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Abstract 20 
Background: Many countries now allow the consumption of cannabis or cannabinoids for 21 
medical purposes with varying approaches concerning products allowed and the regulatory 22 
frameworks prevailing their endowment. On 18 February 2019 Thailand passed legislation 23 
allowing the use of cannabis for medical purposes. This study aimed to examine patterns and 24 
reasons for consumption of medical cannabis, and consumers’ perceptions and opinions towards 25 
benefits and harms of cannabis and related policies in 2019-2020.  26 
Methods: A cross-sectional study using a respondent-driven sampling method was conducted in 27 
four sites across Thailand. Participants were 485 adults aged 18 years and over, living in the 28 
study region, who had used cannabis for medical purposes within the past 12 months. Face-to-29 
face interviews using a structured questionnaire were used to collect data on 1) demographic 30 
characteristics, 2) pattern of consumption, 3) source of information and perception of benefits 31 
and harms of medical cannabis, and 4) opinion towards cannabis policies. RDS Analyst was used 32 
to analyze the data.  33 
Results: Most (84.7%, 95% confidence interval [CI]: 78.9, 90.5) used an oral form of crude oil 34 
extract while 9.2% (95% CI: 4.1, 14.2) used the raw form. The most common uses were for 35 
treatment of cancers (23.3%, 95% CI: 16.1, 30.4), neuropsychiatric symptoms (22.8%, 95% CI: 36 
17.5, 28.0), and musculoskeletal pains (21.6%, 95% CI: 16.7, 26.6). Illegal sources such as 37 
underground traders (54.5%, 95% CI: 40.8, 68.3), friends and relatives (12.2%, 95% CI: 6.2, 38 
18.3), not-for-profit provider groups (5.2%, 95% CI: 0.5, 10.9), and clandestine growers or 39 
producers (2.9%, 95% CI: 0.6, 5.3) were the main suppliers of medical cannabis. Most (80% or 40 
more) perceived that cannabis could treat cancers, chronic pains, insomnia, Parkinson’s disease 41 
and generalized anxiety disorder. Less than half perceived that cannabis could cause some 42 
adverse conditions such as palpitations, panic, memory impairment or amotivational syndrome 43 
and schizophrenic-like psychosis. Most respondents agreed or strongly agreed with the policies 44 
regarding permission to use cannabis for medical purposes (95.1%, 95% CI: 92.0, 98.2), for the 45 
legal sale of medical cannabis products (95.9%, 95% CI: 93.7, 98.2), and for people to grow 46 
cannabis for medical use (94.2%, 95% CI: 91.8, 96.5). However, only two-thirds agreed or 47 
strongly agreed with policies concerning the sales of cannabis (65.3%, 95% CI: 56.9, 73.7) and 48 
home-growing cannabis for recreational purposes (61.3%, 95% CI: 52.7, 69.9). 49 
Conclusion: Our study reports the experiences of consumers of medical cannabis in the first year 50 
after its legalization in Thailand. Consumers reported various patterns and indications of 51 
consumption that were not supported by scientific evidence, but had positive perception of the 52 
results of consumption. These findings highlight ongoing policy challenges for Thailand and can 53 
be a lesson to be learned for other countries in the region.  54 
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Introduction 55 
The past two decades have seen a global trend towards the legalization of cannabis for medical 56 
purposes (Aguilar et al., 2018), reflecting increased evidence of its efficacy and patient interest 57 
in the use of cannabis and cannabinoids for treatment of several conditions (National Academies 58 
Press for the National Academies of Sciences Engineering and Medicine, 2017; European 59 
Monitoring Centre for Drugs and Drug Addiction, 2018).  Many countries, for example the USA, 60 
Canada, Israel, Argentina, Australia and most countries in Europe, now either allow or are 61 
considering allowing the consumption of cannabis or cannabinoids for medical purposes with 62 
varying approaches concerning type of products granted and the regulatory frameworks 63 
prevailing their endowment. (Aguilar et al., 2018; European Monitoring Centre for Drugs and 64 
Drug Addiction, 2018) 65 
 66 
In Thailand, movement towards legalizing cannabis started in 2016 and gained momentum in 67 
2018-2019 when an elected political party used it as a priority policy for the general election in 68 
March 2019. Medical cannabis was officially legalized in Thailand on February 18, 2019, 69 
making it the first country to do so in Southeast Asia. The “Narcotics Act of 2019” is a 70 
modification of the Narcotics Act of 1979, whereby cannabis was still classified as a class-5 71 
