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Introducción
ØMarihuana,	droga ilegal más comúnmente usada

ØEspecialmente prevalente es su uso en	adolescentes y	adultos
jóvenes

ØActual	debate	respecto de	su legalización,	 autorización de	
autocultivo,	uso medicinal…

ØGenera	discusiones y	debates	 respecto de	 libertades
individuales

ØComo	profesional de	salud es importante tener una posición
frente a	crecientes consultas por parte	de	pacientes y	familiares
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Introducción
v¿Por qué	es	importante	hablar	sobre	el	consumo	
de	sustancias	en	pacientes	con	patología	
psiquiátrica	como	el	T	A	Bipolar?
◦ Por	su	frecuencia	en	la	práctica	clínica
◦ Cannabis	y	su	presencia	en	opinión	pública
◦ Porque	su	presencia	está	asociada	a	riesgos	específicos
◦ ¿Cuáles	son	estos	riesgos?
◦Además	están	los	otros	riesgos	del	cannabis	en	la	salud	
física	y	mental…
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Preguntasque podemoshacernoscomoclínicos
respecto	del	consumo	de	cannabis	y	el	Trastorno	Bipolar

ØCuál es	la	frecuencia	de	esta	co-morbilidad?

ØEl	consumo de	cannabis:
Ø ¿Agrava el	pronóstico del	Trastorno	Bipolar?
Ø¿Tiene	relación	con	algún	tipo	de	episodio	en	particular	(depresivo,	
maníaco,	mixto)?

Ø¿Altera	la	evolución:	mayor	número	de	episodios,	ciclaje rápido?
Ø¿Aumenta	el	riesgo	suicida?
Ø¿Afecta	la	respuesta	a	tratamiento?
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¿Cuál es	la	Prevalencia de	co	
morbilidad T	A	Bipolar	y	T	
relacionado con	cannabis?	
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Abstract
In a study of 471 BD cases and 1761 controls, individuals with BD were 6.8 times more likely to
report a lifetime history of cannabis use. Rates of DSM-IV cannabis use disorders in those with
BD were 29.4% and were independently and significantly associated with increased suicide
attempts, experience mixed episodes and disability attributable to BD.
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1. INTRODUCTION
Bipolar Disorder and disorders of the Bipolar Spectrum (BD) are, globally, the sixth leading
cause of disability (Woods, 2000). 20-50% of BD subjects endorse some form of cannabis-
related problems (Cerullo and Strakowski, 2007) with a recent study reporting higher
severity of illness and greater treatment non-compliance in chronic cannabis users (van, I et
al. 2009). While there has been a considerable amount of interest – and controversy –
surrounding the associations between cannabis use and (variously defined) “psychosis”
(Hall and Degenhardt 2000; Macleod et al., 2007), a recent study shows only a modest
reduction in the association between cannabis use and mania when excluding psychotic
features (Henquet et al., 2006). However, prior studies that have examined the association
between cannabis-related behaviors and BD are characterized by several limitations
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Aspectos epidemiológicos del	consumo	
de	cannabis	en	Chile

ØAumento sostenido de	prevalencias de	consumo en	Chile	
ØAumento en	población adulta,	también	y,	aún	más	
preocupante,	en	población	adolescente
ØBaja	sostenida	en	la	percepción	de	riesgo	de	consumo	de	
cannabis,	especialmente	en	población	escolar	
ØDiscusiones a	nivel político (legislación)	aparecen como
protagónicos
ØMenor difusión respecto de	la	evidencia en	los	efectos
adversos del	consumo de	cannabis	en	la	salud física y	mental
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¿Cuál es	la	Prevalencia	de	
consumo	de	cannabis	en	el	

último	en	población	Chilena	de	
12	a	64	años	(año	2014)?
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TENDENCIAS DEL CONSUMO DE ALCOHOL Y 
OTRAS DROGAS

Consumo de marihuana 

Las declaraciones de consumo de marihuana en el último año mar-
can una tendencia ascendente en la década de los noventa para 
descender en los años siguientes a prevalencias similares a las 
observadas el año 2000. No obstante, los reportes desde 2010 a la 
fecha dan cuenta de un aumento sistemático del consumo de esta 
droga en el país. La prevalencia de consumo alguna vez en la vida 
pasa de un 23,0% en 2012 a un 31,5% en 2014, mientras que la 
prevalencia de consumo en el último mes llega a un 6,8%, siendo 
ambas cifras las mayores reportadas en toda la serie de estudios y, 
en ambos casos, representan un aumento significativo respecto al 
estudio anterior.

GRÁFICO 1:
Evolución de la prevalencias (%) de

consumo de marihuana. Chile, 1994-2014.
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La medida principal que emplea SENDA para caracterizar el uso de 
marihuana en Chile es el consumo en el último año, cuyo resultado 
en 2014 también evidencia un aumento significativo respecto del 
estudio anterior, llegando a 11,3%, la cifra más alta de toda la serie.

La desagregación por sexo muestra también aumentos significati-
vos en el consumo. En el caso de hombres, la prevalencia de con-
sumo en el último año pasa de un 9,8% en 2012 a un 14,6% en 
2014, mientras que para mujeres el consumo aumenta 3,7 puntos 
porcentuales, llegando a un 8,1%. La diferencia observada por sexo 
es significativa en el año 2014.

Por su parte, las declaraciones de consumo de marihuana en adoles-
centes de 12 a 18 años presentaron un alza significativa respecto de 
2012, variando de 6,7% en 2012 a 13,5% en 2014. Para el grupo de 
jóvenes de 19 a 25 años se observó un aumento significativo de 6,5 
puntos porcentuales (de 17,5% en 2012 a 24,0% en 2014), siendo  la 
mayor cifra reportada en este grupo de edad en toda la serie. Res-
pecto a la trayectoria de este indicador en otros grupos de edad, se 
duplica la prevalencia de consumo en personas mayores de 35 años.

El aumento observado en marihuana es independiente del nivel so-
cioeconómico (NSE). A diferencia de lo reportado en el último estu-
dio, se observa una diferencia aproximada de 2 puntos porcentuales 
entre el NSE alto respecto al resto, no obstante, esta diferencia no 
es estadísticamente significativa. En línea con lo anterior, en los tres 
niveles socioeconómicos considerados se observan variaciones sig-
nificativas en la prevalencia de consumo.
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TABLA 11:
Evolución de la prevalencia (%) de 

consumo de marihuana en el último año, según sexo, 
edad y nivel socioeconómico. Chile, 1994-2014.

Serie Total Sexo Tramos de edad Nivel socioeconómico

Ho
mb

re

Mu
jer

12 
a 1

8

19 
a 2

5

26 
a 3

4

35 
a 4

4

45 
a 6

4

Baj
o

Me
dio

Alt
o

1994 4,0 6,1 1,9 5,6 8,7 4,7 1,6 0,2 3,6 3,2 5,2
1996 4,0 5,9 2,2 6,7 10,6 3,5 1,1 0,2
1998 4,8 7,2 2,4 7,6 12,1 4,8 1,7 0,3 5,4 5,0 4,2
2000 5,7 8,5 3,1 8,1 14,7 6,7 2,4 0,4 5,7 4,9 6,6
2002 5,0 7,9 2,3 6,2 13,0 6,7 2,0 0,5 5,5 4,3 5,0
2004 5,4 7,6 3,2 6,2 14,7 6,5 2,4 0,7 5,0 4,5 7,0
2006 7,2 9,7 4,7 7,4 18,5 9,8 3,8 1,3 5,8 6,0 10,3
2008 6,4 8,8 4,2 9,1 17,9 6,7 2,8 0,9 7,4 5,6 6,4
2010 4,6 7,1 2,1 5,3 12,3 6,7 2,6 0,5 6,1 3,3 5,1
2012 7,1 9,8 4,4 6,7 17,5 10,3 4,4 1,9 7,4 6,9 7,1
2014 11,3 14,6 8,1 13,5 24,0 17,1 9,0 4,2 10,6 10,4 12,5

Entre los consumidores del último año se pesquisó el tipo de ma-
rihuana consumida con mayor frecuencia en los últimos 12 meses. 
Un 15,9% de los entrevistados declaró consumir más la marihuana 
prensada (tipo paraguaya), un 68,9% declaró que la más usada es 
la marihuana verde y un 5,7%  declaró consumir en mayor medida 
la marihuana skunk o de alta potencia. Respecto a la medición de 
2012, se observan cambios significativos en el tipo de marihuana 
que declaran consumir, por cuanto la proporción de uso de mari-
huana prensada cae significativamente 16,2 puntos porcentuales, 
mientras que la marihuana verde aumenta en 14,5 puntos porcen-
tuales. No se observan variaciones respecto a la marihuana skunk.

Por sexo, también existen brechas entre los tres tipos de marihua-
na. De igual manera que en 2012, las diferencias observadas entre 
hombres y mujeres para marihuana prensada y marihuana verde 
son estadísticamente significativas. Por edad, el tipo de marihuana 
preferida por adolescentes (12 a 18 años) y jóvenes (19 a 25 años) 
es la marihuana verde, con un 54,4% y 78,3% en 2014 (aumento 
significativo respecto a 2012), respectivamente. Por nivel socioeco-
nómico, el consumo de marihuana paraguaya es significativamente 
menor en los niveles socioeconómicos altos en comparación con los 
niveles medio y bajo. En el caso de la marihuana skunk, se observan 
patrones de uso similar al de 2012, la proporción de uso en niveles 
socioeconómicos altos es cerca de 6 veces mayor que en los NSE 
bajos (diferencia estadísticamente significativa).

TABLA 12: 
Evolución del consumo (%) de tipos de 

marihuana entre prevalentes en el último año, según sexo, 
edad y nivel socioeconómico. Chile, 2012-2014.

Porcentaje que declara haber consumido 
con mayor frecuencia un tipo de marihuana.

Serie Total Sexo Tramos de edad Nivel socioeconómico

Ho
mb

re

Mu
jer

12 
a 1

8

19 
a 2

5

26 
a 3

4

35 
a 4

4

45 
a 6

4

Baj
o

Me
dio

Alt
o

Marihuana prensada (paraguaya)
2012 32,1 36,4 22,6 42,4 31,9 26,1 26,3 36,2 39,6 36,9 23,7
2014 15,9 17,7 12,6 30,9 12,6 14,7 12,1 13,2 25,7 20,4 8,3 

Marihuana verde
2012 54,4 50,0 64,1 49,4 50,7 60,5 63,0 55,4 53,8 49,7 58,8
2014 68,9 65,7 74,5 54,4 78,3 62,1 73,9 69,0 64,6 70,3 69,8

Marihuana skunk o de alta potencia
2012 6,2 7,4 3,5 2,2 10,2 4,2 4,0 2,7 0,9 4,3 10,8
2014 5,7 6,9 3,8 4,4 3,2 13,5 3,0 3,1 1,5 4,2 8,8

Consumo de cocaína 

Las declaraciones de uso de cocaína en el país muestran variacio-
nes respecto al estudio pasado. Por segundo estudio consecutivo, la 
prevalencia de consumo alguna vez en la vida aumenta significati-
vamente respecto al estudio anterior, llegando a un 5,9% en 2014. 
Por otro lado, la prevalencia de consumo durante los últimos 30 días 
no muestra cambios respecto a lo observado en 2012, con un 0,5%.

GRÁFICO 2:
Evolución de la prevalencias (%) de

consumo de cocaína. Chile, 1994-2014.
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Las declaraciones de consumo de cocaína en el último año rompen 
la estabilidad observada en las últimas mediciones, pasando de un 
0,9% en 2012 a un 1,4% en 2014 (variación significativa). La magni-
tud del consumo de cocaína vuelve a los niveles observados a prin-
cipios de la década pasada. 

SENDA.	Décimo primer	Estudio Nacional de	Drogas en	Población
General.	Resultados Principales Santiago,	Chile:	Servicio Nacional para	
la	Prevención y	Rehabilitación del	Consumode	Drogas y	Alcohol	
(SENDA);	2015.
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TABLA 11:
Evolución de la prevalencia (%) de 

consumo de marihuana en el último año, según sexo, 
edad y nivel socioeconómico. Chile, 1994-2014.

Serie Total Sexo Tramos de edad Nivel socioeconómico
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1994 4,0 6,1 1,9 5,6 8,7 4,7 1,6 0,2 3,6 3,2 5,2
1996 4,0 5,9 2,2 6,7 10,6 3,5 1,1 0,2
1998 4,8 7,2 2,4 7,6 12,1 4,8 1,7 0,3 5,4 5,0 4,2
2000 5,7 8,5 3,1 8,1 14,7 6,7 2,4 0,4 5,7 4,9 6,6
2002 5,0 7,9 2,3 6,2 13,0 6,7 2,0 0,5 5,5 4,3 5,0
2004 5,4 7,6 3,2 6,2 14,7 6,5 2,4 0,7 5,0 4,5 7,0
2006 7,2 9,7 4,7 7,4 18,5 9,8 3,8 1,3 5,8 6,0 10,3
2008 6,4 8,8 4,2 9,1 17,9 6,7 2,8 0,9 7,4 5,6 6,4
2010 4,6 7,1 2,1 5,3 12,3 6,7 2,6 0,5 6,1 3,3 5,1
2012 7,1 9,8 4,4 6,7 17,5 10,3 4,4 1,9 7,4 6,9 7,1
2014 11,3 14,6 8,1 13,5 24,0 17,1 9,0 4,2 10,6 10,4 12,5

Entre los consumidores del último año se pesquisó el tipo de ma-
rihuana consumida con mayor frecuencia en los últimos 12 meses. 
Un 15,9% de los entrevistados declaró consumir más la marihuana 
prensada (tipo paraguaya), un 68,9% declaró que la más usada es 
la marihuana verde y un 5,7%  declaró consumir en mayor medida 
la marihuana skunk o de alta potencia. Respecto a la medición de 
2012, se observan cambios significativos en el tipo de marihuana 
que declaran consumir, por cuanto la proporción de uso de mari-
huana prensada cae significativamente 16,2 puntos porcentuales, 
mientras que la marihuana verde aumenta en 14,5 puntos porcen-
tuales. No se observan variaciones respecto a la marihuana skunk.

Por sexo, también existen brechas entre los tres tipos de marihua-
na. De igual manera que en 2012, las diferencias observadas entre 
hombres y mujeres para marihuana prensada y marihuana verde 
son estadísticamente significativas. Por edad, el tipo de marihuana 
preferida por adolescentes (12 a 18 años) y jóvenes (19 a 25 años) 
es la marihuana verde, con un 54,4% y 78,3% en 2014 (aumento 
significativo respecto a 2012), respectivamente. Por nivel socioeco-
nómico, el consumo de marihuana paraguaya es significativamente 
menor en los niveles socioeconómicos altos en comparación con los 
niveles medio y bajo. En el caso de la marihuana skunk, se observan 
patrones de uso similar al de 2012, la proporción de uso en niveles 
socioeconómicos altos es cerca de 6 veces mayor que en los NSE 
bajos (diferencia estadísticamente significativa).

TABLA 12: 
Evolución del consumo (%) de tipos de 

marihuana entre prevalentes en el último año, según sexo, 
edad y nivel socioeconómico. Chile, 2012-2014.

