critical transition
stage between childhood and adulthood, and a period
where most substance use and mental health concerns
typically emerge [55]. Recent studies also show that this
age group has the highest rates of cannabis use in Canada
[18]. For simplicity, we use the term “youth” to refer to
participants under 18, as well as those aged 18-24 who
took part in the study, including those described by the
parent and service provider groups. When citing other
studies in different sections of the paper, we use the same
terms as the authors.

Participants from all groups were recruited through
social media, mental health agencies, clinics, hospi-
tals, professional associations, and student associations.
Parents were additionally recruited through FAR. The
recruitment flyer included a link to the study information
and consent form hosted on Qualtrics. After reviewing
the form and providing electronic consent, participants
were contacted by a research assistant (RA) to schedule
a virtual interview. To enhance accessibility, participants
were also given the option to call, text, or email the RA
for more information about the study before consent-
ing electronically. Following the interview, participants
received an honorarium in the form of a $30 gift card as a
token of appreciation for their time.

Data collection

The research team collected data from March 7, 2022, to
October 17, 2022, through an online sociodemographic
questionnaire and semi-structured individual interviews.
Each interview was approximately 60 min long and con-
ducted via Zoom. The interviews were facilitated by the
Principal Investigator (TK) and one of the RAs (CT, CL,
KTK, SM). After providing electronic consent and prior
to the interview, participants completed a demographic
questionnaire.

The youth demographic survey consisted of 31 ques-
tions covering characteristics such as age, region of
Ontario, education, employment, gender, sexual orienta-
tion, race, religion, and living arrangements. Additionally,
it included questions about cannabis use, use of other
substances, behavioral addictions, mental health, and
services received for mental health and addiction-related
concerns. The parent and caregiver demographic survey,
consisted of 33 questions with similar inquiries about
age, region of Ontario, education, employment, gen-
der, sexual orientation, race, and religion. Furthermore,
the parent questionnaire explored the parent’s mental
health, as well as their perceptions of their youth’s men-
tal health, substance use, and services accessed. Likewise,
the service provider survey, comprising 29 questions,
covered demographic information, along with questions
about the profession, area of specialization, and years of
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experience. Before implementation, the demographic
surveys, consent forms, and contact forms were pilot
tested by research team members.

A semi-structured interview guide was developed for
each group (youth, parent, and service provider) and
reviewed by the research team. The youth guide com-
prised 15 open-ended questions regarding their percep-
tions of their cannabis use, legalization, other substance
use, service access, COVID-19 pandemic impacts,
stigma, discrimination, racism, and recommendations
for improving policies, services, education, and train-
ing. The parent guide contained 16 open-ended ques-
tions regarding their youth’s cannabis use, legalization,
other substance use, COVID-19 pandemic impacts,
communication with their youth, stigma, discrimina-
tion, racism, and recommendations. Similarly, the ser-
vice provider guide consisted of 20 open-ended questions
concerning their workplace setting, role, youth cannabis
use, legalization, youth using other substances, personal
experience with cannabis, opinions on the treatment of
mental health and substance use, service description and
approaches with youth, COVID-19 pandemic impacts,
stigma, discrimination, racism, and recommendations.
The interviews were audio-recorded and transcribed. The
transcriptions were de-identified by assigning an ID code.

Data analysis

For data analysis, we employed Braun & Clarke’s [56]
six stages of thematic analysis to identify themes and
patterns within the data. These stages include: (1) data
familiarization; (2) generating initial codes; (3) generat-
ing initial themes from coded data; (4) reviewing themes;
(5) defining and naming themes; and (6) interpreting
and reporting. We used Dedoose, an online software, to
organize, synthesize, and code the data. The analysis was
completed by the Principal Investigator (PI) and three
research assistants (RAs) (CT, CL, KTK).

During the initial phase, research team members famil-
iarized themselves with the data by reading transcripts,
writing memos, and creating a codebook detailing code
descriptions with exemplars. Initial codes emerged dur-
ing this review and were identified in the second stage.
Each transcript had a first and second coder, with the
PI reviewing each double-coded transcript to ensure
consensus and resolve discrepancies. Discrepancies
were addressed in weekly meetings, and the codebook
was updated as coding evolved. Once coding was com-
pleted, we reviewed the codes and their excerpts to
identify overarching themes, which were discussed with
other research team members, including our community
partner.

Rigor and trustworthiness were enhanced through
credibility, dependability, confirmability, and transfer-
ability [57]. To enhance credibility, we used triangulation
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of data sources with three participant groups, and
researcher triangulation which involved always having
two independent coders and a third resolving discrepan-
cies. Our research team was diverse, including research-
ers, service providers, a community partner, and students
with diverse backgrounds in terms of race, ethnicity,
religion, gender, ability, and age. We also included team
members with extensive clinical experience in commu-
nity mental health, and those with lived experiences. An
audit trail increased dependability and confirmability
through detailed notes and regular meetings from the
start of the research project, throughout data collec-
tion, and again during data analysis. Prolonged engage-
ment with participants and data enhanced credibility,
dependability, and confirmability. Thick description of
participant stories, experiences, and quotes, enhanced
transferability. Finally, trustworthiness was strength-
ened through reflexivity on the part of the research team
members. We examined how our conceptual frame-
works, training, diverse identities, experiences, val-
ues, and assumptions affected research decisions in all
phases of the study. To minimize bias, research team
members wrote reflexive memos during analysis, regu-
larly debriefed throughout the coding process, and kept
detailed notes of all meetings.

Results

The sample included a total of 88 participants (n=31
youth, n=26 parents, n=31 service providers). Demo-
graphic information for all three groups is presented in
Table 1, though some details could not be included. For
example, more than half (58%) of the youth participants
lived with their family, 29% lived on their own, 6% in
shelters, 3% in a treatment center, and 3% in foster care.

Almost two-thirds of parent participants had concerns
about their sons’ cannabis use (65%), 31% had concerns
about their daughters’ cannabis use, and one had con-
cerns about their trans son’s cannabis use. More than half
(58%) of the parents reported that their youth was living
at home, 15% reported their youth was living on their
own, 8% reported their youth was away at school, 4% in
a treatment center, and 15% in other living arrangements.
Although we did not specifically state that parents or
youth were ineligible if they had a family member partici-
pating in the study, the two samples were independent,
and we are not aware of any youth and parent partici-
pants being from the same families.

