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Thesis	Abstract	
	

The	University	of	Manchester	
Gemma	Knight	

Doctor	of	Clinical	Psychology	(ClinPsyD)	
WHAT	DO	CANNABIS	USERS	WITH	PSYCHOSIS	WANT	FROM	A	PSYCHOLOGICAL	

INTERVENTION?	
2016	

	
	
This	thesis	focusses	on	the	self-reported	reasons	for	cannabis	use	among	people	with	
psychosis,	what	is	wanted	from	a	psychological	intervention,	including	the	treatment	
preferences	within	this	group.		
	
Paper	1	provides	a	systematic	review	of	the	self-report	literature	on	reasons	for	
cannabis	use	among	people	experiencing	psychosis.	Fourteen	studies	were	identified	
that	satisfied	inclusion	criteria	for	the	review	and	discussed	using	a	narrative	synthesis.	
The	most	commonly	reported	reasons	for	cannabis	use	were	organised	under	three	
themes:	to	escape	from	or	cope	with	negative	affect,	to	enhance	positive	affect,	and	
social	reasons.		The	strengths,	limitations	and	effectiveness	of	the	literature	as	a	whole	
are	considered	throughout	the	review	and	recommendations	for	future	research	are	
made.	Theoretical	and	clinical	implications	are	also	discussed.	
	
Paper	2	used	both	quantitative	and	qualitative	research	methods	to	investigate	the	
treatment	preferences	of	cannabis	users	with	psychosis.	Thematic	analysis	of	the	data	
revealed	two	themes:	Motivation	to	change	behaviour,	with	subthemes	Motivation	to	
change	cannabis	use	and	Motivation	to	engage	with	services;	and	The	ideal	approach	
to	treatment,	with	subthemes	Preferred	qualities	of	support	and	Preferred	treatment	
outcomes.	Mixed	views	and	experiences	were	described.	Preferences	for	treatment	
included:	for	readiness	to	change	to	be	considered,	to	be	involved	in	treatment	
decisions	(regarding	type,	delivery	and	goals	of	treatment),	and	development	of	
practical	skills	through	psychoeducation	and	physical	health	interventions.	Clinical	
implications	and	recommendations	for	future	research	are	discussed.	

Paper	3	is	a	critical	reflection	of	the	submitted	papers	and	research	process	as	a	whole.	
The	strengths	and	limitations	of	the	presented	research,	methodological	
considerations	and	implications	for	clinical	practice	and	theory	are	discussed	and	
directions	for	future	research	are	highlighted.		

In	summary,	this	is	the	first	study	to	explore	treatment	preferences	in	cannabis	users	
with	psychosis,	providing	detailed	exploration	of	why	people	with	psychosis	use	
cannabis	and	what	they	would	like	from	a	psychological	intervention.		
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Abstract		
	

Cannabis	use	and	psychosis	commonly	co-occur.		Cannabis	is	associated	with	increased	risk	of	

psychosis,	exacerbation	of	symptoms	and	worse	clinical	outcomes.	Various	models	attempt	to	

explain	the	relationship	between	cannabis	and	psychosis;	however,	causation	cannot	be	

assumed.	There	is	a	lack	of	evidence	for	suitable	interventions,	highlighting	the	importance	of	

understanding	reasons	for	cannabis	use	in	this	group.		A	systematic	review	of	the	self-report	

literature	was	conducted,	identifying	fourteen	studies.	Data	were	organised	into	three	themes	

surrounding	reasons	for	cannabis	use:	to	escape	from	or	cope	with	negative	affect	(including	

depression,	anxiety,	stress,	boredom	and	self-medication	of	psychosis),	to	enhance	positive	

affect	(for	pleasure,	enhanced	performance	and	intoxication),	and	social	reasons	(social	

facilitation/enhancement,	conformity/belonging,	social	identity).	Despite	negative	psychosis	

outcomes,	people	with	psychosis	use	cannabis	for	a	number	of	reasons,	varying	between	

individuals,	contexts	and	with	time.	Overall,	evidence	suggests	a	highly	complex	relationship,	

with	multiple	factors	involved.	Limitations	and	clinical	implications	are	discussed.	
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Introduction	
Cannabis	is	the	most	widely	used	illicit	substance	worldwide	(World	Drugs	Report,	United	

Nations	Office	on	Drugs	and	Crime,	2015),	with	29.2%	of	UK	adults	reporting	cannabis	use	

during	their	lifetime	(Home	Office,	2015).		Cannabis	use	in	the	UK	has	increased	over	the	last	

30	years,	with	initiation	of	use	from	a	younger	age	(Hickman,	Vickerman,	Macleod,	Kirkbride,	&	

Jones,	2007).	Cannabis	potency	has	also	increased,	with	newer	strains	such	as	‘skunk’	

cultivated	to	be	up	to	three	times	stronger	in	THC	content	(Potter,	Clark,	&	Brown,	2008).	

Cannabis	is	associated	with	increased	risk	of	psychosis	and	earlier	onset	(Large,	Sharma,	

Compton,	Slade,	&	Nielssen,	2011;	Moore	et	al.,	2007),	particularly	for	higher	potency	strains	

(Bhattacharyya	et	al.,	2012;	Di	Forti	et	al.,	2009;	Di	Forti	et	al.,	2014).	Cannabis	use	is	common	

in	psychosis,	particularly	within	first	episode	psychosis	(FEP)	(Addington	&	Addington,	2007)	

with	prevalence	estimated	at	33.7%	(Myles,	Myles,	&	Large,	2016).	Lifetime	prevalence	of	

cannabis	use	within	psychosis	is	estimated	from	42.2%	(Green,	Young,	&	Kavanagh,	2005)	to	as	

high	as	65.7%	in	some	samples	(Schimmelmann	et	al.,	2012).		

Continued	cannabis	use	in	psychosis	is	associated	with	higher	risk	of	relapse	(Linszen,	

Dingemans,	&	Lenior,	1994;	Pencer,	Addington,	&	Addington,	2005),	worse	clinical	outcomes,	

such	as	decreased	functioning,	anxiety	and	depression	(Barrowclough,	Gregg,	Lobban,	Bucci,	&	

Emsley,	2015),	increased	hospital	admissions	(Patel	et	al.,	2016),	poorer	treatment	adherence,	

and	worse	course	of	illness	(Sorbara,	Liraud,	Assens,	Abalan,	&	Verdoux,	2003;	Zammit	et	al.,	

2008).	Cannabis	contains	delta-9	tetrahydrocannabinol	(Δ9-THC),	a	psychoactive	cannabinoid	

known	to	cause	a	‘high’.	THC	is	associated	with	worsening	medication	side	effects,	cognitive	

impairment	and	exacerbation	of	psychotic	symptoms	in	those	with	established	psychosis	

(D'Souza	et	al.,	2005)	but	can	also	produce	transient	psychotic	symptoms	in	healthy	individuals	

(Cortes-Briones	et	al.,	2015;	Morrison	et	al.,	2009).	Conversely,	another	component	of	

cannabis,	cannabidiol	(CBD)	has	been	found	to	have	protective	effects,	counteracting	the	

psychoactive	properties	of	THC	(Zuardi,	Crippa,	Hallak,	Moreira,	&	Guimaraes,	2006).	CBD	has	

been	found	to	have	antipsychotic,	antiemetic,	anxiolytic	and	anticonvulsive	effects	(Ashton,	

Moore,	Gallagher,	&	Young,	2005;	Mechoulam,	Parker,	&	Gallily,	2002;	Zuardi	et	al.,	2006).		

Despite	potential	exacerbation	of	symptoms	and	worse	clinical	outcomes,	motivation	

to	reduce	cannabis	use	is	often	low	in	people	with	psychosis	(Barrowclough	et	al.,	2014).	It	is	

well	established	that	cannabis	and	psychosis	occur	together,	but	the	origins	of	this	comorbidity	

are	subject	to	considerable	debate	(Degenhardt	&	Hall,	2006).	Various	models	have	been	put	

forward	to	explain	the	relationship	between	substance	use	and	serious	mental	illness	(SMI)	

more	broadly	(Mueser,	Drake,	&	Wallach,	1998).	The	Secondary	Psychiatric	Disorder	Model	
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assumes	that	SMI	occurs	as	a	direct	result	of	substance	use.	There	is	evidence	to	suggest	

cannabis	is	associated	with	increased	risk	of	psychosis	(Andréasson,	Engström,	Allebeck,	&	

Rydberg,	1987;	Arendt,	Rosenberg,	Foldager,	Perto,	&	Munk-Jørgensen,	2005;	Arseneault	et	al.,	

2002;	Boydell	et	al.,	2006;	Fergusson,	Horwood,	&	Ridder,	2005;	Thomas,	1996;	van	Os	et	al.,	

2002;	S.	Zammit,	Allebeck,	Andreasson,	Lundberg,	&	Lewis,	2002),	supported	by	reviews	of	

longitudinal	and	case	control	studies	(Arseneault,	Cannon,	Witton,	&	Murray,	2004;	Moore	et	

al.,	2007;	Stanley	Zammit	et	al.,	2008).	Neurodevelopmental	factors	i.e.	during	development	of	

the	endocannabinoid	system	(Malone,	Hill,	&	Rubino,	2010)	have	also	been	considered.	

Nonetheless,	the	prevalence	of	psychosis,	estimated	at	0.87%	(Perälä	et	al.	2007)	has	remained	

constant	despite	increases	in	both	cannabis	use	and	potency	(Hickman,	2007;	Potter,	Clark,	&	

Brown,	2008).	Available	evidence	instead	implies	increased	risk	of	cannabis	use	and	psychosis	

occurring	together,	rather	than	causation.	

Secondary	Substance	Use	Models	suggest	that	SMI	leads	to	substance	use.	This	is	

thought	to	be	due	to	psychiatric	disorder	increasing	sensitivity	to	the	effects	of	substances	(van	

Os	et	al.,	2002;	The	Super	Sensitivity	Model),	or	using	substances	to	manage	psychosis	

symptoms	(Self-Medication	Hypothesis,	SMH)	or	other	negative	mental	states	(alleviation	of	

dysphoria).	The	Self-Medication	Hypothesis	(Khantzian,	1985,	1997)	has	been	widely	studied	

and	suggests	substances	are	used	to	alleviate	symptoms	of	psychosis	or	medication,	e.g.to	

reduce	hallucinations	or	paranoia	(Gregg,	Barrowclough,	&	Haddock,	2009).	Improved	

psychosis	symptoms	have	also	been	reported	following	synthetic	THC	(dronabinol)	(Schwarcz,	

Karajgi,	&	McCarthy,	2009).	The	alleviation	of	dysphoria	model	is	supported	by	several	self-

report	reasons	for	use	studies,	highlighting	dysphoria	as	a	motivator	for	using	substances	

(Dixon,	Haas,	Weiden,	Sweeney,	&	Frances,	1990;	Dixon,	Haas,	Weiden,	Sweeney,	&	Frances,	

1991;	Gregg,	Haddock,	&	Barrowclough,	2009;	Gregg,	Barrowclough,	&	Haddock,	2009;	

Spencer,	Castle,	&	Michie,	2002)	and	cannabis	specifically	(Blanchard,	Brown,	Horan,	&	

Sherwood,	2000).		

Bidirectional	Models	state	that	substance	use	and	SMI	initiate	and	maintain	each	

other.	For	example,	prodromal	psychosis	symptoms	(e.g.	hallucinations)	increased	with	

cannabis	use	(Corcoran	et	al.,	2008)	and	cannabis	use	was	shown	to	be	a	predictor	of	future	

psychotic	symptoms	and	cannabis	use	behaviour	when	psychosis	occurred	first	(Ferdinand	et	

al.,	2005).	The	Common-Factor	Model	proposes	that	SMI	and	substance	use	share	biological,	

individual	or	social	risk	factor(s)	causing	both.	Possible	common	factors	may	be	biological;	for	

example,	the	role	of	COMT	(catechol-o-methyltransferase)	enzyme	polymorphism	in	dopamine	



12	
	

metabolism	(Caspi	et	al.,	2005;	Henquet	et	al.,	2006),	or	via	alterations	to	the	endocannabinoid	

system	through	increased	cannabinoid	receptor	binding	(the	‘endocannabinoid	hypothesis	of	

schizophrenia’	(Muller-Vahl	&	Emrich,	2008).	Environmental	factors	include	a	history	of	trauma	

(Morrison,	Read,	&	Turkington,	2005;	Read,	van	Os,	Morrison,	&	Ross,	2005;	Shakoor	et	al.,	

2015)	or	even	cannabis	itself	(Schlosser,	Pearson,	Perez,	&	Loewy,	2012).	Multiple	Risk	Factor	

Models	(summarised	by	Gregg	et	al.	2007)	include	one	model	suggesting	that	environmental	

cues	positively	reinforce	substance	use	in	psychosis	(Barrowclough	et	al.	2007)	and	another	

suggests	substance	use	is	experiential	avoidance	(Hayes,	Wilson,	Gifford,	Follette,	&	Strosahl,	

1996),	acquired	via	social	learning	theory	(Bandura,	1977).		

The	evidence	shows	that	cannabis	use	and	psychosis	occur	together	and	possibly	serve	

to	maintain	each	other,	but	due	to	inconsistent	evidence	causation	cannot	be	assumed.	It	is	

plausible	that	some	individuals	have	certain	vulnerabilities	making	them	more	sensitive	to	the	

effects	of	cannabis,	and	that	some	people	use	the	drug	to	‘self-medicate’.	However,	there	is	

little	evidence	to	suggest	this	is	unique	to	symptoms	of	psychosis.	Self-medication	of	symptoms	

constituting	‘dysphoria’	seems	a	likely	explanation;	however,	further	research	is	required	to	

identify	the	role	of	any	additional	common	factor(s).		

Interventions	are	available	to	help	support	people	with	psychosis	to	reduce	their	cannabis	use,	

as	recommended	by	professional	guidelines.	In	the	US,	The	National	Institute	on	Drug	Abuse	

highlight	the	need	for	a	comprehensive,	integrated	approach,	simultaneously	addressing	both	

comorbid	disorders	(National	Institutes	of	Health,	U.S.	Department	of	Health	and	Human	

Services,	NIDA,	2007).	The	American	Psychiatric	Association	(APA)	recommends	psychosocial	

interventions	combining	motivational	interventions	with	coping	skills	(APA,	2010).	The	National	

Institute	for	Health	and	Care	Excellence	(NICE)	in	the	UK	suggest	person-centred,	evidence-

based	psychosocial	interventions	for	substance	use	in	psychosis	(NICE	CG	120,	2011).	Group	

counselling,	contingency	management	and	long-term	residential	treatment	were	thought	to	be	

effective	for	treating	substance	use	in	SMI	(Drake,	O'Neal,	&	Wallach,	2008).	However,	the	

literature	shows	a	distinct	lack	of	evidence	specifically	for	reducing	cannabis	use	in	psychosis.		

Motivational	Interviewing	(MI)	has	been	found	to	have	short	term	success,	but	baseline	rates	

of	cannabis	use	returned	one	year	later	(Baker	et	al.,	2002).	In	another	study,	a	standard	

psychiatric	interview	produced	a	significant	reduction	in	cannabis	use	compared	to	MI	

(Martino,	Carroll,	Nich,	&	Rounsaville,	2006).	When	combined	with	cognitive	behavioural	

therapy	(CBT),	MI	showed	no	greater	success	than	treatment	as	usual	(TAU;	Baker	et	al.,	2006)	

or	psychoeducation	alone	(Edwards	et	al.,	2006),	regardless	of	the	length	of	intervention	
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(Barrowclough	et	al.,	2014).	MI/CBT	even	resulted	in	more	A&E	admissions	than	TAU	(Hjorthøj	

et	al.,	2013).	

It	is	therefore	possible	that	current	interventions	are	not	acceptable	for	this	group.	In	

addition,	it	is	questionable	how	much	individuals	will	engage	with	treatments	for	reducing	

cannabis	when	their	reasons	for	using	it	are	not	well	understood.		As	a	result,	it	is	unclear	

which	models	of	psychological	intervention	would	be	both	effective	and	acceptable	for	people	

with	co-occurring	cannabis	use	and	psychosis.		Given	the	often	negative	effects	of	cannabis	use	
on	distress	and	psychotic	symptomatology,	understanding	why	people	with	psychosis	use	

cannabis	is	crucial	for	developing	and	targeting	appropriate	interventions.	One	way	to	

understand	reasons	for	cannabis	use	within	this	population	is	to	review	the	self-report	

literature.		

There	are	five	existing	systematic	reviews	exploring	reasons	for	cannabis	use	in	

psychosis	(Dekker,	Linszen,	&	De	Haan,	2009;	Gomez	Perez,	Santacana,	Berge	Baquero,	&	

Perez-Sola,	2014;	Kolliakou,	Joseph,	Ismail,	Atakan,	&	Murray,	2011),	with	two	of	these	

considering	substances	in	addition	to	cannabis	(Gregg,	Barrowclough,	&	Haddock,	2007;	

Thornton,	Baker,	Johnson,	&	Lewin,	2012).	Reasons	for	cannabis	use	specifically	have	been	

considered.	The	two	most	common	self-reported	reasons	were	alleviation	of	dysphoria	(i.e.	to	

reduce	depression	or	anxiety)	and	improvement	of	positive	sensations	(i.e.	to	‘get	high’,	

increase	pleasure),	as	cited	by	several	reviews	(Dekker	et	al.,	2009;	Gomez	Perez	et	al.,	2014;	

Gregg	et	al.,	2007;	Kolliakou	et	al.,	2011;	Thornton,	Baker,	Johnson,	&	Lewin,	2012).	Social	

reasons	for	cannabis	use	were	also	commonly	reported	(Dekker	et	al.,	2009;	Gomez	Perez	et	

al.,	2014;	Kolliakou	et	al.,	2011),	including	reasons	of	social	conformity	(i.e.	to	go	along	with	the	

group),	identified	by	two	reviews	(Dekker	et	al.,	2009;	Thornton,	Baker,	Johnson,	&	Lewin,	

2012).	Some	identified	support	for	the	self-medication	hypothesis	(Dekker	et	al.,	2009;	

Thornton,	Baker,	Johnson,	&	Lewin,	2012)	but	this	was	not	the	case	with	others	(Gomez	Perez	

et	al.,	2014;	Gregg	et	al.,	2007),	with	one	review	citing	use	of	cannabis	for	positive	symptoms	

or	medication	side	effects	as	the	‘least	popular	motive’	(Kolliakou	et	al.,	2011).		

Generally,	the	studies	included	in	these	reviews	showed	heterogeneity,	but	there	were	

some	methodological	inconsistencies.	These	included	differences	between	samples	(e.g.	size,	

diagnosis	duration,	inpatient/outpatient	status)	(Dekker	et	al.,	2009;	Gomez	Perez	et	al.,	2014),	

criteria	for	diagnosis	(e.g.	‘co-morbidity’	vs	‘substance	use	disorder’)	and	assessment	measures	

used	(questionnaire,	interview)	(Kolliakou	et	al.,	2011),	making	synthesis	of	results	more	

difficult	(Gomez	Perez	et	al.,	2014).	Generally,	studies	included	in	the	reviews	were	not	
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consistent	in	how	reasons	were	reported	(e.g.	all	reasons	vs.	‘main’	reason;	Gregg	et	al.,	2007)	

and	used	measures	without	known	reliability	or	validity,	meaning	findings	cannot	be	easily	

replicated	in	future	research	(Kolliakou	et	al.,	2011).	All	reviews	included	both	quantitative	and	

qualitative	studies,	except	for	Thornton	et	al.	(2012)	who	identified	lack	of	qualitative	data	as	a	

significant	limitation.	In	summary,	the	findings	of	the	reviews	conducted	in	the	last	10	years	

present	evidence	largely	in	support	of	the	alleviation	of	dysphoria	model.	This	includes	some	

support	of	the	SMH;	however,	the	‘self-medication’	described	relates	to	mental	states	not	

specific	to	psychosis	(e.g.	depression,	anxiety,	stress).	However,	further	research	is	necessary.	

Cannabis	use	in	psychosis	is	clearly	an	area	of	significant	interest	among	researchers,	

and	mental	health	professionals,	with	the	growing	popularity	of	cannabis	contributing	to	an	

ever-increasing	evidence	base.	It	is	therefore	important	to	systematically	review	the	literature	

regularly	as	new	evidence	becomes	available.	The	aim	of	the	current	review	is	to	provide	an	up	

to	date	review	of	self-reported	reasons	for	cannabis	use	in	people	with	psychosis,	including	

both	quantitative	and	qualitative	research.	This	will	allow	questionnaire	data	to	be	examined	

alongside	qualitative	accounts,	including	quality	assessment,	providing	richer	information	and	

deeper	meaning	regarding	reasons	for	use.	With	developed	understanding,	interventions	can	

be	improved	and	therefore	targeted	more	appropriately.	

Method	

Eligibility	criteria	
A	systematic	review	of	the	literature	was	conducted	to	explore	reasons	for	cannabis	use	in	

psychosis.	Eligibility	criteria	were	established	prior	to	the	literature	search.	This	review	was	

carried	out	in	line	with	the	Preferred	Reporting	Items	for	Systematic	Reviews	and	Meta-

Analyses	(PRISMA;	Moher,	Liberati,	Tetzlaff,	&	Altman,	2009)	statement.	This	review	aimed	to	

identify	papers	that	presented	reasons	for	cannabis	use	among	people	who	have	experienced	

psychosis.	This	approach	did	not	restrict	the	search	by	type	of	methodology	used.	Studies	were	

eligible	if	they:	(i)	were	available	in	English;	(ii)	were	published	in	a	peer-reviewed	journal;	and	

(iii)	included	reasons	or	motives	for	cannabis	use	in	the	context	of	psychosis.	Studies	

investigating	substances	or	medication	other	than	cannabis,	other	psychological	presentations,	

or	not	relating	to	reasons	for	continued	cannabis	use	were	excluded.	Examples	of	this	may	

include	reasons	for	cannabis	initiation,	as	these	typically	differ	from	reasons	for	continued	use	

(Baigant	et	al.	1995).	Similarly,	studies	investigating	cannabis	expectancies	rather	than	reasons	

for	use,	as	expectation	of	experiencing	a	positive	effect	of	a	substance	may	not	be	the	same	as	
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a	reason	for	using	it.		Studies	with	SMI	samples	(including	people	with	psychosis)	were	included	

only	if	data	regarding	psychosis	were	presented	separately.		

Search	procedures	and	data	extraction	
Electronic	database	searches	were	carried	out	on	the	following	databases:	PubMed	(1990-

present),	EMBASE	(1990-present),	PsycINFO	(1990-present),	and	Web	of	Science	(1990-

present)	between	the	10th	July	2015	and	15th	January	2016.	The	search	was	restricted	to	

studies	of	human	beings	published	in	English	from	1990	onwards.	This	allowed	research	

conducted	in	a	relatively	modern	setting	to	be	considered	for	review.	Three	search	sets	were	

used	which	were	linked	with	the	Boolean	operator	‘AND’.	The	first	search	set	related	to	

reasons	for	use	and	included	the	terms	reason*	OR	motiv*.	The	second	search	set	related	to	

substances	and	included	the	terms	substance	use	OR	cannabis	OR	marijuana.	The	third	search	

set	related	to	psychosis	and	included	the	terms	psychotic	OR	schizophren*	OR	psychosis.	

Search	terms	were	agreed	by	all	authors	following	review	of	terms	used	to	describe	cannabis,	

psychosis	and	motivation	to	use	substances	within	the	psychosis	population.		

	

Once	1,351	duplicates	were	removed,	titles	and	abstracts	were	screened	for	relevance	and	

eligibility	in	line	with	the	above	criteria.	Following	this,	the	full	texts	were	obtained	and	

reviewed	and	reference	lists	of	these	papers	examined	for	any	additional	manuscripts	not	

identified	in	the	original	search.	The	research	team	made	decisions	about	whether	articles	met	

the	inclusion	criteria.	Any	discrepancies	were	discussed	and	resolved	through	consensus	within	

the	research	team.	Figure	1	shows	a	diagram	detailing	the	flow	of	studies	through	the	different	

stages	of	the	search.	In	summary,	a	total	of	2,837	papers	were	identified	via	database	search,	

1,206	of	which	were	excluded	at	the	initial	screen.	Eighty	articles	were	screened	for	inclusion:	

66	were	excluded,	which	resulted	in	a	total	of	14	articles	included	in	this	review.	Papers	were	

reviewed	and	data	extracted	using	a	standardised	form	incorporating	details	on	sample,	

design,	measures	and	key	findings.		
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Figure	1.	PRISMA	flowchart	on	identification	of	studies	

	

Reliability	
During	the	search	and	screening,	any	disagreements	were	resolved	within	the	research	team.	

In	order	to	assess	the	reliability	of	the	systematic	review	process,	the	process	was	partially	

replicated	by	an	independent	volunteer.	Ten	percent	of	the	abstracts	identified	in	the	search	

were	randomly	selected	and	subject	to	review.	The	decisions	made	by	the	current	author	and	

the	independent	reviewer	were	compared	and	Cohen’s	Kappa	analysis	used	to	assess	the	level	

of	inter-rater	reliability.	At	the	abstract	level,	Kappa=	0.89	(p<.001),	which	indicates	almost	

perfect	agreement,	respectively	(Landis	&	Koch,	1977).			
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Quality	assessment	
The	methodological	quality	of	the	studies	was	assessed	to	identify	strengths	and	weaknesses	in	

order	to	guide	interpretation	of	results.	Papers	were	quality	assessed	using	the	Mixed	Methods	

Appraisal	Tool	(MMAT;	Pluye	et	al.	2011;	see	Appendix	A),	which	is	designed	to	appraise	the	

methodological	quality	of	qualitative,	quantitative	and	mixed	methods	literature.	The	MMAT	

has	been	shown	to	have	high	validity	(MMAT,	2011)	and	reliability	(Pace	et	al.,	2012).	The	scale	

comprises	two	screening	questions,	followed	by	individual	items	for	different	methodologies.	

Quantitative	studies	were	assessed	on	four	domains:	sampling	strategy,	sample	

representation,	appropriate	measurement	and	acceptable	response	rates	for	the	chosen	

research	tool	(i.e.	questionnaire).	Qualitative	studies	were	assessed	according	to:	relevance	of	

data	source	(i.e.	interviews),	appropriateness	of	data	analysis	process	(i.e.	suitable	information	

provided),	consideration	of	how	findings	relate	to	the	context	(i.e.	setting),	and	consideration	

of	how	the	researcher	influenced	findings	(i.e.	interaction	with	participants).	Studies	were	

given	an	overall	quality	score	for	each	domain	met	using	the	following	star	ratings:	Four*	=	

100%,	Three*	=	75%,	Two*	=	50%,	One*	=	25%,	No	stars	X	=	0%	(See	Appendix	B).	

The	first	author	consulted	the	research	team	to	make	final	decisions	regarding	

inclusion	of	papers	when	necessary.	Quality	assessment	of	the	final	texts	included	in	the	

review	was	conducted	by	the	first	author	and	an	independent	reviewer.	The	decisions	made	

were	compared	and	Cohen’s	Kappa	analysis	used	to	assess	the	level	of	inter-rater	reliability.	At	

the	full	paper	level,	Kappa=0.76	(p<.001),	which	indicates	a	substantial	strength	of	agreement	

(Landis	&	Koch,	1977).			