Porcentaje que declara haber consumido 
con mayor frecuencia un tipo de marihuana.
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Marihuana prensada (paraguaya)
2012 32,1 36,4 22,6 42,4 31,9 26,1 26,3 36,2 39,6 36,9 23,7
2014 15,9 17,7 12,6 30,9 12,6 14,7 12,1 13,2 25,7 20,4 8,3 

Marihuana verde
2012 54,4 50,0 64,1 49,4 50,7 60,5 63,0 55,4 53,8 49,7 58,8
2014 68,9 65,7 74,5 54,4 78,3 62,1 73,9 69,0 64,6 70,3 69,8

Marihuana skunk o de alta potencia
2012 6,2 7,4 3,5 2,2 10,2 4,2 4,0 2,7 0,9 4,3 10,8
2014 5,7 6,9 3,8 4,4 3,2 13,5 3,0 3,1 1,5 4,2 8,8

Consumo de cocaína 

Las declaraciones de uso de cocaína en el país muestran variacio-
nes respecto al estudio pasado. Por segundo estudio consecutivo, la 
prevalencia de consumo alguna vez en la vida aumenta significati-
vamente respecto al estudio anterior, llegando a un 5,9% en 2014. 
Por otro lado, la prevalencia de consumo durante los últimos 30 días 
no muestra cambios respecto a lo observado en 2012, con un 0,5%.

GRÁFICO 2:
Evolución de la prevalencias (%) de

consumo de cocaína. Chile, 1994-2014.
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Las declaraciones de consumo de cocaína en el último año rompen 
la estabilidad observada en las últimas mediciones, pasando de un 
0,9% en 2012 a un 1,4% en 2014 (variación significativa). La magni-
tud del consumo de cocaína vuelve a los niveles observados a prin-
cipios de la década pasada. 

SENDA.	Décimo primer	Estudio
Nacional de	Drogas en	Población
General.	Resultados Principales
Santiago,	Chile:	Servicio Nacional
para	la	Prevención y	Rehabilitación
del	Consumode	Drogas y	Alcohol	
(SENDA);	2015.
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TABLA 22: 
Evolución de percepción de riesgo (%). Chile, 2000-2014.

Proporción que declara gran riesgo respecto al consumo.

Percepción de riesgo

2000 2002 2004 2006 2008 2010 2012 2014
Diario de tabaco 85,5 84,7 82,1 82,0 83,1 83,0 85,6 85,7
De cinco o más tragos de 
alcohol al día 86,4 85,7 84,9 83,0 85,4 85,3 87,9 86,9

Experimental de marihuana 46,6 51,8 48,1 46,8 34,4 
Frecuente de marihuana 88,3 84,2 78,9 79,0 67,2 
Experimental de cocaína 69,4 74,5 69,6 74,2 73,7
Frecuente de cocaína 97,2 95,3 94,0 94,8 94,5
Experimental de pasta base 77,2 81,1 78,2 81,6 82,7
Frecuente de pasta base   97,6 96,2 95,3 95,4 95,4

Con respecto a la percepción de riesgo del consumo experimental 
de cocaína (probar 1 o 2 veces), los datos muestran un aumento (no 
significativo) de 3,1 puntos porcentuales en la población adolescen-
te de 12 a 18 años (de 67,1% en 2012 a 70,2% en 2014) y un leve 
descenso en el total de la población de 0,5 puntos porcentuales. A 
su vez, la percepción de riesgo del uso frecuente de cocaína no pre-
senta variaciones respecto a 2012, manteniéndose alta en valores 
sobre el 90%. 

La percepción de riesgo del consumo experimental de pasta base 
(probar 1 o 2 veces) no presentó una variación en la última medición 
pasando, de 81,6% en 2012 a 82,7% en 2014, confirmando la ten-
dencia al alza observada en el estudio anterior. En línea con lo que 
ocurre en población general, entre los adolescentes se observa un 
aumento (no significativo) en las últimas dos mediciones, con una 
percepción de riesgo de 72,8% en 2012 y de 76,6% en 2014. La me-
dida de percepción de riesgo para uso frecuente se mantiene alta, 
tal como se observó en 2012, con un 95,4% en población general y 
un 93,2% en población adolescente.

TABLA 23: 
Evolución de percepción de riesgo (%) en población 

adolescente (12 a 18 años). Chile, 2000-2014. 
Proporción que declara gran riesgo respecto al consumo.

Percepción de riesgo

 2000 2002 2004 2006 2008 2010 2012 2014
Diario de tabaco 80,6 75,5 71,9 72,3 73,3 82,2 78,7 79,4
De cinco o más tragos de 
alcohol al día 80,6 78,6 78,8 76,4 79,3 83,0 82,1 82,5

Experimental de marihuana 42,5 46,4 48,5 46,7 33,8 
Frecuente de marihuana 90,3 86,0 80,8 82,5 68,7 
Experimental de cocaína 60,2 66,1 67,6 67,1 70,2
Frecuente de cocaína 96,0 94,1 94,5 93,4 92,3
Experimental de pasta base 67,5 73,0 76,1 72,8 76,6
Frecuente de pasta base   96,6 95,7 94,9 94,3 93,2

OFERTA Y DISPONIBILIDAD DE ALCOHOL Y OTRAS 
DROGAS

Disponibilidad de alcohol

Con el propósito de caracterizar el acceso a bebidas alcohólicas por 
parte de la población, SENDA incorporó en el año 2012 dos pregun-
tas para pesquisar los lugares más frecuentes de compra de alco-
hol entre quienes han consumido en el último año. Para la pregunta 
“Pensando en los últimos 30 días, ¿ha comprado alcohol en alguno 
de los siguientes lugares?”, los encuestados disponían de un listado 
de lugares establecidos y otro de lugares no establecidos sobre los 
cuales declarar haber realizado alguna compra durante los últimos 
30 días antes de la fecha de encuesta.

Respecto a lugares establecidos, las botillerías y los supermercados 
son los principales lugares utilizados para comprar alcohol, mencio-
nados por un 36,3% y un 42,9%, respectivamente. A su vez, un 8,9% 
de los entrevistados declara comprar en restaurantes, lo que supone 
un aumento significativo respecto a la medición de 2012 (6,1%). Por 
su parte, la compra efectuada en bares, pubs o discotecas sube de 
un 12,4% en 2012 a un 18,6% en 2014.

Por otro lado, las declaraciones de compra en lugares no estable-
cidos no superan el 10% según las categorías de respuesta. La vía 
de acceso más común entre estos lugares son fiestas particulares y 
locales clandestinos, independiente del año de medición. Se obser-
va un aumento significativo en el acceso a bebidas alcohólicas en 
fiestas particulares, pasando de un 5,7% en 2012 a un 8,3% en 2014.

TABLA 24: 
Evolución de lugares de compra de alcohol (%).

Chile, 2012-2014.
Proporción que declara lugares de compra de alcohol en los últimos 30 días.

Lugares de compra de alcohol. Año 2014 (Año 2012)

Locales establecidos % Locales no establecidos %
Bares, pubs o discotecas 18,6 (12,4) Ferias libres o mercados 1,3 (1,4)
Restaurantes 8,9 (6,1) Fiestas particulares 8,3 (5,7) 
Botillerías/licorerías 36,3 (34,7) Locales clandestinos 2,8 (2,4)
Supermercados 42,9 (40,1) A la entrada de conciertos, estadios, eventos 1,5 (1,7)
Servicentros 1,4 (0,8) Productores artesanales 1,5 (1,6)
Otros 2,5 (1,8) Otros 2,6 (2,9)
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Adverse Health Effects of Marijuana Use

n engl j med 370;23 nejm.org june 5, 2014 2225

use, types of use, and outcomes. Historically, 
there has been an inverse correlation between 
marijuana use and the perception of its risks 
among adolescents (Fig. 2A). Assuming that this 
inverse relationship is causal, would greater per-
missiveness in culture and social policy lead to 
an increase in the number of young people who 
are exposed to cannabis on a regular basis? 
Among students in grade 12, the reported preva-
lence of regular marijuana smoking has been 
steadily increasing in recent years and may soon 
intersect the trend line for regular tobacco 
smoking (Fig. 2B). We also need information 
about the effects of second-hand exposure to 
cannabis smoke and cannabinoids. Second-hand 
exposure is an important public health issue in 
the context of tobacco smoking, but we do not 
have a clear understanding of the effects of 
second-hand exposure to marijuana smoking.76 
Studies in states (e.g., Colorado, California, and 
Washington) and countries (e.g., Uruguay, Por-
tugal, and the Netherlands) where social and 
legal policies are shifting may provide important 
data for shaping future policies.

Conclusions

Marijuana use has been associated with substan-
tial adverse effects, some of which have been de-
termined with a high level of confidence (Table 2). 
Marijuana, like other drugs of abuse, can result 
in addiction. During intoxication, marijuana can 
interfere with cognitive function (e.g., memory 
and perception of time) and motor function (e.g., 
coordination), and these effects can have detri-
mental consequences (e.g., motor-vehicle acci-
dents). Repeated marijuana use during adoles-
cence may result in long-lasting changes in brain 
function that can jeopardize educational, profes-
sional, and social achievements. However, the ef-

fects of a drug (legal or illegal) on individual 
health are determined not only by its pharmaco-
logic properties but also by its availability and 
social acceptability. In this respect, legal drugs 
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Table 2. Level of Confidence in the Evidence for Adverse Effects of Marijuana 
on Health and Well-Being.

Effect
Overall Level  

of Confidence*

Addiction to marijuana and other substances High

Abnormal brain development Medium

Progression to use of other drugs Medium

Schizophrenia Medium

Depression or anxiety Medium

Diminished lifetime achievement High

Motor vehicle accidents High

Symptoms of chronic bronchitis High

Lung cancer Low

* The indicated overall level of confidence in the association between marijuana 
use and the listed effects represents an attempt to rank the strength of the 
current evidence, especially with regard to heavy or long-term use and use 
that starts in adolescence.

Figure 2. Use of Marijuana in Relation to Perceived 
Risk and Daily Use of Tobacco Cigarettes or Marijuana 
among U.S. Students in Grade 12, 1975–2013.

Panel A shows the inverse correlation between the per-
ception of the risk associated with marijuana use and 
actual use. Perceived risk corresponds to the percent-
age of teenagers who reported that the use of marijuana 
is dangerous. Panel B shows the percentage of students 
who reported daily use of tobacco cigarettes or mari-
juana in the previous 30 days. Data for both graphs are 
from Johnston et al.26
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Las declaraciones de consumo de marihuana de último año llegan 
a niveles significativamente mayores que en los estudios previos, 
llegando a un 34,2%, lo que equivale a 3,6 puntos porcentuales más 
que los registrados en el estudio anterior (2013) y 19,1 puntos por-
centuales más que 2009, siendo este resultado el más alto de la 
serie de estudios. Por otro lado, la tasa de incidencia anual muestra 
una estabilización respecto a mediciones anteriores, pasando de 
18,6% en 2013 a un 19,5% en 2015 (variación no significativa).

GRÁFICO 3: 
Evolución de la prevalencia de consumo de marihuana 

alguna vez en la vida, último año y último mes en Población 
Escolar. 

Chile, 2001-2015.
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Todos los cursos encuestados presentaron variaciones significativas 
al alza (salvo Primero Medio que se estabilizó), siendo las mayo-
res variaciones las observadas en Tercero y Cuarto Medio, con un 
aumento de 6,2 y 6,5 puntos porcentuales respectivamente. Desde 
2009, las declaraciones de consumo de marihuana en Octavo Básico 
vienen aumentando sistemáticamente. En 2015, un 18,9% de los 
alumnos de Octavo Básico declararon consumir marihuana en el 
último año, lo que representa un aumento significativo respecto a 
2013 (15,7%). A pesar de lo anterior, en Primero Medio se detuvo el 
aumento en el consumo estabilizándose en un 28,7% en 2015.

Las declaraciones de uso por sexo no muestran diferencias signifi-
cativas entre hombres y mujeres para el presente estudio (34,4% en 
hombres y 33,9% en mujeres para 2015), sin embargo, en ambos ca-
sos se observa aumentos significativos respecto al estudio anterior. 

Por dependencia administrativa, se observan aumentos significati-
vos en dos de los tres tipos de establecimientos, siendo la variación 
observada en establecimientos particulares pagados no estadísti-
camente significativa (26,2% en 2013 a 28,3% en 2015). En línea 
con esto, la prevalencia es significativamente más baja en este tipo 
de establecimientos a la observada en los establecimientos munici-
pales (34,4%) y particulares subvencionados (35,0%) en 2015.

CUADRO 20: 
Evolución de la prevalencia de consumo de marihuana en el 

último año, según sexo, curso y dependencia administrativa. 
Chile, 2001-2015.
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2001 14,8 16,2 13,5 5,5 11,1 17,0 20,9 22,5 14,4 15,0 15,4
2003 13,0 14,3 11,7 4,9 9,1 15,2 18,7 21,6 13,0 12,5 14,3
2005 14,7 16,1 13,4 4,8 9,9 16,2 21,2 25,8 15,0 14,3 15,3
2007 15,6 16,7 14,5 5,3 12,1 17,2 21,7 23,6 15,3 15,6 16,2
2009 15,1 15,7 14,5 6,5 11,6 16,7 20,4 22,1 15,9 14,5 14,8
2011 19,5 20,2 18,9 10,5 16,8 23,4 26,2 24,3 20,7 19,6 14,6
2013 30,6 31,6 29,6 15,7 29,4 33,2 38,8 38,9 31,5 30,5 26,2
2015 34,2 34,4 33,9 18,9 28,7 36,4 45,0 45,4 34,4 35,0 28,3

En 2015, el tipo de marihuana consumida con mayor frecuencia en 
los últimos 12 meses es la marihuana “verde” (yerba) con un 59,7% 
(aumento significativo respecto al estudio anterior cuando fue 
55,4%). Le sigue la marihuana prensada con un 19,9% (descenso sig-
nificativo de 11,7 puntos porcentuales respecto a 2013) y marihuana 
verde transgénica que aumentó significativamente su participación 
relativa llegando a un 11,8% del total. Por sexo, se observa que las 
mujeres declaran consumir más marihuana verde que los hombres 
(63,1% frente a 56,4%), mientras que se invierte esta relación para 
la marihuana verde transgénica (16,4% en hombres frente a 7,2% 
en mujeres en 2015). Por dependencia administrativa, se observa 
que la marihuana “verde” es la más consumida, independiente del 
tipo de establecimiento, y que en los establecimientos particulares 
pagados ésta representa cerca de un 70% del total de la marihuana 
consumida. También se aprecia que el consumo de marihuana 
prensada es significativamente mayor en los establecimientos 
municipales (24,0%) que en los particulares subvencionados (19,4%) 
y éste a su vez es mayor que en los particulares pagados (5,9%). 
Por otro lado, el consumo de marihuana verde transgénica es 
significativamente mayor en establecimientos particulares pagados 
respecto al resto.
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de establecimientos a la observada en los establecimientos munici-
pales (34,4%) y particulares subvencionados (35,0%) en 2015.

