
ABSTRACT
Background
When excessive cannabis consumption occurs in
adolescence, the adverse consequences extend into
adulthood. Interventions by GPs are effective in
preventing harm associated with alcohol use. Similar
interventions have potential in addressing cannabis use.

Aim
To develop and pilot test a brief intervention targeting
excessive cannabis use (defined as ≥1×/week) in young
people in primary care.

Design of the study
Pilot intervention trial.

Setting
Seven family practices in Switzerland.

Method
The team collaborated with GPs and young people to
develop the intervention. Seven GPs piloted its use in
their consultations. Patients aged 15 to 24 years
consulting for any health problem were recruited before
the consultation. Cannabis use, other substance use,
and their psychosocial correlates were assessed with a
short confidential questionnaire administered before the
consultation and 1 month later. GPs, staff, and patients
were asked to comment on the study and its feasibility.

Results
Of 81 young people invited to participate, 78 (70%
female) agreed (participation rate: 96%). One in seven
(13.2%, 95% confidence interval = 7.5% to 18.9%) used
cannabis at least once a week. Data at 1 month were
available for 42% who had provided email contact details
and 91% of those who had provided their mobile phone
number (63% overall). In most cases, the intervention
lasted no more than 5 minutes. Comments from
participants added favourable data towards the feasibility
of the study.

Conclusion
This pilot study provides a solid base on which to build a
randomised trial of a brief intervention addressing
cannabis use in young people consulting in family
practice.

Keywords
adolescent; cannabis; family practice; prevention and
control; substance-related disorders.

INTRODUCTION
The adverse short- and long-term outcomes of
excessive cannabis use are well documented.1 When
excessive cannabis use occurs at a vulnerable age
such as adolescence, the physical, psychological and
developmental consequences extend into adulthood.2

Young people who use cannabis regularly have lower
educational achievements, engage in more health-
compromising behaviours, suffer more accidental
injuries and respiratory disorders, and have higher
rates of mental disorder and cognitive impairment.3–7

Regular use of cannabis during adolescence is
associated with psychosocial maladjustment in later
life, suggesting that it interferes with the developmental
process of adolescence.2,8 Weekly or more-frequent
cannabis use in adolescence is related to a fivefold
increase in the risk of dependence in adulthood.9

The prevalence of regular cannabis use is high
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among young people in Switzerland. In the Swiss
Multicenter Adolescent Survey on Health (SMASH),
which included over 7500 young people aged 16 to
20 years, 13% of boys and 4% of girls used cannabis
daily, and 28% of boys and 14% of girls had used
cannabis three or more times in the past month.10 The
results of the international Health Behaviour in School-
Aged Children (HBSC) study placed Switzerland before
Canada, the US, and the UK as the country with the
highest prevalence in the world of regular cannabis
users (≥40 times a year) by the age of 15 years
(9.4%).11,12 Although in 2006 the HBSC survey showed
a stabilised trend, the prevalence of use remains high,
with one in three boys and one in four girls having used
cannabis at least once by the age of 15 years.13

The role of GPs in addressing excessive
cannabis use in young people
To date, prevention efforts have focused on primary
prevention at a population level (media campaigns,
school, family, and community programmes) or
treatments of dependent users in specialised
settings.14–17 GPs can add to these efforts by offering an
early individual approach addressing excessive use in
young people who do not fit the criteria for a diagnosis
of dependence. Evidence favours brief interventions by
GPs to prevent harm associated with tobacco or
alcohol use.18–23 Similar interventions have potential in
addressing excessive cannabis use.24

Adolescent health care is typically ambulatory care;
70–90% of young people are in contact with GPs at
least once a year.25–27 It has been shown that in
Switzerland this proportion is the same for young
cannabis users.28 These consultations offer an ideal
point of contact between young people and health
professionals.29,30 A brief intervention was successful in
reducing cannabis use in a college setting.31

Researchers in a pilot test of an intervention
addressing substance use in ambulatory care met
unexpected difficulties in recruiting patients for their
study.32 There is a gap in the available evidence on the
benefits of brief interventions by GPs to address
excessive cannabis use in young people.15,33 More
information is also needed on the feasibility of trialling
such an intervention in family practice.
The aim of this project was therefore to develop a

brief intervention targeting excessive cannabis use in
young people aged 15 to 24 years consulting GPs, and
to pilot its use in family practices. It was also to pre-test
the methods of a cluster randomised trial evaluating
the effectiveness of this intervention.