The service providers included social workers (55%),
physicians (24%), psychotherapists (6%), nurses (6%),
child & youth workers (3%), addiction counsellors (3%),
and community support workers (3%). About 58% had
10 years or less of experience in mental health and addic-
tions, while the remaining 42% had between 11 and
21+years of experience. Table 2 provides information
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about the mental health and substance use of the youth
participants while Table 3 outlines the mental health and
substance use of the parent participants, including details
about the youth they support. The next section presents
the results for each research question, supported by par-
ticipant quotes. We use the following notations to iden-
tify the sources of quotations: ‘Y’ for youth, ‘P’ for parent,
and ‘SP’ for service provider.

How do participants describe the perceived risks or harms
associated with cannabis use?

Responses from participants across the three groups
were categorized into two main themes, each compris-
ing more specific subthemes: (1) concerns about canna-
bis risks and harms; and (2) minimization of risks and
harms. Figure 1 illustrates the overarching themes and
their corresponding subthemes.

Concerns about cannabis risks and harms

Nearly all participants from the three subgroups
expressed concerns about the risks and harms associ-
ated with cannabis use among youth, with the exception
of two youth participants and one service provider. The
emerging subthemes included concerns about cannabis
addiction or dependency in youth, the impact of canna-
bis use on brain development, its effects on families, and
its pervasive adverse effects on areas such as motivation,
concentration, energy, finances, work, school as well as
mental and physical health.

Participants underlined that there is an “underwhelm-
ing amount of conversation around the risk of depen-
dency” (P17). Many youths described using cannabis to
manage their mental health concerns, and not being able
to determine if cannabis is helping considering the state
of dependency on the substance: “I find that it helps with
my anxiety, but of course now that I'm dependent on it,
I'm not sure if it really helps with my anxiety or if I'm just
in a state of anxiety with all my weed” (Y25). A parent
described the severity of her son’s addiction to cannabis,
expressing concern that others do not fully understand
the extent of its potential harm and addictiveness:

This is probably the number one problem with our
oldest son. We've almost lost him a couple of times
due to cannabis addiction. I don’t think anyone
understands how addictive it is, of a substance, and
what can happen to the brain of a youth. It's an
absolute horror and a nightmare, what we're going
through. We can’t get him the right type of help,
because I don’t think anybody really understands
how serious this particular drug is. For our som, it is
as severe and as dangerous as any other street drug
and he has tried them all. This is what he keeps com-
ing back to and it has a grip on him and it'’s funda-
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Table 1 Self-reported participant characteristics (N=88)
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Characteristics n (%) Youth Parents Service Providers
(n=31) (n=26) (n=31)
Age of youth
16-18 6 (19%) - -
19-20 9 (29%) - -
21-24 16 (52%) - -
Age of parents & service providers
20-29 - - 8 (26%)
30-39 - - 11 (35%)
40-49 - 5(19%) 7 (23%)
50-59 - 17 (65%) 4 (13%)
60-69 - 4 (16%) 1 (3%)
Gender
Woman 17 (55%) 18 (69%) 23 (74%)
Man 5(16%) 8 (31%) 7 (23%)
Gender diverse (non-binary, trans) 9 (29%) - 1 (3%)
Sexual orientation
Straight/heterosexual 9 (29%) 22 (84%) 19 (63%)
Lesbian/Gay/Bisexual/Queer/Pansexual 16 (52%) 3(12%) 9 (29%)
Not sure or questioning - - 2 (6%)
Multiple selected 6 (19%) - -
None of these identities - 1 (4%) 1 (3%)
Race
Black 1 (3%) - 3(10%)
Indigenous - 1 (4%) -
South Asian 5 (16%) - 2 (6%)
East/Southeast Asian 3(10%) 1 (4%) 2 (6%)
Latino/Latina/Latinx 1(3%) 1 (4%) -
Mixed race 1(3%) 3(12%) 3 (10%)
Another race category 2 (6%) - 1 (3%)
White 18 (59%) 20 (76%) 20 (65%)
Religion
Christian 4 (13%) 17 (65%) 9 (29%)
Jewish 1 (3%) - 4 (13%)
Muslim 3(10%) 1 (4%) 1(3%)
Sikh 1(3%) - -
Hindu 1 (3%) - -
Indigenous spirituality - - 1(3%)
Multiple religions 1 (3%) - -
No religion 18 (59%) 6 (23%) 13 (43%)
Other religion or spirituality 2 (6%) 2 (8%) 3 (9%)
Enrolled in school (youth)
Yes 16 (52%) - -
No 15 (48%) - -
Employment
Full-time 9 (29%) 14 (54%) -
Part-time 9 (29%) 5 (19%) -
Retired - 4 (15%) -
Homecare - 1 (4%) -
Unable to work 2 (6%) 1 (4%) -
Unemployed 11 (36%) 1 (4%) -
Region
Central Ontario 21 (69%) 15 (58%) 21 (67%)
Eastern Ontario 3(10%) 7 (27%) 3 (10%)




Kourgiantakis et al. Harm Reduction Journal (2024) 21:193 Page 7 of 21
Table 1 (continued)
Characteristics n (%) Youth Parents Service Providers
(n=31) (n=26) (n=31)
Southwestern Ontario 2 (6%) 4 (15%) 3(10%)
Northeastern & Northwestern Ontario 3(9%) - 3 (10%)
Multiple regions selected 2 (6%) - 1 (3%)

mentally changed the course of his life at this point.
It’s brought out violence in him...rather than it hav-
ing the effect that you would think...people think it
makes them chill. (P14)

This youth explained the addictive nature of “poppers”
which were defined as a mixture of cannabis and tobacco
smoked through a bong:

It’s very addictive. I had been smoking poppers for
like 4 or 5 years, and it was like the last couple years
that I really started feeling those health effects and
really wanted to quit. I would keep telling myself
like literally almost every single day, like this is going
to be my last popper and uh, it was never the last
popper, and I would continue smoking and continue
telling my friends like I think I'm having an attack, I
think I'm gonna die. I really need to quit. (Y15)

Concerns about the impact of cannabis on brain devel-
opment in youth were voiced by numerous participants.
For example, a service provider underlined the need “to
understand how that impacts the growing brain” (SP15).
Another statement by a parent reflected some of the
uncertainty related to the risks: “it’s a mind-altering drug
and kids are still growing who knows what’ll happen”
(P21).

Another harm, primarily identified by parents and two
service providers, related to the impact of cannabis use
on individual family members and the family unit as a
whole: “He had anger management issues...it became
really hard for all four of us, for my wife and I, for my
other son,...all the crap that was going on really made it
stressful and not very enjoyable” (P3).