CUADRO 20: 
Evolución de la prevalencia de consumo de marihuana en el 

último año, según sexo, curso y dependencia administrativa. 
Chile, 2001-2015.

Sexo Curso Dependencia 
Administrativa
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2001 14,8 16,2 13,5 5,5 11,1 17,0 20,9 22,5 14,4 15,0 15,4
2003 13,0 14,3 11,7 4,9 9,1 15,2 18,7 21,6 13,0 12,5 14,3
2005 14,7 16,1 13,4 4,8 9,9 16,2 21,2 25,8 15,0 14,3 15,3
2007 15,6 16,7 14,5 5,3 12,1 17,2 21,7 23,6 15,3 15,6 16,2
2009 15,1 15,7 14,5 6,5 11,6 16,7 20,4 22,1 15,9 14,5 14,8
2011 19,5 20,2 18,9 10,5 16,8 23,4 26,2 24,3 20,7 19,6 14,6
2013 30,6 31,6 29,6 15,7 29,4 33,2 38,8 38,9 31,5 30,5 26,2
2015 34,2 34,4 33,9 18,9 28,7 36,4 45,0 45,4 34,4 35,0 28,3

En 2015, el tipo de marihuana consumida con mayor frecuencia en 
los últimos 12 meses es la marihuana “verde” (yerba) con un 59,7% 
(aumento significativo respecto al estudio anterior cuando fue 
55,4%). Le sigue la marihuana prensada con un 19,9% (descenso sig-
nificativo de 11,7 puntos porcentuales respecto a 2013) y marihuana 
verde transgénica que aumentó significativamente su participación 
relativa llegando a un 11,8% del total. Por sexo, se observa que las 
mujeres declaran consumir más marihuana verde que los hombres 
(63,1% frente a 56,4%), mientras que se invierte esta relación para 
la marihuana verde transgénica (16,4% en hombres frente a 7,2% 
en mujeres en 2015). Por dependencia administrativa, se observa 
que la marihuana “verde” es la más consumida, independiente del 
tipo de establecimiento, y que en los establecimientos particulares 
pagados ésta representa cerca de un 70% del total de la marihuana 
consumida. También se aprecia que el consumo de marihuana 
prensada es significativamente mayor en los establecimientos 
municipales (24,0%) que en los particulares subvencionados (19,4%) 
y éste a su vez es mayor que en los particulares pagados (5,9%). 
Por otro lado, el consumo de marihuana verde transgénica es 
significativamente mayor en establecimientos particulares pagados 
respecto al resto.
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CUADRO 21: 
Tipos de marihuana consumida entre prevalentes de último 

año, según sexo y dependencia administrativa. 
Chile, 2015 (2013).

Sexo Dependencia Administrativa

Cla
se 

de 
Ma

rihu
ana

Tot
al

Ho
mb

re

Mu
jer

Mu
nic

ipa
l

P. S
ubv

enc
ion

ado
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Prensada 19,9 (31,6) 18,3 (31,0) 21,4 (32,1) 24,0 (33,9) 19,4 (32,0) 5,9 (13,6)
Verde 59,7 (55,4) 56,4 (55,2) 63,1 (55,8) 54,4 (52,2) 61,2 (55,8) 69,5 (70,3)
Verde 
Transgénica 11,8 (3,8) 16,4 (4,8) 7,2 (2,8) 11,5 (3,2) 11,3 (3,8) 16,7 (7,6)

Nota: Las columnas de la presente tabla no suman 100%. Lo anterior se explica produc-
to de la no respuesta e inconsistencias en las declaraciones de los estudiantes ante la 
pregunta sobre el tipo de marihuana consumida y la de consumo de último año. Dicha 
categoría no fue reportada en cada columna, independiente del estrato bajo análisis.

En las cuatro versiones anteriores del estudio destaca la incorpora-
ción de una escala de tamizaje para detectar consumo perjudicial 
de marihuana en adolescentes, la que además está siendo utilizada 
en varios países de Europa y América Latina. Esta escala, Cannabis 
Abuse Screening Test (CAST), se desarrolló y probó en Francia para 
explorar el consumo de marihuana, intentando develar potenciales 
patrones de uso dañino, independiente de la existencia o no de un 
diagnóstico clínico asociado. La idea detrás de este tipo de instru-
mentos es identificar conductas de riesgo, con la finalidad de pre-
venir problemas asociados al consumo de marihuana antes de que 
ocurran. El CAST es un instrumento de tamizaje que consiste en seis 
preguntas, que buscan capturar patrones o conductas de riesgo aso-
ciadas al consumo de marihuana en el último año. La escala identifi-
ca los tres siguientes niveles de riesgo acorde al puntaje obtenido:

 Uno a dos puntos CAST: bajo nivel de riesgo.
 Tres puntos CAST: moderado nivel de riesgo.
 Cuatro o más puntos CAST: alto nivel de riesgo.

Los resultados muestran que la proporción de prevalentes de últi-
mo año que presentan consumo de alto de riesgo de marihuana se 
mantuvo estable, variando de 15,0% en 2013 a 16,7% en 2015. 

A diferencia de lo observado en la prevalencia de uso, se observan 
diferencias significativas entre hombres y mujeres, sin embargo, el 
aumento observado en hombres respecto a 2013, de 3,2 puntos 
porcentuales, es estadísticamente significativo. Por dependencia 
administrativa se registra un aumento significativo en los estable-
cimientos municipales pasando de un 17,0% en 2013 a un 21,7% 
en 2015. Por otro lado, se observa un menor consumo de riesgo en 
los establecimientos particulares pagados (6,5%) con respecto a los 
otros tipos de establecimientos (diferencia significativa). A su vez, 
entre municipales y subvencionados, también se aprecian diferen-
cias significativas.

CUADRO 22: 
Evolución del porcentaje de consumidores con riesgo alto, 

sobre consumidores de marihuana  de último año, según sexo, 
curso y dependencia administrativa. 

Chile, 2009-2015.

Sexo Curso Dependencia 
Administrativa
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2009 22,3 26,3 18,6 22,3 23,9 24,5 22,7 18,8 26,0 20,4 17,8
2011 15,3 19,8 10,9 21,8 15,3 18,7 12,1 10,9 19,2 13,8 9,5
2013 15,0 16,6 13,4 19,1 17,1 15,1 13,8 12,1 17,0 14,6 7,3
2015 16,7 19,8 13,5 19,2 17,0 19,1 14,9 15,4 21,7 15,5 6,5

CONSUMO DE COCAÍNA

El consumo de cocaína en población escolar ha venido mostrando 
una tendencia al alza desde 2011 a la fecha, observando por segun-
do estudio consecutivo, aumentos en las prevalencias de consumo 
de esta droga en el país. Respecto al uso de alguna vez en la vida se 
aprecia un aumento significativo en las declaraciones de consumo 
pasando de un 6,0% en 2013 a un 7,1% en 2015. Por otro lado, se 
aprecia una estabilización de la precocidad del consumo de cocaína 
para esta población, pasando de un 32,5% en 2013 a un 32,0% en 
2015. En concordancia con lo anterior, se aprecia una estabilización 
en la edad promedio de inicio del consumo de cocaína en 14,9 años 
(15,0 años en 2013).

CUADRO 23: 
Evolución de la precocidad y edad de inicio del consumo de 

cocaína, según sexo.
Chile, 2003-2015.

 Precocidad (%) Edad de Inicio (promedio)

Serie Total Hombre Mujer Total Hombre Mujer
2003 34,6 33,6 36,6 15,0 15,0 14,9
2005
2007 38,2 36,4 41,6 14,7 14,8 14,6
2009 42,5 41,1 45,3 14,5 14,5 14,5
2011 39,2 35,4 46,5 14,7 14,6 14,6
2013 32,5 30,2 36,8 15,0 15,0 14,9
2015 32,0 27,8 37,7 14,9 15,0 14,7

Precocidad: Proporción que declara haber probado cocaína por primera vez antes de los 15 años.
Nota: Edad de inicio y precocidad se obtienen a partir de quienes reportan edad de inicio 
mayor o igual a ocho años y quienes declaran haber probado cocaína alguna vez en la vida.

Tomando como referencia la prevalencia de último año, este estudio 
registra una variación significativa en el consumo de cocaína (clor-
hidrato). La tendencia de la serie había marcado el valor más alto en 
2013 con un 3,6%, sin embargo, en el presente estudio se supera 
dicho registro llegando a un 4,2% en 2015. 
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CUADRO 32: 
Evolución Intensidad de uso de cocaína total en último año, 

según sexo, curso y dependencia administrativa. 
Chile, 2003-2015.
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Diez o más veces en el último año
2003 31,1 33,4 26,0 29,4 27,9 30,5 30,7 34,6 33,1 28,4 32,3
2005 22,2 21,3 23,8 22,2 21,8 22,2 24,2 20,5 23,6 18,3 26,0
2007 31,4 32,6 28,9 34,3 34,9 32,6 29,8 27,4 32,9 29,0 34,0
2009 26,1 27,4 24,0 22,5 25,5 26,7 27,9 26,3 28,6 25,1 18,7
2011 32,5 33,5 28,8 37,2 27,6 31,8 29,0 40,6 31,9 33,5 25,3
2013 22,6 26,3 16,4 25,2 20,4 19,5 23,5 24,5 25,2 20,6 21,2
2015 26,4 29,3 20,9 27,5 21,1 25,8 29,0 29,7 26,5 25,4 38,1

Una o dos veces en el último año
2003 30,9 29,2 34,6 25,8 30,2 30,5 36,9 28,8 28,3 33,0 33,3
2005 27,7 25,8 31,6 21,3 15,5 39,6 28,5 33,2 23,1 34,6 29,9
2007 38,7 35,4 45,6 40,7 35,4 37,1 40,1 41,1 38,3 40,1 35,4
2009 41,1 38,4 45,7 44,2 40,0 42,9 40,8 38,8 36,8 45,0 46,5
2011 35,6 33,0 40,9 31,6 37,1 39,1 38,8 26,8 30,8 39,7 26,4
2013 40,6 36,9 47,0 34,9 43,5 45,2 38 ,0 40,2 37,7 42,5 44,7
2015 36,7 34,8 40,7 34,0 43,4 34,3 36,3 33,4 35,3 37,6 39,6

Intensidad de uso: Proporción de prevalentes año que declaran consumir 10 o más ve-
ces en el último año, una o dos veces en el último año.

FACTORES PROTECTORES Y DE RIESGO

Percepción de Riesgo

La percepción de riesgo se define como la proporción de estudian-
tes que declaran que para ellos consumir una sustancia (por ejemplo 
alcohol o marihuana) en un patrón determinado de uso (por ejemplo 
uso experimental o uso frecuente) representa una conducta de riesgo.
En el caso de alcohol, existen dos medidas utilizadas: percepción de 
riesgo de consumir alcohol diariamente (uno o dos tragos todos o 
casi todos los días) y percepción de riesgo de embriagarse con alco-
hol. Para el caso de tabaco, las medidas empleadas son percepción 
de riesgo del consumo frecuente y uso diario.

La percepción de riesgo frente al uso frecuente de tabaco mues-
tra un aumento significativo respecto a la medición anterior con un 
51,5%, tres puntos porcentuales más que lo reportado en 2013. Por 
otro lado, la percepción de riesgo del uso diario de tabaco muestra 
un descenso significativo pasando de 85,8% en 2013 a 84,7% en 
2015, pero manteniéndose entre los valores más altos de la serie.

El aumento observado de más de diez puntos porcentuales en la per-
cepción de riesgo respecto al consumo de alcohol (ambos indicadores) 
en 2011, vuelve a confirmarse con los reportes de este estudio, man-
teniéndose en los valores más altos en toda la serie. En esta versión, la 
percepción de riesgo de uso diario aumenta, con una variación signifi-

cativa al alza de 1,7 puntos porcentuales respecto a 2013, mientras que 
la percepción de riesgo de embriagarse con alcohol disminuyó signifi-
cativamente pasando de 77,7% en 2013 a 76,3% en 2015.

Por su parte, la percepción sobre el consumo frecuente de mari-
huana cayó más de 25 puntos porcentuales en 2013, llegando a los 
niveles más bajos de toda la serie (21,1% en 2013). En el presen-
te estudio, la percepción de riesgo de uso frecuente de marihua-
na llega a un 21,5%. Por otro lado, la percepción respecto al uso 
experimental llegó al 11,4%, estabilizándose ambos indicadores en 
relación a 2013.

La percepción de riesgo del consumo frecuente de cocaína regis-
tra un aumento significativo respecto al año 2013 (56,2% en 2015) 
volviendo a los niveles observados a inicios de la década. También 
la percepción de riesgo experimental aumenta significativamente 
llegando a un 42,4%.

CUADRO 33: 
Evolución de la percepción de riesgo. 

Chile, 2001-2015.

Su
sta

nci
a

Indicador 20
01

20
03

20
05

20
07

20
09

20
11

20
13

20
15

Ma
rihu

ana

Uso experimental (una 
o dos veces en la vida)  39,6 39,8 29,6 30,2 17,0 11,7 11,4

Uso frecuente (una o 
dos veces por semana) 51,3 47,2 51,8 38,2 37,8 48,0 21,1 21,5

Coc
aín

a Uso experimental (una 
o dos veces en la vida)  54,9 49,6 43,8 41,4 27,6 35,6 42,4

Uso frecuente   68,9 63,9 60,2 58,8 46,1 56,2

Tab
aco Uso frecuente   36,0 42,5 45,0 49,9 48,5 51,5

Uso diario 66,7 57,7 58,0 68,0 65,3 83,9 85,8 84,7

Alc
oho

l Abuso (embriagarse 
algunas veces)   52,9 69,9 69,1 79,8 77,7 76,3

Uso diario   42,6 44,4 45,8 57,6 58,8 60,5

Percepción de riesgo: Proporción que declara gran riesgo respecto al consumo….
Nota: En el ENPE 2011 se efectúo un cambio de frases para la medición de la percepción 
de riesgo de consumo experimental de marihuana, cocaína y otras drogas. La pregunta 
tenía incorporada la frase “una o dos veces en la vida”. En el resto de los estudios, in-
cluida la Décima Primera Versión, se hace referencia a “una o dos veces”. Por esta razón 
los datos obtenidos el año 2011 para percepción de riesgo experimental no deben ser 
analizados respecto a su tendencia.

Disponibilidad y Acceso al Alcohol

La facilidad de compra de alcohol, entendida como la proporción de 
estudiantes que declaran que les sería fácil o muy fácil comprar al-
cohol disminuyó significativamente respecto del estudio anterior, 
pasando de un 46,3% en 2013 a un 44,2% en 2015,  volviendo a los 
niveles observados para este indicador en 2011. Este descenso se 
explica principalmente por las variaciones significativas observadas 
en mujeres, de Octavo Básico a Tercero Medio y establecimientos 
municipales y particulares subvencionados. A medida que aumenta 
el curso (edad), la facilidad de compra aumenta significativamente. 
Por dependencia administrativa, este indicador es significativamente 
mayor en establecimientos particulares pagados respecto a munici-
pales y particulares subvencionados.
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Articles

Young adult sequelae of adolescent cannabis use: 
an integrative analysis
Edmund Silins, L John Horwood, George C Patton, David M Fergusson, Craig A Olsson, Delyse M Hutchinson, Elizabeth Spry, 
John W Toumbourou, Louisa Degenhardt, Wendy Swift, Carolyn Coff ey, Robert J Tait, Primrose Letcher, Jan Copeland, Richard P Mattick, 
for the Cannabis Cohorts Research Consortium*

Summary
Background Debate continues about the consequences of adolescent cannabis use. Existing data are limited in 
statistical power to examine rarer outcomes and less common, heavier patterns of cannabis use than those already 
investigated; furthermore, evidence has a piecemeal approach to reporting of young adult sequelae. We aimed to 
provide a broad picture of the psychosocial sequelae of adolescent cannabis use.