narcotic and the recreational use of the drug remains illegal. Thai people are now allowed to 72 
apply for cannabis treatment of their medical condition(s). Research, cultivation and processing, 73 
and the import and export of cannabis are also conditionally permitted. Governmental and 74 
research organizations, medical practitioners, including doctors, dentists, pharmacists, 75 
veterinarians, traditional health practitioners and patients are granted licenses to either consume, 76 
possess, research, or produce and trade in cannabis according to particular guidelines (Narcotics 77 
Act No. 7, B.E.2562, 2019). 78 
 79 
After the enactment of this Act, and the general election, medical cannabis became a national 80 
agenda and a priority policy of the Ministry of Public Health (MoPH), with several interventions 81 
being implemented to promote its access and medical use. Three groups of medical conditions 82 
are included in the list of indications for medical cannabis treatment by the Ministry of Public 83 
Health (MoPH), namely A) conditions with strong evidence of benefits from medical cannabis, 84 
i.e. chemotherapy-induced nausea and vomiting, intractable epilepsy, spasticity in patients with 85 
multiple sclerosis and neuropathic pain, B) conditions with some evidence of benefits, i.e. 86 
patients in palliative care, patients with end-stage cancer, Parkinson disease, Alzheimer disease,  87 
generalized anxiety disorder and other demyelinating diseases, and C) conditions which may be 88 
benefited from treatment with cannabis should there be more evidence in the future, e.g. cancers 89 
of some organs. Additionally, 16 regimens of the Thai traditional medicine were approved 90 
(Ministry of Public Health, 2020).  91 
 92 
Several frameworks and guidelines have been developed for the jurisdiction and licensing for 93 
medical cannabis. In July 2019 the recommendations on cannabis treatment and care in Thailand 94 
were published by the MoPH, covering the use for a range of conditions of both modern and 95 
traditional medicines. Health professionals and Thai traditional doctors have been trained in a 96 
short training course and were granted a license to prescribe cannabis or cannabinoids 97 
(Department of Medical Services, Ministry of Public Health, 2020). Currently, 339 medical 98 
cannabis clinics and 449 Thai traditional medicine clinics in the MoPH hospitals have provided 99 
medical cannabis treatment (Committee for Public Relations on Medical Cannabis of the 100 



Ministry of Public Health, 2021). Three groups of medical cannabis products, including 101 
registered drugs per the new Narcotics Act, Thai traditional medicine having approved 102 
compositions (16 regimens), and folk-doctor cannabis oil have been approved for medical use 103 
(Committee for Public Relations on Medical Cannabis of the Ministry of Public Health, 2021). 104 
Licensed healthcare practitioners, including medical doctors, dentists, Thai traditional medicine 105 
doctors and folk healers can prescribe these products, registered under the Special Access 106 
Scheme (SAS), for patients to use for medical purposes.  107 
 108 
This landmark change in policy has markedly changed cannabis use patterns and perceived 109 
levels of risk. Based on a nationwide survey, 668,157 Thais aged 12-15 years reported using 110 
cannabis in the past year (13.3 per 1,000 persons), an increase of 3.5 times from 2016 (188,496 111 
users), making it the most commonly used drug in 2019 (Administrative Committee of Substance 112 
Academic Network, 2019). Another survey in 2019 found that 86% of general people aged 15 113 
years and over agreed with the policy on medical cannabis but only 31% agreed with the policy 114 
to allow its recreational use (Centre for Addiction Studies, 2020). 115 
 116 
Amidst this background of extensive changes in policy, increased evidence of health effects, and 117 
the rapid escalation in the cannabis consumption either for medical or recreational purpose 118 
worldwide, it is important for policymakers and healthcare providers to understand how people 119 
consume cannabis for medical purposes, and how changes in cannabis legislation may impact 120 
patterns of consumption. In this study, we aimed to examine patterns of and reasons for the 121 
consumption of medical cannabis and the consumers’ perceptions and opinions towards the 122 
benefits and harms of cannabis and related policies.  123 
 124 
Materials & Methods 125 
Subjects and sampling method 126 
This study used a respondent-driven sampling (RDS) method (Heckathorn, 2014) to recruit 127 