	

For	included	studies,	data	was	extracted	to	record	and	code	the	following	information,	

where	available:	country,	study	methodology	(design,	setting,	sampling	method),	sample	

characteristics	(size,	age,	gender),	and	assessment	of	outcome	measure	(main	reported	

reasons	for	cannabis	use,	percentage	of	endorsement	for	each	reason).	Quality	was	defined	as	

the	confidence	that	the	design,	conduct	and	analysis	of	each	study	minimized	bias	in	the	

estimation	of	the	effect	of	the	exposure	on	the	outcome.		Studies	were	considered	to	be	of	

good	quality	if	they	minimised	selection	bias,	utilised	reliable	measures	and	controlled	for	

confounding	variables.	Data	were	extracted	and	tabulated	for	all	papers	included	in	the	review.		
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Results	

Overview	of	studies	
Table	1	provides	an	overview	of	sample	characteristics,	methodologies	and	reasons	for	use	

identified	for	all	14	reviewed	studies.	The	studies	took	place	across	a	number	of	countries,	with	

the	majority	conducted	in	the	UK.	Studies	included	samples	of	primarily	adults	(n=12)	or	

adolescents	(n=2).	Sample	sizes	ranged	from	7	to	101	and	included	people	across	a	range	of	

settings:	inpatients	(n=2),	outpatients/community	mental	health	teams	(n=9)	and	Early	

Intervention	Services	(EIS;	n=3).	Reasons	for	use	were	assessed	using	a	range	of	

methodologies.	Five	studies	used	qualitative	methods	only.	Seven	studies	used	quantitative	

methods;	four	with	a	clinical	group	only	(Addington	and	Duchak,	1997;	Schofield	et	al.	2006;	

Kolliakou	et	al.	2015,	Lejoyeux	et	al.	2014),	and	three	used	a	case-control	design	(Mane	et	al.	

2015;	Pencer	and	Addington,	2008;	Shaub	et	al.	2008).	The	most	popular	self-report	measure	

was	the	Reasons	for	Use	questionnaire	(n=5	studies;	Dixon	et	al.	1991).	Two	studies	used	

mixed	methods:	Interpretative	Phenomenological	Analysis	(IPA)	with	the	Drug	Use	Motives	

Questionnaire	(DUMQ,	adapted	from	Cooper	et	al.	1992;	Thornton	et	al.	2012)	and	a	‘coding	

scheme’	developed	by	the	authors	was	analysed	alongside	quantitative	drug	use	data	(amount,	

frequency;	Green	et	al.	2004).	

For	each	paper,	the	reasons	for	use	presented	were	extracted	by	the	first	author	and	

recorded	in	a	data	extraction	table	(See	Appendix	C).	The	reasons	identified	for	each	study	

were	organised	under	table	columns.	The	author	began	with	quantitative	studies,	as	the	

reasons	identified	related	clearly	to	questionnaire	items	(e.g.	‘To	relax’,	‘To	get	high’).	

Qualitative	papers	were	then	reviewed	and	data	were	organised	into	the	columns	

appropriately.	As	new	reasons	were	identified,	new	table	columns	were	added	until	all	data	

were	included	in	the	table.	The	column	categories	were	then	reviewed	and	grouped	into	the	

overarching	themes.	This	provided	a	means	of	organising	and	summarising	findings	from	a	

large,	diverse	body	of	research.	Data	analysis	was	guided	by	narrative	synthesis	techniques	

(Popay	et	al.,	2006),	which	relies	primarily	on	the	use	of	words	and	text	to	‘tell	the	story’,	

allowing	the	summary	of	the	findings	of	multiple	studies.	Three	key	themes	relating	to	reasons	

for	cannabis	use	were	identified	in	the	literature	reviewed.	These	were:	To	escape	or	cope	with	

negative	affect,	To	enhance	positive	affect,	and	Social	reasons.	Evidence	supporting	each	

reported	theme	is	presented	below.	Exemplar	quotes	from	qualitative	papers	considered	most	

representative	of	each	theme	by	the	author	were	selected.
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Table	1.	Table	of	characteristics	of	studies	(n=14)	including	main	reported	reasons	for	cannabis	

use.	
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To	Escape	from,	or	cope	with,	negative	affect	
All	fourteen	studies	identified	motivation	to	reduce	unpleasant	emotional	states	as	a	reason	

for	cannabis	use.	Examples	of	negative	affect	included:	depression	(Addington	and	Duchak,	

1997;	Asher	and	Gask,	2010;	Childs	et	al.	2011;	Green	et	al.	2004;	Kolliakou	et	al.	2015;	Mané	

et	al.	2015;	Pencer	&	Addington,	2008;	Pettersen	et	al.	2013;	&	Schaub	et	al.	2008),	anxiety	

(Green	et	al.	2004;	Lobban	et	al.	2010;	Schofield	et	al.	2006),	boredom	(Green	et	al.	2004;	

Lejoyeux,	2014;	Mané	et	al.	2015;	Schaub	et	al.	2008;	Schofield	et	al.	2006),	poor	sleep	(Lobban	

et	al.,	2010;	Mané	et	al.,	2015;	Schaub,	Fanghaenel,	&	Stohler,	2008;	Schofield	et	al.,	2006)	and	

stress	(Seddon	et	al.	2013;	Thornton	et	al.	2012).	In	each	study,	participants	reported	using	

cannabis	to	cope	with,	or	escape	from,	these	experiences.			

High	rates	of	endorsement	for	items	pertaining	to	negative	affect	were	identified	by	

the	five	studies	using	Dixon’s	(1991)	Reasons	for	Use	questionnaire	(Addington	and	Duchak,	

1997;	Mané	et	al.	2015;	Pencer	&	Addington,	2008;	Schaub	et	al.	2008;	Schofield	et	al.	2006).	

Two	studies	recruited	clinical	samples	without	control	groups:	cannabis	users	with	a	psychotic	

disorder/schizophrenia	diagnosis	from	community	teams	(Addington	&	Duchak,	1997;	

Schofield	et	al.,	2006).	Of	the	three	studies	including	controls,	two	recruited	adolescent	

samples	experiencing	a	FEP	(Mané	et	al.,	2015;	Pencer	&	Addington,	2008),	and	Shaub	et	al.	

(2008)	compared	outpatient	cannabis	users	meeting	criteria	for	schizophrenia	with	matched	

controls.	People	experiencing	acute	symptoms	were	excluded	by	Shaub	et	al.	(2008);	

consequently	reasons	for	use	among	people	who	are	acutely	unwell	were	not	captured.	This	

contributed	to	a	lower	quality	rating	for	this	paper.		

Percentage	endorsement	for	each	reason	on	the	questionnaire	was	presented	in	all	

five	papers;	however,	the	questionnaire	items	included	differed	to	some	extent.	Some	items	

were	included	in	some	papers	only	(e.g.	‘to	arrange	my	thoughts’	(29.2-33.3%)	(Mané	et	al.,	

2015;	Schaub	et	al.,	2008),	‘to	decrease	tiredness’	(7.7-24.0%)	(Addington	&	Duchak,	1997;	

Pencer	&	Addington,	2008).	Dixon’s	questionnaire	is	an	unstandardized	measure,	taken	from	a	

larger	scale	designed	to	assess	drug	and	alcohol	use	within	schizophrenia	(Dixon	et	al.	1991).		

Subsequently,	this	indicates	a	key	weakness	of	the	studies,	highlighted	by	the	MMAT,	as	a	

missing	item	does	not	indicate	lack	of	endorsement.	

The	most	common	reason	endorsed	was	‘to	relax’,	endorsed	by	at	least	half	of	

participants	in	all	five	samples	(50-88.9%)	and	received	highest	endorsement	in	two	(Mané	et	

al.,	2015;	Schaub	et	al.,	2008).	Other	reasons	were	‘to	reduce	boredom’	(60.4-79%)	and	‘to	

sleep	better’	(50-69.4%)	(Mané	et	al.,	2015;	Schaub	et	al.,	2008;	Schofield	et	al.,	2006).	Poor	

relaxation,	poor	sleep	or	boredom	may	not	indicate	dysphoria,	but	citing	these	as	reasons	
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suggests	an	attempt	to	cope	with	or	escape	them.	This	implies	the	existence	of	desired	state	

achieved	more	easily	by	using	cannabis.	One	paper	only	(Schofield	et	al.,	2006)	assessed	‘to	

reduce	anxiety’,	endorsed	by	49%	of	participants.	All	others	reported	‘to	relieve	depression’	

(38.5-81%).	Unlike	the	other	four	studies,	Schofield	et	al.	(2006)	did	not	include	data	for	all	

questionnaire	items.	These	results	show	that	in	each	of	these	samples,	desire	to	relieve	

unpleasant	feelings	motivated	people	to	use	cannabis.		

Dixon’s	questionnaire	also	comprised	items	relating	to	self-medication	of	experiences	

specific	to	psychosis:	coping	with	medication	side	effects	(i.e.	feeling	‘slowed	down’)	and	

symptoms	of	psychosis	(i.e.	feelings	of	suspiciousness,	paranoia,	hallucinations,	voices).	

Questionnaire	items	relating	to	any	experiences	surrounding	psychosis	were	endorsed	by	0-

40%	of	all	five	samples:	cannabis	‘to	decrease	side	effects	of	medication’	(8.3-38%)	was	

included	in	all	but	one	study	(Mané	et	al.,	2015).	Mané	et	al.	(2015)	grouped	symptoms	of	

psychosis	within	only	one	self-medication	questionnaire	item:	‘to	decrease	hallucinations	and	

suspiciousness’,	endorsed	by	12.5%.		In	other	papers	these	items	were	investigated	separately:	

two	included	‘to	decrease	suspiciousness’,	endorsed	by	nearly	a	fifth	in	one	paper	(Addington	

&	Duchak,	1997)	but	by	no	participants	in	the	other	(Pencer	&	Addington,	2008).	A	similar	item,	

‘to	reduce	paranoia’	was	included	in	one	paper	(Schofield	et	al.,	2006)	and	received	low	

endorsement	at	8%.	It	is	possible	that	the	terms	‘paranoia’	and	‘suspiciousness’	may	be	subject	

to	differing	interpretations	hence	disparate	responses.	Cannabis	use	‘to	decrease	voices’	was	

reported	by	3.8-40%	of	three	samples	(Addington	&	Duchak,	1997;	Pencer	&	Addington,	2008;	

Schofield	et	al.,	2006)	and	more	generally,	‘to	decrease	hallucinations’	by	19.3%	(Schaub	et	al.,	

2008).		

In	addition	to	Dixon’s	questionnaire,	Schofield	et	al.,	(2006)	investigated	the	influence	

of	medication	side	effects	on	cannabis	use	(i.e.	self-medication)	using	the	Psychosis	and	Drug	

Abuse	Scale	(PADAS;	Lingjaerde,	Ahlfors,	Bech,	Dencker,	&	Elgen,	1987).	The	symptoms	most	

commonly	‘self-medicated’	with	cannabis	were	‘inner	unrest/agitation’	(47%)	and	‘difficulty	

sleeping’	(43%).	The	authors	found	a	trend	in	cannabis	use	when	patients	experienced	distress	

due	to	medication	side	effects,	which	supports	the	self-medication	hypothesis.	Certain	

symptoms	may	motivate	cannabis	use;	however,	it	is	not	clear	how	successful	this	method	is.	

Endorsement	of	‘self-medication’	reasons	in	this	paper	indicates	some	motivation	to	use	

cannabis,	but	to	a	lesser	degree	than	other	items.	It	seems	likely	that	substances	could	be	used	

to	self-medicate	secondary	morbidity	associated	with	psychosis	(i.e.	depression)	(Pencer	&	

Addington,	2008).	Perhaps	‘self-medication’	could	be	replaced	with	the	concept	of	self-

management,	or	coping	with	psychosis	in	general.		
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Similar	findings	arose	from	the	other	questionnaire	studies.	To	maximise	

generalisability,	Kolliakou	et	al.	(2015)	recruited	a	large	sample	of	inpatients	and	outpatients	

with	a	first	episode	of	any	psychotic	disorder.	The	Reasons	For	Use	Scale	(RFUS;	Spencer,	

Castle,	&	Michie,	2002)	was	implemented	at	three	time	points:	baseline,	three	months	and	

twelve	months.	This	26-item	self-report	questionnaire	explores	level	of	agreement	with	various	

motives	to	use	cannabis,	under	five	subscales:	‘Enhancement’,	‘Social	motives’,	‘Coping	with	

unpleasant	affect’,	‘Conformity	and	acceptance’	and	‘Relief	of	positive	symptoms	and	side	

effects’.	The	second	most	strongly	endorsed	subscale	was	‘coping	with	unpleasant	affect’.	The	

authors	acknowledged	the	possibility	that	in	FEP,	emerging	psychotic	symptoms	and	hospital	

admissions	can	prove	distressing	(i.e.	increased	dysphoria	meaning	greater	motivation	to	

‘cope’).	The	subscale	endorsed	least	often	was	‘Relief	of	positive	symptoms	and	side	effects’,	

suggesting	self-medication	of	psychosis	was	not	a	strong	motivator	amongst	this	sample.	The	

need	for	longitudinal	data	was	outlined	by	Kolliakou	et	al.	(2015),	stating	that	reasons	

endorsed	may	be	subject	to	change	with	time	and	circumstance.	

Lejoyeux	et	al.	(2014)	recruited	inpatients	meeting	criteria	for	schizophrenia	within	

their	first	week	of	hospitalisation,	using	visual	analogue	scales	(0-10)	to	ascertain	level	of	

agreement	with	the	following	six	motives	for	cannabis	consumption:	to	relax,	to	have	a	wild	

time,	from	force	of	habit,	boredom,	to	be	stimulated,	and	to	remove	hallucinations.	

Percentage	endorsement	was	not	presented	in	this	paper,	with	the	average	rating	out	of	ten	

reported	instead.	The	motive	rated	most	highly	was	‘To	relax”	(mean	rating:	6.2/10).	Neither	

the	origin	of	the	scales,	nor	rationale	for	the	proposed	reasons,	were	discussed	by	the	authors.	

The	lack	of	a	validated	measure	was	again	highlighted	by	the	MMAT.	

Participants	were	also	found	to	view	cannabis	as	‘a	means	to	cope	with	negative	

affective	states’	by	Green,	Kavanagh,	and	Young	(2004).	Mixed	methods	were	used	to	examine	

whether	reasons	differed	between	men	with	and	without	psychosis.	A	‘dictionary’	of	reasons	

developed	from	qualitative	telephone	interviews	comprised	percentage	endorsement	for	

baseline	(BL)	and	4-week	follow	up	(FU).	Reasons	surrounding	self-medication	of	psychosis	

were	not	common,	with	‘psychotic	symptoms’	reported	by	4.4%	and	‘side	effects’	by	2.2%	

(results	available	at	follow-up	only).	Cannabis	use	as	a	‘preferred	alternative’	was	mentioned	

by	2.2%	only	(FU:	6.7%);	it	is	unclear	whether	this	refers	to	medication.	Cannabis	use	‘because	

of	negative	emotion’	included	‘mood	alteration’	(BL:	35.6%,	FU:	42.2%),	‘anxiety/depression’	

(BL:	26.7%,	FU:	28.9%),	followed	by	‘to	reduce	boredom’	(BL:	22.2%,	FU:	31.1%)	and	

‘relaxation’	(BL:	2.2%,	FU:	15%).	‘Mood	alteration’	does	not	indicate	negative	mood	

necessarily,	but	motivation	to	alter	one’s	mental	state	indicates	a	form	of	coping	or	escape.	
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Details	for	whether	anxiety	or	depression	was	the	stronger	motivator	are	unknown.	The	

authors	suggested	that	interventions	could	address	boredom	and	‘lack	of	activity	as	a	risk	

factor’.	In	addition,	potentially	greater	stress	experienced	within	the	psychosis	group	may	have	

resulted	in	achieving	less	of	a	‘relaxation	state’	than	other	cannabis	users.	It	is	difficult	to	

generalise	this	finding	due	to	the	all-male	sample.	

Thornton	et	al.	(2012)	also	used	mixed	methods	to	investigate	differences	in	reasons	

for	tobacco,	alcohol	and	cannabis	use	between	people	with	different	psychotic	disorders.	This	

allowed	trends	in	substance	use	to	be	examined	alongside	individual	accounts	of	reasons	for	

use.	Participants	with	‘psychotic	disorder’	were	recruited	from	a	research	database.	They	were	

considered	‘relatively	high	functioning’,	potentially	limiting	generalisability	among	the	

psychosis	population.	This	was	highlighted	as	a	limitation.	The	Drug	Use	Motives	Questionnaire	

(DUMQ,	adapted	from	the	Drinking	Motives	Questionnaire;	Cooper	et	al.	1992)	explored	

reasons	for	using	substances,	covering	social,	coping	and	pleasure	enhancement	and	illness	

motives.	Participants	rated	how	often	they	used	each	substance	for	each	reason,	revealing	

‘coping’	as	the	second	most	frequently	endorsed	motive.		A	subset	of	eight	participants	

completed	semi-structured	qualitative	telephone	interviews,	including	reasons	for	substance	

use.	This	allowed	richer	information	to	be	gathered,	although	the	MMAT	highlighted	lack	of	

consideration	of	the	interviewer’s	potential	influence.	Cannabis	was	not	used	to	manage	

psychosis	symptoms	or	medication	side	effects.		

IPA	analysis	revealed	the	theme	Substance	Use	to	cope,	including	the	subthemes	To	

cope	with	stress,	To	escape	reality	and	To	self-medicate	(in	general).	Data	relating	to	cannabis	

only	has	been	included	here.	Cannabis	reportedly	helped	individuals	escape	their	worries,	

symptoms	or	situation:	

“To	settle	myself	down,	to	stay	on	a	nice	level	plane,	whereas	I’m	normally	either	manic	
or	morbid	and	the	pot	tends	to	calm	it	down.	Like	I	smoke	constantly,	so	it’s	a	self-
medication	is	the	best	way	to	put	it…I’d	be	on	a	whole	lot	bigger	medications	If	I	didn’t	
have	the	pot.”	
	
“[Cannabis]	was	an	escape	from	reality…it	was	an	escape	from	the	pain	and	hurt	that	I	
felt	when	I	was	awake….it,	it	takes	your	mind	away	from	the	real	world…it	just	numbs	
you	to,	to	the	real	world”.		
	

Here,	self-medication	is	not	in	relation	to	symptoms	of	psychosis.	Cannabis	was	reported	to	

provide	an	escape;	helping	individuals	to	feel	calm,	settled	and	‘normal’.	This	again	supports	

the	idea	that	increasing	relaxation	reduces	dysphoria.		

Similar	reports	were	found	in	the	qualitative	literature.		Asher	and	Gask	(2010)	used	

grounded	theory	to	identify	themes	surrounding	reasons	for	illicit	drug	use	in	people	with	a	
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diagnosis	of	schizophrenia.	Three	themes	regarding	reasons	for	use	were:	To	deal	with	feelings	

of	hopelessness,	Beliefs	about	symptoms	and	how	drugs	influence	them	and	Using	drugs	as	an	

equivalent	to	psychotropic	medication.	The	validity	of	these	themes	was	confirmed	by	a	service	

user	group,	suggesting	good	generalisability	despite	low	ethnic	diversity	in	the	sample.	The	

themes	refer	to	‘illicit	drug	use’	rather	than	cannabis	use	specifically;	quotations	relating	to	

cannabis	use	have	been	extracted.	Cannabis	use	was	viewed	by	many	as	‘coping’:	

“….after	a	couple	of	weeks	the	voices	got	steadily	and	consistently	worse,	even	though	I	
wasn’t	using	drugs	whatsoever	and	I	thought	to	myself,	well	I	was	relieved	a	little	bit	
when	I	was	on	the	weed	so	I	went	back	on	it	and	I	just	relaxed	then	and	made	me	able	
to	cope	with	the	voices	a	bit	better”.		
	

One	interviewee	initially	blamed	cannabis	for	his	voices,	but	after	abstaining,	found	his	voices	

worsened	and	began	using	cannabis	‘to	cope	with	his	anxiety.’	Another	described	using	

cannabis	regularly	to	relieve	anxiety.	Regarding	self-medication,	one	participant	described	

using	cannabis	as	an	inpatient	to	manage	excess	saliva	(a	side-effect	of	antipsychotic	

medication),	“because	cannabis	gives	you	dry	mouth”.	Another	said	cannabis	was	his	way	of	

coping	with	voices	and	paranoia,	to	“relax,	just	forget	about	things”.	This	contradicted	the	

participant’s	comment	that	cannabis	also	made	him	paranoid.	It	is	possible	that	relaxation	and	

coping	are	described	here	as	an	effect	of,	rather	than	a	reason	for,	cannabis	use.		

Another	strong	qualitative	study	was	conducted	by	Pettersen	et	al.	(2013)	using	a	

Norwegian	sample	with	SMI.	Semi-structured	interviews	were	analysed	using	systematic	text	

condensation,	revealing	themes	surrounding	reasons	for	substance	use	a)	Controlling	the	

symptoms	of	mental	illness,	b)	Counteracting	medication	side	effects	and	c)	Balancing	the	

ambiguity.	It	is	difficult	to	generalise	results	to	cannabis	use	in	psychosis	specifically.	Overall,	

substances	were	reportedly	used	to	‘self-medicate’	participants’	mental	health.	Reasons	mostly	

surrounded	‘managing	difficult	emotional	states	and	severe	symptoms’.	Many	statements	

suggested	the	need	to	escape	the	challenges	of	life;	for	example,	cannabis	was	used	to	have	“a	

break	from	life”.		The	authors	interpreted	substance	use	to	‘escape’	as	management	of	

dysphoria.	Regarding	self-medication	of	psychosis,	one	participant	stated	cannabis	had	a	more	

calming	effect	than	antipsychotic	medication:		

	
“Hash	helps	me	calm	my	inner	voices	when	they	get	loud.	I	feel	it’s	the	only	medicine	
that	helps”.		

	

Contrary	to	this,	Seddon	et	al.	(2013)	found	that	within	FEP,	cannabis	was	not	used	to	medicate	

psychotic	symptoms	but	cope	with	negative	affect	in	general.	Grounded	theory	was	used	to	

investigate	reasons	for	cannabis	abstention,	initiation,	continuation	and	consumption	change	
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within	EIS.	A	semi-structured	interview	schedule	covered	patterns	of	use,	impact	on	

relationships	and	reasons	for	cannabis	maintenance.	The	influence	of	the	researcher	during	

interviews	was	not	considered.	Within	the	theme	Reasons	for	the	continuation	of	cannabis,	

reasons	given	were	to	aid	relaxation,	boredom	and	cope	with	stress:	

	

“Yeah	boredom	and	not	feeling	very	well,	being	depressed	and	being	fed	up	and	I	just	

wanted	to	not	feel	so	fast	and	to	chill	out	because	I	couldn’t	relax,	I	couldn’t	sleep	and	I	

found	that	it	[cannabis]	helped	me	sleep	and	there	was	a	lot	of	reasons…	it	made	me	

feel	better”.		

	

Using	cannabis	to	“feel	better”	could	again	be	viewed	as	coping,	or	escaping	negative	affect.	

The	authors	proposed	that	psychosis	leads	to	general	dysphoria	e.g.	boredom,	stress,	and	as	

dysphoria	is	high	in	FEP	this	may	particularly	support	this	view	(Seddon	et	al.	2013).		

Childs	et	al.	(2011)	used	qualitative	methods	to	explore	personal	experiences	of	young	

adults	under	EIS,	including	reasons	and	meanings	of	cannabis	use.	Interviews	were	analysed	

using	IPA.	Four	master	themes	emerged:	i)	The	Journey	through	Cannabis	Use	(how	reasons	for	

use	change	over	time),	ii)	The	social	and	cultural	world,	iii)	The	Struggle	to	Make	Sense	and	iv)	

The	depths	and	beyond.	Participants	reported	using	cannabis	due	to	unpleasant	feelings	

(including	symptoms	specific	to	psychosis)	and	again	described	motivation	to	cope	with	or	

escape	from	these.	For	example,	some	described	using	to	cope	with	feeling	‘addicted’	or	

paranoid,	or	escape	distress.	However,	it	was	acknowledged	that	relief	was	often	short	lived:		

“All	my	thoughts	are	just	pushed	away	and…(..)..I	feel	good	for	a	bit	but	once…it’s	gone,	

it,	it	just,	it	just	goes	back	to	normal	if	not	worser”			

	

The	views	of	younger	people	were	also	explored	by	Lobban	et	al.	(2010),	who	aimed	to	identify	

the	factors	motivating	substance	use	in	a	group	with	recent	onset	psychosis	(all	participants	

had	used	cannabis).	Qualitative	interviews	were	analysed	using	thematic	analysis	to	reveal	four	

themes:	i)	Influence	of	perceived	drug	norms	on	behaviour,	ii)	Attributions	for	initial	and	

ongoing	drug	behaviour,	iii)	Changes	in	life	goals	affecting	drug	use	and	iv)	Beliefs	about	the	

links	between	mental	health	and	drug	use.	Interview	questions	surrounded	‘drug	use’	in	

general	but	quotes	relating	specifically	to	cannabis	have	been	included	here.	Within	theme	iv),	

participants	spoke	about	using	cannabis	as	a	coping	mechanism:	

“That’s	probably	one	of	the	reasons	cannabis	worked	for	me	so	well,	‘cause	that	just	

wipes	out	anxiety,	you	don’t	worry	about	anything,	erm,	if	I	could	use	it	in	moderation	I	

probably	still	would	use	it,	er	to	deal	with	anxiety	as	a	sort	of	self-medication”		

	

In	these	examples,	participants	used	cannabis	to	help	with	‘symptom	management’	(poor	

sleep,	anxiety).	However,	as	Childs	et	al.	(2011)	stated,	these	effects	may	be	temporary,	
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meaning	repeated	self-medication	may	be	necessary.	This	need	to	self-medicate	could	lead	to	

increased	use	over	time,	which	is	implied	by	“if	I	could	use	it	in	moderation...”	The	more	

negative	effects	of	continued,	long	term	drug	use	were	explored	within	the	interview,	but	

participants	continued	to	use	despite	this	contradiction	(Lobban	et	al.,	2010).		

Within	this	theme,	the	evidence	suggests	support	for	reducing	negative	affect,	

providing	support	for	the	alleviation	of	dysphoria	hypothesis.	It	seems	cannabis	is	used	for	self-

medication	in	general,	rather	than	the	SMH,	as	the	unpleasant	symptoms	experienced	were	

not	necessarily	exclusive	to	psychosis.	It	is	possible	that	participants	were	in	fact	reporting	

relaxation	as	a	desired	effect	of	the	substance,	rather	as	a	reason	for	its	use.	However,	one	

paper	found	reasons	for	use	were	not	reflected	in	reported	effects	of	cannabis,	i.e.	minimal	

relief	was	experienced	(Addington	and	Duchak,	1997)	despite	intention	to	use	for	this	purpose
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To	Enhance	Positive	Affect	(Expansion/Intoxication)	
The	second	theme	to	emerge	surrounded	the	enhancement	of	positive	affect.	The	theme	

includes	reports	of	cannabis	use	to	‘expand’	an	existing	mental	state,	sometimes	to	the	point	

of	intoxication.	Twelve	papers	cited	cannabis	use	for	increasing	positive	affect,	to	‘get	high’	or	

enhance	performance	in	some	way.		

All	five	studies	that	utilised	Dixon’s	questionnaire	reported	endorsement	of	items	

relating	to	enhanced	positive	affect.	Again,	the	items	included	and	wording	used	varied	

between	these	studies.	Schofield	et	al.	(2006),	who	presented	the	measure	to	cannabis	users	

with	a	diagnosis	of	schizophrenia,	reported	results	for	some	questionnaire	items	only.	The	only	

item	relating	to	the	current	theme	was	‘to	feel	good	about	oneself’,	endorsed	by	39%	of	the	

sample.		No	other	items	presented	by	Schofield	et	al.	(2006)	are	discussed	within	this	theme.		

In	the	other	samples,	endorsement	of	‘to	increase	the	feeling	of	pleasure’	ranged	from	50-95%	

(Addington	and	Duchak,	1997;	Mané	et	al.	2015;	Pencer	and	Addington,	2008;	Schaub	et	al.	