Methods We integrated participant-level data from three large, long-running longitudinal studies from Australia and 
New Zealand: the Australian Temperament Project, the Christchurch Health and Development Study, and the 
Victorian Adolescent Health Cohort Study. We investigated the association between the maximum frequency of 
cannabis use before age 17 years (never, less than monthly, monthly or more, weekly or more, or daily) and seven 
developmental outcomes assessed up to age 30 years (high-school completion, attainment of university degree, 
cannabis dependence, use of other illicit drugs, suicide attempt, depression, and welfare dependence). The number 
of participants varied by outcome (N=2537 to N=3765).

Findings We recorded clear and consistent associations and dose-response relations between the frequency of 
adolescent cannabis use and all adverse young adult outcomes. After covariate adjustment, compared with individuals 
who had never used cannabis, those who were daily users before age 17 years had clear reductions in the odds of high-
school completion (adjusted odds ratio 0·37, 95% CI 0·20–0·66) and degree attainment (0·38, 0·22–0·66), and 
substantially increased odds of later cannabis dependence (17·95, 9·44–34·12), use of other illicit drugs 
(7·80, 4·46–13·63), and suicide attempt (6·83, 2·04–22·90).

Interpretation Adverse sequelae of adolescent cannabis use are wide ranging and extend into young adulthood. 
Prevention or delay of cannabis use in adolescence is likely to have broad health and social benefi ts. Eff orts to reform 
cannabis legislation should be carefully assessed to ensure they reduce adolescent cannabis use and prevent 
potentially adverse developmental eff ects.
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Introduction
Marked shifts have taken place in attitudes to cannabis 
use.1 Moves to decriminalise or legalise cannabis use in 
several US states and Latin American countries are a sign 
of such changes in public opinion.2 These shifts have 
happened while debate continues about the long-term 
health and social sequelae of adolescent cannabis use.3,4 
Additionally, in some countries adolescents are initiating 
cannabis use earlier than have those in previous years5 
and more adolescents are using cannabis heavily.6–8 In 
England, 4% of 11–15 year olds are past-month cannabis 
users;7 about 7% of US high-school seniors are daily or 
near-daily cannabis users;8 and in Australia, less than 1%  
of 14–19 year olds use daily and 4% use weekly.6 This 
prevalence is particularly concerning because adolescence 
seems to be a vulnerable developmental period for the 
consequences of cannabis exposure,9 and evidence 
suggests that early use of cannabis is associated with 
increased risk of adverse developmental outcomes.10–14

Persisting questions about the long-term eff ects of 
adolescent cannabis use have clouded debate.12,15,16 The 

existing evidence has limitations, including limited 
statistical power to examine rarer outcomes and less 
common, more regular patterns of cannabis use than 
those already assessed; insuffi  cient control for con-
founding; and a tendency to examine only one outcome 
or domain. As such, the picture of adolescent cannabis 
use and its putative health consequences is fractured. We 
address this issue through the integration of data from 
three large, long-running longitudinal studies from 
Australia and New Zealand: the Australian Temperament 
Project (ATP),17 the Christchurch Health and Develop-
ment Study (CHDS),18 and the Victorian Adolescent 
Health Cohort Study (VAHCS).19

In this integrative meta-analysis, we examined the 
long-term sequelae of adolescent cannabis use on 
important domains of wellbeing during the transition to 
adulthood. Specifi cally, we aimed to develop similar 
measures of cannabis use and each outcome across all 
cohorts; examine the association between patterns of 
use before age 17 years and each outcome in combined 
data; and adjust the associations reported for a wide 
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Young	adult	sequelae of	adolescent	
cannabis	use:	an	integrative	analysis
ØInformación obtenida	 de	tres	cohortes	de	Australia	y	N	Zelanda

ØSe	investigó	 la	asociación	 entre	distintas	 frecuencias	 de	consumo	antes	de	los	
17	años	y	siete	 resultados	 evaluados	 a	los	30	años	de	edad

ØFrecuencias	 de	consumo:	nunca,	menor	a	mensual,	mensual	 o más,	semanal	 o	
más,	diaria)

ØResultados	 evaluados:	completar	 educación	secundaria,	 obtener	un	grado	
universitario,	dependencia	 de	cannabis,	consumo	de	otras	sustancias	 ilícitas,	
intentos	 suicidas,	 depresión,	dependencia	 de	los	servicios	 sociales

SOCHITAB,	AGOSTO	 2017



ØResultadosmostraron asociaciones claras y	consistentes (relación dosis-respuesta)	
entre	consumo de	cannabis	en	adolescentes y	resultados adversos;	asociaciones se	
mantuvieron luego de	controlar por posibles confundentes.

ØIndividuos que habían usado	cannabis	diariamente	antes	de	los	17	años	tuvieron	
menor	probabilidad	de	completar	educación	secundaria	y	obtener	un	grado	
universitario	comparado	con	quienes	no	habían	consumido	cannabis	antes	de	los	17	
años.	

ØTambién	este	grupo	presentaron	con	mayor	probabilidad	dependencia	de	cannabis,	
consumo	de	otras	sustancias	ilícitas	e	intentos	suicidas.

ØNo	hubo	asociación	en	el	caso	de	Depresión	y	dependencia	de	los	servicios	sociales

SOCHITAB,	AGOSTO	 2017

Young	adult	sequelae of	adolescent	
cannabis	use:	an	integrative	analysis
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Effects of Cannabis Use on Human Behavior, Including
Cognition, Motivation, and Psychosis: A Review
Nora D. Volkow, MD; James M. Swanson, PhD; A. Eden Evins, MD; Lynn E. DeLisi, MD; Madeline H. Meier, PhD;
Raul Gonzalez, PhD; Michael A. P. Bloomfield, MRCPsych; H. Valerie Curran, PhD; Ruben Baler, PhD

I t is well established that cannabis use causes acute impair-
ment in the ability of the brain to hold information (ie, cogni-
tive capacity). Hence, temporary deficits occur in learning and

memory, attention, and working memory.

Does Cannabis Use Affect Cognitive Capacity?
Cannabis use causes acute impairment of learning and memory, at-
tention, and working memory,1-3 but it is less clear if cannabis use is
associated with enduring neuropsychological impairment. Case-
control studies comparing nonintoxicated heavy cannabis users with
nonusers have fairly consistently shown that heavy cannabis users per-
form worse on neuropsychological tests. For example, the results from
2 separate meta-analyses4,5 showed that compared with nonusers,
nonintoxicated cannabis users perform worse on measures of global
neuropsychological function, with effect sizes for specific neuropsy-
chological domains (executive functions, attention, learning and
memory, motor skills, and verbal abilities) of approximately one-
third of a standard deviation or less. When analyses in the second
meta-analysis5 were limited to 13 studies of cannabis users with at least
1 month of abstinence, there was no discernible difference between
cannabis users and nonusers on neuropsychological test perfor-
mance, suggesting that neuropsychological functions might recover
with prolonged abstinence. Evidence suggests that the magnitude of
neuropsychological impairment and the extent to which it persists af-
ter abstinence may depend on the frequency and duration of canna-
bis use, length of abstinence, and age at onset of use.6

Emerging evidence suggests that adolescents may be particu-
larly vulnerable to the adverse effects of cannabis use. Adoles-
cence represents a critical neurodevelopmental period character-
ized by marked synaptic pruning and increased myelination.7

Moreover, the endocannabinoid system appears to be involved in
the regulation of key neurodevelopmental processes,7 suggesting
that the introduction of exogenous cannabinoids during adoles-
cence could disrupt normal brain development. Animal research sup-
ports the possibility that adolescence represents a period of height-
ened vulnerability to cannabis exposure.7 For example, pubertal rats
treated with a cannabinoid agonist showed persistent deficits on ob-
ject recognition tasks, whereas adult rats did not.8,9 Accumulating
evidence in humans parallels the animal findings.6 For example, sev-
eral studies have shown that earlier age at onset of cannabis use is
associated with greater neuropsychological impairment,10,11 and a
2012 population-representative longitudinal study12 documented
that adolescent-onset (but not adult-onset) persistent cannabis us-
ers showed neuropsychological decline from ages 13 to 38 years.

Neuroimaging investigations of adolescent and adult cannabis
users have yielded somewhat inconsistent findings. Recent re-
views have demonstrated that there is fairly clear evidence of struc-
tural alterations in medial temporal (amygdala and hippocampus),
frontal, and cerebellar regions associated with cannabis exposure.13,14

However, another recent study15 that carefully matched partici-
pants on alcohol intake reported no evidence of morphological brain
alteration among adolescent or adult cannabis abusers, suggesting
the possibility that comorbid alcohol use could explain some of the
morphological alterations observed in prior research. There is also
some evidence that cannabis users have impaired neural connec-
tivity. For example, a study16 of adults with long histories of heavy
cannabis use showed evidence of decreased connectivity in the right
fimbria of the hippocampus (fornix) and the splenium of the cor-
pus callosum and the commissural fibers. Finally, functional mag-
netic resonance imaging investigations have suggested that canna-
bis users show altered neural activity both in the resting state and
during cognitive testing.14 For example, male adolescent cannabis

With a political debate about the potential risks and benefits of cannabis use as a backdrop,
the wave of legalization and liberalization initiatives continues to spread. Four states
(Colorado, Washington, Oregon, and Alaska) and the District of Columbia have passed laws
that legalized cannabis for recreational use by adults, and 23 others plus the District of
Columbia now regulate cannabis use for medical purposes. These policy changes could
trigger a broad range of unintended consequences, with profound and lasting implications for
the health and social systems in our country. Cannabis use is emerging as one among many
interacting factors that can affect brain development and mental function. To inform the
political discourse with scientific evidence, the literature was reviewed to identify what is
known and not known about the effects of cannabis use on human behavior, including
cognition, motivation, and psychosis.

JAMA Psychiatry. 2016;73(3):292-297. doi:10.1001/jamapsychiatry.2015.3278
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Autores analizan la	
evidencia y	futuras líneas
de	estudio	 acerca	de	las
consecuencias del	
consumo de	cannabis	en	la	
capacidad cognitiva,	
motivación y	riesgo	de	
psicosis.
Esto,	en	el	contexto	
Norteamericano	de	
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CONCLUSIÓN: La evidencia de estudios
epidemiológicos en los últimos 20 años muestra que el 
consumo de cannabis aumenta el riesgo de accidentes
de tránsito y de desarrollo de una dependencia y que
existen asociaciones consistentes entre el consumo
regular de cannabis y pobres resultados psicosociales y 
de salud mental en la adultez.
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What has research over the past two decades revealed
about the adverse health effects of recreational
cannabis use?

Wayne Hall1,2,3

The University of Queensland Centre forYouth Substance Abuse Research andThe UQ Centre for Clinical Research, Herston, Australia,1 The National Addiction
Centre, Kings College London, London, UK2 and National Drug and Alcohol Research Centre, University of New South Wales, New South Wales, Australia3

ABSTRACT

Aims To examine changes in the evidence on the adverse health effects of cannabis since 1993. Methods A
comparison of the evidence in 1993 with the evidence and interpretation of the same health outcomes in 2013.
Results Research in the past 20 years has shown that driving while cannabis-impaired approximately doubles car
crash risk and that around one in 10 regular cannabis users develop dependence. Regular cannabis use in adolescence
approximately doubles the risks of early school-leaving and of cognitive impairment and psychoses in adulthood.
Regular cannabis use in adolescence is also associated strongly with the use of other illicit drugs. These associations
persist after controlling for plausible confounding variables in longitudinal studies. This suggests that cannabis use is
a contributory cause of these outcomes but some researchers still argue that these relationships are explained by
shared causes or risk factors. Cannabis smoking probably increases cardiovascular disease risk in middle-aged adults
but its effects on respiratory function and respiratory cancer remain unclear, because most cannabis smokers have
smoked or still smoke tobacco. Conclusions The epidemiological literature in the past 20 years shows that cannabis
use increases the risk of accidents and can produce dependence, and that there are consistent associations between
regular cannabis use and poor psychosocial outcomes and mental health in adulthood.

Keywords Cannabis, dependence, drug-related harms, epidemiology, health risks, mental health.

Correspondence to: Wayne Hall, The University of Queensland Centre for Youth Substance Abuse Research, Herston 4006, Australia. E-mail: w.hall@
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WHY ARE WE CONCERNED ABOUT
RECREATIONAL CANNABIS USE?

During the past half-century, recreational cannabis use
has become almost as common as tobacco use among
adolescents and young adults. Since its use was first
reported more than 40 years ago in the United States,
recreational cannabis use has spread globally to other
developed countries and, more recently, low- and middle-
income countries [1,2].

The effects sought by cannabis users—euphoria and
increased sociability—seem to be produced primarily
by delta-9-tetrahydrocannabinol (THC) [3]. These
effects may be modulated by cannabidiol (CBD), a non-

psychoactive cannabinoid found in many cannabis prod-
ucts [3]. THC content is highest in the flowering tops of
the female cannabis plant. During the past 30 years the
THC content of cannabis has increased in the United
States from <2% in 1980 to 8.5% in 2006 [4]. THC
content has also increased in the Netherlands and prob-
ably in other developed countries [5].

Cannabis is usually smoked in a ‘joint’ or with a water
pipe (sometimes with tobacco added) because smoking is
the most efficient way to achieve the desired psychoactive
effects [3]. A dose of 2–3 mg of THC will produce a ‘high’
in occasional users who typically share a single joint with
others. Regular users may smoke up to three to five joints
of potent cannabis a day [6].

Paper presented at Through the Maze: Cannabis and Health International Drug Policy Symposium Auckland, New Zealand,
November 2013.
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RELEVANCIA DEL PROBLEMA
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that have often shown dose–response relationships, and
that have persisted after statistical adjustment for plausi-
ble confounding factors. In the summary that follows, I
list the conclusions that I believe can now be reasonably
drawn in the light of evidence that has accrued over the
past 20 years. See Table 1 for a summary of the type of
evidence on which each conclusion is based.

Adverse effects of acute use

• Cannabis does not produce fatal overdoses as do
opioids.

• There is a doubling of the risk of car crashes if cannabis
users drive while intoxicated.

• This risk increases substantially if users also consume
intoxicating doses of alcohol.

• Maternal cannabis use during pregnancy modestly
reduces birth weight.