participants who were current consumers of medical cannabis. RDS is a probability-based 128 
sampling method where sampling procedure starts with a convenience sample of well-networked 129 
population members, referred to as seeds. After enrolment and completing the interview, seeds 130 
receive a fixed number of coupons to recruit members from their social network (Johnston, 131 
2013). Although cannabis use for medical purposes was allowed in Thailand at the time of the 132 
survey, medical cannabis clinics had not yet opened in all MoPH hospitals, thus legal access was 133 
limited. Most consumers of cannabis were therefore still considered as illegal consumers and 134 
therefore a “hidden population”. RDS was therefore justified as the method of choice for 135 
recruiting participants (Heckathorn, 2014). 136 
 137 
Consumers of medical cannabis in this study refer to individuals who had been using medicinal 138 
cannabis products (including raw plants) to treat or relieve their symptoms or health conditions 139 
within the past 12 months of the study. This definition does not imply that the cannabis products 140 
were indicated or prescribed by a health professional.  141 
 142 
Four parallel recruitment sites were included: Chiangmai, Khon Kaen, Bangkok, and Songkhla, 143 
representing the Northern, Northeastern, Central, and Southern regions of the country, 144 
respectively. Identical RDS procedures were used across the four sites. In each site, 3-4 seeds 145 
who were well connected to and trusted by the target population were identified through local 146 
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contacts. In an attempt to recruit representative participants from various socio-demographic 147 
groups, the seeds were selected to include both males and females, three age-groups: young or 148 
middle adult (18-44 years), late adult (45-64) and elderly (>65), those who received medical 149 
cannabis from legal and illegal sources, and those who used it for different conditions (cancer 150 
and non-cancer patients). Participants were eligible for the study if they were a current consumer 151 
of medical cannabis, aged 18 years or over, and currently lived in one of the four study regions. 152 
Those who were intoxicated, cognitively or mentally impaired, or too ill to be interviewed were 153 
excluded. No more than three participants were allowed to be recruited from each recruiter. We 154 
aimed to recruit 120-125 participants from each site. This sample size was calculated assuming a 155 
design effect of 2 and was sufficiently powered to estimate an assumed medical cannabis use 156 
prevalence of 20% with an absolute precision of 10%.  157 
 158 
Measures 159 
Face-to-face interviews using a structured questionnaire were used to collect data. The 160 
questionnaire contained four sections, including 1) demographic characteristics, 2) pattern of 161 
consumption (quantity, frequency, type, form, route of administration, indication for use, and 162 
source), 3) source of information and perception of benefits and harms of medical cannabis, and 163 
4) opinion towards cannabis policies.  164 
 165 
Data collection procedure 166 
We trained research assistants who were at least bachelor degree graduates and who had previous 167 
experience in data collection with people who use drugs in our other research projects. They 168 
were trained in interviewing techniques and confidentiality protection. The seeds were contacted 169 
by phone and invited to participate in the study by the research assistants who explained the 170 
purposes, procedures, and data safeguards of the study. Interviews were done at the participant’s 171 
home or other convenient places. After completing the questionnaire, each seed or successive 172 
participant was asked to invite three other participants to the study. Verbal informed consent was 173 
obtained from all participants. Data collection was conducted in private and participants were 174 
assured that any information disclosed would be treated in strict confidence. All data on 175 
participants were saved and analyzed anonymously. The study protocol, including informed 176 
consent procedures, was approved by the Research Ethics Committee of Faculty of Medicine, 177 
Prince of Songkla University [REC.62-205-18-1]. 178 
 179 
Statistical analyses 180 
We used RDS Analyst (“RDS Analyst,” 2018) to analyze the data. We pooled data of the four 181 
recruitment sites and normalized the RDS weights by site. Participant demographics and patterns 182 