A service provider described the challenging realities
faced by families:

Cannabis misuse definitely has a dramatic impact
on families, the number of families that have called
us where the youth is living in the basement, not
going to school, not working, and they’re walking on
eggshells...I see a large number of youth who are vio-
lent when intoxicated and are violent when they’re
withdrawing. (SP30)

Pervasive adverse effects on youth were highlighted by
most participants, with significant impacts on moti-
vation, concentration, and energy being among the

concerns. Youth 2 stated, “It definitely affects my moti-
vational levels when using, as after using cannabis, I feel
quite lazy. I feel like it’s kind of hard to focus on one task.”
Another youth stated, “I didn't realize it at first but after a
while, I noticed that this is actually taking a toll on me...
It’s just this feeling of like kind of brain fog” (Y12).

The impact of cannabis on finances was raised by many
youths and parents, as well as some service providers.
They emphasized the inordinate amount of money spent
on cannabis at the expense of not eating or paying for
other necessities. One youth stated, “I don’t even wanna
guess how much money I've spent...I'm gonna say it’s
probably somewhere $10, 000, $20, 000 over the course
5-6 years” (Y25). Parents had similar comments. For
example, this parent noted, “I've seen that it has impacted
his savings, that he was motivated to save money for the
future in the past, and so, now his disposable income
goes towards the purchase of marijuana” (P1).

Although most youth noted effects on motivation,
focus, and energy, most did not believe that their canna-
bis use affected work and school performance. However,
many parents and some service providers stated that it
had negative impacts and were concerned about youth
using cannabis at work or school. A parent stated, “He
did an apprenticeship in plumbing. He was on a high-rise
building, the first week of work, and he smoked on the
job, within less than two months, he was let go, he was
fired” (P11). A service provider explained that the youth
they serve often have academic issues: “the youth that
I see in my work...these are kids who are either failing
courses or dropping out of school altogether, they start
increasing the amount of cannabis they use, they’re usu-
ally intoxicated for most of the day” (SP 25). A parent also
explained the drastic change in her son’s academic per-
formance after using cannabis:

When he started using it, he just - he dropped like
a stone. So, he has ADHD and he’s gifted, and he
went from being an A student to failing, like that,
in a heartbeat. It went from, you know, sampling to
extreme use, extreme use. Like, three, four times a
day. And that’s all he lived for. And he just checked
out. Checked out of school, checked out of everything.
(P2).

Mental health emerged as another area of concern, with
participants specifically pointing to anxiety, depression,
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Table 2 Mental health & substance use of youth participants

(n=31)
Mental health and substance use of youth n (%)
Youth has concerns about their mental health
Yes 21 (68%)
No 6 (19%)
Prefer not to say 4 (13%)
Youth has a diagnosed mental health concern
Yes 16 (52%)
No 15 (48%)
Youth is using substances other than cannabis (including
alcohol)
Yes 13 (42%)
No 18 (58%)
Youth is concerned about their cannabis use
Yes 17 (55%)
No 10 (32%)
Unsure 4 (13%)
Others have concerns about youth's cannabis use
Yes 17 (55%)
No 10 (32%)
Missing data 4 (13%)
Frequency of cannabis use
1-2 times per week 10 (32%)
4-6 times per week 4 (13%)
Once per day 7 (23%)
Multiple times per day 10 (32%)
Modes of cannabis use
Smoking 14 (45%)
Multiple modes 13 (42%)
Vaping 2 (7%)
Edibles 1 (3%)
Dabbing 1 (3%)
Where cannabis is purchased
Dispensary 22 (72%)
Online 3(10%)
Friend 2 (6%)
Dealer 2 (6%)
More than one source 2 (6%)
Received mental health services
Yes 26 (84%)
No 5(16%)
Received services that are addiction-focused
Yes 27 (87%)
No 4 (13%)
Received services that are cannabis-specific
Yes 5(16%)
No 26 (84%)
Level of involvement of parents/caregivers in services
Not at all involved 18 (59%)
Slightly involved 9 (29%)
Moderately involved 2 (6%)
Very involved 2 (6%)
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and psychosis as adverse effects linked to cannabis use.
According to this service provider: “temporarily it might
be helpful, but long term it makes mood and anxiety dis-
orders much worse, psychosis 100% worse. The earlier
the cannabis use, the worse outcomes. 16—24 is so forma-
tive and can impact the rest of their life” (SP19). A youth
described the effects of cannabis as follows: “I'm like torn
between it makes me more depressed and anxious and
I'm smoking because I feel depressed and anxious. When
I'm high I feel fantastic but then when I'm not I feel like
it makes me feel worse” (P13). Another youth stated,
“my mental health was just awful, um like depressed and
anxiety and induced like a panic attack a lot of the time...
becoming dependent on it has induced more anxiety”
(Y15).

Participants across all three groups highlighted risks
and harms associated with cannabis-induced psychosis or
psychotic disorders exacerbated by cannabis use. Seven
parents (27%) reported that their youth had experienced
at least one episode of cannabis-induced psychosis. One
parent shared his family’s challenging experiences over
the last few years: “Daily cannabis use led us through
three-and-a-half, four years of hell, and it got to the worst
point was when it created a psychotic break for him...I
think he scared himself...that the psychosis had taken
hold of him” (P3). Another parent noted, “he started hav-
ing his psychotic episodes at age 16. Every time he goes
through his psychotic episodes, he is smoking marijuana
prior to that happening” (P7). Six youths (19%) expressed
concerns about the risks of psychosis and two reported
previous experiences with cannabis-induced psychosis.
One shared, “If I had known that I had bipolar, and like
weed can trigger uh, psychosis in certain people, I prob-
ably would've never tried smoking weed, ever” (Y10).
Another youth stated, “I was hallucinating really scary
things” while experiencing a cannabis-induced psychotic
episode, which resulted in self-harming behavior with
serious consequences (Y14). Furthermore, some partici-
pants shared that many youths continue using cannabis
even after experiencing a psychotic episode. As one par-
ent explained, “he started to develop psychosis at the
time, and he would smoke more like to calm himself.
He believed that he was helping himself just with canna-
bis and the more he smoked, the worse he was getting”
(P17). A parent highlighted needing to call emergency
services when her son has used cannabis and has symp-
toms of psychosis: “there’s a lot of times that we've had
to have the police here and ambulance here” (P6). Ser-
vice providers in emergency settings noted a significant
increase in cannabis-induced psychosis since its legal-
ization. One emergency service provider stated, “I don’t
think it's a commonly known thing that at the very worst
like you become psychotic from using cannabis. That’s
kind of minimized...all those things should be general
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Table 3 Parent perspectives on mental health and substance