Adverse effects of chronic use

Psychosocial outcomes

• Regular cannabis users can develop a dependence
syndrome, the risks of which are around 1 in 10 of all
cannabis users and 1 in 6 among those who start in
adolescence.

• Regular cannabis users double their risks of experienc-
ing psychotic symptoms and disorders, especially if they
have a personal or family history of psychotic disorders,
and if they initiate cannabis use in their mid-teens.

• Regular adolescent cannabis users have lower educa-
tional attainment than non-using peers.

• Regular adolescent cannabis users are more likely to
use other illicit drugs.

• Regular cannabis use that begins in adolescence and
continues throughout young adulthood appears to
produce cognitive impairment but the mechanism and
reversibility of the impairment is unclear.

• Regular cannabis use in adolescence approximately
doubles the risk of being diagnosed with schizophrenia
or reporting psychotic symptoms in adulthood.

• All these relationships have persisted after controlling
for plausible confounders in well-designed studies,
but some researchers still question whether adverse
effects are related causally to regular cannabis use or
explained by shared risk factors.

Physical health outcomes

• Regular cannabis smokers have higher risks of devel-
oping chronic bronchitis, but it is unclear if it impairs
respiratory function.

• Cannabis smoking by middle-aged adults probably
increases the risks of myocardial infarction.
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Table 1 Summary of major adverse health outcomes of recreational cannabis use.

Evidence Level of evidence Strength of effect

Acute effects
Fatal overdose +++ No case reports 0
Road traffic crashes ++ Cohort and case control 2-fold
Low birth weight ++ Cohort
Chronic effects
Dependence +++ Cohort studies 1 in 10 among ever users
Educational outcomes ++ Cohort and case control 2-fold in regular users
Cognitive impairment ++ Cohort and case control Difficult to quantify
Psychosis ++ Cohort studies 2-fold in regular users
Depression +? Cohort studies Probable confounding
Suicide +? Cohort studies 2-fold in regular users
Chronic bronchitis ++ Cohort studies 2-fold in regular users
Respiratory impairment +? Cohort studies Mixed
Cardiovascular disease ++ Cohort and case control 3–4-fold for MI
Cancers
Testicular cancers ++ Case–control 2–3-fold
Respiratory cancers +? Case–control Confounded by smoking

12 Wayne Hall

© 2014 Society for the Study of Addiction Addiction

Hall W. What has research over the past two decades revealed about the 
adverse health effects of recreational cannabis use? Addiction. 2014.



SOCHITAB,	AGOSTO	 2017

RESEARCH

Continued cannabis use and risk of incidence and
persistence of psychotic symptoms: 10 year follow-up
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ABSTRACT
Objective To determine whether use of cannabis in

adolescence increases the risk for psychotic outcomes by

affecting the incidence and persistence of subclinical

expression of psychosis in the general population (that is,

expression of psychosis below the level required for a

clinical diagnosis).

Design Analysis of data from a prospective population

based cohort study in Germany (early developmental

stages of psychopathology study).

Setting Population based cohort study in Germany.

Participants 1923 individuals from the general

population, aged 14-24 at baseline.

Main outcome measure Incidence and persistence of

subthreshold psychotic symptoms after use of cannabis

in adolescence. Cannabis use and psychotic symptoms

were assessed at three time points (baseline, T2

(3.5 years), T3 (8.4 years)) over a 10 year follow-up period

with the Munich version of the composite international

diagnostic interview (M-CIDI).

Results In individuals who had no reported lifetime

psychotic symptoms and no reported lifetime cannabis

use at baseline, incident cannabis use over the period

from baseline to T2 increased the risk of later incident

psychotic symptoms over the period from T2 to T3

(adjusted odds ratio 1.9, 95% confidence interval 1.1 to

3.1; P=0.021). Furthermore, continued use of cannabis

increased the risk of persistent psychotic symptoms over

the period from T2 to T3 (2.2, 1.2 to 4.2; P=0.016). The
incidence rate of psychotic symptoms over the period

frombaseline to T2was 31% (152) in exposed individuals

versus 20% (284) in non-exposed individuals; over the

period from T2 to T3 these rates were 14% (108) and 8%

(49), respectively.

Conclusion Cannabis use is a risk factor for the

development of incident psychotic symptoms. Continued

cannabis use might increase the risk for psychotic

disorder by impacting on the persistence of symptoms.

INTRODUCTION

Cannabis is the most commonly used illicit drug in the
world, particularly among adolescents.1 2 The use of

cannabis is consistently associated with mental
illness,3 in particular psychotic disorder.4-9 It remains
a matter of debate, however, whether the association
between cannabis and psychosis is causal, or whether
early psychotic experiences might in fact prompt can-
nabis use as a means of self medication.10 11 This issue
can be resolved only if incident cannabis use is investi-
gated in relation to later incident psychotic symptoms
or disorder. Rarely have studies been able to examine
the longitudinal relation between cannabis use and
psychosis in this fashion.
The issue of self medication was addressed by

Henquet and colleagues,6 using data from the German
prospective early developmental stages of psycho-
pathology study.12 13 The authors investigated the asso-
ciation between cannabis use at baseline and
subsequent development of psychotic symptoms at
four year follow-up and reported that after adjustment
for pre-existing psychotic symptoms, cannabis use at
baseline still remained significantly associated with
psychotic symptoms at follow-up. There was no evi-
dence of an effect of selfmedication as pre-existing psy-
chotic symptoms did not significantly predict later
cannabis use.6 Ferdinand and co-workers investigated
the role of pre-existing self reported psychotic symp-
toms and showed a bi-directional association between
cannabis and psychotic symptoms over a 14 year fol-
low-up study in the general population.11 They showed
that cannabis use predicted later psychotic symptoms
in individuals with no evidence of psychotic symptoms
before starting to use cannabis and that the reverse was
also true, in that psychotic symptoms predicted canna-
bis use in those who had not used cannabis before the
onset of those symptoms.11 A prospective population
based cohort study also found evidence for a self med-
ication effect.14 Individuals with self reported halluci-
nations at the age of 14 had a higher risk of using
cannabis on a daily basis at the age of 21. In a sibling
pair analysis, however, this study also suggested an
independent effect of cannabis use on self reported
delusional ideation later in life.14 Thus, although the
cannabis-psychosis link has been investigated in

1Department of Psychiatry and
Neuropsychology, South Limburg
Mental Health Research and
Teaching Network, EURON,
Maastricht University Medical
Center, Maastricht, Netherlands
2King’s College London, King’s
Health Partners, Department of
Psychosis Studies, Institute of
Psychiatry, London, UK
3Department of Psychology,
Division of Epidemiology and
Health Psychology, University of
Basel, Switzerland
4Max Planck Institute of
Psychiatry, Munich, Germany
5Institute of Clinical Psychology
and Psychotherapy, Technical
University Dresden, Germany

Correspondence to: J van Os,
Department of Psychiatry and
Neuropsychology, South Limburg
Mental Health Research and
Teaching Network, EURON,
Maastricht University Medical
Center, PO Box 616, NL-6200 MD,
Maastricht, Netherlands
j.vanos@sp.unimaas.nl

Cite this as: BMJ 2011;342:d738
doi:10.1136/bmj.d738

BMJ | ONLINE FIRST | bmj.com page 1 of 8

RESEARCH

Continued cannabis use and risk of incidence and
persistence of psychotic symptoms: 10 year follow-up
cohort study

Rebecca Kuepper, research psychologist,1 Jim van Os, professor,1 visiting professor,2 Roselind Lieb,
professor,3,4 Hans-Ulrich Wittchen, professor,4,5 Michael Höfler, research statistician,5 Cécile Henquet,
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ØEstudio prospectivo en adolescentes y adultos jóvenes

ØEl consumo de cannabis está asociado con riesgo incrementado de 
trastorno psicótico (efecto dosis respuesta).

ØEl consumo de cannabis precede el inicio de los síntomas psicóticos en 
individuos sin historia de experiencias psicóticas (síntomas se presentan
cuatro años después del inicio del consumo de cannabis).

ØEl consumo de cannabis incrementaría el riesgo de trastorno psicótico
impactando en la persistencia de experiencias psicóticas que bajo
circunstancias normales (sin exposición a cannabis) habrían permanecido
como un fenómeno transitorio. 
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Proportion of patients in south London with fi rst-episode 
psychosis attributable to use of high potency cannabis: 
a case-control study
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Summary
Background The risk of individuals having adverse eff ects from drug use (eg, alcohol) generally depends on the 
frequency of use and potency of the drug used. We aimed to investigate how frequent use of skunk-like (high-potency) 
cannabis in south London aff ected the association between cannabis and psychotic disorders.

Methods We applied adjusted logistic regression models to data from patients aged 18–65 years presenting to South 
London and Maudsley NHS Foundation Trust with fi rst-episode psychosis and population controls recruited from the 
same area of south London (UK) to estimate the eff ect of the frequency of use, and type of cannabis used on the risk 
of psychotic disorders. We then calculated the proportion of new cases of psychosis attributable to diff erent types of 
cannabis use in south London.

Findings Between May 1, 2005, and May 31, 2011, we obtained data from 410 patients with fi rst-episode psychosis and 
370 population controls. The risk of individuals having a psychotic disorder showed a roughly three-times increase in 
users of skunk-like cannabis compared with those who never used cannabis (adjusted odds ratio [OR] 2·92, 95% CI 
1·52–3·45, p=0·001). Use of skunk-like cannabis every day conferred the highest risk of psychotic disorders compared 
with no use of cannabis (adjusted OR 5·4, 95% CI 2·81–11·31, p=0·002). The population attributable fraction of fi rst-
episode psychosis for skunk use for our geographical area was 24% (95% CI 17–31), possibly because of the high 
prevalence of use of high-potency cannabis (218 [53%] of 410 patients) in our study.

Interpretation The ready availability of high potency cannabis in south London might have resulted in a greater 
proportion of fi rst onset psychosis cases being attributed to cannabis use than in previous studies.
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Introduction
Cannabis is the most popular illicit drug in the world. 
Uruguay was the fi rst country to legalise its use and 
several US states have done so or are in the process of 
doing similar.1 Therefore, any harm caused by cannabis 
use should be quantifi ed. Prospective epidemiological 
studies have consistently reported that use of cannabis 
increases the risk of schizophrenia-like psychosis.2,3 In 
the UK, the investigators of the 2012 Schizophrenia 
Commission4 concluded that cannabis use is the most 
preventable risk factor for psychosis, and research that 
aims to improve estimation of the drug’s contribution to 
illness development should be pursued.

The aspects of exposure to cannabis (eg, age at fi rst 
use, frequency of use, duration of use) that confer the 
greatest eff ect on risk of psychosis are unclear. Such 
information would be valuable for public education 
and to estimate the proportion of psychosis cases that 

could be prevented if harmful patterns of cannabis use 
were removed from the population. The few studies5,6 
that have tried to estimate the eff ect of cannabis use 
on the number of new cases of psychosis in specifi c 
populations have been limited by the scarcity of 
accurate information on patterns of cannabis use.

The risk of adverse eff ects for mental health and 
cognition posed by cannabis use has been suggested to 
depend on the potency of the type of cannabis used.7 For 
example, in a previous study8 of part of the population 
reported here, we noted that skunk-like types of 
cannabis, which contain very high concentrations of 
∆-9-tetrahydrocannabinol (THC), seemed to have a 
greater psychotogenic eff ect than did hash (resin), 
which is known to contain much less THC.

We analysed detailed data for history of cannabis use, 
aiming to: compare the patterns and types of cannabis 
used between patients with fi rst-episode psychosis and a 
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Di	FortiM.	et	al.	Proportion	of	patients	in	south	London	with	first-
episode	psychosis	attributable	to	use	of	high	potency	cannabis:	a	
case-control	study.	The	lancet	Psychiatry.	2015;2(3):233-8	

ØUsuarios de marihuana de alta potencia (“skunk”) tienen tres
veces más riesgo de tener un trastorno psicótico comparado
con quienes nunca han consumido cannabis (cinco veces en 
consumidores diarios).

ØSe calculó que el consumo de cannabis de alta potencia era 
responsable del 24%  de los nuevos casos de psicosis.
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EN	ESTA	PRESENTACIÓN
ØIntroducción

ØAspectos	epidemiológicos

ØCannabis	e	impacto	en	la	salud	mental
ØTrastornos	de	ánimo	y	consumo	de	cannabis

ØUso	de	instrumento	de	screening,	CUPIT	validado	en	Chile

ØSugerencias	de	intervención

SOCHITAB,	AGOSTO	 2017



¿El	consumode	cannabis	en	
el	TrastornoAfectivo Bipolar	

está asociadoa:?
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ØEntre	los	individuos con	Trastorno relacionadocon	cannabis	co-mórbido al	Trastorno	
Afectivo	Bipolar,	la	edad	de	inicio	de	la	Enfermedad	anímica	fue	significativamente	más	
baja.
ØAdemás		la	media	de	número	de	episodios	maníacos,	hipomaníacos	y	depresivos	por	
año,	fue	significativamente	mayor,	comparado	con	individuos	sin	Trastorno	relacionado	
con	cannabis	co-mórbido.	
ØTambiénpresentaron	mayor	prevalencia	de	otros	trastornos	relacionados	con	
sustancias	(alcohol,	nicotina	y	otras	sustancias	ilegales	distinta	de	cannabis)

ØEl	Trastorno relacionado con	cannabis	en	pacientes con	T	Bipolar	está	asociado	con	
significativas	co-morbilidades	y	un	curso	más	severo	de	la	enfermedad	anímica.
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a b s t r a c t

Background: Both individuals with bipolar (BD) and those with alcohol (AUD) and other substance (SUD)
use disorders are likely to attempt suicide. Comorbidity of BD and AUD/SUD may increase the likelihood
of suicide attempts. We conducted a meta-analysis to estimate the association of comorbid AUD/SUD and
suicide attempts in subjects with BD in the literature to date.
Methods: Electronic databases through January 2013 were searched. Studies reporting rates of suicide
attempts in people with co-occurring BD and AUD/SUD were retrieved. Comorbid AUD and SUD and
suicide attempts rates as well as demographic, clinical, and methodological variables were extracted
from each publication or obtained directly from its authors.
Results: Twenty-nine of 222 studies assessed for eligibility met the inclusion criteria, comprising a total
of 31,294 individuals with BD, of whom 6308 (20.1%) had documented suicide attempts.

There were consistent findings across the studies included. As compared to controls, subjects with BD and
comorbid AUD/SUD were more likely to attempt suicide. The cross-sectional association estimates showed
random-effects pooled crude ORs of 1.96 (95% CI¼1.56–2.47; po0.01), 1.72 (95% CI¼1.52–1.95; po0.01), and
1.77 (95% CI¼1.49–2.10; po0.01), for combined AUD/SUD, AUD, and SUD. There was no publication bias and
sensitivity analyses based on the highest quality studies confirmed core results.
Limitations: The effects of the number and the type of suicide attempts could not be investigated due to
insufficient information.
Conclusions: Comorbid AUD and SUD in individuals with BD are significantly associated with suicide attempts.
Individuals with this comorbidity should be targeted for intensive suicide prevention efforts.

& 2014 Elsevier B.V. All rights reserved.
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subgroup analyses are detailed in eTable 4 (supplementary
material).