of cannabis consumption and other variables were described using percentages and means or 183 
medians with 95% confidence interval (CI).  184 
 185 
Results 186 
Sample characteristics and recruitment 187 
We recruited 120-125 subjects from each site, making a total sample size of 485 altogether. The 188 
number of waves ranged from 3 (north-eastern and central regions) to 18 (southern region). 189 
There were more males, with the highest proportion seen in the north (66.2%, 95% CI: 53.6, 190 
78.8). The highest proportion of consumers was in the late adult age group. About one-third 191 
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achieved a bachelor degree. The main occupation type was government officer (19.6%) followed 192 
by business owner (16.5%; Table 1).  193 
 194 
Patterns of cannabis consumption 195 
Of all respondents, 22% had previously consumed cannabis for other reasons before their 196 
consumption for medical purposes. The duration of current consumption for medical reasons was 197 
10.5 months (range 7 – 828 days) on average. Two-third of the respondents (68.8%, 95% CI: 198 
61.4, 76.2) consumed it almost every day or many times a day every day, with 72.6% (95% CI: 199 
64.9, 80.2) reporting the same pattern of consumption since the beginning of medical use. Most 200 
respondents (79.1%, 95% CI: 69.3, 89.0) reported their conditions were ameliorated after they 201 
started using cannabis. An oral intake of crude oil extract (unidentified tetrahydrocannabinol 202 
(THC) or cannabidiol (CBD) content) was the most common form of consumption reported by 203 
84.7% (95% CI: 78.9, 90.5) of the respondents. Other forms included raw plants (flowers, leaves 204 
or whole plants with roots and stems; 9.2% (95% CI: 4.1, 14.2)) and topical skin products 205 
(massage oil, cream, spray, soap; 5.0% )95% CI: 2.2, 7.8().  206 
 207 
Conditions treated with medical cannabis 208 
The three most common conditions cannabis was used to treat included malignant or non-209 
malignant tumors (23.3%, 95% CI: 16.1, 30.4); neuro-psychiatric disorders (22.8%, 95% CI: 210 
17.5, 28.0) and musculoskeletal symptoms, such as pains, spasm, rigidity or weakness (21.6%, 211 
95% CI: 16.7, 26.6). Other conditions were diverse, for instance: diabetes mellitus, 212 
hypercholesterolemia, hypertension, asthma, HIV-AIDS, herpes zoster, herpes simplex, psoriasis 213 
and vitreous degeneration (Table 2).  214 
 215 
Based on the disease groups indicated by the MoPH (5), proportions of the respondents reporting 216 
the consumption for diseases in Groups A (strong evidence for the benefits of cannabis, 21.5%), 217 
B (some evidence of benefits, 20.6%) and C (not enough evidence at present, 21.7%) were 218 
similar. Nevertheless, the highest proportion occurred in the "other" group, which was conditions 219 
not indicated for medical cannabis treatment by the MoPH (36.3%; Table 2). 220 
 221 
Sources of medical cannabis products 222 
The majority of the respondents (74.0%, 95% CI: 63.7, 84.3) acquired medical cannabis products 223 
from illegal sources, including underground traders (54.5%, 95% CI: 40.8, 68.3), friends and 224 
relatives (12.2%, 95% CI: 6.2, 18.3), not-for-profit provider groups (5.2%, 95% CI: 0.5, 10.9), 225 
and home or clandestine growers or producers (2.9%, 95% CI: 0.6, 5.3, Table 2). However, 26% 226 
obtained the product from the legal sources, for example modern (0.4%, 95% CI: 0, 1.0) and 227 
Thai traditional medicine doctors (7.2%, 95% CI: 0, 17.7) in medical cannabis clinics of MoPH 228 
hospitals, medical doctors in private practices (12.8%, 95% CI: 0, 25.8), and folk doctors who 229 
were certified to prescribe cannabis in their practices (4.6%, 95% CI: 0, 9.2).  230 
 231 
Sources of information about medical cannabis 232 
The main source of information about medical cannabis was friends and relatives (78.3%), 233 
followed by social media (Facebook, Line Group; 32.9%) and disease-specific user network or 234 
advocacy groups, for example, friends of cancer patients network, mothers of epileptic children 235 
network and medical cannabis advocacy group. Only 15.4% reported receiving information from 236 
healthcare providers or government organizations (Table 2). 237 



 238 
Perceptions of benefits and harms of cannabis 239 
Most (65.9% to 89.9%) perceived that cannabis could be used to treat all conditions suggested by 240 
the MoPH. About 90% of respondents perceived that cannabis could treat cancers while almost 241 
100% said it helped with insomnia and 80% said it increased appetite and decreased weight loss 242 
in HIV/AIDS patients and also improved PTSD symptoms. Furthermore, more than half of the 243 