use (n=26)
Mental health and substance use of parents & their n (%)
youth
Parent has concerns about their own mental health
Yes 11 (42%)
No 13 (50%)
Prefer not to say 2 (8%)
Parent has concerns about youth's mental health
Yes 25 (96%)
No 1 (4%)
Youth has diagnosed mental health concern
Yes 21 (80%)
No 3(12%)
Unsure 1 (4%)
Prefer not to say 1 (4%)
Youth is using other substances (in addition to cannabis)
Yes 13 (50%)
No (only cannabis) 9 (35%)
Unsure 4 (15%)
Parent has concerns about youth's cannabis use
Yes 24 (92%)
No 1 (4%)
Missing data 1 (4%)
Youth has problematic gambling
No 17 (66%)
Yes 4 (15%)
Unsure 4 (15%)
Missing data 1 (4%)
Youth has problematic gaming or tech use
No 16 (61%)
Yes 9 (35%)
Missing data 1 (4%)
Youth received mental health services
Yes 23 (88%)
No 2 (8%)
Missing data 1 (4%)
Youth has received addiction services
Yes 8 (31%)
No 15 (57%)
Unsure 2 (8%)
Missing data 1 (4%)
Youth has received services related to cannabis use
Yes 12 (46%)
No 11 (42%)
Unsure 2 (8%)
Missing data 1 (4%)
Services or treatment for youth involved family
Yes 9 (35%)
No 14 (53%)
Missing data 3(12%)
Parental involvement in youth's treatment or services
Not at all involved 4 (15%)
Slightly involved 10 (38%)
Moderately involved 3(12%)
Very involved 8 (31%)
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Table 3 (continued)
Mental health and substance use of parents & their n (%)
youth
Missing data 1 (4%)

education for any provider working with youth, it’s not
benign” (SP31).

Another emergency service provider highlighted the
increased risk of psychosis among youth using cannabis
with high THC levels:

There has never been the THC concentrations that
we are seeing now...concentrations upwards of 15,
20, 30%...And when you have something like that
the brain will react to THC very differently than it
reacted to someone taking cannabis at a concentra-
tion below 3%...The higher the dose is consumed the
relative certainty, that you're going to push anyone
into psychosis. (SP14)

Adverse effects on physical health emerged as another
significant concern related to cannabis use among youth.
Chest pain and respiratory difficulties were frequently
reported by youth participants, a concern that was also
noted by numerous service providers and parents. One
youth highlighted, “I have noticed my lungs specifically
being in a little bit of pain when I'm taking deep breaths
and like I'm feeling that little bit of that lung conges-
tion” (Y17). Another youth added, “when I cough it’s like,
there’s like black stuff in my spit and then I just, I know I
need to give my lungs a break. I'll feel like I have to puke”
(Y21). Several participants from the three groups dis-
cussed severe bouts of vomiting known as cannabinoid
hyperemesis syndrome (CHS). A parent reported that his
daughter had multiple episodes of CHS, stating, “It’s just
the increase of people going to the hospital like I didn’t
even know this thing, Cannabinoid hyperemesis syn-
drome, but she’s put herself in the hospital probably four
times in the last year” (P24).

Weight loss and changes in appetite were additional
harms described by some participants, including this
youth: “I was really weak, um tired all the time, uh and
you know my appetite was just like not there. Weight
loss was like huge, now I weigh about 200 lbs, like 200 to
210. At the time when I was smoking poppers, I weighed
160 and I'm 6’5...s0 160 was really really skinny” (Y15).
Similarly, a parent expressed concerns about weight and
appetite in her son: “when you have chronic pot use, it
also affects your digestive system, he’s not eating enough.
He always has an upset stomach so he’s very thin” (P4).

Minimization of risks and harms
Responses from research participants revealed a paradox,
with all three groups expressing substantive concerns
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Fig. 1 Themes and subthemes about perceived risks or harms of cannabis
use

about the risks and harms associated with cannabis use,
while also minimizing its potential adverse effects. Mini-
mization was most prevalent among youth participants
(98%), followed by service providers (39%) and parents
(8%). The subthemes emerging under the theme of mini-
mization of risks and harms included conflicting mes-
sages, where risks and harms are both acknowledged and
minimized; normalization messages, suggesting that legal
means safe and harm free; and perceptions of cannabis as
less harmful than other substances.

This quote from a youth underscores the conflicting
perspective by acknowledging the symptoms associated
with cannabis use while also expressing the belief that
these symptoms do not pose a problem:

I get like chest pains and lung pains and just pains
everywhere...if I smoke a little too much, my heart
rate can go to like 140, 150...So, it’s kind of like
something that I don’t think is an issue...[emphasis
added] that’s how it’s impacted my physical health

Page 10 of 21

and when I smoke, I cough a lot like no matter which
method of smoking I'm using...and that also hurts
me. (Y19)

Similarly, another youth described their perceptions of
the impact of cannabis on their physical health:

I don’t think it affects my physical health all too
much [emphasis added]. It did affect my throat at
first when I started smoking...my throat would be
kinda raw. Um, and like my lung capacity...I used to
run a whole bunch and now I can’t because like the
vaping and smoking just like kind of like destroyed
my lung capacity. But other than that, I don’t think
it has much of an effect on my physical health
[emphasis added]. (Y29)

Many service providers reported working with youth
negatively impacted by cannabis, emphasizing that these
youth often fail to connect their issues directly to its use.
For example:

I do see a lot of people with cannabis use with that
like persistent cough that they have you know where
it keeps going. Also, I've seen over the years tragic
cases you know where um drug-induced psycho-
sis with cannabis has happened...I think there’s a
real resistance that cannabis is causing these issues

[emphasis added]. (SP2)

One youth admitted to having an addiction but also
stated that it is not harmful:

I do feel like I'm addicted to it, and I don’t wanna
say that like any addiction is really like a good
addiction, but I feel like it's not necessarily a harm-
ful one [emphasis added] where it doesn’t really
affect like my, my days really. I mean I guess it sort
of does cause I'm waiting to go home and use it, but
in a way like it doesn’t affect my work and it doesn’t
really affect many of my relationships in a way
that stresses me out a lot. But I would say that I'm
addicted in a way where I can’t really sleep if I don’t
have it. (Y16)

Some service providers did not have concerns about the
negative effects of cannabis use in youth. For instance,
one service provider stated, “I can’t say I'm actually overly
concerned about health [emphasis added]. I think there’s
some concern to it, but there’s other things that concern
me more [emphasis added] in terms of health” (SP 6).
While the majority of parents expressed serious concerns
about the potential risks and harms from cannabis use,
a few parents held conflicting views. One parent said, “I
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don’t think that it is affecting his physical health [empha-
sis added], right at this moment,” yet also shared, “I would
prefer he wasn't inhaling smoke all the time. I believe that
will catch up with him... he had a panic attack after con-
suming cannabis” (P 23).