2008).	Cannabis	use	to	increase	an	existing	level	of	pleasure	was	more	commonly	endorsed	

than	using	to	feel	‘good’.	Schaub	et	al.	(2008)	identified	that	this	item	was	most	frequently	

endorsed	by	a	subgroup	of	daily	cannabis	users,	highlighting	a	subgroup	who	respond	

favourably	to	cannabis	‘or	might	even	profit	in	some	way	from	its	use’.	‘To	increase	intensity	of	

emotions	and	feelings’	was	endorsed	by	26.9-58.3%	in	all	samples	except	Scofield	et	al.	(2006),	

Some	papers	named	this	item	‘to	feel	more	emotions’;	however,	‘more’	could	indicate	

increased	frequency	or	intensity	so	has	been	grouped	here.		

High	levels	of	endorsement	were	also	found	for	items	relating	to	intoxication.	Cannabis	

use	for	the	reason	‘to	get	high’	ranged	from	47.9-95.0%	endorsement;	reported	as	the	most	

common	reason	for	use	in	two	studies	(Pencer	and	Addington,	2008;	Addington	and	Duchak,	

1997).	This	indicates	intoxication	is	a	popular	motivator	of	cannabis	use.	The	item	‘to	increase	

sexual	interest’,	included	in	two	studies,	was	endorsed	by	11.5%	(Pencer	and	Addington,	2008)	

and	24%	(Addington	and	Duchak,	1997).	The	other	studies	omitted	this	item,	perhaps	not	

viewing	motivation	to	increase	sexual	interest	as	separate	from	increasing	pleasure.	Some	

questionnaire	items	related	to	enhancement	of	performance	as	well	as	mood.	Under	a	third	of	

each	sample	used	cannabis	‘to	increase	energy	levels		(7.7-30.6%)	or	‘to	concentrate	better’	

(15.4-33%)	(Addington	and	Duchak,	1997;	Mané	et	al.	2015;	Pencer	and	Addington,	2008;	

Schaub	et	al.	2008).	‘To	work	better’	received	12.5%	(Mané	et	al.,	2015)	and	33.3%	(Schaub	et	

al.,	2008)	endorsement.		

Enhancement	of	physical	and	cognitive	performance	also	motivated	cannabis	use.	

Some	endorsed	reasons	suggested	that	cannabis	was	used	to	create	additional	experiences;	for	
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example,	‘to	be	more	creative’	(41.7%,	Mane	et	al.	2015;	55.6%,	Schaub	et	al.	2008),	‘to	give	

one	more	thoughts’	(30.8%	Pencer	and	Addington,	2008;	57%,	Addington	and	Duchak,	1997)	

and	‘to	give	one	more	interests’	(19.2%,	Pencer	and	Addington;	62%,	Addington	and	Duchak).	

This	could	be	more	accurately	described	as	expansion	of	mood	or	experience.	Cannabis	was	

reportedly	used	for	enhancing	existing	affect,	and	for	expanding	a	normal	range	of	

experiences.	For	each	of	these	items,	lower	endorsement	was	reported	in	adolescent	samples	

with	FEP	(Mané	et	al.,	2015;	Pencer	&	Addington,	2008).	Perhaps	motivation	to	expand	upon	

positive	affect	was	stronger	in	longer-established	psychosis.	Cannabis	use	to	enhance	

symptoms	of	psychosis	was	investigated	in	two	papers	only,	with	‘to	increase	voices’	reported	

in	5%	of	participants	in	Addington	and	Duchak’s	(1997)	sample	and	none	by	Pencer	and	

Addington	(2008).		

	

Evidence	of	using	cannabis	to	enhance	performance	was	also	reported	by	men	with	

psychosis	(Green	et	al.	2004).	Cannabis	use	for	‘cognitive	enhancement’	was	reported	by	4.4%	

(11.1%	at	FU)	and	‘physical	enhancement’	by	11.1%	(FU:	2.2%).	Endorsement	was	found	to	be	

lower	than	in	studies	where	reasons	are	presented	to	participants	e.g.	via	questionnaire.	

Perhaps	these	benefits	are	not	thought	to	be	typical	of	cannabis	and	are	therefore	reported	

less	frequently	when	participants	were	asked	to	freely	respond.	Higher	endorsement	was	given	

for	‘entertainment’	reasons	(BL:	15.6%,	FU:	13.3%),	which	could	suggest	enhancement	or	

intoxication.	Cannabis	use	to	enhance	positive	affect	was	correlated	with	the	amount	used	per	

day.	This	could	suggest	enhancement	motivated	cannabis	use,	or	cannabis	use	enhanced	

positive	affect,	but	the	interaction	is	unclear.	It	is	difficult	to	generalise	this	research	due	to	the	

relatively	small,	all	male	sample.	‘Enhancement’	was	found	to	be	the	most	strongly	endorsed	

RFUS	subscale	(Spencer,	Castle,	&	Michie,	2002)	among	inpatients	and	outpatients	in	South	

London	(Kolliakou	et	al.	2015).	Participants	rated	level	of	agreement	with	statements	on	a	

Likert	scale.	The	large	sample	size	suggests	reliable	findings,	easily	generalizable	to	the	wider	

population.	

Lejoyeux	et	al.’s	(2014)	visual	analogue	study	investigated	use	of	cannabis	‘to	have	a	

wild	time’	and	‘to	get	stimulated’,	rated	as	4.4	and	2.7	out	of	10,	respectively.	As	a	score	of	10	

indicates	‘full’	agreement,	these	scores	provide	limited	support	for	‘enhancement’	as	a	reason	

for	cannabis	use.	However,	the	reliability	of	these	results	is	questionable	as	the	scales	were	

developed	for	the	purpose	of	this	study	and	are	not	validated.	A	more	reliable	measure	was	

used	by	Thornton	et	al.	(2012),	who	asked	participants	to	rate	how	often	they	used	substances	

for	each	reason	on	the	DUMQ	(Cooper	et	al.	1992).	Pleasure	enhancement	motives	for	
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cannabis	use	were	most	frequently	endorsed.	In	addition,	qualitative	data	from	interviews	with	

eight	of	the	participants	was	analysed	using	IPA,	revealing	the	theme	Substance	use	for	

intoxication,	comprising	the	following	subthemes:	Substance	use	for	pleasure	and	Substance	

use	for	increased	creativity.	This	refers	to	substance	use	in	general;	information	regarding	

cannabis	only	has	been	extracted.	The	authors	comment	that	‘cannabis	intoxication’	was	

perceived	as	a	positive	experience	by	all	participants,	implying	cannabis	use	was	for	pleasure,	

an	enjoyable	feeling	of	intoxication.	The	increased	ability	to	think	creatively	with	cannabis	was	

also	highlighted.	Cannabis	was	reported	to	improve	mental	abilities,	allowing	a	‘disconnect	

from	constraints	of	reality’,	with	cognitive	flexibility	to	be	more	creative:	

	

“Well	I	used	to	use	cannabis	because	I	was	a	musician	and	all	that.	And	I	used	to	think	
people	who	don’t	use	their	minds	and	listen	to	music	when	they	smoked	cannabis	were	
a	bit	weird.	Like	I	sort	of	used	it	as	an	aid”	

	

Support	for	enhancement	of	positive	feelings	as	a	reason	for	cannabis	use	was	shown	within	

the	qualitative	literature	reviewed.	Pettersen	et	al.	(2013)	interviewed	adults	with	psychosis	

treated	in	the	community	who	reportedly	used	cannabis	to	“promote	clear	thoughts”,	possibly	

referring	to	cognitive	enhancement.	The	authors	note	that	the	majority	of	the	sample	was	

individuals	with	substance	use	secondary	to	SMI,	perhaps	suggesting	issues	with	problem	

solving	or	organising	thoughts	since	being	diagnosed.	It	is	also	possible	that	using	cannabis	for	

this	reason	is	motivated	by	medication	side	effects,	rather	than	enhancement.	It	is	difficult	to	

generalise	this	to	cannabis	users	with	psychosis	specifically.	Enhancement	motives	were	cited	

by	two	studies	interviewing	participants	from	EIS:	Childs	et	al.	(2011)	reported	cannabis	use	for	

enhancement	(e.g.	“I’ll	smoke	it	to,	say,	enjoy	a	film”).	Lobban	et	al.	(2010)	identified	the	

theme	Attributions	for	initial	and	ongoing	drug-taking	behaviour,	incorporating	internal	(an	

active,	personal	choice)	and	external	(the	influence	of	others)	factors.	Participants	identified	

the	main	advantage	for	internal	attributions	as	drug	use	is	“fun	and	enjoyable”:	

	

“everything	we	did	it	was	just	more	fun	you	know	everything	we	had	to	have	weed	with	
it	because	it	would	just	be	much	more	fun	and	it	always	was”.	

	

Authors	of	both	these	studies	acknowledged	that	views	of	their	young,	and	largely	white,	male	

samples,	and	although	representative	of	EIS,	must	be	interpreted	within	this	context.		

Overall,	the	papers	reported	strong	support	for	‘enhancement’	reasons	for	cannabis	

use.	In	particular,	motives	for	cannabis	use	comprised	increased	frequency	and	intensity	of	

positive	feelings,	mainly	for	pleasure	and	intoxication.	Some	support	was	shown	for	cannabis	
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use	to	enhance	performance	(i.e.	physical	and	cognitive	enhancement,	improved	

concentration)	as	well	as	evidence	for	expansion	(i.e.	creative	reasons).	Two	of	the	studies	did	

not	report	expansion	or	intoxication	as	reasons	to	use	cannabis	(Asher	&	Gask,	2010;	Seddon,	

Copello,	&	Birchwood,	2013).	

	

Social	Reasons	(Enhancement,	facilitation,	belonging)	
Twelve	of	the	fourteen	papers	identified	‘social	motives’	for	cannabis	use.	Again,	this	

includes	all	papers	which	utilised	Dixon’s	questionnaire.		

Schofield	et	al.	(2006)	presented	one	item	relating	to	social	reasons:	‘something	to	do	

with	friends’,	which	received	high	endorsement	(81%).		Other	papers	using	this	measure	

(Addington	&	Duchak,	1997;	Mané	et	al.,	2015;	Pencer	&	Addington,	2008;	Schaub	et	al.,	2008)	

presented	items	relating	to	social	facilitation	and	belonging.	Cannabis	use	‘to	talk	better	to	

others’	was	endorsed	by	14.6-48.0%	of	samples.	In	two	papers,	this	item	was	named	‘to	

become	more	talkative’	(Addington	&	Duchak,	1997;	Pencer	&	Addington,	2008).	It	is	possible	

that	using	cannabis	to	be	‘more	talkative’	could	indicate	expansion;	however,	this	may	relate	

specifically	to	social	expansion	(i.e.	using	cannabis	to	facilitate	social	interactions),	so	has	been	

included	here.	Another	item,	‘to	go	along	with	the	group’,	indicates	conformity	or	belonging.	

This	was	endorsed	by	33.3-71.0%	of	samples,	suggesting	that	desire	to	be	part	of	a	social	group	

motivates	cannabis	use.	Shaub	et	al.	(2008)	identified	that	a	subgroup	of	daily	cannabis	users	

endorsed	this	conformity	item	more	frequently.	The	authors	suggested	this	group	experienced	

social	marginalisation	to	some	degree.			

Social	reasons	for	cannabis	use	were	found	to	be	important	at	three	time	points	

(baseline,	three	and	twelve	months)	by	Kolliakou	and	colleagues	(2015),	using	the	Reasons	for	

Use	Scale	(Spencer	et	al.,	2002).	‘Social	motives’	for	cannabis	use	were	endorsed	more	

frequently	than	reasons	surrounding	‘conformity	and	acceptance’;	however,	rates	of	

endorsement	were	not	presented.		The	sample	showed	low	psychopathology	according	to	the	

PANSS,	but	people	were	selected	to	be	able	to	tolerate	completing	measures,	for	ethical	

reasons.		Strength	of	endorsement	remained	fairly	constant	at	follow	up.		

Social	reasons	for	cannabis	use,	including	motivation	to	conform	or	belong,	were	

supported	by	four	of	the	qualitative	studies	(Asher	&	Gask,	2010;	Childs,	McCarthy-Jones,	

Rowse,	&	Turpin,	2011;	Lobban	et	al.,	2010;	Seddon	et	al.,	2013).	Asher	and	Gask	(2010)	asked	

participants	to	describe	their	reasons	for	continued	drug	use	and	mental	health	history,	also	

describing	their	social	context,	and	analysed	the	data	using	grounded	theory.	Quotes	relating	

to	reasons	for	cannabis	use	only	are	included	here.	One	theme	identified	was	An	identity-
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defining	vocation.	Within	this	theme,	drug	use	was	viewed	as	knowledge	and	‘mastery	of	a	

subject’	for	developing	identity,	social	activity	and	self-esteem.	Cannabis	use	specifically	was	

thought	to	protect	against	other	drug	use	(e.g.	heroin,	alcohol).	For	some,	cannabis	use	was	

seen	a	‘normal’	part	of	social	identity:		

“My	brother	was	really	protective	of	us	then	and	he	had	his	friends	smoking	buckets	
[cannabis	apparatus],	smoking	cannabis	in	the	house.	And	he	wouldn’t	let	me	go	near	
it.	But	on	other	instances….they	used	to	save	me	some	cos	I	was	[his]	little	brother,	look	
after	me	that	way.”		

	

Four	participants	described	a	‘connoisseurship’	or	strong	technical	knowledge	of	substances.	

This	shared	knowledge	or	understanding	was	seen	to	create	a	sense	of	belonging.	A	second	

theme	identified	was	To	belong	to	a	peer	group,	where	using	substances	seen	as	a	‘rite	of	

passage’.	One	participant	described	the	‘togetherness’	enjoyed	through	cannabis	use:		

	

“Now	all	the	time	even	though	we’re	laughing	and	enjoying	a	joke,	each	one	is	holding	
each	other	up	all	the	time,	looking	out	for	[protecting]	each	other,	it’s	just	natural”		
	

The	authors	note	that	all	participants	in	this	study	reported	‘persistent	difficulties	with	social	

interaction’,	perhaps	strengthening	motivation	for	social	belonging.	The	importance	of	a	

meaningful	social	identity	was	also	discussed	by	Childs	et	al.	(2011),	who	analysed	interviews	

with	seven	young	adults	under	EIS	using	IPA.	The	theme	The	Social	and	Cultural	World	revealed	

that	being	characterised	by	‘cannabis	culture’	or	‘stoner	identity’	was	desirable	or	attractive	for	

some:	

	

“The	cooler	kids	did	it	and,	well,	it	was	kind	of	like,	there	was	always	that	kind	of	
chicness	about	it”	
	

Using	cannabis	may	lead	to	an	enhanced	social	life	for	some.	Participants	were	asked	

specifically	about	what	maintained	their	use.	One	participant’s	repeated	cannabis	use	was	

rooted	in	his	social	network:	

	
“Bit	of	a	vicious	cycle	like	I	give	up,	they	carry	on,	I	carry	on	and	they	give	up”	

	

Seddon	et	al.	(2013)	identified	Reasons	for	continuing	cannabis	use	and	Reasons	for	changes	in	

the	consumption	of	cannabis	using	grounded	theory,	with	a	FEP	sample.	Social	reasons	such	as	

‘to	fit	in	with	friends’	were	again	cited:	

	
“I	do	it	because	I	enjoy	it	but	I	do	it	also	because	all	my	mates	do	it”	
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Having	a	social	group	that	smoked	cannabis	provided	motivation	to	continue,	and	possibly	

increase	use,	for	this	sample.	Using	cannabis	for	social	reasons	could	also	be	viewed	as	social	

enhancement;	however,	as	“all	my	mates	do	it”	suggests	the	participant	was	more	able	to	‘fit	

in’	socially,	cannabis	use	facilitated	social	‘belonging’.	A	similar	subtheme	-	that	drugs	

(particularly	cannabis)	could	improve	social	behaviour	–	was	identified	by	Lobban	et	al.	(2010).	
This	study	aimed	to	identify	factors	affecting	cannabis	use	among	young	people	with	recent	

onset	psychosis.	Within	theme	i)	Influence	of	perceived	drug	norms	on	behaviour	(i.e.	level	of	

stigma,	whether	drug	use	is	considered	“normal”),	interviewees	were	found	to	take	drug	

classifications	into	account.	The	legal	status	of	cannabis	may	affect	how	it	is	perceived	socially.	

People	reported	taking	drugs	to	belong	to	a	‘normal’	peer	group,	or	deliberately	challenging	

social	norms	to	live	a	more	exciting	life.	One	person	spoke	about	cannabis	improving	social	

behaviour:	

	

“It	keeps	us	out	of	trouble	to	be	honest	and	that’s	what	it	used	to	do	when	we	were	
younger	as	well,	I	mean,	it	stops	you	from	going	out	and	doing,	causing	riots	
basically…”		

	

Within	theme	ii)	Attributions	for	initial	and	ongoing	drug-taking	behaviour,	internal	and	

external	influences	were	considered.	The	authors	comment	that	external	attributions	(others’	

influences)	may	indicate	low	motivation	or	lack	of	confidence	in	changing	behaviour.	It	is	

possible	the	motivation	to	reduce	social	anxiety		with	substances	is	greater	within	a	FEP	group	

due	to	their	developmental	stage,	and	the	impact	of	psychosis	(Lobban	et	al.,	2010).	

Unpleasant	affect	may	provide	similar	motivation.	The	authors	stated	that	drugs,	including	

cannabis,	have	positive	effects	on	interpersonal	relationships,	via	reduced	social	anxiety	or	

improved	perceived	social	performance.	Participants	reported	problems	with	fitting	in	with	

social	groups	and	drugs	helped	them	to	connect	to	others.	The	social	function	of	drug	use	was	

found	to	be	central	to	motivation	to	use.	Perception	of	a	‘shared	experience	or	membership’	

was	reinforced	as	the	social	network	grew.	This	was	viewed	as	protective.	

A	theme	entitled	Substance	use	for	Social	Reasons	was	identified	by	Thornton	et	al.	

(2012),	who	used	IPA	to	analyse	the	telephone	interviews	conducted	with	a	subset	of	

participants.	The	authors	discussed	social	pressure	–	a	desire	to	be	part	of	a	group,	or	pressure	

from	friends,	family	or	society	to	use	cannabis.	Interviewees	reported	a	‘sense	of	belonging’	

that	was	not	related	to	their	mental	illness,	and	how	using	cannabis	allowed	them	to	socialise	

with	others:	
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“It	has	a	sort	of	culture	to	it	I	guess	sort	of	too…Culture	like,	um,	there’s	groups	of	
friends	and	people	that	get	together	you	know…”		

	

Within	the	theme	Impact	of	substance	use	on	Mental	Health,	cannabis	was	reportedly	

associated	with	a	negative	effect	on	mental	health.	One	interviewee	said	she	used	cannabis	to	

help	her	function	normally	in	society:			

	

“The	pot	tends	to	calm	me	down…it	does	what	other	medications	just	don’t	do	for	
me…so	it	makes	me	normal	I	suppose	you’d	put	it”.		

	

This	could	also	be	viewed	as	a	form	of	coping	with	negative	affect;	however,	it	is	considered	a	

social	motive	here	as	the	function	of	the	cannabis	use	was	to	achieve	‘normal’	social	

functioning.		

Green	et	al.	(2004)	investigated	reasons	for	cannabis	use	in	men	with	and	without	

psychosis.	Data	was	collected	at	baseline	and	then	each	week	for	four	weeks.	Frequency	and	

amount	of	cannabis	was	recorded,	including	cannabis	use	behaviours	and	reasons	for	use,	via	

telephone	interview.	Social	reasons	for	cannabis	use	were	again	cited,	possibly	due	to	lacking	a	

social	life	(Green	et	al.,	2004).	At	baseline,	the	psychosis	group	reported	using	cannabis	due	to	

‘social	activity/offered’	more	often	than	controls	at	baseline	(37.8%)	and	at	follow	up	(28.9%).	

No	correlation	was	found	between	social	reasons	for	use	and	amount	or	frequency	of	cannabis	

use.			

In	the	studies	reviewed,	cannabis	was	reported	to	facilitate	social	interaction	in	a	

number	of	ways;	providing	a	social	activity	‘to	do	with	friends’,	enabling	people	to	‘talk	better’	

within	the	group,	or	even	provide	a	sense	of	social	‘belonging’.	Some	described	a	social	

‘pressure’	to	conform	(Thornton,	Baker,	Johnson,	Kay-Lambkin,	&	Lewin,	2012).	Cannabis	was	

described	as	making	people	feel	more	comfortable	socially,	creating	a	more	attractive	social	

identity,	or	something	familiar	that	was	considered	‘normal’	behaviour.	Social	factors	were	also	

cited	by	some	as	motivation	for	potentially	increased	cannabis	use,	although	no	correlation	

was	found		(Green	et	al.,	2004).	It	appears	that	how	the	drug	is	perceived	socially	affects	how	it	

is	used,	and	was	even	considered	to	promote	pro-social	behaviour	by	some.		

Discussion	
Overall,	the	results	of	self-report	studies	examining	reasons	for	cannabis	use	in	psychosis	

reveal	a	highly	complex	relationship,	with	multiple	factors	involved.	Similar	to	previous	

reviews,	more	support	was	found	for	the	alleviation	of	dysphoria	model	than	the	self-
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medication	hypothesis;	although,	multiple	factors	seem	to	be	involved	in	this	complex	

relationship.		

Methodological	problems	were	present	in	most	of	the	included	studies,	with	variations	

between	samples	(e.g.	size,	gender,	diagnosis)	and	quality	of	methodologies	used	(e.g.	

presence	of	validated	questionnaires	vs.	individually	developed	interviews).	Some	studies	were	

considered	to	have	limited	generalisability	due	to	small,	unrepresentative	samples	(e.g.	Green	

et	al.,	2004;	Pettersen,	Ruud,	Ravndal,	&	Landheim,	2013).	In	general,	and	through	the	quality	

appraisal	process,	the	included	studies	were	considered	to	suitably	address	the	research	

question.	Some	of	the	studies	included	here	have	been	included	in	earlier	reviews	(Addington	

&	Duchak,	1997;	Green	et	al.,	2004;	Pencer	&	Addington,	2008;	Schaub	et	al.,	2008;	Schofield	

et	al.,	2006).	The	current	review	aimed	to	explore	reasons	for	cannabis	use	specifically	within	

psychosis	in	general.	This	meant	the	search	was	not	limited	to	one	particular	diagnosis,	

allowing	the	views	of	the	wider	psychosis	population	to	be	captured.	Inclusion	of	studies	

utilising	qualitative	methods	only	allowed	more	detailed	information	to	be	presented	in	

support	of	the	questionnaire	data	(Asher	&	Gask,	2010;	Childs	et	al.,	2011;	Lobban	et	al.,	2010;	

Pettersen,	Ruud,	Ravndal,	&	Landheim,	2013;	Seddon	et	al.,	2013).	Unfortunately,	these	results	

cannot	inform	us	about	the	views	of	people	not	accessing	treatment,	not	confident	enough	to	

speak	to	a	researcher,	or	too	unwell	to	tolerate	a	research	interview.	

Five	of	the	papers	utilised	the	Reasons	for	Use	questionnaire	(Dixon,	Haas,	Weiden,	

Sweeney,	&	Frances,	1991).	This	measure	has	been	widely	used	in	research	but	has	not	been	

validated.	Reporting	of	results	varied	considerably	between	papers	(e.g.	Schofield	et	al.,	2006),	

highlighting	a	difference	between	data	not	being	reported	and	a	reason	not	being	endorsed.	It	

is	possible	that	the	measure	was	not	exhaustive	of	all	potential	reasons	for	cannabis	use,	

meaning	some	information	was	lost.	With	qualitative	interview	questions,	more	idiosyncratic	

data	can	be	obtained.	Dixon’s	measure	uses	directive	language	and	requires	dichotomous	

responses,	which	could	account	for	the	high	rates	of	endorsement	found	within	each	sample.	

Kolliakou	et	al	(2015)	and	Lejoyeux	et	al.	(2014)	both	made	use	of	Likert	scales	rather	than	

binary	responses,	a	method	that	may	provide	richer,	more	varied	information	(Kolliakou	et	al.,	

2015).	However,	presenting	several	potential	options	may	reveal	endorsement	of	reasons	that	

may	not	have	been	generated	otherwise	(e.g.	via	free	response).	Nevertheless,	both	the	

quantitative	and	qualitative	data	were	found	to	fit	within	the	same	themes.	It	is	possible	the	

themes	were	dictated	by	the	quantitative	measures	in	the	first	instance.	
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All	studies	included	people	with	psychosis	who	reported	cannabis	use.	However,	only	

one	study	provided	objective	validation	of	substance	use	other	than	self-report	(Kolliakou	et	

al.,	2015).	Participants	report	being	cannabis	users,	but	data	surrounding	specific	cannabis	use	

behaviour	(frequency,	amount)	is	largely	missing.	It	is	possible	that	several	subtypes	of	

cannabis	user	exist,	citing	different	reasons	for	use.	This	raises	the	question	of	the	validity	of	

self-report	data	in	general.	Addington	and	Duchak	(1997)	pointed	out	that	experiences	were	

recalled	retrospectively,	and	likely	occurred	under	the	influence	of	cannabis.	For	example,	

Green	et	al	(2004)	used	photographs	to	‘prompt	recollection’	of	smoking	cannabis	during	the	

interview.	This	leads	to	questions	about	reliability	due	to	possible	recall	problems	within	this	

group.	Not	all	included	studies	used	a	control	group;	however,	the	views	of	controls	were	not	

of	interest	for	the	purpose	of	this	review.	

The	results	of	these	studies	were	found	to	fit	with	the	following	themes:	To	escape	

from	or	cope	with	negative	affect,	To	enhance	positive	affect,	and	Social	reasons.	The	theme	

most	commonly	endorsed	by	the	literature	was	To	escape	from	or	cope	with	negative	affect.		

All	studies	reported	motivation	to	relieve	unpleasant	emotional	states	(e.g.	depression,	

anxiety,	stress,	boredom)	as	a	reason	for	cannabis	use.	This	reflects	the	findings	of	previous	

research	in	psychosis,	as	well	as	reasons	for	cannabis	use	reported	in	the	general	population	

(Gomez	Perez	et	al.,	2014).	Generally	this	was	not	taken	as	evidence	for	the	self-medication	

hypothesis,	as	these	negative	experiences	to	be	managed	are	not	necessarily	directly	

associated	with	psychosis.	Instead,	these	symptoms	seem	to	more	closely	describe	‘dysphoria’,	

motivating	people	to	use	cannabis	either	as	a	way	of	coping	with	or	escaping	this.	If	this	is	the	

case,	it	is	possible	that	given	reasons	will	change	depending	on	contextual	factors,	e.g.	the	

individual’s	emotional	state,	and	should	not	be	assumed	to	be	constant.	Reasons	for	use	

should	therefore	be	viewed	as	variable	over	time	(Dekker,	2009).	Reports	of	cannabis	use	to	

reduce	negative	affect	support	the	alleviation-of-dysphoria	model.	

	 All	but	three	studies	reported	cannabis	use	for	‘self-medication’	reasons	(Childs	et	al.,	

2011;	Lobban	et	al.,	2010;	Thornton,	Baker,	Johnson,	Kay-Lambkin,	et	al.,	2012).	The	items	

relating	to	psychosis	symptoms,	‘suspiciousness’	and	‘paranoia’	were	presented	separately,	as	

these	terms	could	be	interpreted	differently	amongst	those	completing	it.	Some	participants	

were	found	to	report	past	success	reducing	voices	with	cannabis	(Asher	&	Gask,	2010).	This	

could	be	through	distraction,	but	could	perhaps	be	attributed	to	the	antipsychotic	effects	of	

CBD	(Mechoulam,	Parker,	&	Gallily,	2002;	Zuardi	et	al.,	2006).	However,	with	higher	THC	in	

modern	strains	potentially	limiting	any	beneficial	effects	(Potter	et	al.,	2008);	self-medication	
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of	psychotic	symptoms	may	not	be	successful.	It	is	possible	that	participants	of	earlier	studies	

had	access	to	cannabis	of	varying	THC	composition	(e.g.	Addington	&	Duchak,	1997);	however,	

reported	reasons	for	its	use	were	not	found	to	be	different.		