respondents believed that cannabis could treat substance dependence, brain tumors, and chronic 244 
cough (Table 3). 245 
 246 
Less than half of the participants perceived that cannabis could cause some adverse conditions 247 
such as palpitations, panic, dementia, memory impairment or amotivational syndrome, 248 
schizophrenic-like psychosis, abnormal locomotor movements which increased accidental risk 249 
and hallucinations.   250 
 251 
Opinions towards cannabis-related policies and measures in Thailand 252 
Most respondents agreed or strongly agreed with the policies regarding permission to use 253 
cannabis for medical purposes (95.1%, 95% CI: 92.0, 98.2), for the legal sale of medical 254 
cannabis products (95.9%, 95% CI: 93.7, 98.2), and for people to grow cannabis for medical use 255 
(94.2%, 95% CI: 91.8, 96.5). However, only two-thirds agreed or strongly agreed with policies 256 
concerning the sales of cannabis (65.3%, 95% CI: 56.9, 73.7) and home-growing cannabis for 257 
recreational purposes (61.3%, 95% CI: 52.7, 69.9). Additionally, 80% (95% CI: 74.2, 85.9) of 258 
the participants agreed or strongly agreed that the cannabis industry would benefit the economy. 259 
When asked about their preferred legal status of cannabis, most respondents stated that the legal 260 
control of cannabis should be at the same level as alcohol (75.0%, 95% CI: 69.1, 81) or tobacco 261 
(75.8%, 95% CI: 69.9, 81.7), however 21.6% (95% CI: 15.9, 27.2) viewed that cannabis should 262 
remain under the narcotics control law as an addictive substance and be controlled at the same 263 
level as other substances of abuse such as heroin and methamphetamine. 264 
 265 
Discussion  266 
This study provides some insights into medical cannabis consumption in Thailand from the 267 
consumers’ perspectives. It reflects the situation in late 2019 to early 2020, almost one year since 268 
new legislation was passed concerning medical cannabis use. There is little in the study findings 269 
to suggest large changes in the patterns of medical cannabis consumption in Thailand since it 270 
was legalized in February 2019. Most consumers still obtained medical cannabis from illegal 271 
sources and perceived a high level of effectiveness in treating a wide range of health conditions. 272 
This situation is consistent with that found in other countries, for example Canada, the USA and 273 
Australia early after the introduction of legal access pathways (Sexton et al., 2016; Lucas & 274 
Walsh, 2017; Lintzeris et al., 2020). 275 
 276 
The finding that only 26% of the consumers of medical cannabis obtained the products legally 277 
can be explained as follows. First, data collection occurred when MoPH medical cannabis clinics 278 
were available in only a few provinces. Furthermore, the recommended indications for the use of 279 
medical cannabis by the MoPH are very limited (Department of Medical Services, Ministry of 280 
Public Health, 2020) and the attitudes of some health professionals, such as psychiatrists and 281 
pharmacists, are non-supportive and skeptical, making healthcare providers reluctant to prescribe 282 
them. Second, most consumers had been consuming cannabis either for medical or recreational 283 
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purposes long before the legal access was available (10.5 months on average). They had obtained 284 
it from illegal sources and continued acquiring it from the same sources as they were easily 285 
accessible and affordable. Additionally, those non-government providers have formed networks 286 
of providers and advocates who promote its medical use through word of mouth or social media. 287 
Some may provide their products for free or at a low cost and send the products to the 288 
consumers’ homes by mail, making it very convenient for consumers. These findings all reflect 289 
the accessibility situation of medical cannabis at the time of the study, which was limited in 290 
terms of indications for use and the attitudes of providers and staff at service clinics. As medical 291 
cannabis is a national priority policy, strategies to increase patients’ awareness and accessibility 292 
to legal provider sources, which are certainly safer than the illicit sources, are necessary.  293 
  294 
Our findings raise concerns about the illicit supplies of medical cannabis products, of which the 295 
cannabinoid content (e.g., THC and CBD) is generally not known and the production process 296 
cannot be qualified. Consumption of cannabis, especially if it is high in THC, is strongly 297 