METHOD
Development of the intervention and of the
procedure for the study
Twenty-six GPs from the Geneva area (GPs, internists,

and paediatricians, known to the research team and
purposively selected for their potential interest in
contributing to a project involving youth) were sent an
invitation to contribute to an advisory group for the
study. A member of the research team phoned them a
week later to assess their interest in participating, and
as most responded positively, the first 10 were
selected for participation in the advisory group. They
collaborated in three 2-hour sessions with members of
the research team to define the contents of the
intervention and the procedure for its trial in their
practices. They revised this procedure following
feedback from an advisory group of five young people
aged 15 to 18 years recruited through members of the
research team.
The general model for the intervention was that of a

brief intervention using a motivational interviewing style
and a guide known as the 5As (Box 1).34,35

The use of adolescent actors has been shown to be
beneficial to GPs training to communicate with young
people.36 Four adolescent actors were therefore trained
to play the role of patients attending a GP, and to
provide individualised feedback to the doctors. In a 2-
hour session in the month prior to patient recruitment,
the doctors tested both their ability to provide the
intervention and the entire study procedure with these
actors. Final refinements were made to the procedure
following these training sessions.

Piloting the intervention in the practices
Participants. Seven of the 10 members of the advisory
group volunteered to pilot the intervention and study
procedure in their practices. Of the three GPs who left
the study at this stage, one indicated that she no longer
had enough time to participate and two explained that
they currently saw only one or two young people aged
15 to 24 years a week in their practice, thus making it
difficult for them to recruit patients into the study.

How this fits in
The short- and long-term adverse consequences of excessive cannabis use are
now well known. Despite the high prevalence of cannabis use among young
people, cannabis use is rarely discussed in GP consultations. A brief intervention
has potential in reducing cannabis use, and other substance use, in young people
consulting in family practice.
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� Ask about use

� Advise to stop

� Assess willingness to stop

� Assist in stopping attempt

� Arrange follow-up

Box 1. Main components of 5As
intervention.34
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Patient recruitment took place over 2 months (April to
May 2007). In all but one practice, consecutive young
people aged 15 to 24 years attending the practices for
any health problem were eligible for the trial. In one
practice in which many young people in this age group
were seen, the GP chose to include only the first eligible
patient in the morning and the first in the afternoon.
Patient exclusion criteria were: acute illness requiring
immediate attention, severe mental disorder requiring
treatment in a specialised setting (psychosis or suicidal
intentions), drug or alcohol abuse requiring more-
immediate attention (for example, alcohol abuse and
recent court ruling regarding drunk driving), or previous
treatment for cannabis or alcohol dependence.
The choice of the age group was based on several

considerations. Throughout a continuum starting in
early adolescence and ending in adulthood, individuals
share a similar burden of health problems related to
psychosocial issues.37 The World Health Organization’s
definition of young people encompasses those aged
10 to 24 years.38 Although initiation of cannabis use
begins earlier, the percentage of young people who
may benefit from an intervention is lower in those
younger than 15 years. Also, young people have
repeatedly identified confidentiality as a key priority
when accessing health care.39 Thus, it was important
that young people could consent to participation
without asking their parents.40 As previous experience
has shown, young people from the age of 15 years
have the ability to consent to participation in low-risk
research on their own.40,41

Procedure. Prior to the consultation, eligible patients
were invited to complete a confidential survey with
questions evaluating substance use and
sociodemographic and psychosocial variables. This
survey was based on instruments used in the Swiss
Multicenter Adolescent Survey on Health and on the
DEP-ADO (an instrument to measure substance use in
adolescence).10,42 It took approximately 10 minutes to
complete and was anonymous.43 This was important as
the young people advising the study underlined that
they would be less likely to respond honestly to a
questionnaire if it were to be used by the doctor in the
consultation. Therefore this pre-consultation
questionnaire was not available for the doctors to help
them identify at-risk consumers. Participants provided
written consent and completed the questionnaire in the
waiting room. They were asked to provide either a
contact mobile phone number or an email address for
follow-up 1 month following the consultation. A code
was used to link baseline to follow-up information.
Participants then had their medical consultation in
which all patients were first offered usual care for the
problem for which they had come. The doctors then
introduced the topic of substance use and the first step

of the brief intervention (identification of at-risk use). All
participants were therefore exposed to the initial
elements of the intervention. If the doctor identified a
need, the full intervention was delivered. For each
patient, the doctors recorded how many steps of the
brief intervention they completed and how long the
intervention lasted.
As this was a pilot study, the main outcome

measures were related to feasibility and were:
recruitment and participation rate, mean duration of the
intervention, and follow-up rate. Patients’, doctors’,
and practice staff’s comments on the study were also
noted. These comments were collected during the
follow-up interview for patients, in individual interviews
at the end of the study for the practice staff, and in a
group session with the GPs. In addition, baseline and
follow-up levels of excessive substance use (measured
by point prevalence of self-reported excessive
cannabis use [≥1×/week] and/or self-reported
excessive alcohol use [≥1 episode of binge drinking] in
the past 30 days, and daily tobacco use) were used to
assess the proportion of young people who could
benefit from the intervention and the potential for
effectiveness of this intervention. (In Switzerland, young
people can legally purchase wine and beer from the
age of 16 years, and spirits from the age of 18 years).
Data were analysed using Stata (version 9.1).