In	general,	some	support	was	shown	for	the	SMH,	but	cannabis	use	supporting	

alleviation	of	dysphoria	was	the	reason	most	commonly	reported.	Studies	exploring	cannabis	

use	were	reviewed,	but	perhaps	it	is	also	important	to	consider	the	role	of	other	substance	use	

as	a	potential	common	factor	(or	factors).	Studies	considered	substances	other	than	cannabis	

(e.g.	alcohol,	tobacco,	amphetamine,	cocaine)	except	two	in	which	other	substances	were	not	

considered	(Seddon	et	al.,	2003;	Green	et	al.,	2004)	and	two	that	cited	any	other	substance	use	

disorder	as	exclusion	criteria	(Schaub	et	al,	2008;	Mane	et	al.,	2015).	Two	considered	

prescribed	medication	(Addington	and	Duchak,	1997,	Schofield	et	al.,	2006).	In	one	paper,	

health	professionals	were	considered	unfair	or	hypocritical	for	saying	participants	shouldn’t	

use	substances	but	should	use	medication	(Asher	&	Gask,	2010).	Tobacco	could	be	considered	

as	a	common	factor;	it	can	be	used	with	cannabis,	and	cravings	may	subsequently	motivate	

increased	cannabis	use.	Furthermore,	as	a	stimulant,	tobacco	itself	could	be	used	to	‘self-

medicate’	negative	side	effects	of	antipsychotic	medication,	such	as	feeling	‘slowed	down’.	This	

suggests	the	possibility	of	multiple	additional	factors	playing	a	role	in	this	complex	relationship.		

Perhaps	social	reasons	could	be	considered	as	a	common	factor	between	cannabis	use	

and	psychotic	experiences.	For	example,	an	association	with	both	emerging	psychotic	

symptoms	and	substance	use	has	been	shown	for	socioeconomic	disadvantage	(Morgan	et	al.,	

2009;	Daniel	et	al.,	2009),	and	with	‘peer	victimisation’	amongst	adolescents	(Arseneault	et	al.,	

2011;	Tharp-Taylor	et	al.,	2009).		Social	stigma	could	also	be	considered.	Substance	use	by	

those	with	mental	health	problems	may	lead	to	social	acceptance	and	therefore	reduce	

feelings	of	stigma	(Edwards,	Holden,	Felitti,	&	Anda,	2003).	

There	were	several	limitations	to	this	review.	The	samples	of	included	studies	are	fairly	

small	and	selection	criteria	for	study	participants	unequal	(both	regarding	diagnosis	and	

cannabis	use).	A	range	of	methodologies	were	used	in	included	studies,	with	variying	reliability,	

making	synthesis	of	results	difficult	at	times.	It	is	possible	that	the	search	terms	used	may	have	

limited	results.	Exemplar	quotes	were	selected	by	the	first	author	according	to	how	accurately	

they	were	perceived	to	represent	the	overarching	theme.	This	subjective	and	non-systematic	

approach	is	not	ideal,	and	may	be	considered	a	limitation	in	how	data	are	presented	in	this	

review.	Narrative	synthesis	was	an	appropriate	method	for	presenting	the	data	but	there	is	

arguably	some	overlap	between	themes.	It	has	been	discussed	that	reducing	dysphoria	could	

be	viewed	as	a	form	of	self-medication.	Moreover,	using	cannabis	specifically	to	‘get	high’	
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could	be	for	pleasure,	or	escape	feeling	negative.	Cannabis	use	to	reduce	boredom	could	be	

achieved	via	social	facilitation,	or	reduced	negative	affect.	Shaub	et	al.	(2008)	suggested	that	

citing	boredom	as	a	motive	indicates	dissatisfaction	regarding	leisure	time	or	relationships,	as	

well	as	self-medicating	mental	distress.	Cannabis	use	to	‘live	a	more	exciting	life’	could	fit	with	

social	motives,	or	expansion	(Lobban	et	al.,	2010);	or	to	achieve	social	acceptance,	but	as	a	

form	of	coping	(Childs	et	al.2011).	It	seems	that	the	relationship	between	motives	and	what	is	

actually	gained	(or	alleviated)	varies	significantly	between	individuals.	It	is	possible	that	the	

motivation	behind	cannabis	use	is	subjective,	meaning	entirely	separate	reasons.	Perhaps	a	

motive	can	relate	to	two	or	more	themes	at	once.	Overall,	there	seem	to	be	multiple	factors	

affecting	motivation	to	use.	This	provides	further	support	for	the	likelihood	of	a	multi-factor	

model,	but	further	research	is	required	to	explain	the	factors	at	play	in	this	complex	

relationship.	

	

In	the	same	way	that	a	person’s	motives	behind	using	cannabis	should	be	considered	

on	an	individual	basis,	so	should	the	planning	of	any	intervention.	Perhaps	any	person’s	

cannabis	use	is	an	attempt	to	meet	needs,	but	those	experiencing	psychosis	have	fewer	more	

adaptive	resources	available	to	them	(Kolliakou	et	al.,	2011).	Therefore,	clinicians	could	explore	

one’s	reasons	for	drug	use	to	identify	the	underlying	need,	and	design	interventions	to	help	

meet	this	need	in	another	way.	Managing	substance	use	is	only	one	aspect	necessary	for	

support	(Lobban	et	al.,	2010).	For	example,	if	a	person’s	primary	motive	for	using	cannabis	was	

‘to	go	along	with	the	group’	(i.e.	seeking	conformity),	we	could	speculate	that	conformity	

brings	about	a	sense	of	belonging	for	that	individual	that	is	not	available	to	them	without	

cannabis.	An	intervention	allowing	access	to	social	activities	may	help	bring	about	this	sense	of	

belonging	in	a	more	positive	way.	Similarly,	if	a	person’s	reasons	for	using	cannabis	are	due	to	

boredom,	more	meaningful	activities	may	be	suggested	as	part	of	intervention	(Green	et	al.,	

2004).	If	an	individual	reports	feeling	socially	isolated,	using	cannabis	for	social	facilitation	or	

expansion	reasons,	perhaps	confidence	or	self-esteem	building	interventions	(Lobban	et	al.,	

2010)	or	assertiveness	training	(Kolliakou	et	al.,	2015)	may	be	appropriate,	to	increase	social	

comfort	without	cannabis.	

The	results	of	this	review	highlighted	cannabis	use	for	relaxation	reasons,	possibly	due	

to	high	levels	(or	worse	tolerance)	of	stress	within	this	group.	Services	should	be	aware	of	any	

distress,	and	suggest	interventions	incorporating	stress	management	or	relaxation	components	

if	necessary.	This	could	be	particularly	relevant	in	FEP,	firstly	due	to	increased	stress	during	this	

transition	(Seddon	et	al.,	2013)	but	also	there	is	higher	motivation	to	change	cannabis	use	in	
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the	period	immediately	following	admission	for	treatment	(Lambert	et	al.,	2005).	Similarly,	as	

‘coping’	reasons	were	commonly	cited,	perhaps	interventions	could	offer	psychoeducation	or	

skills	development	to	meet	this	need.	Education	could	comprise	information	about	the	effects	

of	cannabis,	and	how	these	may	affect	reasons	for	use.	For	example,	people	who	reported	

psychosis-inducing	effects	of	cannabis	were	not	deterred	as	the	perceived	beneficial	effect	

(mood	enhancement)	outweighed	any	costs	(Henquet	et	al.,	2006).	Perhaps	interventions	

could	support	cannabis	users	to	explore	their	reasons	for	use	alongside	perceived	and	actual	

effects	of	the	drug.	Highlighting	discrepancies	could	challenge	people’s	positive	expectations,	

create	ambivalence	and	weaken	confidence	in	the	stated	reasons	for	using,	particularly	if	for	

emotional	enhancement	(Addington	&	Duchak,	1997).	Dekker	et	al.	(2009)	suggest	applying	an	

instrument	to	help	distinguish	between	these	short	and	long-term	effects,	such	as	the	

Cannabis	Experiences	Questionnaire,	to	obtain	greater	insight	(Stirling	et	al.,	2008).	Personal	

experience	is	likely	to	shape	beliefs	around	drug	use	and	MH	(Healey,	Peters,	Kinderman,	

McCracken,	&	Morriss,	2009);	therefore,	psychoeducation	may	be	more	helpful	to	an	individual	

if	it	relates	to	personal	experience	(Lobban	et	al.,	2010).	

	 In	general,	it	may	be	helpful	for	interventions	to	consider	any	other	contributing	

factors	to	the	relationship	between	psychosis	and	cannabis	use.	For	example,	other	

substances,	such	as	tobacco	and	medications,	or	amount,	frequency	and	strain	of	cannabis	

used.	Future	research	could	incorporate	longitudinal	approaches	to	assess	changing	reasons	

for	cannabis	use	and	its	long-term	effects.	Experience	sampling	methods	could	be	

implemented	to	monitor	reasons	for	use	and	actual	usage	over	time	(e.g.	Swendsen,	Ben-Zeev,	

&	Granholm,	2011)	or	urine	drug	screens	to	support	self-report	data	(Kolliakou	et	al.,	2011),	

although	this	may	be	stigmatising	as	part	of	an	intervention	outside	of	a	research	capacity.	

Further	investigation	into	patterns	of	cannabis	use	is	also	recommended,	such	as	whether	

reasons	for	use	differ	between	binge	and	long-term	users,	and	how	reasons	are	affected	by	

perceived	function	(effects),		e.g.	enhanced	performance	or	concentration,	over	time.	

Despite	negative	psychosis	outcomes,	people	with	psychosis	use	cannabis	for	a	

number	of	reasons	and	many	people	report	benefits	that	cannabis	can	bring.	The	evidence	

suggests	multiple	factors	influencing	the	complex	relationship	between	cannabis	use	in	

psychosis,	with	reasons	for	use	varying	considerably	between	individuals,	specific	contexts	and	

over	time.	With	greater	understanding	and	individually	targeted	interventions,	suggestions	can	

be	made	for	better	management	of	mood,	social	life,	and	for	people’s	needs	to	be	met	in	a	

healthier	way.	Reducing	motivation	to	use	cannabis	may	not	only	improve	the	prognosis	of	

psychosis	on	an	individual	basis,	but	help	reduce	the	strain	on	services	in	the	future.
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Abstract	
	
Interventions	addressing	cannabis	use	within	psychosis	lack	empirical	support.	Understanding	

what	people	want	can	be	achieved	through	investigating	treatment	preferences.	

	

A	mixed-methods	design	was	used,	including	qualitative	interview.	Data	were	analysed	using	

thematic	analysis.	

	

Two	themes	were	revealed:	Motivation	to	change	behaviour	(subthemes	Motivation	to	change	

cannabis	use,		Motivation	to	engage	with	services);	The	ideal	approach	to	treatment,	

(subthemes	Preferred	qualities	of	support,	Preferred	treatment	outcomes).	Negative	

experiences	affected	motivation;	i.e.	feeling	judged	or	labelled,	lack	of	involvement	in	

decisions.	Trust	in	services,	and	feeling	‘heard’	were	ideal	components	of	support.	Preferred	

outcomes	concerned	cannabis	use	(reduction/cessation),	practical	skills,	education,	and	

improved	physical/emotional	wellbeing.	

	

Participants	reported	mixed	views	and	experiences.	Treatments	may	not	be	unsuccessful,	

instead	not	targeted	to	individuals,	or	offered	before	motivated	to	change.	Clinical	implications	

and	recommendations	are	discussed.	More	research	is	required;	however	an	important	insight	

into	an	ideal	approach	for	this	group	is	provided.	

Introduction	
Cannabis	use	among	people	with	psychosis	is	a	topic	of	great	clinical	interest.	Cannabis	use	and	

psychosis	commonly	occur	together,	with	higher	rates	of	cannabis	use	reported	in	people	with	

psychosis	than	in	the	general	population.	Lifetime	prevalence	is	reported	at	29.2%	among	UK	adults	

(Home	Office,	2015),	whereas	estimates	within	psychosis	samples	range	from	42.2%	(Green,	Young,	

&	Kavanagh,	2005)	to	65.7%	(Schimmelmann	et	al.,	2012).	Cannabis	use	is	particularly	common	

among	those	presenting	with	a	first	episode	of	psychosis	(FEP;	Addington	&	Addington,	2007),	with	

current	prevalence	estimated	at	33.7%	(Myles,	Myles,	&	Large,	2016).	

The	main	psychoactive	component	of	the	cannabis	plant	is	the	cannabinoid	delta-9	

tetrahydrocannabinol	(Δ9-THC),	causing	what	is	known	as	a	‘high’.	THC	is	known	to	produce	

transient	psychotic	symptoms	in	healthy	individuals	(Cortes-Briones	et	al.,	2015;	Morrison	et	al.,	

2009)	and	is	associated	with	worsening	of	medication	side	effects	and	exacerbation	of	psychotic	

symptoms	in	existing	psychosis	(D'Souza	et	al.,	2005).	Persistent	cannabis	use	is	associated	with	

significant	clinical	and	social	impact.	The	World	Health	Organisation	(WHO)	reported	that	the	
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health	and	social	impact	of	nonmedical	cannabis	use	includes	cognitive	impairment,	poorer	

educational	outcomes	and	development	of	mental	health	problems,	including	psychosis	(WHO,	

2016).	Cannabis	has	been	shown	to	be	a	risk	factor	for	the	development	of,	and	earlier	onset	of	

psychosis	(Large,	Sharma,	Compton,	Slade,	&	Nielssen,	2011;	Moore	et	al.,	2007),	and	a	contributor	

to	worse	clinical	outcomes	for	people	with	psychosis	such	as	decreased	functioning,	anxiety	and	

depression	(Barrowclough,	Gregg,	Lobban,	Bucci,	&	Emsley,	2015).	There	are	links	with	increased	

hospital	admissions	(Patel	et	al.,	2016),	worse	course	of	illness	(Sorbara,	Liraud,	Assens,	Abalan,	&	

Verdoux,	2003)	and	relapse	(Linszen,	Dingemans,	&	Lenior,	1994;	Pencer,	Addington,	&	Addington,	

2005;	Zammit	et	al.,	2008).	Furthermore,	cannabis	potency	has	increased	over	recent	decades	with	

newer,	more	potent	strains	(‘skunk’)	containing	up	to	three	times	the	THC	concentration	of	older	

strains	(Potter,	Clark,	&	Brown,	2008).	Stronger	cannabis	has	been	associated	with	increased	risk	

and	earlier	onset	of	psychosis	(Bhattacharyya	et	al.,	2012;	Marta	Di	Forti	et	al.,	2015;	M.	Di	Forti	et	

al.,	2009;	M.	Di	Forti	et	al.,	2014).	

Interventions	are	available	to	help	support	people	with	psychosis	to	reduce	their	cannabis	

use,	as	recommended	by	professional	guidelines.	In	the	US,	The	National	Institute	on	Drug	Abuse	

highlight	the	need	for	a	comprehensive,	integrated	approach,	simultaneously	addressing	both	

comorbid	disorders	as	treatment	of	one	problem	will	likely	improve	prognosis	for	the	other	

(National	Institutes	of	Health,	U.S.	Department	of	Health	and	Human	Services,	NIDA,	2007).	The	

American	Psychiatric	Association	(APA)	recommends	psychosocial	interventions	over	

pharmacotherapy.	For	example,	relapse-prevention	approaches	combining	motivational	

interventions	with	coping	skills	(APA,	2010).	In	the	UK,	the	National	Institute	for	Health	and	Care	

Excellence	(NICE)	suggest	person-centred,	evidence-based	psychosocial	interventions	addressing	

both	psychosis	and	substance	use.	The	treatment	plan	must	be	tailored	to	the	individual,	taking	

into	account	the	relative	severity	of	both	psychosis	and	substance	use,	the	person’s	social	and	

treatment	context,	and	readiness	for	change	(NICE	CG	120,	2011).	

There	has	been	much	research	conducted	into	interventions	for	psychosis	and	for	cannabis	

use.	The	mainstay	treatment	for	psychosis	involves	pharmacological	approaches,	namely	

antipsychotic	medications.		Some	pharmacological	interventions	have	been	found	to	treat	acute	

effects	of	cannabis	(Crippa	et	al.,	2012),	but	there	are	no	successful	pharmacological	approaches	to	

treat	cannabis	use	in	general	(Weinstein	&	Gorelick,	2011).			

The	literature	shows	a	distinct	lack	of	evidence	regarding	the	efficacy	of	psychological	

interventions	for	reducing	cannabis	use	in	the	context	of	psychosis,	with	many	studies	showing	

limited	improvements	for	the	clinical	outcomes	examined.	Motivational	interviews	produced	a	

significant	reduction	of	cannabis	use	at	3	months	(Baker	et	al.,	2002).	Similarly,	with	motivational	

interviewing	(MI)	combined	with	cognitive	behavioural	therapy	(CBT),	or	treatment	as	usual	(TAU)	
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(Baker	et	al.,	2006),	and	psychoeducation	(PE)	only,	or	PE,	CBT	and	MI	combined	(Edwards	et	al.,	

2006).	One	study	found	a	significant	effect	(92.1%)	via	a	standard	interview	(Martino,	Carroll,	Nich,	

&	Rounsaville,	2006).	Hjorthøj	et	al.	(2013)	found	MI/CBT	group	had	more	admissions	to	emergency	

care	than	the	TAU	group.	In	addition,	MI/CBT	was	found	to	have	no	effect	on	cannabis	use,	or	

positive	and	negative	symptoms	of	psychosis	(Madigan	et	al.,	2013).	

As	a	result,	it	is	unclear	which	models	of	psychological	intervention	are	both	effective	and	

acceptable	for	this	group,	and	despite	potential	exacerbation	of	symptoms	and	worse	clinical	

outcomes,	motivation	to	reduce	cannabis	use	is	often	low	(Barrowclough	et	al.,	2014).	‘Motivation’	

considers	the	behaviour	and	need	for	change,	and	willingness	to	take	responsibility	to	sustain	this	

(Miller	and	Rollnick,	2002).	‘Readiness	to	Change’	(RtC)	indicates	motivation	to	change	a	

problematic	behaviour.	Motivation	is	key	in	understanding	people’s	(unhelpful)	health	behaviours	

(Miller,	1985)	but	there	is	limited	research	in	this	area.	There	is	limited	support	for	efficacy	of	

psychological	interventions,	with	many	studies	showing	no	improvements	(Barrowclough	et	al.,	

2015).	Furthermore,	service	users	are	rarely	asked	about	treatment	preferences	(Baker,	Thornton,	

Hides,	&	Dunlop,	2012).	One	way	of	understanding	preferences	is	to	involve	service	users	directly	in	

treatment	decisions.	Indeed,	service-user	involvement	is	considered	a	significant	ethical	concern	

(Lilford,	2003)	and	is	recommended	by	NICE	guidance	(CG136,	2011).	Research	has	been	conducted	

into	preferences	for	the	treatment	of	psychosis. Sumner	et	al.	(2014)	reported	a	specific	dislike	of	

group	situations,	with	TAU	plus	manualised	self-help	and	telephone	CBT	preferred	(Sumner	et	al.,	

2014).	These	findings	suggest	service	users	welcome	choice	about	their	treatment.	Preferences	

regarding	cannabis	within	psychosis	were	considered	by	Baker	et	al.	(2012).	Participants	stated	

preference	for	‘detoxification’,	followed	by	‘support	from	a	counsellor’.	Others	preferred	not	to	

seek	treatment,	regardless	of	desires	to	stop	using	cannabis.	Generally,	people	opted	for	face-to-

face	treatment	over	less	traditional	methods.		

Despite	high	levels	of	co-morbidity	and	disengagement,	limited	research	has	been	

conducted	into	treatment	preferences.	Investigating	preferences	could	identify	barriers	to	therapy	

and	increase	engagement	with,	and	response	to,	treatment.	Therefore,	the	aim	of	the	current	study	

was	to	better	understand	service	user	preferences	regarding	treatment	for	cannabis	use	in	the	

context	of	psychosis,	and	the	potential	factors	influencing	such	preferences.		

Method	

Participants	
Participants	were	recruited	from	multiple	NHS	trusts	in	the	North	West	of	England,	UK.	The	

researcher	presented	the	study	to	community	mental	health	teams	(CMHTs)	and	early	intervention	
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services	(EIS)	during	team	business	meetings	or	via	ward	managers	at	inpatient	services.	Eligibility	

criteria	were:	i)	currently	accessing	mental	health	services	ii)	experienced	an	episode	of	psychosis,	

iii)	used	cannabis	in	the	previous	12	months.	People	were	excluded	from	the	study	if	they	were	not	

fluent	in	English	and	did	not	meet	the	inclusion	criteria	above.	Clinicians	were	asked	to	identify	

people	meeting	inclusion	criteria	and	obtain	their	consent	to	be	approached	by	the	researcher.	The	

researcher	then	obtained	formal	consent	to	take	part	in	the	study.	Meetings	took	place	at	the	

service	user’s	home,	community	health	centre,	or	private	room	on	an	inpatient	ward,	for	up	to	60	

minutes.	A	purposive	recruitment	strategy	was	planned	to	achieve	variation	in	age,	gender	and	

ethnic	background	so	as	to	reflect	the	whole	service	population.	The	sample	size	for	this	study	was	

driven	by	the	concept	of	data	saturation	(Marshall,	1996).	Ethical	approval	for	the	study	was	given	

by	the	relevant	local	NHS	research	ethics	committee.	

Procedure	
A	mixed-methods	design	involving	both	quantitative	and	qualitative	research	methods	was	used.	

After	initial	introductions,	any	queries	were	addressed;	the	limits	of	confidentiality	discussed	and	

written	informed	consent	obtained.	Demographic	information,	a	substance	use	checklist	(Appendix	

D),	Reasons	for	Substance	Use	in	Schizophrenia	scale	(ReSUS,	Gregg,	Barrowclough	and	Haddock,	

2009;	Appendix	E)	and	Readiness	to	Change	(RCQ;	Rollnick	et	al.	1992;	Appendix	F)	were	recorded.	

The	ReSUS	questionnaire	is	a	38-item	scale	used	to	assess	self-reported	reasons	for	substance	use.	

Amount	of	agreement	with	each	item	is	rated	from	0	(Never)	to	3	(Always).	The	highest	score	on	

one	of	three	subscales	determines	the	primary	reason	for	substance	use.	Cronbach’s	alpha	showed	

good	internal	reliability	and	validity	for	each	subscale:	Coping	with	distressing	emotions	and	

symptoms	(0.91),	Social	enhancement		and	intoxication	(0.81),	or	Individual	enhancement	(0.82)	

(Gregg,	Barrowclough,	&	Haddock,	2009).	The	RCQ	is	a	12-item	scale	and	ascertains	stage	of	change	

regarding	substance	use	(Rollnick,	Heather,	Gold,	&	Hall,	1992).	Items	are	rated	on	a	Likert	scale	

(strongly	disagree-strongly	agree)	determining	stage	of	change	as	Pre-contemplation,	

Contemplation,	or	Action.	This	measure	has	been	assessed	for	reliability	in	medical	settings,	with	a	

modified	version	for	treatment	purposes	(Heather,	Luce,	Peck,	Dunbar,	&	James,	1999).		

Participants	then	completed	the	treatment	preferences	ranking	task.	This	involved	reading	

treatment	descriptions	presented	on	flashcards,	and	ranking	them	in	order	of	hypothetical	

preference.	Descriptions	were	developed	by	the	research	team	and	reviewed	by	a	service	user	

involvement	group	to	ensure	an	unbiased	description	of	therapy	and	delivery	(See	Appendix	G).	The	
task	comprised	eight	treatments	(cognitive	behavioural	therapy,	CBT;	motivational	interviewing,	

MI;	psychodynamic	interpersonal	therapy,	PIT;	family	therapy,	FT;	psychoeducation,	PE;	physical	

health,	PH;	contingency	management,	CM;	treatment	as	usual,	TAU),	and	five	modes	of	delivery	

(Individual,	I;	group,	G;	telephone,	T;	eTherapy,	e;	mHealth,	m).	The	information	reflected	what	
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would	be	presented	to	aid	informed	consent	for	treatment	in	a	real-world	setting	(Tarrier	et	al.	

2006).	Preferences	were	recorded	by	the	researcher	to	be	examined	in	the	context	of	the	

qualitative	interview.		

The	qualitative	interview	was	guided	by	a	bespoke	topic	guide	(Appendix	H),	covering	mental	health	

history,	cannabis	use,	previous	experience	of	therapy	and	preferences	regarding	therapy	type	and	

delivery.	Interviews	lasted	between	25-60	minutes	and	participants	were	offered	comfort	breaks	

throughout.	Consent	was	given	for	interviews	to	be	digitally	recorded	and	transcribed	verbatim.		

Data	Analysis	
Qualitative	data	were	analysed	by	the	same	researcher	by	whom	the	interviews	were	conducted.	

Transcripts	were	read	repeatedly	allowing	immersion	in	the	data	and	analysed	following	the	

protocol	suggested	by	Braun	&	Clarke	(2006).	Transcripts	were	coded	by	the	first	author.	Initial	

codes	were	reviewed	within	the	wider	research	team	to	identify	key	themes	emerging	from	the	

data.	Transcripts	were	re-read	and	codes	refined	further	to	ensure	validity,	and	grouped	into	

themes.	An	inductive	approach	was	taken	to	analysis	such	that	themes	were	driven	by	the	data	

allowing	an	open	approach	to	the	research	question.	The	primary	outcome	data	for	the	study	are	

the	themes	surrounding	treatment	preferences	derived	via	the	qualitative	thematic	analysis.	

Themes	were	examined	in	the	context	of	treatment	preferences	(ranking	task)	and	participant	

demographics	to	determine	possible	contributing	factors.	Descriptive	statistics	and	questionnaire	

responses	were	used	to	describe	the	sample.	NVivo	software	was	used	for	data	management	and	

analysis	(NVivo	10	qualitative	data	analysis	software,	2012).	

The	quantitative	data	were	examined	alongside	the	qualitative	themes,	for	descriptive	purposes.	

The	ranking	task	data	were	inspected	for	patterns	in	preferences,	both	regarding	treatment	type	

and	mode	of	delivery.	Participants’	RTC	stage	of	change	and	main	reported	reason	for	cannabis	use	

(ReSUS)	were	presented	in	support	of	qualitative	quotes	given.	

Results	
Twenty	participants	were	interviewed,	four	of	which	(20%)	were	female.	The	mean	age	was	34	

(range	19–52),	treated	either	in	the	community	(n=7,	35%)	or	as	inpatients	(n=13,	65%).		Interviews	

took	place	between	December	2015	and	April	2016.	Participants	were	largely	white	British	(n=11,	

55%).	The	majority	of	the	sample	was	unemployed	(90%),	left	school	before	age	16	(90%),	

Participants	described	their	relationship	status	as	single	(n=17,	85%)	and	were	prescribed	

medication	(n=17,	85%).	Prescribed	medications	included	antidepressants,	antipsychotics	(e.g.	via	

depot),	benzodiazepines	and	mood	stabilisers.	See	Table	1	for	participant	characteristics.	
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Quantitative	data	
Results	of	the	ranking	task	and	questionnaire	data	can	be	found	in	Table	2.		