associated with several adverse health effects such as cardiovascular diseases and mental health 298 
problems (Subramaniam et al., 2019; Latif & Garg, 2020). Medical cannabis obtained from illicit 299 
sources can be similar in form to recreational cannabis or even have higher potency if the crude 300 
oil extract is used, which was the most common form consumed by our study participants. A 301 
paper in the USA reports that the highest THC level available for researchers is 12.4% while 302 
THC levels sold in the market averages 18.7% and some strains even exceed 35% (Stith & Vigil, 303 
2016). There has been no research on the cannabinoid content of cannabis products in Thailand 304 
but there is some anecdotal evidence that the products are contaminated with a wide variety of 305 
insecticides and fungicides containing toxins as well as butane solvent which is used in the 306 
extraction process. An increasing number of cases with cannabis intoxication or other adverse 307 
events reported from hospitals in the 2-3 years after medical cannabis became popular 308 
(Toxicology Center Ramathibodi Hospital Mahidol University, 2020) can be an indicator of the 309 
widespread consumption of these low-quality products and should be a public health concern. 310 
 311 
Currently, over 700 MoPH medical cannabis clinics are operated nationwide and the products 312 
prescribed are under the SAS (Ministry of Public Health, 2020). It seems likely that patients who 313 
fit the MoPH guidelines will turn from illicit sources to MoPH clinics, especially those with low 314 
incomes. This may increase access to legal and certified suppliers and in the long run, will 315 
hopefully decrease illicit trade and production.  316 
 317 
We also found that most (66-90%) consumers saw only the positive side of cannabis and 318 
believed that it could treat or even cure any diseases, with 90% perceiving that it could treat 319 
cancers. Only a few consumers were aware that cannabis could cause some adverse effects such 320 
as palpitations, psychotic symptoms, and cognitive impairment. Furthermore, most consumers 321 
received information about medical cannabis from non-formal sources, especially friends, 322 
relatives, social media, and advocacy groups while only 15% reported obtaining information 323 
from governmental healthcare sources. These results are consistent with a survey among the 324 
general population in November 2019 in Thailand, which found a high percentage of respondents 325 
perceived cannabis could cure cancers and revealed television, social media, and word of mouth 326 
as the most common sources of information (Centre for Addiction Studies, 2020). Another study 327 
in 2019 in Thailand found that common social discourses towards cannabis included “cannabis is 328 
a medical hero” and “cannabis is a Thai folk wisdom” (Runkasem, 2020). The reasons to support 329 
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these findings may be because most media provide more positive aspects of cannabis or the 330 
consumers choose to perceive only the positive side of the information to support their personal 331 
beliefs. This social atmosphere could explain why most consumers in our study perceived more 332 
benefits than harms of cannabis, regardless of the evidence. 333 
 334 
We found that the most common conditions for consumption of cannabis, namely cancer, pains 335 
of the musculoskeletal system, and mental illnesses, were similar to those found in other studies  336 
(Webb & Webb, 2014; Sexton et al., 2016; Lintzeris et al., 2020). The highest percentage (36%) 337 
of our participants used cannabis for conditions that had no evidence for its efficacy, based on 338 
the MoPH classification (Ministry of Public Health, 2020). These findings can be explained by 339 
the fact that most consumers perceived more benefits than harms from using cannabis and 340 
believed it can treat any disease. Additionally, they could obtain cannabis from illegal suppliers 341 
who could prescribe it for any condition without the need to follow the MoPH recommendations. 342 
This thus made them able to use cannabis for any condition, even one not included in the 343 
recommendations. These findings may reflect that the conditions recommended by the MoPH 344 
may be too limited as they are developed based on available supporting evidence and do not 345 
adequately fulfil cannabis consumers’ needs, especially for cancer patients whose condition is 346 
still listed in category 3 which needs more evidence to support its efficacy. However, for cancer 347 