As only 1 study (Ostacher et al., 2010) provided information on
current SUDs and suicide attempts, a supplementary meta-
analysis on this relationship was not performed. In addition,
4 studies (3439 individuals) provided specific information on BD,
suicide attempts and cannabis use disorders (559 with BD and
lifetime cannabis use disorders) (Cassidy, 2011; Agrawal et al.,
2011; Bellivier et al., 2011; Parmentier et al., 2012). Individuals
misusing cannabis showed a random-effects pooled crude OR of
1.44 (95% CI¼1.07–1.94; z¼2.40; p¼0.02), as compared with their
non-comorbid counterparts. The summary of the meta-analyses
for the association between suicide attempts and BDs according to
different categories of AUDs and SUDs is presented in Table 1.

4. Discussion

4.1. The association between AUD/SUD and suicide attempts in BD.

To our knowledge, this is the first comprehensive meta-analysis
of suicide attempts in individuals with BDs and comorbid AUDs
and SUDs. We identified 29 investigations (31,294 individuals) of
this comorbidity and used a rigorous approach to define both
suicide attempts and the concurrent disorders. There were 4 main
findings.

The first was a consistent and positive association between
comorbid alcohol and drug use in individuals with BDs and suicide
attempts, regardless of age and gender, as shown by the meta-
regression analysis. Moreover, no significant differences were
detected in the overall meta-regression analysis in terms of
geographic location, publication year, setting, and study quality.
Second, based on current evidence, this positive relationship was
seen with both AUD and SUD, and with both abuse and depen-
dence. As such, our results did not support previous studies which
found differences in the relationship based on variations in SUD
characteristics. Third, a trend was found towards a stronger
relationship between lifetime AUD/SUD and suicide attempts in
BD individuals, suggesting that more enduring comorbidity is
associated with higher risk. Fourth, a separate analysis of cannabis
use disorders in individuals with BD found the same positive
association with suicide attempts. This lends credibility to the
association in general and suggests that cannabis use can have
serious consequences for individuals with BD.

One of the difficulties in interpreting the risk for suicide
attempts in people with BD is the large number of co-occurring
disorders (Gao et al., 2009). Obviously our findings merely explain
a portion of the risk, as only slightly greater than half the
individuals with BD who made suicide attempts had a drug or
alcohol use problem, and BD subjects without AUD/SUDs also have
high rates of suicide attempt (Sublette et al., 2009). Thus, alter-
native explanations should be considered. Comorbid AUD/SUDs
might be a marker of poor copying skills and inadequate social
support, which also are risk factors for suicidal behavior in BDs (de
Abreu et al., 2012). In addition, comorbid anxiety disorders may
lead to more severe phenotypes of BDs, characterized by an early
onset, more depressive episodes and suicidal behaviors (Perroud
et al., 2007). Furthermore, BD, AUD and attempted suicide appear
to cluster in some families leading to potential genetic explana-
tions. For example, impulsivity is a shared characteristic of BDs
and AUD/SUDs which can further complicate the course and
treatment of both disorders (Swann et al., 2003) and may define
inherited phenotypic subtypes of both disorders (Potash et al.,
2000). It is possible that AUD/SUDs mediate the effect of impul-
sivity on attempted suicide, whose role might be more relevant for
suicide attempts as compared to completed suicide (Maser et al.,
2002), more related to planning in patients with affective dis-
orders. It is possible that the combination of AUD/SUDs and BDs
symptoms may foster aggression, impulsivity, and hostility that
increase the chances of acting on suicidal thoughts. However,
prospective studies would be needed also to determine whether
aggressive–impulsive traits are mediators of SUD effects on suicide
attempt (Sublette et al., 2009). Thus preliminary findings on
genetic disposition need to be considered with care as it is
premature to draw any definitive conclusions.

AUD/SUDs are also associated with mood instability, including
the propensity to switch from depression to manic, hypomanic, or
mixed states (Ostacher et al., 2010). People with BDs and comorbid
SUDs may be more prone to mood instability, or, conversely, those
with higher mood instability may be more likely to develop a SUD.
In either case, mood instability increases likelihood of self-
reported suicidal thought or action (Rihmer, 2007). Another
important possible moderator of the AUD/SUDs and suicide
attempt association is early age of onset of BDs (Sublette et al.,
2009). Early onset BD is associated with the development of SUDs
(Hawton et al., 2005) and is related to a more severe course of
illness (Birmaher et al., 2006). Combined with the amplified
impulsivity seen in adolescence, this may be a particularly toxic
combination (Fleck et al., 2006).

As a whole there is the need for a better understanding whether
AUD/SUDs are more common in individuals with more severe BDs or
whether AUD/SUDs have a detrimental effect on BDs course in terms
of attempted suicide. The combination of comorbid disorders, envir-
onmental adversities, and a more severe course is consistent with the
wide range of factors related to attempted suicide across a number of
psychiatric disorders. Additional possible explanations for the asso-
ciation of AUD/SUDs and suicide attempts in BDs would posit
neurobiological factors such as abnormal serotonin function asso-
ciated with both SUDs (Pettinati et al., 2003), BDs (Cannon et al.,
2006), suicide risk (Mann, 1998), and severity of aggressivity (Placidi
et al., 2001). It is also possible that suicide attempters have cognitive
difficulties that impair decision-making (Harkavy-Friedman et al.,
2006) leading to use suicidal behaviors or alcohol and drugs as a
maladaptive way of managing painful feelings (Oquendo et al., 2010).

4.2. Clinical implications

The risk of suicidal attempts in people with BDs is extremely
high, thus ongoing assessment of suicide risk is an essential part of
relevant management. High number of depressive episodes, early

Table 1
Meta-analyses of the association between different categories of alcohol/substance
use disorders and suicide attempts in people with bipolar disorder.

Substance-related disorders Studies Participants OR (95% CI)

AUD and/or SUD
Lifetime 13 19,062 1.96 (1.56–2.47)
Current 4 3418 1.50 (0.87–2.59)

AUD
Lifetime 18 10,723 1.72 (1.52–1.95)
Current 1 2088 1.40 (1.07–1.83)

SUD
Lifetime 13 7952 1.77 (1.49–2.10)
Current 1 2088 1.44 (1.04–1.99)

Cannabis use disorders
Lifetime 4 3439 1.44 (1.07–1.94)

Abbreviations: AUD¼alcohol use disorder, SUD¼substance use disorder, OR¼odds
ratio, CI¼confidence interval.
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Ø En	pacientes Bipolares,	 la	presencia
de	Trastorno relacionados con	alcohol	
y	otras sustancias está	asociada	con	
conducta	 suicida,	 independiente	 de	la	
edad,	 género	 y	setting

Ø Faltan	estudios	 prospectivos	 para	
definir	 mejor	 la	causalidad

Ø Importancia	 de	la	prevención,	
detección	 temprana	 y	tratamiento	 de	
los	trastornos	 relacionados	 con	
alcohol	 y	otras	 sustancias	en	paciente	
Bipolares	 para	reducir	 suicidalidad.



SOCHITAB,	AGOSTO	 2017

Blanco	C.	et	al.	Cannabis	Use	 and	Risk	of	Psychiatric	
Disorders:	Prospective	Evidence	From	a	US	National	
Longitudinal	Study.	JAMA	psychiatry.	2016;73(4):388-95.

Copyright 2016 American Medical Association. All rights reserved.

Cannabis Use and Risk of Psychiatric Disorders
Prospective Evidence From a US National Longitudinal Study
Carlos Blanco, MD, PhD; Deborah S. Hasin, PhD; Melanie M. Wall, PhD; Ludwing Flórez-Salamanca, MD;
Nicolas Hoertel, MD, MPH; Shuai Wang, PhD; Bradley T. Kerridge, PhD, PhD; Mark Olfson, MD, MPH

IMPORTANCE With rising rates of marijuana use in the general population and an increasing
number of states legalizing recreational marijuana use and authorizing medical marijuana
programs, there are renewed clinical and policy concerns regarding the mental health effects
of cannabis use.

OBJECTIVE To examine prospective associations between cannabis use and risk of mental
health and substance use disorders in the general adult population.

DESIGN, SETTING, AND PARTICIPANTS A nationally representative sample of US adults aged 18
years or older was interviewed 3 years apart in the National Epidemiologic Survey on Alcohol
and Related Conditions (wave 1, 2001-2002; wave 2, 2004-2005). The primary analyses
were limited to 34 653 respondents who were interviewed in both waves. Data analysis was
conducted from March 15 to November 30, 2015.

MAIN OUTCOMES AND MEASURES We used multiple regression and propensity score
matching to estimate the strength of independent associations between cannabis use at
wave 1 and incident and prevalent psychiatric disorders at wave 2. Psychiatric disorders were
measured with a structured interview (Alcohol Use Disorder and Associated Disabilities
Interview Schedule–DSM-IV). In both analyses, the same set of wave 1 confounders was used,
including sociodemographic characteristics, family history of substance use disorder,
disturbed family environment, childhood parental loss, low self-esteem, social deviance,
education, recent trauma, past and present psychiatric disorders, and respondent’s history of
divorce.

RESULTS In the multiple regression analysis of 34 653 respondents (14 564 male [47.9%
weighted]; mean [SD] age, 45.1 [17.3] years), cannabis use in wave 1 (2001-2002), which was
reported by 1279 respondents, was significantly associated with substance use disorders in
wave 2 (2004-2005) (any substance use disorder: odds ratio [OR], 6.2; 95% CI, 4.1-9.4; any
alcohol use disorder: OR, 2.7; 95% CI, 1.9-3.8; any cannabis use disorder: OR, 9.5; 95% CI,
6.4-14.1; any other drug use disorder: OR, 2.6; 95% CI, 1.6-4.4; and nicotine dependence: OR,
1.7; 95% CI, 1.2-2.4), but not any mood disorder (OR, 1.1; 95% CI, 0.8-1.4) or anxiety disorder
(OR, 0.9; 95% CI, 0.7-1.1). The same general pattern of results was observed in the multiple
regression analyses of wave 2 prevalent psychiatric disorders and in the propensity
score–matched analysis of incident and prevalent psychiatric disorders.

CONCLUSIONS AND RELEVANCE Within the general population, cannabis use is associated
with an increased risk for several substance use disorders. Physicians and policy makers
should take these associations of cannabis use under careful consideration.

JAMA Psychiatry. 2016;73(4):388-395. doi:10.1001/jamapsychiatry.2015.3229
Published online February 17, 2016.
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Table 1. Cannabis Use in the Past 12 Months in Wave 1 and Prevalent Psychiatric Disorders
in Wave 2 of the NESARC

Prevalent Psychiatric Disorders
in Wave 2

Wave 1, % (No.)a

OR
(95% CI)

Adjusted OR
(95% CI)b

Cannabis Use
in Past 12 mo
(n = 1279)

No Cannabis Use
in Past 12 mo
(n = 33 364)

Any disorder 71.5 (892) 31.0 (10 326) 5.6 (4.7-6.6) 2.1 (1.8-2.6)
Any substance use disorder 65.6 (797) 19.3 (6103) 8.0 (6.9-9.2) 2.8 (2.4-3.4)
Any alcohol use disorder 40.2 (475) 8.4 (2663) 7.3 (6.3-8.6) 2.5 (2.1-3.0)

Abuse 17.3 (209) 4.8 (1498) 4.2 (3.4-5.1) 1.8 (1.4-2.3)
Dependence 22.9 (266) 3.6 (1165) 7.9 (6.6-9.4) 2.3 (1.9-2.9)

Any cannabis use disorder 21.4 (261) 0.8 (230) 34.7 (27.5-43.8) 12.4 (8.9-17.2)
Abuse 16.7 (206) 0.6 (172) 34.2 (26.6-44.0) 12.3 (8.9-17.0)
Dependence 4.7 (55) 0.2 (58) 25.3 (15.0-42.7) 9.0 (3.9-20.8)

Any other drug use disorder 8.9 (105) 0.8 (239) 12.5 (9.1-17.4) 3.1 (2.1-4.6)
Abuse 5.2 (61) 0.5 (137) 11.6 (7.8-17.0) 3.0 (1.9-4.7)
Dependence 4.2 (51) 0.3 (114) 12.8 (8.2-20.0) 3.0 (1.7-5.3)

Nicotine dependence 38.2 (470) 12.9 (4039) 4.2 (3.6-4.9) 1.5 (1.2-1.8)
Any mood disorder 18.0 (236) 9.3 (3296) 2.1 (1.8-2.6) 0.9 (0.7-1.2)

Major depressive disorder 6.7 (91) 5.6 (1984) 1.2 (0.9-1.6) 0.8 (0.6-1.1)
Bipolar I disorder 8.9 (112) 2.6 (910) 3.7 (2.8-4.8) 1.1 (0.7-1.5)
Bipolar II disorder 2.3 (31) 0.8 (300) 2.8 (1.7-4.7) 1.0 (0.5-1.7)
Bipolar disorder 11.1 (143) 3.4 (1210) 3.6 (2.9-4.5) 1.0 (0.8-1.4)
Dysthymia 1.0 (13) 0.8 (290) 1.3 (0.6-2.6) 0.7 (0.3-1.7)

Any anxiety disorder 21.0 (262) 12.2 (4298) 1.9 (1.6-2.3) 1.0 (0.8-1.2)
Panic disorder 5.5 (66) 2.5 (884) 2.3 (1.7-3.2) 0.8 (0.5-1.2)
Social anxiety disorder 6.6 (76) 2.4 (869) 2.9 (2.2-4.0) 1.2 (0.8-1.8)
Specific phobia 11.1 (144) 7.4 (2614) 1.6 (1.3-2.0) 0.9 (0.7-1.2)
Generalized anxiety disorder 6.6 (86) 3.7 (1276) 1.8 (1.4-2.5) 1.0 (0.7-1.4)

Abbreviations: NESARC, National
Epidemiological Survey on Alcohol
and Related Conditions; OR, odds
ratio.
a Percentages are based on sample

weights.
b Results from multiple regressions

were adjusted for risk factors (see
eTable 3 in the Supplement) and
sociodemographic characteristics.