Examination	of	responses	to	the	ranking	task	revealed	significant	variation	in	treatment	

preferences.	The	rank	score	given	for	each	hypothetical	treatment	type	ranged	from	1-8	(most	

preferred	-	least	preferred)	between	all	participants.	Physical	Health	(PH)	was	not	ranked	as	least	

preferable	by	any	participant.	The	mean	rank	score	for	each	treatment	ranged	from	3.8-5	out	of	a	

possible	eight.	The	number	of	times	each	treatment	was	ranked	at	one	of	the	three	top	positions	

was	examined.	CBT	was	ranked	as	‘top	three’	most	frequently	(n=10,	50%),	Family	Therapy	(FT)	

least	frequently	(n=3,	15%).	FT	was	however	most	frequently	ranked	in	one	of	the	bottom	three	

positions	(n=10,	50%),	with	PH	appearing	least	frequently	(n=4,	20%).	No	other	patterns	in	the	

ranking	data	were	observed.	Considerable	variation	was	also	observed	among	the	five	treatment	

modes.	All	treatment	modes	were	ranked	at	each	position,	except	eTherapy,	which	was	not	ranked	

as	most	preferable.	Mean	ranking	scores	ranged	from	2.1-3.7	out	of	5.	Most	preferred	was	

individual	therapy	(n=10,	50%),	least	popular	was	mHealth	(n=7,	35%).	

All	participants	had	used	cannabis	in	the	previous	12	months	as	per	eligibility	criteria.	Drug	checklist	

data	showed	five	participants	had	not	used	cannabis	within	3	months,	two	reportedly	used	no	

substances	on	the	checklist	(both	were	inpatients).	Eleven	had	consumed	alcohol.	Other	substances	

reported	were:	cocaine	(n=4),	crack	(n=2),	hallucinogens	(LSD,	25i-NBOMe;	n=3)	and	heroin	(n=1).	

Primary	reasons	for	cannabis	use	were:	‘Coping	with	distressing	emotions	and	symptoms’	(n=9),	

‘Social	enhancement	and	intoxication’	(n=8),	or	‘Individual	enhancement’	(n=3).	The	readiness	to	

change	questionnaire	(RCQ)	revealed	the	stage	of	change	occupied	by	each	person	regarding	

change	of	both	alcohol	and	cannabis	use.	Participants’	readiness	to	change	cannabis	behaviour	

occupied	all	three	stages:	Pre-contemplation	(n=7),	Contemplation	(n=8),	Action	(n=5).	See	table	2.	

Qualitative	Data	
The	interview	data	revealed	a	range	of	views	regarding	experiences	of	services,	beliefs	about	

cannabis	and	mental	health,	and	attitudes	surrounding	preferred	qualities	of	support	(both	from	

personal	experience	and	hypothetically).	It	seemed	that	views	varied	according	to	individuals’	

degree	of	motivation	to	change	behaviour.	The	data	revealed	two	overarching	themes:	Motivation	

to	change	behaviour,	which	comprised	the	subthemes	Motivation	to	change	cannabis	use	and	

Motivation	to	engage	with	services	(Figure	1);	and	The	ideal	approach	to	treatment,	with	

subthemes	Preferred	qualities	of	support	and	Preferred	treatment	outcomes	(Figure	2).	The	themes	

make	this	complex	data	accessible,	but	this	does	not	suggest	all	details	of	the	accounts	are	

captured.	Considerable	variation	in	experiences	of	cannabis	use,	psychosis	and	mental	health	

services/treatment,	and	appraisals	of	these	were	noted.	Direct	quotes	from	interviews	have	been	

included	and	quotes	taken	from	the	interviewer	are	included	in	bold	for	contextual	purposes.	
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Theme	1:	Motivation	to	change	behaviour	
	

	

Figure	1.	Structure	of	Theme	1:	Motivation	to	change	behaviour,	including	subthemes.	

	

Motivation	to	change	cannabis	use:	“I’ve	got	to	want	to”	
Reflections	surrounding	cannabis	behaviour	change	were	explored	during	the	interviews.	All	

participants	spoke	about	the	need	to	feel	motivated	to	change	their	cannabis	use	behaviour	and	

that	it	is	up	to	the	individual	to	make	that	choice:	

They	need	to	understand	what	it's	going	to	do	to	them.	If	they	don't	stop	after	that	then,	
pfft,	on	your	bike	mate.	You	know,	you	can	lead	the	horse	to	water	but	you	can't	make	it	
drink,	can	you?	I	found	that	out	[2;	male,	46,	Pre-contemplation	stage,	coping	reasons]	

	
I’d	rather	not	try	and	make,	them	try	to	make	me	stop	the	cannabis,	I	mean,	they’re	happy	
to	obviously	advise	it,	‘cause	it’s	their	opinion,	but	obviously	I’ve	got	to	want	to	do	that	
before	I’m	going	to	[7;	male,	19,	Pre-contemplation	stage,	coping	reasons]		

	
Many	participants	expressed	no	desire	to	change	their	cannabis	use:	

It’s...it’s...all	from	the	ground!	*Laughs*	I	don’t	mean	to	be	so,	I	don’t	know.	I	just	think,	
why	stop	something	that	helps	you?	[16;	Pre-contemplation	stage,	individual	reasons]	

	
It’s	not	that	I	don’t	want	to	stop,	I	just	want	to	be	able	to	manage	it	better	[10;	Action	
stage,	individual	reasons]	

	
Some	considered	that	their	behaviour	would	never	change:	

	

The	cannabis	is	a	key	part	of	my	life	now	[7;	male,	19,	Pre-contemplation	stage,	coping	

reasons]	

	

Hopefully	when	I	go	home	I’ll	still	stay	off	it,	but	I	doubt	it	[1;	female,	24,	Contemplation	

stage,	social	reasons]	
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Table	1.	Participant	characteristics		
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Table	2.	Quantitative	data:	details	of	drug	use,	primary	reason	for	cannabis	use	and	stage	of	
change	

Note.	Treatment	Types:	CBT	=	cognitive	behavioural	therapy;	MI	=	motivational	interviewing;	PIT	=	
psychodynamic	interpersonal	therapy;	FT	=	family	therapy;	PE	=	psychoeducation;	PH	=	physical	
health;	CM	=	contingency	management;	TAU	=	treatment	as	usual.	Treatment	modes:	I	=	Individual;	
G	=	group;	T	=	telephone;	e	=	eTherapy;	m	=	mHealth
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Views	about	cannabis	differed	considerably	within	this	theme,	particularly	regarding	its	positive	

and	negative	effects.	Participants	spoke	about	how	cannabis	itself	is	not	responsible	for	things	

going	wrong	in	a	person’s	life:	

Because	it's	not	that	bad.	It	doesn’t	ruin	your	life;	you	ruin	your	life	if	you	want	to	ruin	
your	life.	[…]	You’re	the	one	burning	it.	It’s	your	hand	on	the	lighter,	not	a	cannabis	leaf	
is	it,	you	know	what	I	mean?	[19;	male,	19,	Contemplation	stage,	coping	reasons]	
	
Anything	that’s	a	problem	for	you	is	not	a	substance	a	person	or	an	event,	it’s	you	
projecting	yourself	to	outside,	onto	a	substance	[18;	male,	52,	Pre-contemplation	stage,	
social	reasons]	
	

Participants	also	spoke	about	cannabis	having	beneficial	effects:	
	
I	have	no	intention	to	stop	smoking	cannabis	again	now.	‘cause	it,	I,	I,	there’s	too	many	
pros	than	there	is	cons,	to	drugs	and	mental	state		
[7;	male,	19,	Pre-contemplation	stage,	coping	reasons]	
	
It	don’t	make	me	feel	paranoid	or	anything	like	that,	it	stops	me	feeling	paranoid,	if	
anything	[20;	male,	21,	Pre-contemplation	stage,	coping	reasons]	
	

Cannabis	was	even	considered	to	have	motivating	properties:	

It	makes	me	feel	as	if	I	can	move	on.	It	feels	like	it	pushes	me		
[19;	male,	19,	Contemplation	stage,	coping	reasons]	

	
Other	participants	viewed	cannabis	as	having	negative	effects.	Some	attributed	their	psychosis	

to	cannabis	use:	

I’d	say	that	some	mental	health	problems	that	I’ve	had,	yeah,	were	definitely	because	I	
was	smoking	too	much	cannabis	
Right,	so	your	first	experience	of	psychosis	was…	
Drug	induced		 [9;	male,	28,	Contemplation	stage,	social	reasons]	
	
I	think,	to	be	honest,	when	you’ve	got	psychosis	and	you’ve	used	cannabis,	I	think	the	
cannabis	use	can	make	it	worse.	So	if	you	cut	down	on	the	cannabis,	the	psychosis	
might	not	get	worse	[12;	Contemplation	stage,	social	reasons]	
	

Participants	reported	that	cannabis	can	have	positive	and	negative	effects,	particularly	relating	

to	psychosis,	which	vary	from	person	to	person.	For	one	participant,	the	negative	effect	of	

paranoia	led	to	stopping	their	cannabis	use:	

I	stopped	it	when	the	paranoia	got	too	bad…	Finances	have	stopped	me	taking	it,	but	I’d	
say	mostly	the	paranoia		 [17;	Contemplation	stage,	social	reasons]	
	

In	this	example,	financial	reasons	also	appeared	to	motivate	the	decision	to	stop.	Others	

described	a	negative	effect	of	cannabis	on	their	mental	health	overall:	

I	just	get	a	bad	effect	off	it,	or	intrusive	thoughts	
	[16;	male,	34,	Pre-contemplation	stage,	individual	reasons]	
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I’ve	just	been	thinking	‘Yeah	it’ll	never	do	that	to	me’,	but	like,	it	has	messed	with	my	
thinking	pattern	totally		 [11;	female,	20,	Contemplation	stage,	coping	reasons]	
	

Despite	some	reports	of	negative	experiences	as	a	result	of	using	cannabis,	much	ambivalence	

was	noted	upon	consideration	of	change.	Many	participants	who	identified	negative	effects	

continued	to	use	cannabis.	This	was	often	directly	associated	with	experiences	of	psychosis:	

	
I	was	seeing	demons	coming	through	the	walls	and	things	like	that.	Looked	quite	
frightening…	But	it	still	didn’t	stop	me	from	using	the	cannabis.	I	still	carried	on.	[4;	
male,	48,	Contemplation	stage,	coping	reasons]	

	
Cos	sometimes	my	voices	go	“Oh	we	want	you	to	smoke”	but	sometimes	the	voices	go	
“No	we	don’t	want	you	smoking”	[15;	male,	29,	Action	stage,	coping	reasons]		
	

In	these	examples,	people	used	cannabis	despite	mixed	messages	from	voices	and	frightening	

hallucinations.	Both	these	participants	used	cannabis	primarily	for	coping	reasons,	suggesting	

benefits	from	cannabis	despite	continuing	psychotic	experiences.	It	is	not	unusual	for	people	to	

be	able	to	hold	positives	and	negatives	in	mind	at	once;	however,	ambivalence	was	noticed	in	

participants	in	‘Action’	stage,	expected	after	contemplation.	Perhaps	experiences	of	psychosis	

can	serve	to	disrupt	one’s	motivation	to	change,	resulting	in	ambivalence.		

“Change	talk”	regarding	cannabis	use	behaviour	was	observed	in	several	participants	

(again	at	different	stages	of	change),	including	the	participant	experiencing	ambivalent	voices:	

So	I	know	I	can’t	do	it	no	more.	So	I’m	putting	it	on	top	of	my	head	and	taking	
consideration		
[15;	male,	29,	Action	stage,	coping	reasons]	

	 	
It	is	one	of	them	things	I	do	need	to	cut	down	on,	because	I	can’t	live	my	life	constantly	
using	a	drug	[13;	female,	20,	Contemplation	stage,	social	reasons]	

	 	
	 I	don’t	want	to	smoke	it	for	the	rest	of	my	life		

[11;	female,	20,	Contemplation	stage,	coping	reasons]	
	
It	seemed	that	many	people	did	not	intend	to	continue	using	cannabis	throughout	life.	

Throughout	this	subtheme,	participants	expressed	mixed	views	about	the	positive	and	negative	

effects	of	cannabis,	and	whether	they	were	considering	changing	their	use.	There	seems	to	be	a	

complex	interaction	between	the	effects	of	cannabis	and	psychosis,	resulting	in	significant	

ambivalence	in	some	individuals.	We	must	therefore	take	care	not	to	make	assumptions	about	

how	ready	cannabis	users	with	psychosis	may	be	to	change	their	use,	as	psychosis	symptoms	

and	self-reported	readiness	to	change	may	confound	this.	
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Motivation	to	engage	with	services	
Similar	variation	was	observed	surrounding	people’s	willingness	to	engage	with	services.	

Several	participants	spoke	about	negative	experiences	of	services	in	general,	finding	them	to	be	

unreliable	or	to	give	mixed	messages:	

Oh	I’ve	had	a	CPN.		
Yeah?	And	how	do	they	support	you?		What	do	they	do?		
Well	they’re	supposed	to	be	supporting	me	here,	and	my	next	accommodation	and	
everything,	but	I	just	haven’t	seen	them	around	really	[3;	male,	46,	Pre-contemplation	
stage,	social	reasons]	

	
Well	I	agreed	to	start	it,	but	then	I	changed	my	mind.	And	then	I	agreed	again	and	he	
was	meant	to	come	but	he	didn’t	come,	then	he	was	meant	to	come	again	and	he	didn’t	
come,	so	I	just	thought,	“fuck	that”	[20;	Pre-contemplation]	
	

In	these	examples,	people	may	have	been	willing,	but	support	was	not	available	when	

promised.	The	support	offered	here	may	not	have	been	specific	to	cannabis,	but	could	result	in	

lack	of	future	engagement	with	targeted	cannabis	interventions,	if	offered.	Another	issue	

influencing	people’s	engagement	with	services	surrounded	stigma;	being	judged	or	labelled:	

I	didn’t	tell	many	people	I	was	seeing	things,	because	they’d	just	think	I	was	crackers.	
[20;	male,	21,	Pre-contemplation	stage,	coping	reasons]	

You	know	what,	the	problem	in	these	places,	you	know,	it	can	make	your	behaviour	
seem	a	bit	odd	because	you’re	in	here	[10;	Action	stage,	individual	reasons]	
	

Participants	showed	awareness	of	how	they	may	be	perceived	negatively	by	others,	including	

services.	Regardless	of	stage	of	change,	it	is	possible	that	a	fear	of	judgement	could	be	a	barrier	

to	seeking	out	or	continuing	to	access	help.	Other	negative	experiences	were	reported	from	

contact	with	inpatient	services.	For	example,	decisions	regarding	treatment	being	made	for	

you,	and	the	message	this	sends: 

Nobody	thirteen,	fourteen	years	of	age	should	be	going	into	hospital,	taking	
medication,	people	telling	them	what	to	do.	You	know	what	I’m..	No	teenager’s	gonna	
be	taking	depots	of	haloperidol,	going	into	hospital…	what	teenager	want	that?	You’re	
just	telling	your	teenagers	like,	nobody…nobody	wants	them	[10;	male,	42,	Action	
stage,	individual	reasons]	

	
While	you	were	an	inpatient,	what	support	were	you	offered?	
Nothing.	I'm	just	left	to	it.	If	I'm	arguing	with	staff,	I	walk	to	my	room	and	they	just	
leave	me.	They'll	come	with	just	2	blue	tablets.	"You	don't	take	these	we'll	get	the	
team".	I	can't	be	arsed	getting	injected	no	more.	I'm	too	old	for	that	stuff	[2;	male,	46,	
Pre-contemplation	stage,	coping	reasons]	

 
It	seems	many	negative	views	developed	through	being	prescribed	medication	without	consent.	

This	directive	and	potentially	isolating	approach	from	services	“telling	them	what	to	do”	and	
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“they	just	leave	me”	was	generally	not	seen	as	supportive.	It	might	be	understandable	for	an	

individual	to	feel	unmotivated	to	engage	when	their	main	experience	of	support	has	been	via	

medication.	In	fact,	the	demotivating	effects	of	medication	were	mentioned	by	some,	for	

example,	“I	think	it	makes	me	lazy”	[20;	male,	21,	Pre-contemplation	stage,	coping	reasons]	and	

“it’s	so	hard	to	concentrate”	[16;	male,	34,	Pre-contemplation	stage,	individual	reasons].		

Some	participants	suggested	that	services	should	not	be	the	only	voice	in	treatment	decisions:	

I	could	do	it	and	it	might	not	work,	but	it’d	be	nice	to	obviously	have	the	opportunity	to	
even	attempt	it		 [7;	Pre-contemplation	stage,	coping	reasons]	

	
Um,	well	I	think	services	should	be	asking	you,	not	be	telling	you	what	you	should	do			
[18;	male,	52,	Pre-contemplation	stage,	social	reasons]	
	

This	was	the	case	even	for	participants	not	directly	expressing	motivation	to	change.	The	

possibility	that	services	may	have	different	motivations	or	values	was	also	considered,	i.e.	

punishment	over	support:	

What	you’re	talking	to	me	about,	what	do	I	think	would	be	best	for	me	in	the	future	to	
stop	me	doing	it	-	their	emphasis	is	not	on	that.	It's	more	about	slapping	my	hand.		
[17;	female,	41,	Contemplation	stage,	social	reasons]	
	

However	the	feeling	of	being	supported	was	viewed	as	helping	to	increase	confidence,	and	
subsequently,	motivation	to	engage:	

And	people,	like,	if	that	help’s	there,	and	they're	trying	and	they	know	people	want	to	
help	them,	it	gives	them	that	bit	more	confidence	in	wanting	to	stop	doesn't	it?	
	[20;	Pre-contemplation	stage,	coping	reasons]	
	

A	second	factor	influencing	people’s	engagement	with	treatment	came	from	limited	knowledge	

of	psychosis,	cannabis,	or	available	treatments.	This	meant	that	many	participants	were	not	

able	to	say	what	they	want	or	need	from	treatment,	or	what	treatment	would	involve.		

What	do	you	want	help	with?		
I	don’t	know	really.		I’ve	not	got	that	much.	Everything,	I	just	need	to	start	off	again		
[3;	male,	46,	Pre-contemplation	stage,	social	reasons]	

	
I’m	not	well	up	on	you	know	the	treatment	for	cannabis,	but	I	can	imagine	that	it’s	
quite	difficult	and	I	can't	really	handle	that		 	
[8;	male,	51,	Pre-contemplation	stage,	coping	reasons]	

	
It	is	possible	that	a	poor	understanding	of	potential	support	played	a	part	in	poor	motivation	to	

engage	with	treatment.	Another	sub-theme	within	motivation	to	engage	with	services	centred	

around	taking	responsibility.	Sometimes,	having	no	choice	about	treatment	was	viewed	as	a	

good	thing,	i.e.	for	attending	appointments:	

	
Yeah,	make	me	go	out.	I	won't	do	anything	for	myself		
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[8;	Pre-contemplation	stage,	coping	reasons]	
	

If	you	come	then	I’ve	got	no	choice	to	do	it,	because	you’ve	come,	I	bloody	have	to,	
‘cause	I’m	not	going	to	waste	your	time.	So	it	makes	me	do	it	more,	which	is	helping	me	
better,	sorta	thing	[20,	male,	21,	Pre-contemplation	stage,	coping	reasons]	
	

For	some,	‘change	talk’	surrounded	taking	ownership	of	behaviour,	including	motivation	to	help	

oneself,	alongside	support.	E.g.:	“someone	to	tell	me	to	keep	going	when	I’m	not	willing	to”	[19;	

Contemplation	stage,	coping	reasons].	This	was	in	reference	to	emotional	support:	

	
I	think,	I	think	the	psychology,	or	therapy,	or	whatever	it’s	called	could	be	alright,	but	I	
just…I	don’t	think	I	gave	it	a	chance		 	
[12;	male,	19,	Contemplation	stage,	social	reasons]	

	
I,	I	just,	I	really	need	help.	Really,	I	seem	to	be	laughing	but	I	want	to	cry.	I	want	to	cry.		
So	you	want	someone	that	can	understand	you	and	help	you?	
No,	I	want	someone,	I	want	someone	to,	to	help	me	understand	myself		
[5;	male,	40,	Action	stage,	individual	reasons]	

	
It	seems	some	people	used	the	opportunity	to	reflect	on	past	engagement	with	services,	to	

consider	what	they	may	want	to	be	different.	Some	expressed	a	preference	in	interviews	for	

self-management	for	their	cannabis	use,	but	this	was	often	regarded	as	a	short-term	option:	

	
You	know,	the	way	I	look	at	it	is,	I’ll	try	and	deal	with	it	myself,	I	will.	But	if	it	gets	to	the	
point	where	I	can’t,	then	I	can’t.	And	I	just	can’t.	So	I’ll	need	to	get	help		
[19;	male,	19,	Contemplation	stage,	coping	reasons]	

	
Think	you	could	do	it	on	your	own?	
Probably,	but	if	I	had	a	hard	time	quitting	and	I	know	I	wanted	to	quit,	then	I	would	look	
for	treatment	for	it.	
Yeah	ok.	So	you’d	try	on	your	own	first…	
I’d	try	on	my	own	first	and	then	see		[12;	male,	19,	Contemplation	stage,	social	reasons]	

	
However,	others	did	not	feel	ready	to	access	support:	

At	this	present	time	I	don’t	think	I	need	any	help		
[16;	male,	34,	Pre-contemplation	stage,	individual	reasons]	

	
And	then	she	asked	me	to	go	to	like,	another	session	and	I	just	didn’t	show	up	for	it.	
Plus	it	was	after	school.	I	was	not	wasting	my	after	school	time	 	
[13;	female,	20,	Contemplation	stage,	social	reasons]	

	

Participants’	motivation	to	change	was	not	consistent,	both	regarding	cannabis	use	behaviour,	

and	engagement	with	services.	Participants’	were	found	to	be	at	different	stages	of	change	by	

the	RCQ,	suggesting	no	assumptions	regarding	an	individual’s	motivation	should	be	made	based	

on	quantitative	data	alone.	This	was	reflected	in	interview	responses;	however,	the	stage	of	

change	identified	did	not	always	correspond	to	the	view	being	expressed.	Current	or	future	
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motivation,	either	to	change	cannabis	use	behaviour	or	to	engage	with	support,	appeared	to	be	

dependent	on	the	individual’s	past	experiences	of	cannabis	and	services,	particularly	negative	

experiences.	People’s	degree	of	knowledge	and	perceived	level	of	responsibility	for	their	

behaviour	were	also	found	to	be	an	influencing	factor	within	this	theme.	Overall,	participants	

expressed	mixed	views	about	reasons	for	and	expectations	of	cannabis	use,	with	much	

ambivalence	expressed	about	making	a	change.	It	was	agreed	by	some	that	it	must	be	up	to	the	

individual	to	make	that	choice,	in	order	for	change	to	come	about.	Motivation	to	engage	with	

services	was	affected	by	negative	experiences,	when	promised	support	was	not	available,	

feeling	judged	or	labelled,	and	not	having	a	voice	in	treatment	decisions,	which	affected	

people’s	confidence	and	subsequent	views	of	services.	

Theme	2:	The	ideal	approach	to	treatment	

	

Figure	2.Diagram	to	represent	Theme2:	The	ideal	approach	to	treatment,	including	subthemes.	

The	interview	encompassed	topics	such	as	types	of	support	accessed	in	the	past,	preferred	

mode	of	support	if	given	a	choice	and	overall,	what	an	ideal	treatment	may	look	like.	These	

topics	make	up	the	broader	theme	of	‘the	ideal	approach	to	treatment’.	The	subthemes	within	

consist	of	qualities	of	support	found	helpful	(trust,	honesty,	feeling	listened	to,	as	an	individual)	

including	preferred	treatment	delivery	(what	treatment	would	offer	and	how	this	may	be	

accessed),	and	preferred	treatment	outcomes,	regarding	both	cannabis	use	(reduction	vs.	

cessation,	what	to	replace	it	with)	and	general	wellbeing	(practical	support,	education,	feeling	

better	physically	and	psychologically).	Participant	numbers	are	shown	next	to	each	quotation.	

Preferred	qualities	of	support	
Participants	spoke	about	types	of	support	they	found	helpful	from	services	and	significant	

others.	One	participant	described	how	his	therapist	had	made	a	relaxation	recording	to	help	

him	sleep	[20].	Another	described	his	social	worker	as	his	“Fairy	godmother”	[19].	One	quality	

identified	as	helpful	by	many	participants	was	simply	having	someone	to	talk	to:	
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Sometimes	it	can	be	helpful	just	to,	just	have	someone	I	can	just,	come	in,	just,	let	it	all	

out	to	[7]	
	

Um,	yeah,	just	being	there.	You	know,	just	being	there.	[9]	
	
When	asked	about	what	people	would	like	to	receive	from	a	treatment,	participants	gave	a	

range	of	views.	The	focus	of	support	and	its	delivery	varied	according	to	past	and	current	

treatment	experiences.	For	example,	a	preference	for	a	gentle	approach	and	to	build	a	

relationship	was	stated	by	some;	however,	a	firmer	approach	was	also	suggested:	“I’d	just	want	

them	to	ask	me.	Be	direct	with	it”	[12].	Some	felt	incentives	may	help	improve	their	motivation	

to	change,	others	simply	wanted	someone	to	speak	to,	“someone	who	understands”	[19].	Some	

participants	wanted	a	less	formal	approach	from	professionals:		

	 	
Whether	it	was	to	do	with	my	treatment	or	not,	he	was	happy	to	just	have	a	general	

chat.	He	treated	me	as	a	friend	more	than	a	patient	[7]	
	

It’s	always	better	when	you	have	a	laugh	and	they	do	it	back	with	you	[5]	
	
Perhaps	this	provided	a	social	component	to	professional	support,	received	positively	by	some.	

Other	aspects	of	support	reported	as	most	important	to	participants	covered	a	wide	range;	

however,	two	main	components	of	helpful	support	were	highlighted.	Firstly,	the	importance	of	

trust:	

 
I	think	the	overall	relationship	between	me	and	that	person	would	be	more	important	

than	what	they	say	or	do	….Because	at	the	end	of	the	day,	if	I	can	trust	that	person	with	
that	information,	then	it	means	something	doesn’t	it?	[19]	

	
One	participant	found	a	therapist	attempting	to	gain	his	trust	as	“sneaky”	and	“paranoia-

inducing”,	with	fears	of	them	breaking	confidentiality	if	he	told	them	anything:	

	
And	that's	just	being	sly,	trying	to	get	into	your	trust	to	tell.	You	don’t	need	to	tell	[18]	

	
The	same	participant	[18]	spoke	about	his	experience	of	paranoia,	stating	that	“all	clinical	

paranoia	comes	from	reasonable	paranoia”.	It	seems	that	several	participants	felt	similar	

feelings	of	suspiciousness,	perhaps	signifying	a	particularly	strong	need	for	trust	for	those	

experiencing	paranoia	as	part	of	psychosis.		