patients, particularly those in the late stage where other treatment is not available or affordable, 348 
medical cannabis may be their only available option and satisfies their need regardless of any 349 
supporting evidence. Clinical guidelines usually need continuous updating when more evidence 350 
becomes available. Patients’ preferences and needs should also be taken into account when 351 
updating the guidelines and this work should be one of the MoPH priority actions to increase 352 
access to a legal supply and safe consumption of medical cannabis.  353 
 354 
Most participants in our study supported the policy of unlocking cannabis for medical and not for 355 
recreational purposes (94.96% vs. 61-65%). Some respondents cited that evidence of the benefits 356 
of medical cannabis exists from other countries and Thai traditional medicine and that if it was 357 
controlled at the same level as alcohol or tobacco, it would create more revenue for the 358 
government. However, some respondents expressed concerns over potentially increasing 359 
cannabis use by adolescents if it was liberalized and some said a good system was needed for the 360 
safe use of cannabis. This finding is consistent with other studies in Thailand and other countries 361 
(McGinty et al., 2017; NIDA Poll, 2019; Resko et al., 2019; Centre for Addiction Studies, 2020). 362 
It confirms that Thai people generally accept a medical cannabis policy but guidelines for its 363 
monitoring and control should be clear and strong with effective public communication to make 364 
people understand and use it with caution.  365 
 366 
This study has some limitations. Although we used an RDS method, which resulted in some 367 
seeds having very long chains and thus making recruits independent from each other, and we 368 
used seeds living in 2-3 provinces in each region, our respondents tended to concentrate in the 369 
provinces where the main data collection centers were situated. Compared to the general Thai 370 
population (National Statistics Office, Ministry of Digital Economy and Society, 2020) and 371 
consumers of cannabis identified in a general population survey (Centre for Addiction Studies, 372 
2020), people of middle or higher socioeconomic status, e.g., bachelor degree graduates, 373 
government officers and business owners were over-represented among our study participants. 374 
This occurred because most of our RDS seeds who were known medical cannabis consumers 375 



were of these socio-economic groups and therefore our sample may not represent medical 376 
cannabis consumers in the whole country. In addition, young consumers were usually 377 
anonymously engaged in virtual networks and tended to buy cannabis products online rather than 378 
through a physical network, so it was difficult to identify this group of new generation 379 
consumers. Most of the respondents were in the middle and older age groups who were 380 
physically connected; thus, they did not well represent consumers of the new generation. Lastly, 381 
our data collection started when the legal supply of cannabis had just been started in Thailand. 382 
Therefore, we could only recruit a few consumers who obtained medical cannabis from legal 383 
sources and could obtain only limited information regarding the effects of consumption and 384 
satisfaction towards medical cannabis services in MoPH clinics.   385 
 386 
Conclusion 387 
We described patterns and reasons for medical cannabis consumption in Thailand and perceived 388 
benefits and harm according to consumers during the first year after the major regulatory 389 
transition. Consumers reported various patterns and indications of consumption that were not 390 
supported by scientific evidence, but had positive perception of the results of consumption. 391 
There remains a lack of information on how consumers will transition to legal sources of 392 
cannabis after medicinal-grade cannabinoid products are added to the list of essential medicines 393 
subsidized by the Thai government. Given that the majority of our participants reported that they 394 
obtained cannabis from illegal sources, we believe that there is an urgent need to facilitate access 395 
to high-quality legal products, revise prescription indications with updated scientific evidence, 396 
and to provide effective public communication to protect the public’s health. The findings of this 397 
study highlighted ongoing policy challenges and may be of interest to other countries in the 398 
region considering similar changes.   399 
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