Several participants attributed the minimization and
denial of risks to the normalization of cannabis use which
amplified after legalization, and the widespread mes-
sage that legal means safe and harm free. Illustrating this
point, a youth stated,

I think it's just become so normalized, that its a
thing that people should be doing. And especially
with like the legalization of it, and like you know
pot shops like popping up everywhere like I think
we have more dispensaries than we do like coffee
shops in [Northern Ontario]. It’s just so prevalent
that I don’t think um, it crosses people’s mind that
it's something that could be like bad for you, and it
really kinda gets this rap that it’s really beneficial, a
good coping mechanism to like relax and stuff. (Y30)

A parent reflected on how his son’s use of cannabis has
been normalized and its harms minimized:

He considers that it has medical properties, and
those medical properties are the same as taking a
prescription medication. It seems to have been nor-
malized for quite some time. Normalized and any
harm is minimized. You know, this idea that it’s a
natural substance and you know, that’s not going to
bring you harm, and a narrative about it being med-
ical. (P11)

A service provider supporting young parents of infants
normalized parents’ use of cannabis while minimizing
the risks to young children:

They don’t have a lot of support and by using mari-
juana it helps them feel like it's something that just
takes the edge off. They're not necessarily trying to
get high or not trying to be in a capacity that they
can’t care for their kids. As long as you can use it
safely, and it'’s not impacting your parenting, it’s not
impacting the child. (SP12)

Many participants argued that the abundance of mis-
information and normalization, coupled with the lack
of public education, contributes to the perception that
legalization of cannabis means harm free. For example,
this service provider explained,

I mean it’s very easy to get them off cocaine or get
them off anything serious. It’s not easy, but the edu-
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cation is easy. But weed...because of this legality, it’s
becoming socially acceptable. They're just thinking
you know what’s the big deal? I mean I'm just smok-
ing weed you know. But that weed brought you to
the hospital three times! Like you're not putting the
equation together? (SP4)

Another subtheme that emerged involved comparing
cannabis to other substances, with cannabis often per-
ceived as less harmful. This perspective was supported by
a service provider who suggested that for youths with a
history of trauma, the use of cannabis is not the primary
concern:

My reaction to that is going to be much different
than for a 16-year-old kid who has an extensive,
extensive trauma history, and her using a little bit of
cannabis on the weekend in terms of harm reduction
is the least of the things that she could be doing to
manage her sleep or her anxiety...I don’t really have
a problem with it. (SP9)

One youth described cannabis not having the same
effects as cocaine:

I had tried just a tiny little bit of cocaine...my heart
was racing, and 1 wasn’t a big fan of that like feeling
of not being able to relax or be in control of like how
I was feeling. which is why I think on the other side of
things, I kind of like weed because like you can enjoy
like doing other things...you also could just go right
to bed and have a really good deep sleep. (Y13)

Another youth spoke about feeling that cannabis use is
less stigmatized than other substances, even for youth
who are under the minimum legal age:

I'm more comfortable because I feel it’s less like
problematic. Like it hasn’t cost me as many issues
as the other substances have. And also because it’s
legal, even though I'm not of age, um I'm still doing
something that’s legal... Individuals who have certain
views on people who use drugs and stuff. They don’t
have those views on people who are smoking weed.
(Y19)

A service provider expressed a view similar to that of the
youth, emphasizing the different way cannabis is per-
ceived compared to other substances:

With youth especially there is the hierarchy of sub-
stances. I think it’s really hard for youth to get sup-
port with solely cannabis use because I think often in
recovery communities, there’s a bit of like annexing...
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with weed, is it actually an addiction? Youth con-
tinue to feel even like stigmatized or undermined, if
they do get to the point of saying, okay, I am wanting
to make some changes and then feeling a bit kind of
pushed out of those recovery communities. (SP13)

How do participants describe their own and others’
approaches to reducing cannabis-related risks and harms?
Two main themes emerged from how participants
described both their own and others’ approaches to
reducing cannabis-related harms: (1) Implement-
ing a harm reduction approach, and (2) Challenges in
implementing a harm reduction approach. Each theme
includes subthemes that detail specific strategies and
challenges encountered. Figure 2 shows the themes and
their corresponding subthemes.

Implementing a harm reduction approach for cannabis

Under the theme “Implementing a Harm Reduction
Approach,” three subthemes emerged, describing specific
realities for each participant subgroup: (1) Youth: most
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have tried to reduce the harms of cannabis use; (2) Par-
ents: all support youth in multiple ways to reduce harms;
and (3) Service providers: most adopt a harm reduction
approach.

Implementation for youth

Among the participants, 12 youths (39%) discussed vari-
ous measures they have taken to reduce cannabis use
or mitigate its associated harms. Most of the youth who
attempted to reduce or stop their cannabis use found
they were more negatively impacted with some describ-
ing feelings of dependency. Some had specific strategies
to reduce their use, such as changes in frequency, can-
nabis type, or time of the day. For example, this youth
emphasized,

It’s dropped drastically, I used to smoke when I woke
up, and then smoke during the day and then smoked
at night...I found it really diminished some of my
motivation, so I've cut back quite a bit and I've now
gotten to the point where I just use it at, once maybe

y
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Fig. 2 Themes and subthemes about approaches to reduce cannabis-related harms
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twice a day. And I don’t smoke in the morning any-
more. It'’s usually just an at night thing. (Y31)

Two youths reported that they stopped smoking and
are trying to use only edibles (Y28 & Y29). Youth 29
explained needing to learn about how he was affected by
different products: “When I was younger...I was going
with whatever I could get. Whereas now I'm learning
about how different strains affect me...Now I've just fully
stopped smoking cannabis” (Y29).

Another youth described several limits set to reduce
harms:

During the school year I would always only smoke
after 8 pm so that I had all the time after class to
do homework...For work obviously I never go to work
high cause I can’t drive and um, it does make me
sleep in when I do it before work. (Y18)

Another youth mentioned that “I started moving towards
that because I, I don't like smoking it as much. I've
noticed it’s a lot easier to control the edibles versus the
smoking cause I find that smoking affects me like differ-
ently” (Y30). Three youth mentioned taking “tolerance
breaks” (Y2, Y14, Y16), suggesting a period of non-use.