Participants	described	how	lack	of	trust	in	professionals	might	affect	outcomes	of	therapy:		

The	one	thing	that	made	me	stop	[using	cannabis]	was	people	telling	me	how	bad	it	

was…	Which	is	ironic,	because	that’s	the	one	thing	that	made	me	start	again,	finding	

out	that	they’re	all	liars	[19]	
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They’re	going	off	what	they’ve	done	in	university	or	what	they’ve	read	out	of	a	book	
you	can	get	from	a	library,	unless	they’ve	experienced	it	themselves,	I	don’t	understand	
how	they	can,	how	would	they	understand?	[7]	
	

Not	everyone	felt	it	was	necessary	for	professionals	to	have	had	a	lived	experience:	
	

You	can	mentor	if	you	haven't	lived	it.	You	don’t	have	to	be	trampled	on	by	an	elephant	
to	know	that	you	better	get	out	of	its	way,	but	it	helps	if	you’ve	nearly	been	trampled	
on	[18]	

	
It	seemed	that	for	those	experiencing	paranoia,	placing	trust	in	professionals	came	with	

complexities.	Perhaps	working	with	professionals	who	have	had	similar	experiences	would	be	

helpful	for	some,	but	others	understood	this	wasn’t	essential	for	a	trusting	therapeutic	

relationship.	In	general,	sensing	competency	in	professionals	was	valued:	

	
Somebody	who	knows	what	they’re	doing	[13]	

	
As	long	as	they’re	knowledgeable	of	what	they’re	talking	about,	yeah	[9]	

	
Largely,	an	open,	honest,	non-judgemental	approach	was	preferred:	
	

I	like	someone	who	could	build	that	trust	up,	but	if	I	was	to	step	out	of	line,	to	slap	me	
back	down.	[…]	Don’t	beat	around	the	bush	[19]	

	
I’m	happy	to	just	talk	about	it	and	openly.	‘Cause,	obviously	it	benefits	you	and	
obviously	I	need	to	talk	about	cannabis.	So	I’m	happy	with	that	[7]	

	
Truth	is	very	important	[17]	

	

The	second	main	quality	of	support	found	to	be	important	was	that	of	feeling	listened	to	by	

others.	A	strong	preference	was	shown	for	being	treated	as	an	individual,	i.e.	“Everyone’s	

experience	is	different”	[17],	and	how	this	can	lead	to	needs	being	met	in	therapy:		

But	everybody’s	different	though	aren’t	they?	Some	people	can	cope	with	things	that	
other	people	can’t	[8]	

	
Well	sometimes	I	find	it	quite	hard	to	talk.	I	find	it	quite	hard	to	express	how	I’m	feeling	
or	what	my	thoughts	are	and	stuff	like	that. But	they	are	quite	patient	with	you	and	say	
you	know,	take	it	at	your	own	pace	basically	[4] 

	
An	understanding	that	people	differ	in	resilience	and	work	at	different	speeds	was	valued.	This	

finding	was	reflected	in	the	quantitative	data,	as	a	preference	for	individual	therapy	was	

identified	in	the	treatment	modes	ranking	task.	One	participant	described	repetitive	

questioning	from	professionals,	wondering	“can’t	you	just	take	a	record	of	this	or	something?”	

The	same	participant	also	described	a	different	experience	of	his	needs	being	heard:	
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I	said,	“I	understand	that	it’s	your	job	to	continue	to	ask	me	these	questions	because	
I’ve	got	memory	issues	[…]	But	just	stop,	because	it's	making	me	feel	ignored.”	So	she	
said	fine,	I’ll	stop	[19]	

	

Some	people	offered	suggestions	on	how	services	may	achieve	individualised	care	for	more	

service	users,	as	it	is	possible	that	pressure	on	services	may	increase	in	the	future:	

	
That’s	what	maybe	could	be	improved,	making	people	more	aware	of	what	help’s	out	
there,	‘cause	people	don’t	know.	[…]	People	knowing	that	would	improve	it	[20]	
	
I	think	the	next	decade	is	gonna	be	a	real	issue	with	cannabis	drug	use	because	of…	you	
know,	it’s	become	a	lot	more	popular	now	I	think,	more	people	are	smoking	cannabis	
that	what	it	was	a	decade	ago.	So	I	think	there’s	gonna	be	a	big	issue	with	people	with	
psychotic	symptoms	and	effects	of	cannabis	coming	into	hospital	at	a	later	date.	But	I	
don’t	think	the	mental	health	services	are	prepared	for	it	to	be	honest	[9]	

	

These	suggestions	include	increasing	people’s	awareness	of	available	support,	and	anticipating	

an	increased	demand	on	services	in	coming	years.	Perhaps	this	individual	approach	to	

treatment	may	also	be	applicable	to	the	future	of	services,	with	service	users	providing	a	

unique	insight	into	this	issue.	Success	of	future	services	may	be	improved	if	they	are	able	to	

provide	tailored	care.	This	further	stresses	the	need	for	individuals	to	feel	‘listened	to’	in	order	

to	more	accurately	meet	their	needs.	

Preferred	Treatment	Outcomes	
All	participants	spoke	about	what	they	would	like	to	achieve	from	a	psychological	therapy.	This	

subtheme	is	divided	according	to	whether	outcomes	pertained	to	cannabis	use,	or	general	

wellbeing.	With	regards	to	treatment	for	cannabis	use,	participants	held	mixed	views	about	

whether	the	focus	of	treatment	should	be	to	reduce	or	discontinue	cannabis	use.		

	
I	prefer	something	that’d	just	help	me	cut	down,	and	like…	I	don’t	want	to	completely	
stop	because	I	still	do	like	it.	But	I	don’t	want	to	be	smoking	it	as	much	as	what	I	am	
doing…...Yeah,	the	aim’s	to	reduce	[13]	
	
Not	totally	cutting	it	out.		If	you	totally	cut	it	out,	it	just	sends	them	depressed,	it	just	
dries	up	their	motivation.	
Interviewer:			Yeah,	so	to	talk	about	reducing	it,	but	not	cutting	it	out	entirely.		
Client:		No,	not	cutting	it	out	entirely	[3]	

	

Others	thought	the	focus	should	be	on	psychosis	rather	than	cannabis,	“It’s	not	100%	all	the	
weed”	[11]:	
	

I’ve	got	schizophrenia.		I	need	treatment.	I	need	to	start	the	treatment	really,	to	get	my	
schizophrenia	a	bit	better	[3]	
	
I’d	rather	have	help	towards	getting	me	head	sorted	than	err,	cannabis.	That	won’t	be	a	
problem	anyway	[8]	
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Several	people	suggested	that	reducing	cannabis	would	not	be	successful	if	it	could	not	be	

replaced	with	something,	i.e.	“where	to	get	a	similar	fulfilment”	[18]		

It’s	just	like	having	an	extra	friend	there	that	doesn’t	talk	back,	and	to	just	stop	the	
cannabis,	I’d	need	something	to	go	in	place	of	that,	keep	me	occupied	[7]	

	
One	participant	suggested	physical	activity	as	an	alternative	to	cannabis	use:	

	
	Kind	of	takes	your	mind	off	drug	use	then,	cause	getting	yourself	fit	you’re	learning	
new	skills	
[…]	the	time	when	I	was	doing	karate	and	martial	arts	stuff	like	that,	I	didn’t	smoke	
cannabis	at	all	[4]	

	
Some	expressed	a	desire	to	replace	their	cannabis	lifestyle	with	“normal	everyday	things”	[3]	

and	others	considered	a	distraction	from	cannabis	would	be	most	helpful:	

	
Cause	boredom’s	got	a	lot	to	do	with	it	as	well,	hasn’t	it?	You	know	[…]	I’ve	been	
swimming,	I’ve	enjoyed	that,	and	it’s	filled	up	my	day	so	you	know,	you	know,	them	3	
hours	I	could	have	been	smoking,	I’ve	done	something.	Makes	you	feel	good	[17]	
	
I’d	rather	be	distracted.	‘cos	I	mean	if	I’m	doing	something	else,	like,	if	i’m	like	reading	a	
book	or	something,	I	don’t	see	the	need	to	..	make	a	cig	or	a	biff,	you	know	what	I	
mean?	[7]	
	
The	main	one	would	probably	be	like	distraction.	Like,	getting	a	job,	getting	a	part	time	
job,	just	doing	something	to	get	my	mind	away	from	going	out	and	smoking	[12]	
	

Participants	held	the	view	that	cannabis	use	could	be	reduced	by	taking	one’s	mind	off	it,	as	

boredom	may	increase	the	chance	of	wanting	to	use.	This	need	for	distraction	as	a	treatment	

outcome	could	be	met	through	facilitating	people	to	gain	employment,	or	again,	via	hobbies	

such	as	physical	exercise.		

As	well	as	considering	possible	cannabis	outcomes	from	treatment,	participants	spoke	

about	treatment	outcomes	concerning	improved	quality	of	life.	For	those	without	immediate	

plans	to	reduce	or	replace	cannabis	use,	there	were	hopes	that	treatment	could	help	deliver	

support	in	line	with	what	is	considered	important	in	life:	

	
No	there	should	be	an	aim.	The	aim	is	to	get	me	back	on	my	feet	[19]	
	
It	might	be	5	days,	5	months,	5	years,	but...I	know	that	I	can	learn	skills	while	I’m	here	
to	keep	me	busy,	keep	me	focussed	to	get	some	goals	that	I	want	to	work	towards.	Like	
getting	a	good	relationship	with	my	daughter	and	they’re	more	important	than	that	
drug	to	me	[17]	
	
Mainly	just	to	give	me	that	purpose,	a	reason	to..	to	get	up	in	the	morning	[7]	

	

Here	it	seems	that	general	wellbeing	was	considered	an	important	outcome,	providing	a	more	

positive	outlook,	improved	coping	and	strengthened	relationships.	Supporting	the	development	
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of	new	skills	could	provide	a	distraction,	as	well	as	a	helpful,	practical	form	of	support.	One	

example	of	this	was	a	desire	for	greater	knowledge;	for	example,	education	about	cannabis:	

They	should	tell	you	more	stuff	about	it	what	it	[cannabis]	does	long	term	[11]	
	
Yeah,	because	if	you’re	made	aware	of	what	the	problems	and	problems	are	further	
down	the	line	then	I	think	people	will	think	twice	about	taking	it	[9]	
	
To	let	‘em	know	it’s	not	a	joke	-	it’s	a	life	we're	dealing	with,	and	brains	don’t	grow	cells	
back	[5]	

	
Education	was	thought	to	provide	“alternative	options”	[18]	and	“methods	on	to	how	you	can	

try	and	quit”	[12].	Participants	also	spoke	about	wanting	to	increase	other	“life	skills”	via	

practical	support,	perhaps	outside	of	a	structured	education	session.	Practical	support	such	as	

this	was	valued,	e.g.	a	CPN	to	“take	you	shopping“[3],	help	to	“save	up	my	money	for	my	

holidays”	[14],	or	improve	relationships	with	professionals:	

I	got	a	lot	better	now	–	life	skills,	you	know,	living	skills,	communication	skills,	trusting	
more,	especially	with	staff	and	the	doctors.	Opening	up,	talking	to	them	[10]	
	
All	that	budgeting,	and	like	anything,	who’s	coming	to	see	you,	the	CPN	or	your	social	
worker,	they’re	all	going	to	need	the	knowledge,	so	you’ve	got	to	pick	some	of	it	up	[3]	
	
She	helps	me	with	letters	and	phone	calls	and	trying	to	get	me	out,	things	like	that	[8]	

	
Support	with	completing	tasks	such	as	letters,	phone	calls	and	budgeting	was	regarded	as	

helpful.	Generally,	the	preferred	outcome	for	treatment	surrounded	a	desire	for	feeling	better	

overall.	Several	thought	this	could	be	achieved	in	treatment	by	helping	people	to	see	the	

positives,	a	solution-focussed	approach:	

Reminding	people	that	we’ve	got	strengths,	you	know.	Those	negative	things	can	be	
turned	into	creative	ones.	And	they	are!	We’re	just	using	them	in	a	different	way	to	get	
what	we	want	[17]	
	
But	that’s	life.	Life	is	like	Jason	and	the	Argonauts.	You	can’t	avoid	struggle.	What	
you’ve	got	to	do	is	enjoy	struggle,	tune	your	spirit,	see	it	like	working	out	in	the	gym	
spiritually.	And	not	see	everything	as	a	problem.	There	are	no	problems,	only	solutions	
[18]	
	

Others	suggested	that	feeling	better	psychologically	could	be	achieved	through	
improvements	to	one’s	physical	health,	e.g.	“Hopefully	it	might	just	bat	off	the	whole	weed	
thing”	[11].	This	was	separate	from	exercising	as	a	distraction	technique.	Instead,	engaging	
in	physical	activity	was	viewed	as	a	practical,	healthy	treatment	outcome:	

I’m	doing	things	I	want	to	be	doing.	I	wanna	be	doing	things	like	saving	my	money	and	
buying	clothes,	like	I	said,	going	gym,	going	football.	I’m	doing	stuff	that’s	practical,	you	
know,	exercising	and,	you	know,	it’s	helping	me	out	[15]	
	
What’s	good	about	exercise?	What	does,	how	does	it	make	things	better?	
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Well	it	releases	endorphins	into	your	system,	which	gives	you	a	natural	high	after	
you’ve	exercised	[4]	
	
Yeah,	exercise	the	brain!	Exercise	the	body!	That’s	the	answer	to	life’	[18]	

Within	this	theme,	participants	expressed	differing	views	regarding	an	ideal	approach	to	

treatment.	Little	consistency	was	found	within	how	treatment	could	be	delivered;	however,	

participants	largely	agreed	that	trust	in	services,	and	feeling	listened	to	were	highly	important	

components	of	support.	Similar	variation	was	seen	when	considering	the	preferred	outcomes	of	

treatment.	These	concerned	cannabis	use	outcomes,	i.e.	reduction	or	cessation,	and	more	

general	outcomes,	such	as	improved	quality	of	life.	Many	participants	expressed	preference	for	

developing	practical	skills,	such	as	gaining	knowledge	through	education,	and	others	simply	

wanted	treatment	to	help	improve	their	wellbeing,	physically	and	emotionally.	

Discussion	
The	current	study	aimed	to	better	understand	service	user	preferences	for	the	treatment	of	

cannabis	use	in	the	context	of	psychosis,	and	the	potential	factors	influencing	this.	Overall,	the	

data	show	cannabis	users	with	psychosis	vary	considerably	on	what	they	want	from	

intervention.	People’s	views	about	treatment	depended	on	level	of	motivation	to	change	

behaviour.	Participants	were	found	to	occupy	all	three	stages	of	change	(Pre-contemplation,	

Contemplation,	Action)	via	the	RTQ	(Rollnick	et	al.,	1992)	and	a	range	of	views	surrounding	

cannabis	cessation	were	observed	during	the	interview.	Engagement	with	services	was	

dependent	on	past	negative	experiences,	level	of	understanding	of	what	services	could	offer,	

and	perceived	ownership	or	responsibility	for	change.	Generally,	participants	reported	

preference	for	readiness	to	change	to	be	considered	in	treatment.	Participant	views	on	qualities	

necessary	for	support	(trust	in	services,	being	treated	as	an	individual)	and	preferred	treatment	

outcomes	(regarding	cannabis	and	general	wellbeing)	determined	what	constitutes	an	ideal	

approach.	The	results	and	recommendations	regarding	treatment	are	discussed	below.	

The	mixed	methods	used	in	the	study	allowed	the	qualitative	interview	data	to	be	viewed	in	the	

context	of	the	quantitative	data.	The	ranking	tasks	revealed	greater	preference	for	individual	

interventions,	i.e.	CBT,	and	less	preference	for	family	interventions,	or	more	modern	modes	of	

delivery	e.g.	online	therapy.	No	participants	discussed	CBT	when	interviewed	about	treatment	

preferences;	however,	CBT	for	psychosis	(CBTp)	has	been	shown	to	have	a	therapeutic	effect	on	

psychosis	symptoms	(Jauhar	et	al.,	2014),	and	is	showing	promise	as	a	‘helpful	and	acceptable	

therapeutic	approach’,	as	part	of	a	collaborative	therapeutic	relationship	(Wood,	Burke,	&	

Morrison,	2015).	The	ReSUS	questionnaire	revealed	less	cannabis	use	for	‘Individual	

enhancement’,	instead,	participants	reported	social	and	intoxication	reasons	for	use,	or	coping.	
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The	individual	variation	observed	in	the	ranking	tasks	and	questionnaire	data	were	reflected	in	

the	mixed	views	captured	in	the	qualitative	interviews.	

	 The	first	theme,	Motivation	to	change	behaviour	comprised	the	subthemes:	Motivation	

to	change	cannabis	use	and	Motivation	to	engage	with	services.	As	was	shown	with	the	RCQ	

data,	participants	differed	vastly	regarding	readiness	to	change	cannabis	use.	Some	participants	

were	contemplating	change,	or	had	already	stopped	using	cannabis.	Others	enjoyed	using	it	

and	intended	to	continue,	but	some	held	ambivalent	views.	Participants’	opinions	did	not	

always	correspond	to	their	RCQ	stage	of	change.	Both	positive	and	negative	experiences	of	

cannabis	were	reported,	including	exacerbation	of	psychosis	symptoms,	but	many	people	were	

undecided,	despite	several	examples	of	“change	talk”	demonstrated.	It	is	possible	that	

symptoms	of	psychosis	or	medication	side	effects	could	impact	on	participants’	decision	making	

(Kovnick,	Appelbaum,	Hoge,	&	Leadbetter,	2003),	possibly	explaining	some	of	the	ambivalence	

observed.	Several	people	agreed	that	an	individual	must	be	ready	to	change	their	cannabis	use	

behaviour,	and	that	stage	of	change	is	something	services	should	consider.	In	dual	diagnosis	

(psychosis	and	substance	use)	samples,	one	study	found	that	people	ready	for	change	reported	

taking	steps	towards	change,	higher	problem	recognition,	cons	of	continuing	and	pros	of	

quitting	(Carey,	Purnine,	Maisto,	&	Carey,	2002).	Conversely,	another	found	that	treatment-

adherence	was	higher	when	motivation	to	change	was	low	(Pantalon	&	Swanson,	2003).	There	

is	limited	research	investigating	motivation	specifically	to	change	cannabis	use	among	people	

with	psychosis	(Kolliakou,	Joseph,	Ismail,	Atakan,	&	Murray,	2011).	This	supports	the	view	that	

services	should	consider	individuals’	readiness	for	change	when	offering	an	intervention.	

People’s	engagement	with	services	was	influenced	by	several	factors.	Negative	

experiences	of	services	included	unreliable	professionals,	feeling	stigmatised,	and	having	

decisions	regarding	treatment	made	for	you,	particularly	concerning	medication.		Several	

negative	side	effects	of	medications	were	reported,	highlighting	another	mixed	message	from	

services	regarding	which	‘substances’	are	considered	acceptable.	Feeling	supported	by	services	

seemed	to	influence	motivation	to	engage	by	enhancing	individual’s	self-belief	in	the	possibility	

of	change.	It	is	possible	that	experiencing	services	to	be	unreliable	implies	feeling	unsupported,	

resulting	in	ambivalence.	Secondly,	several	participants	shared	a	poor	understanding	of	

cannabis,	psychosis	and	treatments	available.	Some	participants	had	previous	experience	of	

therapy,	but	many	had	not.	It	is	possible	that	this	lack	of	knowledge	regarding	what	one	could	

receive	help	for	or	what	treatment	would	involve,	contributed	to	a	lack	of	motivation	to	

engage.	Thirdly,	the	concept	of	taking	responsibility	for	accessing	one’s	own	support	was	also	

found	to	influence	motivation.	Some	people	did	prefer	having	decisions	made	for	them,	but	

most	people	expressed	desire	to	take	ownership,	with	or	without	additional	support.		
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No	participants	said	they	didn’t	think	services	could	help	them;	but	many	stated	no	

desire	to	change	their	behaviour,	or	preference	for	self-management.	This	may	contribute	to	

stigma,	i.e.	that	cannabis	causes	apathy	and	poor	concentration	(i.e.	‘Cannabis	amotivational	

syndrome’;	McGlothlin	&	West,	1968).	THC	has	also	been	shown	to	disrupt	reward-based	

learning	(Lane	&	Cherek,	2002),	with	regular	cannabis-using	adolescents	opting	for	a	‘no	work’	

option	in	a	task,	despite	receiving	a	lower	financial	incentive	for	this	(Lane,	Cherek,	Pietras,	&	

Steinberg,	2005).	Perhaps	this	may	explain	why	participants	in	the	current	study	did	not	express	

preference	for	CM	or	incentive-based	interventions	for	cannabis.	This	does	indicate	lack	of	

motivation	to	engage	with	services	altogether,	perhaps	the	focus	of	the	intervention	instead.		

Overall,	the	theme	Motivation	to	change	behaviour	revealed	that	a	person’s	motivation	

can	be	influenced	by	many	factors.	Services	could	help	people	to	feel	better	supported	in	

general	by	adopting	a	consistent	approach	to	avoid	giving	mixed	messages,	provide	information	

about	cannabis,	psychosis	and	treatments	available	(including	self-help),	or	offering	

interventions	with	a	motivational	component.	Studies	have	shown	that	motivation	can	be	

influenced	temporarily	via	MI/CBT	(Barrowclough	et	al.	2010);	suggesting	motivational	

interventions	may	have	short	term	effects.		Not	all	people	under	services	will	be	at	a	stage	

where	they	are	considering	changing	their	behaviour.	Perhaps	providing	information	will	help	

empower	people	to	take	ownership	of	their	own	wellbeing,	by	increasing	motivation	to	change	

cannabis	use	or	to	engage	better	with	support.	However,	motivation	is	not	consistent	and	

should	therefore	be	assessed	over	time	(Kolliakou	et	al.	2011).		

The	second	theme,	The	ideal	approach	to	treatment,	comprised	the	subthemes:	

Preferred	qualities	of	support	and	Preferred	treatment	outcomes.	Participants	gave	accounts	of	

good	quality	support	(i.e.	having	someone	to	talk	to,	feeling	understood)	and	preferences	for	

treatment	(i.e.	gentle	vs.	direct	approach,	individual	vs.	group	support,	incentives,	focus	on	

cannabis	vs.	wellbeing	in	general).	Again,	participant	views	varied,	but	central	to	these	were	the	

subthemes	of	the	importance	of	trust	(how	this	links	with	paranoia,	the	need	for	openness	and	

honesty)	and	being	treated	as	an	individual	and	feeling	listened	to.		

For	some,	paranoia	was	a	barrier	to	trusting	professionals.	Some	negative	experiences	

with	services	suggested	paranoia	and	suspiciousness	are	rooted	in	some	truth.	As	one	

participant	said,	“all	paranoia	comes	from	reasonable	paranoia”	[18].	Cannabis	and	psychosis	

are	both	linked	to	paranoid	experiences,	so	these	must	be	taken	into	account.		Many	

participants	expressed	preference	for	honesty	and	openness	from	professionals.	Considering	

individual	differences	in	experiences	and	opinions,	it	may	be	beneficial	for	services	to	develop	

trust	by	maintaining	a	non-judgemental	approach.	Services	could	help	people	feel	listened	to	by	

giving	them	choice	about	treatment,	and	following	through.	This	can	help	people	feel	better	
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supported	by	services	through	allowing	their	voice	to	be	heard,	ultimately	increasing	motivation	

to	engage	with	treatment.	It	may	not	be	possible	to	offer	service	users	a	range	of	treatment	

options,	as	is	possible	with	hypothetical	research	tasks	(Tarrier,	Liversidge,	&	Gregg,	2006).		

	 Perhaps	considering	individual	needs	and	priorities	-	preferred	delivery	style	or	offering	

a	choice	of	appointment	times	-	could	help	service	users	retain	their	individual	identity.	This	is	

supported	by	Byrne	&	Morrison	(2014)	who	found	a	range	of	treatment	preferences	given	by	

people	with	psychosis,	reflecting	a	desire	for	more	information,	choice	and	involvement	in	

treatment.	This	seems	particularly	important	as	participants’	experiences	and	therefore	‘ideal	

approach’	differed	considerably,	including	the	preference	to	not	receive	treatment.	This	

suggests	limited	success	of	a	one-size-fits-all	intervention.	Indeed,	this	describes	person-

centred	care,	as	is	recommended	by	NICE	guidelines	(NICE	136,	2011);	however,	perhaps	given	

limited	NHS	resources,	this	is	not	always	possible.	Shared	treatment	decision	making	promotes	

empowerment	of	service-users,	which	could	help	reduce	this	strain	on	services,	particularly	

regarding	ownership	of	self-care	(Stovell,	Morrison,	Panayiotou,	&	Hutton,	2016).		

Participants’	preferred	treatment	outcomes	related	to	either	cannabis	use	or	quality	of	

life.	Generally	participants	said	they	would	prefer	support	with	reducing	their	use,	suggesting	it	

be	replaced	with	something	equally	rewarding	or	distracting	(e.g.	hobbies).	Again,	it	is	

important	for	services	to	consider	an	individual’s	hopes	for	cannabis	use	outcomes,	so	that	the	

therapist’s	goals	match	the	client’s	(Evans-Jones,	Peters,	&	Barker,	2009).	Other	preferred	

treatment	outcomes	related	to	improved	quality	of	life,	i.e.	improved	relationships,	having	a	

purpose,	or	developing	knowledge	and	new	life	skills	through	education.	Suggestions	for	how	a	

greater	sense	of	wellbeing	could	be	achieved	included	adopting	a	solution-focussed	approach	

(focusing	on	strengths,	what	the	person	could	be	doing	if	they	weren’t	smoking	cannabis),	and	

improving	physical	health.	Indeed,	many	participants	expressed	desire	to	improve	their	health	

generally.	Exercise	was	also	suggested	as	a	distraction	technique,	giving	a	“natural	high”.	

Education	surrounding	cannabis	and	health	issues	related	to	smoking	could	help	people	make	

an	informed	choice	about	their	health.	This	could	be	combined	with	physical	health	

interventions	(Baker	et	al.,	2011;	Baker	et	al.,	2015),	or	through	a	manualised	physical	health	

interventions	(e.g.	IMPACT	therapy;	Gaughran	et	al.,	2013).	Perhaps	improved	lung	capacity	and	

a	more	active	lifestyle	will	further	reduce	motivation	to	use	cannabis.	

There	were	several	limitations	to	this	study.	Sample	bias	is	a	possibility	as	all	

participants	were	people	currently	accessing	services	and	were	willing	to	speak	to	a	researcher	

about	their	experiences.	It	is	possible	that	people	who	agree	to	take	part	in	research	might	be	

different	from	those	who	don’t.	However,	it	is	likely	results	are	still	generalizable	to	future	

research.	The	majority	of	the	sample	were	inpatients,	meaning	a	potentially	narrower	range	of	
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experiences.	However,	this	was	not	reflected	in	the	varied	interview	responses.	These	sampling	

issues	may	be	overcome	by	actively	recruiting	people	from	different	treatment	backgrounds	to	

better	represent	cannabis	users	experiencing	psychosis	as	a	whole.	This	could	have	resulted	in	a	

considerable	impact	on	the	themes	which	emerged,	for	example,	different	levels	of	motivation	

reported	by	non-	current	service	users,	or	more	specific	recommendations	for	an	ideal	

approach	from	individuals	who	have	completed	treatment.	A	more	assertive	recruitment	

strategy	could	reduce	the	impact	of	such	sampling	issues.	

The	quality	of	information	offered	by	participants	during	interviews	varied	a	great	deal.	

It	was	observed	that	interviews	with	participants	supported	in	the	community	tended	to	be	

longer.	It	is	possible	that	completing	the	ranking	task	prior	to	the	interview	influenced	

responses,	as	this	may	have	provided	people	with	information	they	may	not	have	been	able	to	

freely	recall.	For	example,	a	disadvantage	not	previously	considered.	However,	specific	

therapies	from	the	task	were	rarely	mentioned	when	asked	about	what	participants	would	

want	from	treatment.	The	focus	of	the	interview	may	have	been	too	broad,	meaning	details	of	

ideal	treatment	were	not	captured.	Perhaps	direct	questions	regarding	specific	therapy	types	

may	have	produced	more	focussed	responses	about	treatment	preferences.	This	could	have	

influenced	the	results,	in	giving	details	of	which	aspects	of	treatment	specifically	encourage	

people	to	engage.	It	is	acknowledged	that	the	results	of	this	study	are	not	closely	related	to	

content	of	treatment	and	experience	thereof.	Nevertheless,	consideration	of	one’s	motivation	

as	part	of	treatment	was	identified	here	as	a	specific	preference.		