Table 2. Cannabis Use in the Past 12 Months in Wave 1 and Incident Psychiatric Disorders
in Wave 2 of the NESARCa

Incident Psychiatric Disorders in Wave 2

Wave 1, % (No.)b

OR
(95% CI)

Adjusted OR
(95% CI)

Cannabis Use
in Past 12 mo
(n = 1279)

No Cannabis Use
in Past 12 mo
(n = 33 364)

Any disorder (n1 = 606; n2 = 7981)c 93.1 (606) 36.9 (7891) 23.0 (16.5-32.1) 4.4 (2.8-6.9)
Any substance use disorder
(n1 = 458; n2 = 3795)

86.3 (458) 17.4 (3795) 29.9 (22.3-40.0) 6.2 (4.1-9.4)

Any alcohol use disorder
(n1 = 248; n2 = 2008)

51.5 (248) 8.6 (2008) 11.3 (9.0-14.3) 2.7 (1.9-3.8)

Abuse (n1 = 153; n2 = 1149) 16.8 (153) 4.4 (1149) 4.4 (3.4-5.5) 1.5 (1.1-2.0)
Dependence (n1 = 95; n2 = 859) 14.7 (95) 3.0 (859) 5.5 (4.2-7.3) 1.9 (1.4-2.7)

Any cannabis use disorder
(n1 = 120; n2 = 260)

25.0 (120) 0.9 (260) 35.4 (26.5-47.3) 9.5 (6.4-14.1)

Abuse (n1 = 73; n2 = 187) 14.1 (73) 0.7 (187) 24.2 (17.2-34.0) 7.4 (4.9-11.3)
Dependence (n1 = 47; n2 = 73) 5.1 (47) 0.2 (73) 22.2 (14.0-35.1) 6.9 (3.1-15.1)

Any other drug use disorder
(n1 = 112; n2 = 339)

13.9 (112) 1.1 (339) 14.0 (10.4-18.8) 2.6 (1.6-4.4)

Abuse (n1 = 69; n2 = 199) 8.3 (69) 0.7 (199) 13.3 (9.3-18.8) 3.4 (2.1-5.4)
Dependence (n1 = 57; n2 = 155) 5.3 (57) 0.5 (155) 11.4 (7.6-17.0) 2.7 (1.6-4.5)

Nicotine dependence (n1 = 118; n2 = 1743) 17.3 (118) 6.6 (1743) 3.0 (2.2-3.9) 1.7 (1.2-2.4)
Any mood disorder (n1 = 152; n2 = 2423) 16.9 (152) 8.3 (2423) 2.3 (1.8-2.9) 1.1 (0.8-1.4)

Major depression (n1 = 55; n2 = 1442) 4.6 (55) 4.8 (1442) 1.0 (0.7-1.3) 0.9 (0.6-1.3)
Bipolar I disorder (n1 = 63; n2 = 617) 6.1 (63) 1.8 (617) 3.5 (2.5-4.9) 1.3 (0.9-1.9)
Bipolar II disorder (n1 = 23; n2 = 230) 1.5 (23) 0.6 (230) 2.5 (1.4-4.2) 1.0 (0.5-1.9)
Bipolar disorder (n1 = 86; n2 = 847) 8.0 (86) 2.5 (847) 3.4 (2.6-4.6) 1.3 (0.9-1.8)
Dysthymia (n1 = 12; n2 = 241) 1.1 (12) 0.6 (241) 1.7 (0.9-3.5) 1.2 (0.6-2.6)

Any anxiety disorder (n1 = 203; n2 = 3715) 20.0 (203) 12.4 (3715) 1.8 (1.5-2.1) 0.9 (0.7-1.1)
Panic disorder (n1 = 52; n2 = 785) 4.5 (52) 2.4 (785) 2.0 (1.4-2.8) 1.0 (0.6-1.5)
Social anxiety disorder (n1 = 53; n2 = 674) 5.2 (53) 1.9 (674) 2.8 (2.0-3.9) 1.4 (0.9-2.1)
Specific phobia (n1 = 82; n2 = 1998) 7.7 (82) 6.2 (1998) 1.3 (1.0-1.7) 0.8 (0.5-1.1)
Generalized anxiety disorder
(n1 = 74; n2 = 1163)

5.9 (74) 3.6 (1163) 1.7 (1.3-2.3) 1.0 (0.7-1.5)

Abbreviations: NESARC, National
Epidemiological Survey on Alcohol
and Related Conditions; OR, odds
ratio.
a Results from multiple regressions

were adjusted for risk factors (see
eTable 3 in the Supplement) and
sociodemographic characteristics.

b Percentages are based on sample
weights.

c n1 Denotes sample size with
cannabis use in the past 12 mo and
without index psychiatric disorder
at wave 1; n2 denotes size with no
cannabis use in the past 12 mo and
without index psychiatric disorder
at wave 1.
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ØEl	consumo de	cannabis	se	asoció con	prevalencia	e	incidencia	
aumentada	de	un	amplio	rango	de	trastornos	psiquiátricos	(dosis	
respuesta).

ØSin	embargo	luego	de	realizar	ajustes	estadísticos,	el	consumo	de	
cannabis	(últimos	12	meses) se	asoció solo	con	prevalencia	e	
incidencia	aumentada	de	trastornos	por	alcohol		y	otras	drogas,	
incluido	dependencia	de	nicotina
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Zorrilla I	et	al.	Cannabis	and	bipolar	disorder:	does	quitting	cannabis	use	
during	manic/mixed	episode	improve	clinical/functional	outcomes?	Acta
psychiatricaScandinavica.	2015;131(2):100-10.

ØEstudio de	seguimiento EMBLEM	 study	(European	Mania	 in	Bipolar	
Longitudinal	 of	Medication)

ØPrimer	estudio que explora las consecuencias a	largo	plazo de	continuar o	cesar
el	uso de	cannabis	respecto de	la	remisión,	recuperación,	recurrencia	o	recaída	
en	pacientes	 con	Trastorno	Bipolar

ØConcluye	que	una	meta	 importante	 del	tratamiento	 con	los	pacientes	 Bipolares	
consumidores	 de	cannabis	 es	que	suspendan	 su	consumo

SOCHITAB,	AGOSTO	 2017



SOCHITAB,	AGOSTO	 2017

Fig	1	Functional	
outcomes	in	the	
cannabis,	alcohol	and	
other	substances	use	
groups
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ØLos	pacientes	que	continúan	consumiendo	cannabis	tienen:

§Peores	resultados	 en	general	comparado	con	los	que	cesan	su	consumo	y	con	
los	que	nunca	han	consumido

§El	consumo	de	cannabis	 durante	la	fase	de	mantención	 se	asoció	con	bajos	
índices	 de	remisión	 y	recuperación	funcional	y	con	un	alto	riesgo	de	
recurrencia	del	Trastorno	Bipolar	(independiente	 de	las	características	 del	
paciente	 al	inicio	del	estudio)

§El	consumo	de	cannabis	 se	asoció	con	peores	resultados	 funcionales	 en	los	
pacientes	 comparado	con	quienes	 nunca	habían	usado	cannabis
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ØLos	efectos negativos del	consumo de	cannabis	en	el	curso del	Trastorno
Bipolar	desaparecen cuando los	pacientes interrumpen su consumo

ØLos	pacientes que interrumpieron el	consumo de	cannabis	durante un	
episodiomaníaco/mixto tenían resultados,	en	términos	clínicos	y	de	
funcionamiento	a	los	2	años,	similares a	los	de	aquellos quenunca habían
consumido	cannabis.

ØNota:	se	trata	de	estudio	en	población	adulta,	podrían	haber	diferencias	con	
consumo	de	cannabis	que	se	inicia	en	la	adolescencia
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a b s t r a c t

Background: The association between cannabis use and mood disorders is well documented, yet
evidence regarding causality is conflicting. This study explored the association between cannabis use,
major depressive disorder (MDD) and bipolar disorder (BPD) in a 3-year prospective study.
Methods: Data was drawn from waves 1 and 2 of the National Epidemiologic Survey on Alcohol and
Related Conditions (NESARC). MDD and BPD were controlled at baseline and defined as meeting full
criteria in the 12 months prior to the follow-up. Initiation of cannabis use was defined as any cannabis
used by former lifetime abstainers in the time period between baseline and follow-up.
Results: Cannabis use was not significantly associated with increased incidence of MDD (Adjusted Odds
Ratio (AOR) for daily use¼0.58(0.22–1.51)). Weekly to almost daily cannabis use was associated with
increased incidence of BPD ((AOR for weekly to daily use¼2.47(1.03–5.92)); daily use was not
(AOR¼0.52(0.17–1.55)). Baseline MDD was associated with initiation of cannabis use (AOR¼1.72(1.1–
2.69)). A crude association between baseline BPD and incidence of cannabis use was not maintained in
adjusted models (AOR¼0.61(0.36–1.04)).
Limitations: Lack of information regarding frequency of cannabis use at follow-up and limitations
regarding generalization of the results.
Conclusions: Our findings do not support a longitudinal association between cannabis use and incidence
of MDD. Results regarding the association between cannabis use and incidence of BPD are conflicting and
require further investigation. Baseline MDD, but not BPD, may be associated with future initiation of
cannabis use. This may have implications for clinical, social and legislative aspects of cannabis use.

& 2014 Elsevier B.V. All rights reserved.

1. Introduction

Cannabis is the most widely used illicit substance (United Nations
Office on Drugs and Crime, 2012), with reports estimating 2.8–4.5%
annual prevalence of cannabis use worldwide (Degenhardt et al.,
2011; Degenhardt and Hall, 2012). In recent years research has
pointed out the extensive influence of the human endo-cannabinoid
system on various neurological aspects (Di Marzo et al., 2011),
including psychiatric disorders (Carvalho and Van Bockstaele, 2012).
The association between cannabis use and psychotic disorders has
been studied extensively, with evidence suggesting that cannabis

users, especially frequent users and those who initiated cannabis use
at young age, are at increased risk of developing psychotic disorder
(Moore et al., 2007). Yet the association between cannabis use and
mood disorders is less clear (Hall and Degenhardt, 2009; Lev-Ran
et al., 2013).

Depression is one of the most common psychiatric disorders,
with a vast effect on global burden of disease (Whiteford et al.,
2013). Co-morbidity of depression and cannabis use has been
reported by numerous cross-sectional studies (Chen et al., 2002;
Grant, 1995), indicating high prevalence of depression among
cannabis users and vice-versa. Longitudinal studies have reported
conflicting evidence regarding the association between cannabis
use and depression. Several studies reported of a significant
association between cannabis use at baseline and future occur-
rence of depression (Bovasso, 2001; Fergusson and Horwood,
1997), while others suggested that cannabis users and nonusers
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Feingold	D	et	al.	The	association	between	cannabis	use	
and	mood	disorders:	A	longitudinal	study.	Journal	of	

affective	disorders.	

ØEstudio longitudinal	 (National	 Epidemiologic	 Survey	on	Alcohol	 and	Related	
conditions	 NESARC)

ØAutores reportan asociación entre	Episodio	 Depresivo	 mayor	e	inicio	de	consumo	
de	cannabis	 (esto	no	se	observó	 en	el	caso	de	Trastorno	 Afectivo	 Bipolar)

ØNo	se	observó	 asociación	 entre	consumo	 de	cannabis	 y	Episodio	 depresivo	 mayor

ØSe	observó	 asociación	entre	consumo	 semanal	 a	casi	diario	 de	cannabis	y	mayor	
incidencia	 de	Trastorno	 Afectivo	 Bipolar	 (no	en	otras	 frecuencias	 de	uso)
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Does cannabis use predict the first incidence of mood
and anxiety disorders in the adult population?

Margriet van Laar, Saskia van Dorsselaer, Karin Monshouwer & Ron de Graaf
Trimbos Institute, Netherlands National Institute of Mental Health and Addiction, Utrecht, the Netherlands

ABSTRACT

Aims To investigate whether cannabis use predicted the first incidence of mood and anxiety disorders in adults during
a 3-year follow-up period. Design and participants Data were derived from the Netherlands Mental Health Survey and
Incidence Study (NEMESIS), a prospective study in the adult population of 18–64 years. The analysis was carried out
on 3881 people who had no life-time mood disorders and on 3854 people who had no life-time anxiety disorders at
baseline. Measurements Life-time cannabis use and DSM-III-R mood and anxiety disorders, assessed with the Com-
posite International Diagnostic Interview (CIDI). Findings After adjustment for strong confounders, any use of
cannabis at baseline predicted a modest increase in the risk of a first major depression (odds ratio 1.62; 95% confidence
interval 1.06–2.48) and a stronger increase in the risk of a first bipolar disorder (odds ratio 4.98; 95% confidence
interval 1.80–13.81). The risk of ‘any mood disorder’ was elevated for weekly and almost daily users but not for less
frequent use patterns. However, dose–response relationships were less clear for major depression and bipolar disorder
separately. None of the associations between cannabis use and anxiety disorders remained significant after adjustment
for confounders. Conclusions The associations between cannabis use and the first incidence of depression and bipolar
disorder, which remained significant after adjustment for strong confounders, warrant research into the underlying
mechanisms.

Keywords Anxiety disorders, bipolar disorder, cannabis abuse, major depressive disorder, mood disorders.
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INTRODUCTION

Since the early 1990s, the prevalence of cannabis use has
greatly increased in most western countries [1]. While
cannabis has generally been perceived to be a relatively
harmless drug, concerns about its health effects are
growing. In recent years, evidence of the aetiological role
of cannabis in the onset of psychotic symptoms and
schizophrenia has accumulated [2]. Less information is
available on the link between cannabis use and other
mental health problems, such as mood and anxiety
disorders.

Several cross-sectional studies support associations
between cannabis use and measures of depression and/or
anxiety [3–6]. For example, Fergusson et al. [4] showed
that at least weekly use of cannabis among young people
aged 14–21 years in New Zealand was associated mod-
estly with a diagnosis of major depression (adjusted odds

ratio 1.7). This effect remained significant after control-
ling for confounding factors, such as adverse life events,
alcohol abuse and deviant peer affiliations. However,
opposite findings (no associations) have also been
reported [7–10]. The evidence from longitudinal studies
with regard to the role of cannabis use as a possible cause
of depression and anxiety is also mixed, although most
have reported that regular cannabis use predicts an
increased risk of later depression and/or anxiety [7,11].

Reasons for inconsistent results between studies may
include the different degrees of controlling for confound-
ing factors and the use of heterogeneous measures of
cannabis consumption and mental problems, the latter
ranging from symptoms to disorders. So far, none of the
prospective studies has examined the whole spectrum of
mood and anxiety disorders. Moreover, most longitudinal
studies investigating the relationship between cannabis
use and anxiety or depression have been carried out in

RESEARCH REPORT doi:10.1111/j.1360-0443.2007.01875.x
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van	Laar M	et	al.	Does	cannabis	use	predict	the	first	 incidence	of	mood	and	anxiety	
disorders	in	the	adult	population?	Addiction	(Abingdon,	England).	
2007;102(8):1251-60.	

Ø Estudio longitudinal	 basado en	
información de	estudio	NEMESIS	
(Netherlands Mental	Health Survey and	
Incidence Study)

Ø Se	observa	que	consumo	de	cannabis	
aumenta	el	riesgo	 de	Depresión	 mayor	
(actor	de	1.6)	y	de	Trastorno	Afectivo	
Bipolar	 (factor	de	5.0)

Ø Se	concluye	que	6%	de	nuevos	casos	de	
depresión	 mayor	y	14%	de	nuevos	
casos	de	Trastorno	Afectivo	Bipolar	 en	
un	periodo	de	un	año	podrían	
prevenirse	 asumiendo	que	cualquier	
intervención	 puede	remover	
completamente	 el	consumo	de	
cannabis	y	que	 la	asociación	 es	de	
causalidad
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a b s t r a c t

Background: Whilst cannabis use appears to be a causal risk factor for the development of schizophrenia-
related psychosis, associations with mania remain relatively unknown. This review aimed to examine the
impact of cannabis use on the incidence of manic symptoms and on their occurrence in those with pre-
existing bipolar disorder.
Methods: A systematic review of the scientific literature using the PRISMA guidelines. PsychINFO,
Cochrane, Scopus, Embase and MEDLINE databases were searched for prospective studies.
Results: Six articles met inclusion criteria. These sampled 2391 individuals who had experienced mania
symptoms. The mean length of follow up was 3.9 years.