Outcomes were computed using frequencies, and
95% confidence intervals (CIs) were adjusted for
clustering within practices.

RESULTS
The main results are summarised in Figure 1. Of 81
young people who were eligible to participate, 78
agreed (one was excluded, two declined), and 76
completed the baseline questionnaire. Most were
female (71%) and most were born in Switzerland
(79%); 78% were students or apprentices, 12% had a
full-time job.
Participants’ cannabis and alcohol use in the 30 days

before the consultation are presented in Table 1. One in
seven participants presented excessive cannabis use,
and one in three presented excessive alcohol use;
30% of females and 27% of males smoked cigarettes
at least once a day. Other substance use was rare (two
participants reported trying cocaine).
The GPs provided information about the duration of

the intervention for 70/76 patients. In most cases
(73%), the intervention lasted 5 minutes or less; for 14
participants (20%) it lasted between 6 and 10 minutes,
and for two patients more than 10 minutes.
Less than half (42%) of those who had provided

email contact details, and 91% of those who had
provided mobile phone details completed the follow-
up questionnaire. Therefore, follow-up data were
available for 48 participants (63%).
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Participants’ comments on the study process
The study was well accepted by practice staff and
participants. There were no complaints from other
patients despite the fact that the study occasionally
led to disruptions in the doctor’s schedule. The
practice staff and the doctors highlighted the need to
be flexible in their schedule to compensate for the
additional time some patients needed to complete the
questionnaire. However, the doctors felt they could
easily accommodate elements of the intervention in
the normal consultation time. The intervention only led
to longer consultations when they felt this could be
beneficial to their patient. Overall, the GPs felt the
intervention was valuable and useful. One GP reported
being unprepared to deal with the discovery of a
patient with cannabis dependence and being unsure
to whom to refer this patient. When asked to comment
on the study at follow-up, the young people were

either neutral or positive, and none suggested
improvements to be made.
All GPs described personal benefits from

participating in the preparatory phase of the study.
The literature review on substance use contributed to
their continuous medical education. It helped them to
discover a neglected reality about young people. The
sessions with the actors were valued as a good
opportunity to train and improve their communication
style with young people. At the end of the study, the
GPs felt more at ease discussing cannabis, but also
other substance use with young patients. Several
GPs reported using the different steps of the
intervention to address excessive alcohol use as well.
They reported a change in practice and were
integrating a discussion of cannabis and other
substance use in all their consultations with young
patients.
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Cannabis Alcohol

Use in 30 days Females (n = 54) Males (n = 22) Total (n = 76) Females (n = 54) Males (n = 22) Total (n = 76)
before consultation % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI)

Not used 79.6 (66.6 to 92.7) 68.2 (49.8 to 86.5) 76.3 (66.1 to 86.4) 31.5 (7.5 to 55.5) 18.2 (0.0 to 43.4) 27.6 (8.8 to 46.4)

Approximately once 9.3 (0.0 to 18.6) 13.6 (0.0 to 34.8) 10.5 (3.0 to 18.1) 31.5 (17.0 to 45.9) 54.5 (21.6 to 87.4) 38.2 (22.2 to 54.1)

Weekends or 1–2 times a week 1.9 (0.0 to 6.4) 4.5 (0.0 to 17.5) 2.6 (0.0 to 9.1) 27.8 (14.2 to 41.3) 18.2 (0.0 to 44.1) 25.0 (13.1 to 36.7)

≥3 times a week 9.3 (1.0 to 17.5) 4.5 (0.0 to 17.5) 7.9 (1.3 to 14.5) 9.3 (0.0 to 22.5) 4.5 (0.0 to 18.2) 7.9 (0.0 to 18.8)

Every day 0.0 (–) 9.1 (6.4 to 24.6) 2.6 (0.0 to 6.4) 0.0 (–) 4.5 (0.0 to 16.1) 1.3 (0.0 to 4.5)

Excessive usea 11.1 (1.8 to 20.5) 18.2 (2.9 to 33.6) 13.2 (7.5 to 18.8) 26.9 (9.0 to 44.9) 54.5 (38.7 to 70.4) 35.1 (23.5 to 46.8)

aDefined as use ≥1× a week in the past 30 days and ≥1 binge drinking episode in the past 30 days for alcohol (5 or more alcoholic drinks on one occasion).