Some	participants	offered	richer	information	in	support	of	the	themes,	therefore	

quotes	from	some	participants	feature	more	frequently.	This	varied	according	to	previous	

experiences	of	therapy	and	current	medication;	however,	shorter	responses	were	observed	

more	often	among	inpatients,	and	one	inpatient	requested	a	break	due	to	medication	

drowsiness.	Some	participants	disclosed	having	used	cannabis	immediately	prior	to	interview.	It	

is	also	questionable	to	what	extent	preferences	tasks	are	reflected	in	real	decisions.	Indeed,	

studies	investigating	hypothetical	vs.	true	preferences	have	shown	found	discrepancies	(Berry,	

Lobban,	Emsley,	&	Bucci,	2016),	but	others	found	views	to	be	relatively	consistent	(Volkow,	

Swanson,	Evins,	&	et	al.,	2016).	All	participants	were	able	to	tolerate	the	ranking	task	and	

interview.	The	themes	highlight	views	shared	by	interviewees,	however	some	data	was	

acknowledged	to	be	at	odds	with	these	themes	(Silverman,	2005).	Coding	was	completed	by	

one	researcher	only;	however,	codes	and	themes	were	discussed	within	the	research	team	

during	data	analysis	allowing	any	inconsistencies	to	be	refined	before	presenting	the	final	

themes.		
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The	results	of	this	study	lead	to	several	recommendations	for	treatment.		Firstly,	

assessing	an	individual’s	stage	of	change	before	offering	an	informed	choice	about	their	

treatment	is	recommended.	If	a	person	is	not	willing	to	engage,	limited	benefits	would	be	

expected	from	even	a	preferred	treatment.	For	example,	low	motivation	to	change	behaviour	

(theme	1)	and	choosing	to	decline	treatment	when	offered	(theme	2)	are	two	separate	

processes.	An	‘ideal’	treatment	may	have	limited	success	if	an	individual	is	not	contemplating	

change.		Interventions	could	initially	involve	a	motivational	component	before	tailoring	

treatment	in	line	with	individual	differences.	This	may	not	improve	psychosis	outcomes,	but	

MI/CBT	has	been	shown	to	affect	readiness	to	change	(Barrowclough	et	al.,	2010),	possibly	

improving	engagement.		

Participants	identified	trusting	professionals	as	an	important,	preferred	quality	of	

support.	Services	should	be	mindful	of	how	symptoms	such	as	paranoia	may	impact	on	the	

therapeutic	relationship.	Efforts	could	also	be	made	to	ensure	consistent	treatment	and	good	

communication	(both	with	service	users	and	within	teams)	to	avoid	giving	mixed	messages,	or	

be	viewed	as	unreliable.	Effective	communication	could	help	strengthen	a	trusting	relationship	

as	well	as	help	people	feel	listened	to.	Moreover,	it	is	recommended	that	services	involve	

people	in	their	treatment	decisions	(NICE	136,	2011).	This	serves	to	develop	ownership	and	

empowerment,	increasing	motivation	to	engage.	One	example	could	be	in	asking	whether	the	

aim	of	cannabis	treatment	should	be	to	reduce	or	stop,	and	then	adhering	to	this	collaborative	

goal.	Other	preferred	treatment	outcomes	surround	improved	quality	of	life.	For	example,	

physical	health	interventions,	and	psychoeducation	about	cannabis	and	psychosis	could	not	

only	increase	a	person’s	awareness	and	subsequent	ownership	of	this	issue,	but	improve	

general	physical	wellbeing,	in	addition	to	providing	a	distraction	with	which	to	replace	the	

cannabis.	Again,	these	should	be	tailored	to	the	individual	regarding	preference,	ability	and	

pace.	Lastly,	further	research	into	treatment	preferences	of	cannabis	users	with	psychosis	is	

recommended.	This	could	involve	qualitative	aspects	to	obtain	information	rich	in	detail	from	

individual	accounts,	or	longitudinal	research	to	examine	the	therapeutic	outcome	and	

engagement	with	preferred	treatment,	over	time.	

Overall,	participants	in	this	study	shared	mixed	views	and	experiences.	It	may	not	be	

the	case	that	treatments	are	unsuccessful,	but	perhaps	instead	that	they	are	not	targeted	to	

individuals,	or	are	offered	at	time	when	the	individual	is	not	ready	to	engage.	More	research	is	

required;	however	the	current	study	provides	an	important	insight	into	what	people	want	from	

treatment.	Suggestions	have	been	made	for	ways	in	which	current	practice	may	be	improved.	

This	may	ensure	better	engagement	with	services,	and	subsequently	improved	health	outcomes	

overall.			
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Introduction 
This	paper	will	outline	the	author’s	review	and	reflections	on	conducting	a	research	project	

investigating	the	treatment	preferences	of	cannabis	users	with	psychosis.	The	review	will	

describe	the	author’s	decision-making	processes,	and	strengths	and	limitations	of	choices.	

Challenges	experienced	and	overall	learning	gained	are	considered.	Implications	of	the	two	

papers	for	clinical	practice	and	future	research	are	discussed.	

Paper	1:	Systematic	Review 

Rationale	for	topic	selection	
Cannabis	use	is	common	in	psychosis,	and	yet	despite	worsening	of	symptoms	and	overall	

clinical	outcome,	people	are	not	often	motivated	to	reduce	their	use.	There	exists	a	

considerable	amount	of	research	regarding	this	interesting	topic,	therefore	frequent	

reviews	of	the	literature	are	required.		

Some	alternative	review	questions	were	initially	considered,	for	example	an	update	

of	treatments	currently	available	for	cannabis	use,	and	a	review	of	studies	investigating	

treatment	preferences	for	cannabis	use	in	psychosis.	This	may	have	successfully	supported	

the	empirical	paper,	however	it	was	decided	that	there	was	insufficient	literature	available	

for	more	than	one	paper,	so	a	review	would	not	be	possible.	Therefore,	the	author,	with	

support	of	the	supervisory	team,	came	to	the	decision	to	conduct	an	updated	review	of	the	

self-report	literature	on	reasons	for	substance	use	in	mental	illness.	Initially,	it	was	

discussed	that	an	update	of	‘Reasons	for	increased	substance	use	in	psychosis’	(Gregg,	

Barrowclough,	&	Haddock,	2007)	may	be	timely.	However,	due	to	the	focus	of	the	author’s	

empirical	research	(cannabis	use	in	psychosis	specifically)	and	the	emergence	of	new	

literature,	the	decision	was	made	to	focus	the	review	on	self-reported	reasons	for	cannabis	

use	in	psychosis.		

Literature	Search	
The	literature	search	was	a	challenging	and	time	consuming	process.	Search	terms	were	

chosen	to	include	all	possible	studies	investigating	psychotic	disorders	(i.e.	psychosis,	

psychotic,	schizophren*),	cannabis	use	and	reasons	for	use.	The	author	focused	the	search	

on	reasons	for	cannabis	use	in	psychosis	specifically.	Some	papers	investigated	substance	

use	including	cannabis,	but	did	not	report	the	results	separately.	Other	studies	identified	

were	investigating	anticipated	effects,	the	'outcome	expectancies’	of	using	cannabis,	rather	

than	self-reported	reasons	for	use,	which	are	conceptually	distinct.		The	initial	search	
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produced	over	ten	thousand	results.	The	author	discussed	search	results	with	supervisors	

and	the	search	terms	were	refined	to	include	‘marijuana’	as	well	as	cannabis,	and	‘motiv*’,	

to	capture	motives	and	motivation	for	cannabis	use	in	addition	to	‘reasons’.	The	author	

appreciated	that	repeated	searches,	although	often	disheartening	at	times,	were	a	crucial	

part	of	the	review	process.	Regular	discussion	with	supervisors	who	had	more	experience	

in	the	systematic	review	process	was	invaluable	throughout.	Many	of	the	studies	identified	

at	title	level,	however	upon	further	investigation,	did	not	report	reasons	for	cannabis	use	in	

psychosis.	Every	effort	was	made	for	the	search	within	these	parameters	to	be	exhaustive;	

however	it	is	possible	that	some	studies	were	missed.	

Rationale	for	narrative	synthesis	
The	searches	resulted	in	the	inclusion	of	both	qualitative	and	quantitative	research.	

Inclusion	of	qualitative	research	was	important	as	this	allowed	more	detailed	exploration	of	

people’s	reasons	for	using	cannabis	whilst	experiencing	psychosis.	It	was	also	important	to	

include	quantitative	data,	as	reasons	for	use	are	explored	in	slightly	different	ways.	For	

example,	questionnaire	data	may	prompt	participants	to	endorse	reasons	for	use	that	may	

not	have	come	to	mind	as	easily	as	those	endorsed	via	free	recall.	Due	to	the	differences	in	

methodologies	and	richness	of	information	presented,	it	was	important	to	include	and	

compare	the	two.	

A	number	of	possible	methodologies	were	considered	for	presenting	the	results	of	

the	review.	As	studies	with	a	range	of	methodologies	were	identified	in	the	search,	a	

narrative	synthesis	was	thought	to	be	the	most	appropriate	option.	Meta-analyses	focus	on	

compiling	findings	from	of	multiple	quantitative	studies,	whereas	meta-syntheses	or	

thematic	syntheses	focus	integrating	results	of	qualitative	research	only.	Narrative	

synthesis	is	able	to	provide	a	unique	approach	to	‘tell	the	story’	of	findings	of	quantitative,	

qualitative	and	mixed	methodologies	(Popay	et	al.,	2006).	

Quality	Appraisal	
Quality	appraisal	is	often	used	during	literature	reviews	to	query	reliability	of	results	based	

on	the	quality	of	methodologies	used.	The	use	of	such	a	tool	to	determine	inclusion	is	

debatable	in	qualitative	methodology,	as	formal	appraisal	may	not	be	appropriate	or	

realistic	(Popay	et	al.,	2006).	However,	it	was	decided	that	the	use	of	an	appraisal	tool	was	

relevant	to	comment	on	quality,	which	can	help	ascertain	validity	of	findings.	

Many	appraisal	tools	are	available	for	this	task,	however	it	was	decided	to	make	use	of	the	

Mixed	Methodologies	Appraisal	Tool	(MMAT)	(Pace	et	al.,	2012)	as	this	allowed	for	



80	
	

appraisal	of	multiple	methodologies.	Overall	the	tool	was	an	appropriate	choice.	The	tool	

was	user-friendly	and	was	accompanied	by	comprehensive	guidance	which	was	useful	for	

clarification	in	some	sections.	Inter-rater	reliability	was	assessed	for	all	included	papers,	

with	two	papers	requiring	further	discussion	regarding	final	ratings.	There	was	no	need	to	

consult	a	third	reviewer.	A	substantial	strength	of	agreement	was	obtained,	suggesting	

reliable	use	of	the	tool.	Some	limitations	to	this	process	were	encountered	by	the	author.		

For	example,	in	some	papers	criteria	were	assessed	as	‘can’t	tell’	(i.e.	did	the	research	

demonstrate	consideration	of	influence	of	interviewer,	or	presence	of	a	representative	

sample).	It	was	often	difficult	to	ascertain	if	this	information	was	missing	or	had	not	been	

adequately	addressed.	For	example,	the	views	obtained	from	any	qualitative	sample	are	

idiosyncratic	to	that	group,	and	arguably	cannot	be	generalised.	This	should	not	be	

considered	a	weakness	of	the	methodology	necessarily.	In	some	papers,	this	was	hard	to	

establish,	but	the	level	of	agreement	found	restored	the	author’s	confidence	in	the	quality	

appraisal.	Some	studies	did	not	include	a	control	group,	which	may	be	considered	a	

methodological	weakness,	however	for	the	purpose	of	this	review,	only	the	reasons	for	

cannabis	use	in	the	psychosis	groups	were	of	interest	.This	perhaps	indicates	weaker	

methodology	according	to	the	MMAT,	but	not	invalid	findings	according	to	the	current	

research	question.		

Conducting	the	quality	appraisal	assisted	the	author	in	the	critique	of	the	empirical	

papers	in	this	thesis.	At	times,	the	checklist	did	not	seem	appropriate	for	the	review	as	a	

whole.	For	example,	studies	using	a	non-validated	reasons	for	use	measure	(Dixon’s	

questionnaire)	made	up	over	a	third	of	included	studies.	Mixed	methods	papers	were	also	

difficult	to	rate.	The	appraisal	tool	instructed	appraisal	via	qualitative	and	quantitative	

sections,	followed	by	a	separate	checklist	for	mixed	methods.	This	produced	an	overall	

rating	out	of	3	for	mixed	methodologies,	which	makes	them	appear	lower	in	quality	than	

the	others	by	default.		Other	challenges	were	experienced	by	the	author	when	commenting	

on	data	quality	during	the	narrative	synthesis.	Much	appropriate	data	was	obtained	from	

poorer	quality	papers,	and	other	stronger	studies	produced	limited	data.	This	varied	

according	to	what	the	papers	were	exploring	(i.e.	substances,	SMI)	so	many	discrepancies	

were	encountered.	Perhaps	assessing	quality	of	overall	methodology	was	less	helpful.	

Relevant	information	was	still	captured	despite	weaker	designs,	so	it	is	important	that	they	

were	included	in	the	review	
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Conducting	the	narrative	synthesis	
The	narrative	synthesis	was	guided	by	(Popay	et	al.,	2006)	whose	guidance	includes	advice	

on	developing	the	research	question,	identifying	studies	to	include,	data	extraction,	and	

descriptions	of	techniques	to	synthesise	the	results.	The	author	made	use	of	the	guidance	

in	order	to	direct	the	synthesis	process,	ensuring	the	process	was	reliable	and	robust.	For	

example,	the	author	made	use	of	a	data	extraction	table	to	group	the	results	of	each	paper	

into	themes	surrounding	reasons	for	cannabis	use.	At	times,	the	author	experienced	

difficulties	organising	the	data,	as	a	simple	narrative	was	not	evident.	Instead,	the	author	

found	it	helpful	to	organise	the	studies	according	to	quantitate	and	qualitative	

methodologies	to	structure	the	narrative.	

Limitations	of	the	Narrative	Synthesis	
There	are	limitations	to	narrative	synthesis	process	as	its	reliability	is	only	as	good	as	the	

data	available.	Many	of	the	included	papers	were	of	good	quality;	however,	differences	in	

measurements	used	(validated	versus	invalidated	scales,	qualitative	interviews),	and	some	

bias	of	samples	was	found,	limiting	generalisability.	Examples	of	sample	biases	included	

views	of	young	people	or	EIS	services	only	versus	longer-established	psychosis,	and	

inpatient	versus	community	samples.	However,	inclusion	of	a	wide	range	of	people	

experiencing	psychosis,	and	the	services	they	are	accessing	was	important	for	the	purpose	

of	this	review.	Study	methodologies	may	have	lacked	generalisability,	but	reasons	for	use	

reported	fitted	within	the	themes	in	the	narrative.	But	this	allowed	for	the	views	of	several	

different	groups	to	be	captured,	plus	highlighting	areas	where	future	research	may	be	

required.	

Conclusions	about	paper	1	
Narrative	synthesis	was	used	for	its	inclusive	nature	and	the	author	felt	confident	that	this	

was	achieved.	The	results	of	this	review	reflected	reasons	for	use	previously	reported	in	the	

literature,	supported	by	qualitative	accounts.	Use	of	the	quality	appraisal	tool	also	added	

strength	to	the	quality	of	this	review,	providing	a	comprehensive	overview	of	the	existing	

knowledge	on	reasons	people	with	psychosis	use	cannabis.		

Paper	2:	Empirical	paper	

Rationale	for	topic	
There	are	many	key	issues	in	this	area	of	research	-	high	rates	of	cannabis	use;	the	link	

between	cannabis	and	poor	outcomes;	the	fact	that	existing	treatments	for	cannabis	use	
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have	not	been	particularly	effective,	and	many	people	do	not	engage	with	or	drop	out	of	

treatment.	More	research	is	needed	to	explore	what	people	want	from	their	treatment,	

with	the	aim	to	make	treatment	more	effective.	

One	way	of	understanding	what	people	want	and	need	from	their	treatment	is	to	

directly	involve	them	in	the	decision.	Indeed,	this	is	a	significant	ethical	issue,	and	service	

user	involvement	is	recommended	by	the	National	Institute	of	Health	and	Clinical	

Excellence	(NICE	136,	2011).	In	the	past	there	have	been	studies	investigating	how	people	

would	like	their	mental	health	to	be	treated,	and	others	looking	into	different	treatments	

for	cannabis	use.	However,	people	with	psychosis	have	rarely	been	asked	about	how	they	

would	like	their	cannabis	use	to	be	treated	(Baker,	Thornton,	Hides,	&	Dunlop,	2012),	if	at	

all.	Asking	people	what	they	actually	want	from	their	treatment	helps	us	to	understand	

what	needs	to	be	prioritised,	allowing	treatments	to	be	targeted	specifically.	

	

The	author	aimed	to	keep	the	topic	of	the	review	and	empirical	paper	closely	

linked.	The	empirical	paper	was	seen	as	an	opportunity	to	address	some	of	the	limitations	

of	previous	research	in	this	area,	i.e.	the	lack	of	literature	on	preferences	for	treatment	of	

cannabis	use	in	psychosis.	As	the	systematic	review	revealed,	much	research	exists	on	

reasons	for	cannabis	use.	However,	as	current	treatments	are	largely	not	acceptable	for	

this	group	for	whatever	reason,	the	logical	next	step	would	be	to	ask	people	themselves.	

The	author	has	a	strong	interest	in	substance	use	and	mental	health,	particularly	

cannabis.	The	fact	that	treatments	were	shown	to	be	unsuccessful	in	clinical	trials	was	of	

great	interest,	as	this	could	be	due	to	interventions	not	being	targeted	appropriately,	or	

that	the	people	being	offered	were	not	ready	to	accept	treatment.	Either	way,	treatments	

offered	currently	have	limited	success,	and	despite	worse	clinical	outcomes	for	this	group,	

people	report	several	reasons	for	continuing	to	use	cannabis,	and	have	very	little	

motivation	to	stop.	Asking	people	what	sort	of	support	they	would	find	helpful	and	how	

this	could	be	delivered	had	not	been	done	before,	and	is	clearly	important	as	this	can	

influence	the	design	of	new	treatment.	This	also	provided	the	opportunity	for	people	to	

express	preference	not	to	receive	treatment	–	again	there	are	several	reasons	for	not	

stopping	cannabis	use,	but	there	exists	a	group	of	people	who	prefer	‘self-medicating’	their	

mood	with	cannabis	and	do	not	want	services	to	tell	them	to	stop.	Others	who	are	

struggling	to	stop	using	cannabis	due	to	negative	side	effects,	but	no	treatments	are	

appropriate.	This	study	aimed	to	capture	the	views	of	both,	with	the	aim	of	helping	people	

get	more	out	of	their	treatment,	and	help	the	NHS	offer	a	better	service	in	the	future.	
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Rationale	for	methodology	
The	author	had	previous	research	experience	in	quantitative	methods,	but	had	not	worked	

with	qualitative	methods	before.	Towards	the	beginning	of	the	project,	discussions	in	

supervision	surrounded	the	possibility	of	a	larger,	quantitative	study	investigating	self-

reported	reasons	for	cannabis	use.		The	possibility	of	conducting	a	mixed	methods	design	

was	discussed,	using	participants	included	in	a	recent	trial	(Rethinking	choices	after	

psychosis,	ReCAP;	Barrowclough,	Gregg,	Lobban,	Bucci,	&	Emsley,	2015)	who	agreed	to	be	

contacted	for	future	research.	One	original	suggestion	was	to	recruit	50-60	participants	and	

complete	a	treatment	ranking	study	similar	to	Tarrier,	Liversidge,	and	Gregg	(2006)	with	a	

“think	aloud”	qualitative	component.		However,	it	was	decided	that	a	qualitative	interview	

surrounding	treatment	preferences	would	be	preferable,	due	to	the	large	volume	of	highly-

detailed	information	that	could	be	obtained.	Through	this	method,	participants	would	be	

freer	to	produce	more	open	responses.	Use	of	the	topic	guide	was	thought	to	prompt	more	

information	about	previous	experiences	of	treatments,	what	could	have	been	improved	

upon,	and	what	would	be	people’s	individual	treatment	preferences,	than	might	have	been	

possible	via	a	ranking	task	alone.	It	was	recognised	that	qualitative	research	would	require	

longer	sessions	for	data	collection,	but	recruitment	of	fewer	participants	overall.	This	was	

appealing	to	the	author,	and	seemed	appropriate	as	recruitment	from	psychosis	services	

can	be	challenging.	Therefore	a	smaller	sample	size	was	approved.	The	author	was	

enthusiastic	about	developing	skills	in	a	new	area	of	research.	

The	topic	guide	was	developed	by	the	first	author,	under	supervision.	It	aimed	to	capture	

first	experiences	of	psychosis,	cannabis	use	and	contact	with	services,	previous	experiences	

of	treatment,	and	what	participants	would	like	from	an	intervention	in	the	future.	

The	treatment	descriptions	were	developed	by	the	first	author	based	on	treatment	

descriptions	devised	by	Tarrier	et	al.	(2006),	and	discussed	with	the	field	and	research	

supervisors.	Descriptions	were	written	for	8	different	hypothetical	treatments	for	cannabis	

use	in	psychosis	(e.g.	CBT,	MI,	family	therapy),	and	different	modalities	in	which	these	may	

be	delivered	(i.e.	individual,	group,	telephone).	These	were	written	in	the	same	format	as	

used	by	Tarrier	et	al.	(2006)	to	be	as	unbiased	as	possible,	including	equal	numbers	of	

advantages	and	disadvantages	for	each.	These	were	presented	to	the	community	liaison	

group,	who	stressed	the	need	for	layman’s	language.	They	advised	the	author	to	‘be	

themselves’	during	interviews	to	put	participants	at	ease,	and	to	stress	the	confidential	

nature	of	interviews	–	for	example,	that	the	author	was	not	associated	with	participants’	

care	teams,	and	that	no	information	regarding	illicit	drug	use	would	be	repeated,	to	
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facilitate	open	discussion.	Treatment	descriptions	were	also	presented	to	a	group	of	non-

psychology	peers	for	comments.	Some	alterations	were	suggested,	such	as	to	not	describe	

the	interaction	with	a	therapist	in	MI	as	“a	joint	conversation”,	as	this	unintentional	pun	

may	have	caused	amusement	in	some	participants.	This	was	originally	missed	by	the	

author,	but	they	agreed	that	rephrasing	was	appropriate.	

Quantitative	measures	were	selected	to	ascertain	current	substance	use	(over	past	3	

months),	readiness	to	change	drug	use	(RTC,	(Rollnick,	Heather,	Gold,	&	Hall,	1992),	and	

reasons	for	use	(ReSUS,	(Gregg,	Barrowclough,	&	Haddock,	2009).	These	measures	were	

chosen	due	to	strong	reliability	(Gregg	et	al.,	2009;	Heather,	Luce,	Peck,	Dunbar,	&	James,	

1999)	in	treatment	settings,	and	therefore	no	other	measures	were	considered	for	this	

purpose.	

Recruitment	
The	original	recruitment	strategy	was	to	re-contact	participants	of	a	recent	research	trial	

(ReCAP,	(Barrowclough	et	al.,	2014).	Participants	for	ReCAP	has	been	recruited	from	local	EI	

services	and	had	provided	consent	to	be	re-contacted	for	future	research.	Unfortunately,	

when	the	author	came	to	re-contact	these	lists,	many	problems	were	encountered.	Firstly,	

many	of	the	care	coordinators	involved	with	the	previous	trial	had	moved	on	from	the	

service.	The	author	began	the	recruitment	process	by	contacting	teams	from	one	local	NHS	

trust	involved	in	ReCAP.	Only	one	care	coordinator	was	contactable.	When	presented	with	

this	list	of	previous	study	participants,	the	staff	member	was	only	able	to	identify	two	

people	currently	still	supported	by	the	service.	One	of	these	was	non	contactable,	the	other	

did	not	consent	to	taking	part	in	the	current	study.	People	are	supported	within	EIS	for	the	

first	three	years	after	diagnosis,	before	being	discharged	or	moving	to	different	services.	

The	author	did	not	have	ethical	clearance	to	contact	participants	without	going	through	

services;	therefore,	this	recruitment	strategy	was	unfortunately	abandoned.	

Subsequently,	the	author	and	supervisors	made	the	decision	to	implement	the	

contingency	plan.	This	involved	presenting	the	research	at	team	business	meetings	of	

various	local	psychosis	services.	The	inclusion	criteria	specified	anyone	with	an	experience	

of	psychosis	be	eligible,	regardless	of	duration	of	psychosis	or	type	of	support	received.	

This	allowed	the	search	criteria	to	be	widened	significantly.	Several	participants	were	

identified	by	speaking	with	care	coordinators	at	team	meetings,.	This	was	an	inefficient	

recruitment	strategy	as	it	required	significant	travel	between	meetings,	with	one	or	two	

participants	identified	at	each	meeting	only.	It	is	also	possible	that	service	users	not	
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currently	accepting	visits	from	their	care-coordinators	would	not	have	been	represented.	

Perhaps	those	more	engaged	with	services	to	start	with	would	have	different	views.	

Subsequently,	the	majority	of	participants	were	recruited	from	inpatient	services.	This	

involved	presenting	the	research	to	ward	managers	(to	advertise	the	research	and	start	the	

process	of	potential	participants	being	identified).	The	author	had	great	success	recruiting	

inpatients,	but	was	mindful	not	to	bias	the	sample	through	over	representation	of	this	

group.	More	than	half	of	the	sample	were	inpatients,	which	was	acknowledged	as	a	

limitation.	It	seemed	that	many	inpatients	were	keen	to	take	part	in	research,	viewing	it	as	

exciting	compared	to	regular	ward	activities.	The	author	was	advised	by	ward	support	staff	

to	bring	refreshments	for	participants	to	facilitate	engagement	(i.e.	biscuits,	fizzy	drinks).	

The	author	was	mindful	of	the	unhealthy	message	that	providing	sugar-based	incentives	

portrayed.	However,	potentially	due	to	feeling	sedated	by	medication	or	under-stimulated	

in	general,	many	people	accepted	refreshments	willingly.	Equally,	some	participants	

refused	snacks	when	offered.		

Largely,	opportunity	sampling	was	adopted.	The	recruitment	strategy	aimed	to	

capture	views	from	people	who	have	accessed	different	kinds	of	support	(past	and	

currently).	Ethnicity	and	gender	were	not	explicitly	considered	as	a	purposive	recruitment	

strategy	as	this	felt	discriminatory.	A	fairly	diverse	sample	was	recruited,	possibly	due	to	

the	diverse	population	in	this	part	of	the	country.	However,	the	final	sample	captured	the	

views	of	mostly	white	males	accessing	services.	

Participants	
People	who	took	part	generally	engaged	well.	There	was	some	variation	in	length	of	

interview	but	this	was	not	necessarily	related	to	amount	of	experience	within	services.	All	

participants	completed	all	measures	and	the	treatment	preferences	ranking	tasks.		

Discussions	of	illicit	drug	use	were	to	be	kept	confidential	to	facilitate	open	discussion,	and	

this	was	felt	to	have	been	achieved.	Two	of	the	participants	disclosed	having	smoked	

cannabis	immediately	prior	to	the	interview.	It	is	possible	that	this	affected	how	talkative	

participants	were	in	interviews.	It	is	hard	to	say	how	views	may	have	been	affected,	if	it	all,	

and	how	many	participants	did	not	admit	to	using	the	drug	before	the	interview.	With	

hindsight,	perhaps	this	could	have	been	taken	into	account,	or	even	explored	further	

regarding	reported	reasons	for	use. 
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Measures	
The	Reasons	for	Substance	Use	in	Schizophrenia	questionnaire	is	a	38-item	scale	used	to	

assess	self-	reported	reasons	for	substance	use	(ReSUS,	Gregg,	Barrowclough	and	Haddock,	

2009.	Amount	of	agreement	with	each	item	is	rated	from	0	(Never)	to	3	(Always).	The	

highest	score	on	one	of	three	subscales	determines	the	primary	reason	for	substance	use:	

Coping	with	distressing	emotions	and	symptoms,	Social	enhancement	and	intoxication,	or	

Individual	enhancement.	The	scale	is	assessed	for	validity	and	reliability	(Gregg	et	al.	2009).	