Implementation for parents

All parent participants described using diverse strate-
gies to support their youth and help them mitigate the
harms of cannabis use. Eight parents (31%) also spoke
about harm reduction strategies used by their youth. Par-
ents detailed various approaches to support their youth,
including facilitating connections to services or treat-
ment, advocating for access to appropriate and timely
services, and providing emotional, financial, social, and
instrumental support. They also emphasized the need
to respond to crises, support other children impacted
by their sibling’s cannabis use, educate themselves about
mental health and addictions, and provide their youth
with information. One parent shared,

It’s very hard as you go through it, to try and find
services where we can educate ourselves also. So, it's
just having resources that are available for the care-
givers, because when the person is going through the
psychotic episodes, they’re obviously not in a posi-
tion where they can think clearly and make deci-
sions. It’s the caregivers that need the resources, you
know, that need to be given the information and they
need to be educated so they’re in the right position,
they have the right information to be able to then
help or get the help that the individual needs. (P7)
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Another parent expressed frustration over service pro-
viders downplaying the risks of cannabis use and not tak-
ing parents’ concerns seriously:

There’s a real resistance to a mother saying my child
is not well, and I need help. There’s a real tendency
to think, she just needs to see a therapist and talk it
through. We had to fight with her GP for a referral
to addictions, we were told she was just a normal
teenager...we really did not receive services until we
fought and fought and fought for them. (P13)

Some parents took steps to obtain a form for the invol-
untary admission of their youth to a hospital, seeing it as
a necessary measure to reduce harm. One parent shared
concern about her youth posing a risk of harm to himself
or others due to violent behavior linked to cannabis use:

He wants marijuana over everything else. He's been
formed twice and placed in the mental health units
at the hospital. And when I say violent, he gets
extremely violent, he’s a danger to himself and he’s a
danger to the community. (P14)

Implementation for service providers

Most service providers (94%) reported adopting a harm
reduction approach to cannabis use. However, only 12
(39%) explained how they implement this approach. The
most common harm reduction strategy service providers
described was psychoeducation. This emergency depart-
ment service provider stated, “I provide some education
with a harm reduction approach...that conversation with
patients when they are in the emergency department
about cannabis withdrawal and how there can be height-
ened states of anxiety several hours after the consump-
tion of cannabis” (SP14). Another service provider added,
“I use a harm reduction approach, and provide education
about you know harm versus not harming and ask people
to buy cannabis from a legal place as opposed to some-
body that is selling it” (SP1). A third service provider
stated, “there’s a part that is psychoeducation...how the
cannabis use can be impacting their mental health and
letting them talk about what are their beliefs around can-
nabis, what do they think is helpful for them with can-
nabis. And start talking about alternatives...maybe not
stopping using...just delaying use” (SP25). One service
provider noted that their own lived experience was a
helpful medium to reach youth about the harms associ-
ated with cannabis use: “Having my own struggles with
it like adds to the fact that I can speak to it a bit more
like authentically and it’s not going to come across as
preachy” (SP17). One service provider spoke about pro-
posing alternative coping strategies to youth: “Reduce
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the use or just like encourage different ways and differ-
ent means of coping...If they’re smoking every single
day because they’re stressed and they’re unable to calm
their minds which we get a lot...offer other suggestions”
(SP21).

Challenges in implementing a harm reduction approach
The theme “Challenges in implementing a harm reduc-
tion approach” encompasses four subthemes, each
describing specific challenges for each participant group,
as well as one subtheme related to structural barriers that
cut across all three groups. The challenges are as follows:
(1) Youth challenges include inadequate support, experi-
ences where cannabis use is overlooked or dismissed by
service providers, and using cannabis as harm reduc-
tion for other substances; (2) Parent challenges include
intense worries, heavy burden, and exclusion from their
youth’s treatment; (3) Service provider challenges involve
difficulty supporting youth who do not view it as a prob-
lem, not addressing youth cannabis use, and using a one-
size-fits-all-approach; and (4) Structural barriers include
unavailable and inaccessible services for youth, easy
access to cannabis, inadequate education on cannabis
risks and harms, and insufficient information on LRCUG
and harm reduction.

Challenges for youth

The first subtheme outlines challenges experienced by
youth associated with reducing cannabis use. Many
youths described not having support and attempting to
reduce their cannabis use alone. One youth explained
that they had experienced many unsuccessful attempts
to take breaks from cannabis use: “I am somebody who
continues to smoke weed but like desire to stop smoking
weed...I think it just proves how addictive it is... I just
wish that I could control and moderate it, for my own
benefit” (Y15). Another youth underlined that they had
been using for a long time making it even more difficult
to stop: “I've been smoking since grade 7 and it’s been
pretty hard to quit. I tried many times but to no avail. I've
been using it for such a long time...Never try it...I wish
I'd personally never tried it that day” (Y6).

Some youth highlighted that their concerns about can-
nabis use were overlooked or dismissed by service pro-
viders. For example, this youth felt unsure about raising
cannabis use with their therapist, due to its minimization
and stigmatization:

I had brought it up in therapy once to my therapist...
She hadn’t brought it up until I had mentioned it...
Um, 1 feel I felt embarrassed at first to be bringing
it up because it just seemed silly because you know
in therapy these are not the kinds of things that
you should be talking about. I was telling her how
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I'd been smoking a lot and you know I feel like it’s
maybe, it’s too much...She said, ‘well if you're aware
of the reason why like you know for the time being
you know if it helps you sleep you can continue
that...Then we never really revisited it cause I never
brought it up again...finding a professional who's a
little bit more in tuned in...can actually help you to
make the changes you're looking for. (Y13)

Another youth shared their experience with emergency
services, highlighting a perceived gap in care due to a lack
of familiarity with cannabis-related issues:

I feel like there should be at least in my opinion,
somebody that works in emerg that’s well-versed in
substance abuse and if I want to quit or I want to
cut down, I can go to the emergency room and access
somebody. I feel like though when it comes to can-
nabis, they don’t have people that are knowledgeable
about that. (Y22)

For some youth, reducing cannabis-related harms was
further complicated by their use of cannabis as a self-
prescribed treatment or a means to reduce their use of
other substances as explained by this service provider: “I
hear from a lot of youth it’s the substance to use if you're
trying to stop other substances, they’ll say it’s the least
harmful if they’re using other substances and then, the
one that sticks around forever” (SP13). A similar state-
ment was made by another service provider: “They’ll
cut everything off except for cannabis. Youth are using
it to make do with their mental health to really almost
treat that...they use it as like a harm reduction to when
they can't afford other substances” (SP15). One parent
described how her son stopped using opioids but contin-
ued using cannabis and alcohol: “[Son] overdosed again.
just over a year...So, now he just smokes weed. And he’ll
drink and smoke weed pretty much every day” (P2).