Table 1. Cannabis and alcohol use in the 30 days prior to the consultation.

7 family practices

Follow-up data for
48 patients (63%)

Submitted via e-mail,
18/43 responses (42%)

Practice A: 17
Practice B: 17
Practice C: 16
Practice D: 14
Practice E: 11
Practice F: 5
Practice G: 1

1 excluded
2 declined

81 young people aged
15–24 years invited to

participate

78 young people aged
15–24 years participated

(96%)

76 VALID
Questionnaires before

the consultation

Questionnaire 1 month after
the consultation

Consultation

Submitted via mobile phone
30/33 responses (91%)

2 questionnaires
not completed

At-risk cannabis use (use 
1x/week): 13% at-risk alcohol

use: (binge 1x/month): 35%

Figure 1. Diagram
summarising the pilot
study.
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DISCUSSION
Summary of main findings
The results of this pilot study indicate that one in seven
patients aged 15 to 24 years consulting a GP could
potentially benefit from a brief intervention addressing
excessive cannabis use. This brief interventionmay also
be beneficial in addressing excessive alcohol use in this
age group, a problemwhich affected one in three young
people attending the practices. These findings confirm
that GPs are in contact with many young people who
engage in excessive substance use and, thus, have
opportunities for preventing harms associated with
these health-compromising behaviours.28

Strengths and limitations of the study
Participation rate was high with only two young people
declining to participate. This is in line with previous
research and suggests young people welcome
participation in research that addresses problems that
affect them.29,44 That the survey was kept confidential
and that young people could consent to participation
without asking their parents may also have favoured
this high participation rate and avoided an unwelcome
selection bias.45

All the GPs involved in the pilot test worked in urban
settings, and all but one worked in single- or two-doctor
practices. Thus, the findings from this pilot study may

not necessarily be generalised to other practice
settings. Indeed there was a slightly higher proportion of
female participants than described in previous studies
of young people attending primary care (in which about
two-thirds of young patients are female).29,46 The GPs
involved in the study may have had a tendency to see
more female patients than is the case in other practices.
Young people’s comments about the study were all

positive. However, participants were not asked for
feedback about the intervention itself, and therefore
there is no information on whether they valued it. In
order to protect confidential participation, the young
people were not asked to provide their home contact
details. Only 42% of those who had provided their
email details returned the follow-up questionnaire, in
contrast to 91% of those who completed the
questionnaire on the phone. This suggests that phone
contact details should be favoured over email to avoid
high rates of attrition that could threaten the validity of
findings in future studies. As the follow-up rate was
modest, and the follow-up period was short it, is not
possible to be certain that an observed reduction in
prevalence of excessive substance use was truly
significant and sustainable. Without a control group it is
not possible to be sure it was due to the intervention.
The findings, however, are encouraging and provide a
good basis for the design of a future randomised trial.

D Haller, A Meynard, D Lefebvre, A Tylee, et al
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Comparison with existing literature
In contrast to previous research, this pilot study was
successful in demonstrating the feasibility of testing
such an intervention with young people consulting in
family practice.32 The involvement of GPs and young
people in the design of the study contributed to its
success by ensuring that the study procedure was
adapted to young people and to family practice.47,48 The
GPs reported benefits from being involved in designing
the study, beyond the positive effects on the study itself.
The theoretical and practical training about cannabis
use and communicating with young people allowed the
GPs to become more at ease with substance use
issues and with young people. It motivated them to
continue their involvement in improving the health of
this often-neglected group of patients.
The GPs reported that the intervention did not

significantly disrupt the consultation, and that most of
the time it could be delivered in no more than
5 minutes. These findings are similar to those of
previous research on a brief intervention developed
specifically for use in primary care.22

Implications for future research
This brief intervention shows that there is potential in
addressing excessive cannabis use among young
people consulting in family practice. As the GPs

reported using the principles of the intervention
additionally to address excessive alcohol use, the
intervention also has potential in addressing excessive
alcohol use in this age group. The results of this pilot
trial will inform the design of a large randomised
controlled trial testing the intervention against usual
care to confirm that this intervention can indeed lead to
positive and sustainable changes in young people’s
substance use.
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