The	Readiness	to	Change	Questionnaire	(RCQ;	Rollnick	et	al.	1992)	is	designed	to	ascertain	

the	stage	of	change	regarding	substance	use	in	non-treatment	seeking	individuals	(Rollnick	

et	al.	1992).	Each	item	is	rated	on	a	Likert	scale	(strongly	disagree-strongly	agree),	

determining	an	overall	current	stage	of	change	as	Pre-contemplation,	Contemplation,	or	

Action.	This	measure	has	been	assessed	for	reliability	in	medical	settings,	with	a	modified	

version	for	treatment	purposes	(Heather	et	al.	1999).	Readiness	to	change	alcohol	use	was	

also	recorded,	but	not	included	in	paper	2.	

These	measures	were	not	considered	too	long	to	complete	and	no	participants	

declined	completing	them.	Some	did	not	complete	the	‘readiness	to	change’	for	alcohol	

due	to	not	using	the	substance.	Some	participants	accepted	comfort/cigarette	breaks	when	

offered.	

Thematic	Analysis	
The	process	of	thematic	analysis	is	a	subjective	task	so	inter-coder	reliability	may	not	be	

possible	(Vaismoradi,	Turunen,	&	Bondas,	2013).	This	approach	does	seem	appropriate	as	

reliability	in	thematic	analysis	is	more	about	confirmation	that	that	coder’s	perspective	can	

be	understood	by	others	(Joffe	and	Yardley,	2004).	Development	of	themes	was	guided	by	

the	data.	A	strong	theme	was	identified	surrounding	motivation/responsibility/ownership	

of	the	problem,	and	wanting	to	be	involved	in	treatment.	A	second	theme	arose	

surrounding	the	ideal	approach	to	treatment,	based	on	basic	qualities	of	support	found	to	

be	helpful,	and	preferred	treatment	outcomes	with	regard	to	both	cannabis	use	and	

therapeutic	relationships	in	general.		

Many	people	spoke	about	not	wanting	to	change	their	cannabis	use	–	this	was	

important	to	highlight	as	a	theme	to	services.	The	legal	status	of	cannabis	brings	with	it	

great	stigma,	and	due	to	the	process	of	smoking	(particularly	if	combined	with	tobacco)	is	

considered	unhealthy	and	therefore	must	be	stopped,	without	considering	potential	

benefits	people	with	psychosis	report.	Most	participants	spoke	about	wanting	to	receive	

treatment;	however,	the	majority	did	not	want	the	aim	of	this	to	be	to	stop	cannabis	use.	
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Many	recognised	that	cannabis	could	have	negative	effects	on	mental	health,	as	well	as	

being	expensive	and	antisocial	due	to	illegality,	however,	there	was	a	common	view	that	

the	aim	of	treatment	should	be	to	reduce	use,	rather	than	stop	completely.	Participants	

spoke	about	wanting	to	be	involved	in	this	decision,	feeling	judged	or	mistrusting	of	

services	and	therefore	reluctant	to	engage.	

Due	to	time	constraints	the	author	felt	immense	pressure	when	coding	and	

organising	the	data.	As	is	often	the	case	with	qualitative	data,	the	luxury	of	more	time	to	

refine	codes	and	further	develop	the	themes	would	have	been	preferable.	Nevertheless,	

due	to	the	interviews,	transcription	and	coding	occurring	within	such	close	proximity,	the	

author	felt	this	assisted	significantly	with	becoming	immersed	effectively	within	the	data.	

Limitations	of	methodology	
It	is	possible	that	completing	the	ranking	task	before	interview	may	have	influenced	

responses.	Some	participants	commented	that	they	had	little	idea	that	so	many	treatments	

were	available,	and	considered	the	research	interview	as	quite	informative.	However,	when	

asked	directly	about	what	was	wanted	from	treatment	or	what	treatment	would	be	most	

helpful,	few	participants	referred	directly	to	the	ranking	task,	or	named	specific	treatments.	

Moreover,	participants	expressed	surprise	at	there	being	several	potential	options	

available,	and	none	of	them	having	been	offered,	despite	a	preference	for	treatment.	The	

types	of	support	requested	were	feeling	listened	to/supported,	wanting	to	have	more	

control	over	their	own	treatment	and	learning	new	skills,	including	psychoeducation	and	

improvements	to	physical	health.	

Prior	to	data	collection,	the	author	presented	the	research	to	the	Community	

Liaison	Group	(CLG,	a	service	user	group	at	the	University	of	Manchester)	to	discuss	general	

feasibility	of	the	study	and	any	potential	obstacles	the	group	could	foresee.	The	CLG	felt	

that	the	proposed	interview	was	not	likely	to	prove	burdensome	to	participants,	provided	

frequent	comfort	breaks	were	offered.		People	recruited	were	able	to	tolerate	sitting	for	an	

extended	period,	complete	measures	and	tolerate	an	interview.	Therefore	a	certain	type	of	

service	user	was	recruited,	and	those	who	agreed	were	willing	to	discuss	their	views.	It	is	

possible	that	those	with	stronger	views	were	more	likely	to	agree	to	participate.	This	may	

have	resulted	in	sample	bias,	but	this	is	arguably	the	case	in	all	research	samples.			

The	topic	guide	explored	treatment	preferences,	but	did	not	explore	reasons	

behind	preferences	extensively.	Interviews	were	transcribed	as	they	were	conducted,	

which	revealed	that	not	enough	prompts	were	being	used	in	earlier	interviews.	This	was	

amended	as	recruitment	progressed,	but	may	have	resulted	in	less	detailed	information	
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being	obtained	in	the	early	interviews.	Perhaps	the	topic	guide	could	have	included	an	

opportunity	for	participants	to	design	an	ideal	treatment.	Some	questions	produced	one-

word	or	yes/no	responses,	which	were	difficult	to	interpret.	This	was	particularly	evident	

with	some	of	the	inpatient	participants.	These	participants	tended	to	be	taking	more	

medication,	were	less	likely	to	have	been	offered	treatments	other	than	

medication/inpatient	support	in	the	past,	and	subsequently	had	fewer	comments	about	

treatment	preferences	when	questioned.	Perhaps	the	views	of	heavily	medicated	

inpatients	were	therefore	not	represented.	

Data	were	collected	during	one-off	visits,	which	did	not	allow	for	an	extensive	

rapport	to	be	built.	Many	people	with	psychosis	have	difficulties	engaging	with	or	trusting	

new	people	(Morrison	et	al.,	2004)	meaning	potential	limitations	for	data	collection,	

however	most	participants	interviewed	were	able	to	engage	with	the	interview,	and	many	

commented	that	they	felt	able	to	be	more	honest	due	to	the	fact	that	that	it	was	a	one-off,	

and	the	researcher	was	separate	to	the	care	team.	The	author	aimed	to	put	participants	at	

ease	(e.g.	by	stressing	confidentiality),	however,	was	still	able	to	acknowledge	possible	

mistrust.		

 

Conclusions	about	the	empirical	paper 
Overall,	the	information	gathered	in	the	empirical	paper	felt	necessary	to	address	gaps	in	

the	existing	literature	for	cannabis	use	in	psychosis.	The	qualitative	interview	provided	a	

large	quantity	of	information,	giving	an	insight	into	what	people	experiencing	psychosis	

want	from	their	treatment.	The	author	felt	the	aims	of	this	study	were	achieved,	however,	

due	to	time	constraints,	felt	that	themes	may	have	been	refined	further	given	time.	The	

current	sample	included	the	views	of	people	who	had	never	been	offered	treatment;	either	

having	accepted,	refused	or	dropped	out.	Future	research	could	explore	the	views	of	

people	not	currently	accessing	services.	Overall,	the	paper	produced	some	good	

recommendations	for	how	service	may	approach	this	issue	in	the	future.		

 

In	summary,	this	is	the	first	study	to	explore	treatment	preferences	in	cannabis	users	with	

psychosis.	Providing	a	detailed	exploration	of	why	people	with	psychosis	use	cannabis	and	

what	they	would	like	from	a	psychological	intervention	is	essential	as	this	can	help	inform	

new	interventions	and	understand	factors	which	impact	on	engagement,	with	the	hope	of	

providing	a	more	acceptable	service	for	this	group	in	the	future.					
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Appendix	

Appendix	A:	Mixed	Methods	Appraisal	Tool	(MMAT)	
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Appendix	B:	MMAT	Quality	Appraisal	Table	
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Appendix	C:	Reasons	for	cannabis	use	data	extraction	table	
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Appendix	D:	Substance	Use	Checklist	
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Appendix	E:	The	Reasons	for	Substance	Use	in	Schizophrenia	scale	
(ReSUS)	
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Appendix	F:	Readiness	to	Change	Questionnaire	(RCQ)	
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Appendix	G:	Ranking	task	treatment	descriptions	
	

Description	of	Treatments	for	Cannabis	Use	
	
Types	of	Treatments	
	
	
Motivational	Interviewing	(MI)		
Motivational	Interviewing	is	a	brief	counselling	intervention	intended	to	strengthen	a	person’s	
motivation	and	commitment	to	change.	It	has	been	used	across	a	wide	range	of	physical	and	
mental	health	conditions.	Therapy	will	involve	a	conversation	with	a	therapist	to	address	the	pros	
and	cons	of	using	cannabis.	The	therapist	will	help	you	move	towards	your	chosen	goal	by	
exploring	the	advantages	and	disadvantages	of	changing	your	cannabis	use,	or	staying	the	same.	
Therapy	usually	lasts	between	1-4	sessions.		
Advantages	

• Therapy	is	taken	at	your	own	pace	as	it	explores	how	ready	you	are	to	change	
• This	approach	is	brief	

Disadvantages	
• You	may	not	be	ready	to	think	about	change	
• You	may	prefer	a	longer-term	therapy	
	
	

Cognitive-Behaviour	Therapy	(CBT)	
CBT	is	an	intervention	that	explores	how	your	thoughts	affect	your	feelings	and	behaviour.	
Therapy	will	involve	a	conversation	with	a	therapist,	helping	you	to	identify	unhelpful	thought	
patterns	and	understand	how	your	cannabis	use	fits	with	this.	You	will	complete	homework	tasks	
between	sessions	to	help	you	to	problem	solve,	and	develop	strategies	for	coping	with	negative	
thoughts,	emotions	or	experiences.	Therapy	usually	lasts	between	6-16	sessions.		
Advantages	

• Research	has	shown	that	this	treatment	is	helpful	in	reducing	cannabis	use	
• It	has	long-term	benefits	

Disadvantages	
• Identifying	and	changing	unhelpful	thoughts	might	be	hard	for	you	
• You	might	find	completing	homework	tasks	difficult	

	
	
Family	Therapy	
Experiencing	mental	health	difficulties	or	using	cannabis	can	cause	stress	in	the	home,	affecting	
you	and	those	around	you.	Family	interventions	have	been	designed	to	take	family	issues	into	
account.	Family	therapy	will	involve	you	and	your	relative(s)	having	a	conversation	with	a	
therapist	to	discuss	the	effects	of	your	cannabis	use,	giving	everyone	a	chance	to	explain	what	
they	are	experiencing.	You	will	work	together	to	develop	problem-solving	skills	so	as	to	improve	
any	conflicts	and	tension.	Therapy	usually	lasts	between	12-16	sessions.	
Advantages	

• Sharing	thoughts,	feelings	and	experiences	can	help	your	family	create	a	more	supportive,	
less	stressful	home	environment	

• The	focus	is	on	the	whole	family	rather	than	just	you	
Disadvantages	

• You	may	feel	that	having	your	relative(s)	know	about	your	problems	and	experiences	
intrusive	and	see	this	as	‘meddling’	

• It	can	be	difficult	for	everyone	to	attend	appointments	
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Psycho-education		
Psycho-education	involves	learning	about	the	physical	and	psychological	effects	of	cannabis	use.	
This	can	help	you	understand	how	cannabis	affects	you	in	different	areas	of	your	life.	You	will	be	
provided	with	information	about	cannabis	use	and	its	effects	on	your	mental	and	physical	health.	
You	will	have	the	opportunity	to	ask	questions	as	your	therapist	explains	the	information	for	you.	
Treatment	usually	lasts	between	1-2	sessions.	This	treatment	can	also	be	extended	to	include	a	
relative	or	carer	if	thought	this	could	prove	helpful.	
Advantages	

• This	approach	is	informative	and	allows	an	understanding	and	normalising	of	what	you	
may	be	experiencing	

• It	is	easy	to	administer	and	brief	
Disadvantages	

• Sessions	would	involve	education,	rather	than	a	therapeutic	intervention	
• You	might	prefer	a	more	collaborative	approach	

	
	
Psychodynamic	Interpersonal	Therapy	(PIT)	
PIT	involves	talking	to	a	therapist	with	a	focus	on	your	past	and	current	relationships	with	people.	
The	therapist	will	ask	questions	that	focus	on	your	feelings	about	cannabis	use	and	explore	how	
these	feelings	might	have	developed.	This	can	help	you	learn	more	about	why	you	might	be	using	
cannabis,	rather	than	the	focus	being	on	stopping	your	cannabis	use.	The	feelings	experienced	by	
you	and	the	therapist	during	sessions	are	explored	to	help	you	improve	your	understanding.		
There	is	no	time	limit	for	PIT.	Usually	PIT	lasts	a	minimum	of	8	sessions	(1-2	per	week)	and	can	
continue	for	a	number	of	years.	
Advantages	

• You	will	have	the	opportunity	to	explore	your	feelings	in	detail,	rather	than	focus	on	
directly	changing	your	behaviours	or	actions	

• This	approach	gives	you	the	opportunity	to	spend	a	lot	of	time	with	a	therapist	
Disadvantages	

• It	may	be	difficult	for	you	to	talk	about	your	past	relationships	
• Therapy	can	be	for	a	long	duration	which	may	not	suit	you	

	
	
Contingency	Management	(CM)	
Contingency	management	is	a	treatment	designed	to	incentives	for	changing	your	behaviour.	
When	people	are	rewarded	for	their	behaviour,	they	are	more	likely	to	keep	behaving	in	this	way.	
This	treatment	encourages	you	to	change	your	cannabis	use	by	giving	you	a	reward	if	you	stick	to	
your	treatment	plan	of	reducing	cannabis.	Rewards	can	include	vouchers,	privileges,	prizes,	or	
modest	financial	incentives	that	are	of	value	to	you.	Contingency	management	lasts	around	5-8	
sessions.	
Advantages	

• You	may	prefer	to	focus	on	changing	your	cannabis	use	rather	than	exploring	your	past,	
your	thoughts,	or	getting	others	involved	

• Research	shows	that	CM	can	help	people	reduce	their	substance	use,	often	alongside	
other	interventions	

Disadvantages	
• This	method	just	aims	to	modify	your	behaviour,	rather	than	consider	your	feelings	or	

experience	
• Some	people	may	prefer	to	learn	‘skills’	to	help	them	in	the	future,	rather	than	accept	

rewards	
	



111	
	

Physical	Health	

This	treatment	would	aim	to	improve	your	general	physical	health	and	therefore	your	overall	
quality	of	life.	The	treatment	would	include	education	to	increase	your	physical	health	awareness.	
This	could	be	either	face-to-face	or	via	reading	material.	Education	would	cover	healthy	dietary	
advice,	physical	exercise	information,	and	how	to	access	general	and	community	support	for	
leading	a	healthier	lifestyle.	You	would	have	contact	with	a	health	care	professional	over	several	
months.	
Advantages	

• The	treatment	involves	promoting	good	physical	health	in	general	and	does	not	focus	
solely	on	cannabis.	It	could	be	used	in	combination	with	another	type	of	treatment	

• Taking	an	active	role	in	the	treatment	could	be	viewed	as	“self-help”,	which	you	may	
prefer	

Disadvantages	
• It	may	be	difficult	to	take	in	the	reading	material,	or	to	stay	motivated	to	not	smoke	

cannabis	
• You	may	have	other	physical	health	problems	which	prevent	you	from	doing	physical	

exercise	
	
	
Treatment	as	Usual	(TAU)	
Treatment	as	usual	is	the	treatment	that	is	normally	already	available	to	you.	This	might	include	
help	from	a	mental	health	team,	your	GP,	a	support	worker	or	another	health	professional.	TAU	
might	involve	focusing	on	your	psychotic	experiences,	your	cannabis	use,	antipsychotic	
medication,	psychological	treatment,	or	help	with	any	other	health	problems	you	might	have.	
Advantages	

• You	may	like	the	professionals	supporting	you	and	are	happy	with	the	level	of	care	you	
currently	receive		

• You	might	not	like	the	idea	of	unfamiliar	treatments	and	don’t	want	anything	to	change	
Disadvantages	
• You	may	not	receive	a	specific	intervention	for	your	cannabis	use	
• You	may	prefer	to	gain	a	second	opinion,	or	to	speak	to	a	psychologist	about	your	

experiences	
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Modes	of	Treatment	
	
Individual	Therapy	
This	would	involve	attending	therapy	sessions,	1:1	with	a	therapist.	This	could	either	be	in	your	
own	home,	or	in	a	mental	health	or	GP	setting.	Appointments	would	be	arranged	at	a	time	that	is	
convenient	for	you	and	the	therapist.	
Advantages	

• You	would	have	the	opportunity	to	speak	with	a	therapist	face-to-face	over	an	agreed	
period	of	time		

• You	would	have	the	choice	of	having	appointments	in	a	comfortable	location,	such	as	a	
familiar	health	setting	or	your	own	home	

Disadvantages	
• It	may	be	difficult	for	you	to	travel	to	appointments	
• Home	visits	by	a	therapist	may	be	viewed	as	an	invasion	of	your	privacy	

	
	
Group	therapy		

Treatment	is	face-to-face	therapy,	carried	out	in	groups	of	people	who	both	use	cannabis	and	
experience	psychosis.	It	will	involve	meeting	regularly.	Groups	are	facilitated	by	a	therapist.	Group	
therapy	will	involve	learning	about	cannabis	and	the	effects	it	can	have	on	your	mental	health	and	
developing	coping	strategies	to	help	support	you	to	change	your	cannabis	use	(if	you	wish).	
Members	of	the	group	learn	and	support	each	other	under	the	direction	of	the	therapist.	All	
members	of	the	group	are	expected	to	attend	each	session	over	the	agreed	period	of	time.	Group	
therapy	usually	lasts	between	12–16	sessions.		
Advantages	

• You	can	learn	from	the	experiences	of	others	and	how	they	have	helped	themselves,	
which	may	help	you	feel	less	isolated,	improve	your	social	skills,	or	gain	peer	support	

• It	may	feel	less	intensive	than	1:1	therapy	
Disadvantages	

• You	may	prefer	individual	attention	if	you	do	not	feel	comfortable	talking	about	yourself	
in	front	of	a	group	

• There	is	less	flexibility	about	appointment	times	and	location	of	appointments	
	
	
eTherapy	
This	is	a	computer	programme	that	has	been	designed	to	specifically	for	the	treatment	of	
cannabis	use.	This	interaction	takes	place	on	a	computer,	either	in	your	own	home,	a	health	
setting	or	library.	This	will	be	secure	and	confidential.	Sessions	will	incorporate	elements	of	
psychological	therapies	to	help	you	to	better	understand	your	thoughts,	feelings	and	behaviour.	
You	will	work	through	modules	that	focus	on	your	thoughts	and	feelings	about	using	cannabis	and	
the	effect	it	has	on	your	mental	health.	You	will	learn	coping	strategies	to	help	you	reduce	your	
cannabis	use	and	manage	psychotic	experiences.	You	work	through	modules	at	your	own	pace	
meaning	the	duration	of	treatment	is	not	determined.	
Advantages		

• There	are	no	appointments	to	attend,	so	this	treatment	can	be	carried	out	at	your	own	
speed	and	convenience	

• Some	people	like	the	anonymous	nature	of	this	type	of	interaction		
Disadvantages	

• There	is	no	interaction	with	a	therapist	so	you	may	find	it	too	impersonal	
• You	may	not	have	access	to	a	computer	or	be	concerned	about	confidentiality	
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mHealth	
mHealth	is	similar	to	eTherapy	as	it	is	a	computer	program	designed	to	help	you	reduce	your	
cannabis	use.	The	treatment	is	delivered	via	an	App	on	your	tablet	or	smartphone.	Access	to	this	
will	be	secure	and	confidential.	You	will	work	through	therapeutic	modules	focussing	on	your	
thoughts,	feelings	and	behaviour	surrounding	your	cannabis	use,	and	learn	strategies	to	help	you	
reduce	your	cannabis	use	and	manage	your	mental	health.	You	would	work	through	the	App	at	
your	own	pace	meaning	length	of	treatment	is	not	determined.	
Advantages	

• It	is	taken	at	your	own	speed	and	convenience	as	there	are	no	appointments	to	attend	
• Some	people	like	the	anonymous	nature	of	this	type	of	interaction	

Disadvantages	
• It	may	be	difficult	to	stay	motivated	without	the	support	of	a	therapist	
• You	may	not	have	access	to	the	appropriate	technology	

	
	
Telephone	Therapy	
Telephone	therapy	involves	talking	to	a	therapist	over	the	telephone.	This	interaction	is	kept	
secure	and	confidential.	Telephone	therapy	sessions	will	involve	aspects	of	different	psychological	
therapies	to	help	you	gain	understanding	into	your	thoughts,	feelings	and	behaviours	surrounding	
your	cannabis	use,	and	help	develop	strategies	for	reducing	this.	
Advantages	

• You	may	find	this	convenient	as	you	can	talk	to	the	therapist	from	your	own	home,	
meaning	no	need	to	travel	to	appointments		

• You	may	not	need	to	meet	with	the	therapist	in	person,	which	you	may	find	less	intense	
Disadvantages	

• You	may	find	the	interaction	impersonal	as	you	will	not	see	someone	face-to-face		
• You	may	have	concerns	about	security	and	confidentiality	
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Appendix	H:	Topic	Guide	

Treatment	Preferences	of	Cannabis	Users	with	Psychosis	

Outline	of	topics	to	be	covered	within	the	Semi-Structured	Interview		

(Topic	Guide)	

Further	questioning	to	clarify	information	or	prompts	will	be	judged	by	the	researcher	as	

necessary:	

1.	Introduction	

1.1	Clarification	of	the	purpose	and	length	of	the	interview:	

We	want	to	know	a	bit	more	about	your	cannabis	use,	your	experiences	of	treatment,	and	
what	you	would	like	from	a	psychological	treatment.	The	interview	should	take	about	45	
minutes,	and	we	can	take	a	break	at	any	time	you	want	to.	

1.2	Clarification	of	anonymity	and	confidentiality:	

If	it’s	ok	with	you,	I	will	audio	record	our	conversation.	It	will	then	be	written	down	
(transcribed),	and	given	an	anonymous	number.	All	identifiable	information	will	be	
removed.	The	script	of	all	conversations	(transcriptions)	will	be	kept	locked	away	or	in	
password	protected	computer	files.	Quotes	from	the	interview	might	be	published,	but	
they	will	not	be	identifiable.	Is	that	ok?	Do	you	have	any	questions?	

2.	Mental	Health	History	
How	long	have	you	experienced	psychosis?	

How	did	you	first	come	into	contact	with	mental	health	services?	

When	did	you	first	come	into	contact	with	services?	

Have	you	ever	experienced	any	other	mental	health	difficulties,	such	as	anxiety	or	

depression?	

3.	Experiences	of	Cannabis	Use	
At	what	age	did	you	first	use	cannabis?		

[Probe:	So	it’s	been	about	x	years,	is	that	right?]	

What	were	your	reasons	for	using	it	at	first?	[E.g.	social,	for	relaxation,	suppression	of	

symptoms]	

What	are	your	reasons	for	continuing	to	use	it	now?	

What	do	you	like	about	cannabis?	

What	don’t	you	like	about	cannabis?	

What	effect	(if	any)	do	you	find	cannabis	has	on	your	mood/mental	health?	

Have	you	ever	stopped	using	cannabis?	

What	was	helpful	when	you	did?	[E.g.	self-care,	exercise,	coffee	with	a	friend]	

Has	anyone	told	you	they	think	you	should	stop?	

[If	still	using]	Do	you	intend	to	stop	in	the	future?	
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Have	you	ever	received	any	treatment	for	cannabis	use?	[If	Yes:	What?	If	no,	why	not?]	
Would	you	like	to	receive	treatment?	

4.	Experiences	of	Services	
What	kinds	of	support	are/have	you	been	able	to	receive?	[For	cannabis	use	and	mental	
health;	e.g.	medical,	psychological,	friends/family?]	
Have	you	ever	been	offered	psychological	therapy?	[Was	this	for	your	cannabis	use?]	
What	have	you	been	offered?		
Were	you	given	an	option?	
	

[4.1	If	you	have	been	offered	help]:	
Of	the	types	of	help	offered	to	you,	what	did	you	accept?	[E.g.	medication,	talking	
therapy]	
Why?	
[Or]	Can	you	tell	me/remember	what	kind(s)	of	help	have	you	experienced?	[E.g.	
CBT,	MI,	psychotherapy]	
What	aspects	of	this	were	helpful?	[I.e.	1:1,	social	support,	education]	
How	was	this	support	delivered?	E.g.	group,	individual,	telephone,	computer	
Who	delivered	this?	E.g.	Clinical	Psychologist,	CBT	therapist	
Do	you	think	therapy	helped	you?	
In	what	way(s)?	
What	were	your	thoughts	about	psychological	therapy	before	you	received	it?	
What	were	your	thoughts	about	the	support	after	having	received	it?	
What	would	you	have	liked	to	be	different?	
Is	there	anything	that	could	have	made	the	experience	better	for	you?	

	
[4.2	If	you	were	offered	therapy	but	refused]:		
What	were	your	reasons	for	not	accepting	help?	E.g.	Not	enough	information	was	
provided,	I	didn't	think	it	could	help	me,	I	wasn't	ready	
Why	do	you	think	this	was?	
Do	you	think	you	may	accept	help	in	the	future?	
What	would	need	to	be	different?	

	
[4.3	If	you	have	never	been	offered	therapy]:	
[Proceed	to	5]	

	
	
5.	Treatment	Preferences	
If	you	were	to	be	offered	help/support/an	opportunity	to	talk	about	your	cannabis	use	
(again),	what	kind	of	help	would	you	prefer?	[Based	on	experience	of	self	and	others]	
What	would	be	most	useful	for	you?	E.g.	increased	support	via	therapist,	distractions,	
exercise,	education,	rewards	(contingency	management?)	
Do	you	think	you	would	accept	support	with	reducing	your	cannabis	use	now?	
[If	not,	why	not?]	
What	kind	of	help	(if	any)	would	you	prefer	to	receive?	[E.g.	Help	managing	thoughts,	
understanding	past	experiences,	help	to	increase	motivation/change	behaviour]	



116	
	

How	would	you	like	this	to	be	delivered?	E.g.	Face	to	face,	in	a	group,	with	relative(s)	
involved,	with	use	of	incentives]	
Where	would	be	the	best	place	to	receive	support?	[E.g.	at	home,	not	at	home]	
Who	would	you	prefer	support	to	be	delivered	by?	
[Should	the	aim	be	to	reduce/stop	cannabis	use?]	
What	would	you	like	to	be	the	focus	of	this	help?	E.g.	Focus	on	reducing	cannabis	use,	or	
symptoms	of	psychosis,	or	something	else?	
What	else	could	support	focus	on?	E.g.	Self-confidence,	better	mood-management,	
increased	motivation	to	exercise	more/try	something	new?	
If	a	mental	health	professional	were	to	ask	you	about	your	cannabis	use,	how	would	you	
want	them	to	do	this?	[E.g.	build	rapport/trust	first,	get	to	the	point]	
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Appendix	I:	Guide	for	Authors,	Clinical	Psychology	Review	
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Appendix	J:	Guide	for	Authors,	Qualitative	Health	Research	(QHR)	
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