One youth described being abstinent from an addiction
to prescription medication and explained that despite a
cannabis-induced psychotic episode that had serious and
negative outcomes, they have had challenges reducing
their cannabis use: “I'm California sober. It’s essentially
being sober, but you can smoke weed” (Y14). This youth
added, “I really had to fight to get proper services” indi-
cating that cannabis is not a subject that is discussed with
most service providers.

Challenges for parents

The second subtheme focused on the challenges par-
ents face in supporting a youth to reduce the harms
associated with cannabis use. These challenges include
intense worries about the risks to their youth’s health and
safety, a heavy burden, and exclusion from services and
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treatment. This parent described the intense worries and
sense of helplessness: “I can’t change [son]. I can try to do
the things that I'm doing to support him...help him come
to a place of better decisions...I don’t actually want to
know - the rate at which he’s degrading his cognitive abil-
ity and that it’s irreparable” (P11) Another parent shared
the impact that her daughter’s cannabis use was having
on her: “It’s been an unchartered territory for me. Some-
thing that I see as a monster, as an ugly thing. Something
that I didn’t want it for my daughter. I think I cried for 5
days in a row” (P19).

Participants described inadequate professional support
for parents and exclusion from their youth’s services and
treatment as noted by this parent:

I think they could talk to the [youth], and say, we all
want to help you and it would be really helpful if we
could have at least one session with your parents.
Maybe they view the parent as somebody who is
making things worse. There’s a lot of blame for par-
ents when it comes to any kind of mental health or
addiction and that’s not helpful in any regard. (P10)

A service provider explained the reluctance to involve
families:

Sometimes we over rely on families to participate in
the change and sometimes we under rely on fami-
lies to participate in the change. Sometimes I think
service providers bring families in as leverage. Like,
I can’t get the kid moving...you get the kid mov-
ing. If your experience with family members is that
they're really overbearing and they you know push-
ing for change when the kid'’s not ready, you're more
reluctant to involve them because you see them as a
negative contributor to a child being able to make
change. (SP28)

Some parents stated that there are cultural differences in
Canada compared to non-Western countries that involve
parents in healthcare: “I do think that this young age
for kids to make their own decisions is not right. In our
country, parents continue to talk to the doctors” (P19).

Challenges for service providers

The third subtheme focused on challenges for service
providers including how to help youth who do not per-
ceive their cannabis use as problematic. This service pro-
vider explained, “Their parents are sending them to see
me because of their cannabis use and theyre willing to
talk about anything but their cannabis use...It’s seen very
much as a solution and not much interest in making
changes around it” (SP2).
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Many service providers reported not screening, assess-
ing, or offering other services related to cannabis use
among youth, while also stating that they adhere to harm
reduction approaches. For example, two service provid-
ers stated, “I don’t ask about it unless they bring it up”
(SP10, SP22) with one adding, “I only ask about it if it’s
related to the actual presenting issue” (SP22). Another
service provider highlighted, “We don’t go too much
into that because were not like medical doctors, so we
don’t want to be too intrusive and make our clients feel
uncomfortable” (SP5).

Some parents and youths raised concerns about the
use of a one-size-fits-all-approach by some service pro-
viders, which does not address the needs of all youth
receiving services. Parents noted that many services pro-
viders do not consider abstinence as part of harm reduc-
tion, and only two participants from the service provider
group mentioned that abstinence is included in a harm
reduction approach. A parent underlined, “What a lot
of people don’t understand about harm reduction is it’s
a continuum and they always seem to negate the absti-
nence factor as an option” (P4). Another parent explained
that the approach used by the therapist was not suitable
for her youth: “The private therapist that we’re paying
for...very much a harm reduction approach, which I get,
from a professional standpoint, but it does not work for
this child” (P16). Similarly, another parent questioned the
effectiveness of approach used by the treatment center
for her daughter:

[Addiction treatment center] is big on harm reduc-
tion. So, they don’t encourage teenagers to stop using
completely. Maybe that works for the vast majority
of who they're treating, but it did not work for our
daughter. Our daughter had a serious addiction,
and they would not back us...It was counter to our
child’s recovery. (P13)

Structural barriers
Participants identified several structural barriers that
pose challenges to reducing risks and harms of cannabis
use among youth. These include unavailable and inacces-
sible services for youth, easy access to cannabis for youth,
inadequate public education on the risks and harms
linked to cannabis use, and insufficient information on
lower-risk cannabis use guidelines and harm reduction.
Many participants described the lack of appropri-
ate and on-demand services as an additional challenge
to reducing the risks and harms of youth cannabis use.
Some participants from rural communities including
Northern Ontario explained that there was an even more
pronounced lack of accessible services in their commu-
nities. One parent highlighted the immense pressure
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parents face when they are concerned for their youth’s
safety and no available services are available:

Least helpful is how few options there are for a kid
like him in a time of need. The hospital couldn’t
control him...It felt life-ending at different points
because we were just sitting there saying, like, now
what? Nobody wants to help him. Nobody thinks
they can manage him. What do we do now? The
waitlists, just hideous. When a kid's in need, it needs
to be fast. We just tried to keep him safe for 30 days.
It was just torture because we were waiting for a
spot. We're paying for all of this. And it was just to
try to keep our child safe...He’s been in jail a couple
of times, that’s not where I want him, but at least I
know he’s safe. (P14)

A youth also explained the need for cannabis specific res-
idential services:

I personally would benefit from, if there was like a
site that I could stay at that I would be able to like
get off of smoking weed and vaping. 1 feel like it needs
to be a program that’s specifically for you know
smoking weed and/or vaping...you know like some-
where comfortable that doesn’t look like a hospital.
They would teach like you know coping mechanisms
and sort of look at the issues of why people smoke
weed. (Y19)

A parent also underlined the need for cannabis specific
intensive treatment: “All I can think is that it must need
specialized treatment. It just doesn’t seem to be some-
thing that he can detox off of. And he’s tried” (P14).

Many participants described the challenge of imple-
menting harm reduction when cannabis is readily avail-
able and easily accessible to youth. They argued that the
minimum legal age is too low, that there are too many
cannabis retail stores, and that it is too easy for youth to
purchase cannabis in stores and online even if they are
below the legal age. This youth underlined, “how acces-
sible it is needs to change...I have a baby face, if I can
walk into a dispensary and buy at 16, there’s a problem.
It shouldn’t be that easy for me to get it” (Y24). Another
youth stated, “cannabis should be legal for people that are
25 and over. For me having started smoking at a young
age...it should be like restricted to a higher age, so that
you don’t run the risk of having bad development” (Y28).
A parent reported, “the cannabis stores are everywhere!
And they break all the rules” (P12).

Most participants identified the lack of public educa-
tion on the risks and harms of cannabis use as a signifi-
cant challenge in harm reduction, as highlighted by this
parent: “I would like to see more information provided to
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young adults about harm reduction and ways to reduce
their harm” (P1). A youth echoed this message emphasiz-
ing the need for an “empowered toolkit of harm reduc-
tion strategies” that could help understand “safety tips”
and answer questions such as “why is it bad? Why does it
hurt your lungs? Why might it affect your prefrontal cor-
tex? Why might it lead you to smoke every day?” (Y17).
Another parent added, “it'd be just really important to be
able to kind of educate the youth about that and uh, at
least give them an understanding of it before they decide
to experiment with it, if at all” (P8). This service provider
added:

I think there’s a lot of misinformation...the canna-
bis industry is using kind of the same strategies that
the tobacco industry used. There are a number of
websites where they provide all these benefits that
are not necessarily substantiated in any way. There
wasn’t a really thought-out process when it was fully
legalized. This is disconnected because in the politi-
cal discourse having an addiction is about individ-
ual choice when actually addiction is not a choice.
The government has been walking a very fine line
in terms of substances. It took so long to recognize,
for instance, the harms from tobacco. We know the
harms from alcohol, and yet we have governments
who encourage alcohol consumption. For canna-
bis, there needs to be education and recognition of
potential harms. (P25)

Most participants underlined needing more informa-
tion on LRCUG and only one of the participants from
the three groups reported having knowledge of LRCUG
for youth or adults. A parent stated, “there really need to
be guidelines on what is reasonable and decent and safe
use for cannabis...None of that seems to exist for weed.
Maybe it does? But it’s certainly not apparent” (P12). A
service provider added, “What is considered safe and
what’s not? We have safe drinking guidelines for alcohol,
with cigarettes, no amount of smoking is safe. With can-
nabis, I'm not sure that we have that and if there is it’s
not well disseminated” (SP29). A few service providers
noted that clearer safety and harm reduction guidelines
would influence service provider knowledge and conse-
quently, the level of care. For example, this service pro-
vider underlined:

I don’t actually really have any concrete like guide-
lines to go by and I do have um, like teenaged clients
that are kind of going through this...this is such a big
problem...and I was like wow, I actually don’t like
have concrete kind of guidelines to go off of on like
when is it a problem versus when is it not. (SP5)
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A parent also expressed wanting to understand how to
reduce the harms: “the whole idea of harm reduction,
you know, what does that look like? And what would be
something safe versus unsafe?” (P10). Insufficient edu-
cation on harm reduction was also underlined by this
youth: “Teach people how to use it properly...Some peo-
ple sit there, and they’ll smoke from a pipe that’s black
as all hell... they over smoked their bong so much to the
point there’s tar literally coming out of their esophagus”
(Y9).

Discussion

This study explored how participants describe the per-
ceived risks and harms associated with youth canna-
bis use, as well as their own and others’ approaches to
reducing cannabis-related risks and harms. Participants
shared insights about various risks and harms, including
dependency or addiction, concerns about brain develop-
ment, negative impacts on family, and adverse effects in
areas such as motivation, concentration, energy, finances,
employment, school, and physical and mental health.
While most acknowledged some level of adverse effects,
there was also a tendency to minimize and normalize
these effects. Our analysis of the challenges expressed by
participants underscores the need for increased support
and enhanced efforts to reduce structural barriers. These
barriers pose challenges for participants in reducing the
harms of cannabis use, whether for themselves or in sup-
porting others. The identified structural barriers include
unavailable services, easy access to cannabis, inadequate
public education on the risks and harms of cannabis use
in youth, and a need for more information on LRCUG
and harm reduction strategies.

Our findings highlight several important areas that
need attention to effectively reduce the harms of canna-
bis use among youth in Canada. First, there is an urgent
need for enhanced public education on the risks of can-
nabis use and the LRCUG. This need for more informa-
tion and education was described by all participants and
aligns with the results of the CCS, which found that half
of Canadians have not seen any educational campaigns or
public health messages about cannabis [2]. Additionally,
the CCS reports that among the topics related to can-
nabis, Canadians feel most uninformed about the health
and safety risks with youth aged 16 —19 and young adults
aged 20 —24 expressing the greatest desire for informa-
tion on these safety risks, more so than adults over 25 [2].

The LRCUG were recently updated to provide more
comprehensive information about health risks and safety.
While these are not youth-specific guidelines, some
recommendations specifically address risks for youth.
Researchers emphasize that these guidelines can influ-
ence perceptions of cannabis use post-legalization and
assist youth in making safer choices. They advocate for
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knowledge translation strategies to facilitate the dis-
semination and implementation of the LRCUG, which
can be integrated with other prevention and intervention
programs [36]. Most recently, a group of international
experts formulated the lower-risk cannabis use guidelines
for psychosis (LRCUG-PSYCH), which include 11 evi-
dence-based, public health-oriented recommendations to
mitigate psychosis-related risks associated with cannabis
use [14].

Public education will also help address the normal-
ization of cannabis use, which can be linked to reduced
perceptions of risks and harms. Research shows that
increased perceived risk and health knowledge reduce
substance use and harms [58-60]. A review examin-
ing cannabis knowledge and risk perception, found that
increased knowledge of cannabis was associated with an
increased perception of risk and lower current use. Con-
versely, increased youth cannabis use was associated with
lower cannabis-related knowledge and decreased per-
ception of risk. The review recommends implementing
public health strategies directed at youth with the aim
of increasing knowledge, which could influence rates of
cannabis use [58].

Studies have also found that normalization of cannabis
and other substances can influence perceptions of risks
and harms [61, 62]. While normalization can destigma-
tize substance use and encourage youth to discuss their
use, it must be balanced with adequate harm reduction
information to avoid promoting use [61]. The “normal-
ization thesis” by Parker et al. [63] outlines how a drug
becomes less stigmatized through shifts in cultural atti-
tudes, policies, and accessibility. Abridge et al. [64] stud-
ied how tobacco moved towards denormalization, driven
by comprehensive policy and educational changes, such
as adjustments in marketing and smoke-free policies,
which reshaped societal norms. The authors emphasized
that public education and people’s perceptions of health
risks are key factors in their experiences of normalization
and denormalizati