Studies support an association between cannabis use and the exacerbation of manic symptoms in
those with previously diagnosed bipolar disorder. Furthermore, a meta-analysis of two studies suggests
that cannabis use is associated with an approximately 3-fold (Odds Ratio: 2.97; 95% CI: 1.80–4.90)
increased risk for the new onset of manic symptoms.
Limitations: We were only able to identify a small number of studies of variable quality, thus our
conclusions remain preliminary.
Conclusions: Our findings whilst tentative, suggest that cannabis use may worsen the occurrence of
manic symptoms in those diagnosed with bipolar disorder, and may also act as a causal risk factor in the
incidence of manic symptoms. This underscores the importance of discouraging cannabis use among
youth and those with bipolar disorder to help prevent chronic psychiatric morbidity. More high quality
prospective studies are required to fully elucidate how cannabis use may contribute to the development
of mania over time.

& 2014 Elsevier B.V. All rights reserved.
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cannabis use at baseline and follow-up manic symptoms in the
absence of manic symptoms at baseline. Onset of (hypo) manic
symptoms was significantly associated with cannabis use, i.e.,
those reporting past cannabis use were approximately four times
more likely to develop mania symptoms (OR: 4.26; 95% CI 1.42,
12.76; Po0.01).

In a larger general population study of 4185 individuals aged
18–64 years Henquet et al. (2006) explored the prospective
association between cannabis use and sub-threshold mania
symptoms. Cannabis use (any and frequency) and manic symp-
toms were assessed using the CIDI. In unadjusted analysis,
cannabis use was associated with a 5 times increased risk of
mania symptoms (i.e., at least one positive rating on any of the 11
items of the CIDI) at follow-up. While attenuated following
control for sociodemographic variables, neuroticism, use of other
drugs and alcohol, baseline mania and psychosis symptoms, the
association between cannabis use and mania remained signifi-
cant. Furthermore, a dose response association was observed. The
strength of association between cannabis use and mania symp-
toms was nearly double for cannabis use on 3–4 days per week
(OR: 6.94; 95% CI: 2.00–24.06) in comparison to 1–2 days per
week (OR: 3.78; 95% CI: 1.59, 8.97).

In a recent study, Duffy et al. (2012) used a high-risk offspring
cohort of 211 adolescents aged 12 years and older to assess the
association between lifetime substance use disorder (SUD) and
bipolar disorder (NOS, BDI, and BDII). All offspring were assessed
annually using the Kiddie-Schedule for Affective Disorders and
Schizophrenia Present and Lifetime (KSADS-PL) interview. Lifetime
substance use disorder (23.7%) was classified according to DSM-IV
criteria, with cannabis use being the most common disorder (70% of
SUDs). Bipolar disorder showed a bidirectional relationship with
SUD. Cox Proportional Hazards (CPH) analysis revealed that having
an a priori SUD predicted the subsequent development of bipolar
disorder (Hazard Ratio: 3.403; po0.01). Conversely, bipolar disorder
increased the risk of subsequent substance use disorder (Hazard
Ratio: 3.066; po0.01). When appraising these results it should be
noted that while cannabis use was the first drug of abuse in 70% of
the SUD cases, some individuals reported alcohol abuse disorder
with subsequent cannabis use, and a very small proportion reported
poly substance abuse. This heterogeneity could have confounded the
reported associations between cannabis use and bipolar disorder,
though studies have indicated that alcohol abuse may be associated
with depression rather than mania symptoms in bipolar disorder
(Baethge et al. 2008; Strakowski et al., 2005).

3.5. Meta-analysis results

Two community studies (Henquet et al., 2006; Tijssen et al.,
2010) provided information suitable for synthesis using meta-
analytical techniques (i.e., they provided a cannabis-mania asso-
ciation value which could be meaningfully pooled and converted
into a common effect size (Field and Gillett, 2010)). There was a
low, non-significant degree of heterogeneity between studies
(I2¼0.00; p¼0.469). The pooled effect size (displayed in Fig. 2)
for the association between cannabis use and mania symptoms
was: Odds Ratio¼2.97 (95% Confidence Intervals: 1.80, 4.90).

4. Discussion

We completed a comprehensive systematic review of the
extant literature in an attempt to establish whether cannabis use
may worsen mania symptoms in those formerly diagnosed with
bipolar disorder, and also trigger onset of manic symptoms in
those without prior diagnosis. Specifically, we were interested in
the independent associations between cannabis use and subse-
quent mania as distinct from psychotic symptoms. Collectively, the
findings from the systematic review and meta-analysis suggest
that there is a significant relationship between cannabis use and
subsequent exacerbation and onset of mania symptoms. Results
from the meta-analysis demonstrated that cannabis use was
associated with an almost three-fold increase in the odds of mania
symptoms in non-clinical populations, indicating a moderate asso-
ciation (Ferguson, 2009).

4.1. Does cannabis use increase the occurrence of manic symptoms
or mania in those with pre-existing bipolar disorder?

Collating results from studies utilising clinical populations, it can
be concluded that cannabis use may worsen the course of bipolar
disorder by increasing the likelihood, severity or duration of manic
phases (van Rossum et al., 2009; Strakowski et al., 2000; Baethge
et al., 2008). Previously, it has been unclear whether cannabis use
predates manic episodes represents a symptom of bipolar disorder or
an attempt to self-medicate, or that both disorders share common
risk factors (Strakowski and Delbello, 2000). Evidence here mainly
supports the contention that cannabis use precedes the presence/re-
occurrence of manic symptoms in at least a proportion of the
population previously diagnosed with bipolar disorder. For example,

NOTE: Weights are from random effects analysis

Overall  (I-squared = 0.0%, p = 0.469)

Tijssen et al 2010

Henquet et al 2006

Name of study

2.97 (1.80, 4.90)

4.26 (1.42, 12.76)

2.70 (1.54, 4.75)

ES (95% CI)

100.00

20.83

79.17

%

Weight

.0784 1 12.8

Cannabis use and odds of manic symptoms

Fig. 2. Cannabis and manic symptoms.
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ØConsumo de	cannabis	precede	el	inicio de	síntomas maníacos	o	episodios	de	manía en	
individuos	con	Trastorno	Afectivo	Bipolar	pre-existente

ØSe	concluye	que	en	población	clínica,	el	consumo	de	cannabis	empeora	el	pronóstico	
del	Trastorno	Afectivo	Bipolar	incrementando	la	posibilidad,	duración	y	severidad	de	los	
episodios	maníacos

ØExiste	asociación	de	consumo	de	cannabis	y	síntomas	maníacos	en	individuos	sin	
Trastorno	Afectivo	Bipolar	pre-existente	(efecto	dosis	respuesta)

ØEn	población	no	clínica,	el	consumo	de	cannabis	se	asocia	a	síntomas	maníacos	(sub	
umbral).	Para	evaluar	su	relevancia	clínica,	se	requiere	de	futuros	estudios	

SOCHITAB,	AGOSTO	 2017
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a b s t r a c t

Background: Cannabis is the most commonly abused drug among patients with bipolar disorder. Available
data has shown that the risk of psychotic disorders increases with the frequency and intensity of cannabis
abuse. The present purpose was to review relevant studies to investigate whether cannabis use can be linked to
the onset of mania in bipolar disorder.
Methods: Articles published between 1972 and December 2013 were searched onMedline and PsychInfo using
the following keywords: first manic episode, or onset mania, or bipolar disorder and cannabis. Relevant papers
cited in the references of selected articles were further considered for inclusion into the review.
Results: Lifetime use of cannabis among bipolar patients appears to be around 70% and approximately 30% of
patients with a bipolar disorder present a comorbidity of cannabis abuse or dependence. Cannabis use is
associated with younger age at onset of first mania and with more frequent depressive or manic episodes,
although the evidence is somewhat inconsistent. Likewise cannabis consumption is related to poorer outcome
and an increased risk of rapid cycling or mixed episodes. In contrast, neuro-cognitive functioning seems to be
positively affected in patients with psychiatric comorbidity. While cannabis use often precedes first manic
episodes, the causal direction remains to be determined.
Limitations: Variations in definition of cannabis use/dependence. Lack of controlled studies limiting definite
conclusions about a putative causal relationship between cannabis and onset of mania.
Conclusions: Further investigations are needed to clarify the relationships between cannabis use and first
manic episode.

& 2014 Elsevier B.V. All rights reserved.
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Bally	N	et	al.	Cannabis	use	and	first	manic	
episode.	Journal	of	affective	disorders.	2014

ØPacientes que disminuyen la	frecuencia o	interrumpen el	consumo de	cannabis	luego de	
una primera hospitalización tienen	una	mejoría	importante	de	sus	síntomas	al	seguimiento	
a	1	año,	comparado	con	quienes	no	realizan	cambios	en	su	consumo	de	cannabis

ØConsumo	de	cannabis	precede	episodios	maníacos	o	hipomaníacos

ØConsumo	de	cannabis	está	asociado	a	una	menor	edad	de	inicio	del	Trastorno	Afectivo	
Bipolar

ØSe	puede	plantear	las	siguientes	hipótesis:
üConsumo	de	cannabis	gatilla	episodios	maníacos
üConsumo	de	cannabis	por	individuos	de	alto	riesgo,	para	atenuar	síntomas	prodrómicos

SOCHITAB,	AGOSTO	 2017



Entonces…
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Cannabis	y	Trastorno Afectivo Bipolar
ØConsumo de	cannabis	 tiene efectos negativos en	los	síntomas del	
trastorno	Bipolar:

ØParece	gatillar	episodios	 maníacos	más	que	depresivos,	 y	síntomas	
psicóticos

ØPodría	aumentar	 la	frecuencia	de	los	episodios	 en	un	año

ØAumentaría	 el	riesgo	de	otras	co-morbilidades	 que	confieren	mayor	
gravedad	al	cuadro	clínico	del	paciente

ØSe	asociaría	a	peores	 índices	 de	remisión,	mayor	recurrencia,	peor	
adherencia	 a	tratamiento	 y	peor	funcionamiento	 de	los	pacientes

SOCHITAB,	AGOSTO	 2017



Cannabis	y	Trastorno Afectivo Bipolar
ØInvestigación futura	debiera	aclarar	cuál	es	el	efecto	del	cannabis	en	las	
características	clínicas	del	cuadro	anímico,	las	que	podrían	influenciar	el	
riesgo	suicida

Ø¿Vulnerabilidad	compartida	para	mayores	niveles	de	impulsividad	en	
casos	de	T	Bipolar	y	suicidio	asociado	a	consumo	de	cannabis?

SOCHITAB,	AGOSTO	 2017



EN	ESTA	PRESENTACIÓN
ØIntroducción

ØAspectos	epidemiológicos

ØCannabis	e	impacto	en	la	salud	mental
ØTrastornos	de	ánimo	y	consumo	de	cannabis

ØUso	de	instrumento	de	screening,	 CUPIT	validado	en	Chile

ØSugerencias	de	intervención
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¿Cuál sería la	utilidaddel	
screening	de	consumo de	
cannabis	en	pacientes con	

TrastornoBipolar?
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CUPIT
CANNABIS	USE	PROBLEMS	IDENTIFICATION	TEST
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INSTRUMENTOS	DE	SCREENING
ØEl	screening	en	el	consumo de	marihuana	es un	
paso necesario en	la	identificación de	consumidores
que pueden estar en	riesgo de	desarrollar un	
consumo problemático.

ØUna intervención temprana puede evitar la	
progresión hacia una dependencia y	a	daños más
serios y	crónicos.
ØInstrumentos de	screening	pueden utilizarse en	
combinación con	intervenciones breves.

SOCHITAB,	AGOSTO	 2017
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CUPIT	(CANNABIS	USE	PROBLEMS	IDENTIFICATION	TEST) Bashford
J,	FlettR,	Copeland	J.	The	Cannabis	Use	Problem

s	
Identification	Test	(CUPIT):	developm

ent,	reliability,	
concurrent	and	predictive	validity	am

ong	adolescents	and	
adults.	Addiction.	2010;105(4):615-25.	
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a ! b ! s ! t ! r! a ! c ! t

Background: ! In ! Chile, ! concerns ! mount ! about ! escalating ! cannabis ! use. ! Thus, ! it! is! important ! to ! have ! tools
for ! early ! identification ! of! at-risk ! users. ! The ! Cannabis ! Use ! Problems ! Identification ! Test! (CUPIT) ! is! a ! useful
screening ! tool, ! and ! the ! aim ! of! this ! study ! was ! to! examine ! the ! psychometric ! properties ! of ! its! Spanish
version ! among ! Chilean ! university ! students.
Methods: ! The ! CUPIT ! was ! translated ! into ! Spanish, ! pre-tested ! in ! a! focus ! group ! (n! = ! 8), ! and ! then ! tested
through ! an! online ! survey ! (n ! = ! 3798, ! 28%! response ! rate). ! Of! the ! 1061 ! respondents, ! 578 ! reported ! 12-
month ! cannabis ! use. ! Internal ! reliability, ! internal ! structure, ! and ! concurrent ! validity ! (using ! the! Cannabis
Abuse ! Screening ! Test ! [CAST]) ! were ! obtained. ! Test–retest ! reliability ! was ! calculated ! (n ! = ! 150) ! at ! 3–4 ! weeks
(30% ! of ! attrition ! rate). ! Discriminative ! validity ! was ! evaluated ! comparing ! CUPIT ! subscales ! and ! four! DSM-
IV! diagnostic ! groups. ! Receiving ! operator ! characteristic ! (ROC) ! curve ! analysis ! assessed ! sensitivity ! and
specificity.
Results: ! Test–retest ! Pearson ! correlation ! between ! total ! CUPIT ! scores ! of ! 0.90 ! (p! <! 0.001), ! and ! highly
significant ! Kendall ! Tau-b! coefficients ! for ! individual ! items ! (p ! < ! 0.001) ! indicated ! excellent ! reliability. ! Con-
cordance ! between ! the ! CUPIT ! and ! CAST! (Pearson ! correlation ! 0.73, ! p! <! 0.001) ! indicated ! good ! concurrent
validity. ! ANOVA ! revealed ! significant ! differences ! in! CUPIT ! scores ! between ! the ! four ! DSM-IV ! diagnos-
tic ! groups ! (p! < ! 0.001), ! indicative ! of ! good ! discriminative ! validity. ! ROC ! analysis ! (gold ! standard: ! DSM-IV
abuse/dependence) ! yielded ! an! AUC ! value ! of! 0.72, ! indicating ! acceptable ! discriminative ! capability.
Conclusions: ! The ! Spanish ! CUPIT ! is ! reliable, ! valid, ! and ! accepted ! by ! the! university ! population ! studied, ! and,
thus, ! a! potentially ! useful ! tool! for! identifying ! both! problematic ! and ! at-risk ! users.

©! 2016! Elsevier ! Ireland ! Ltd. ! All ! rights ! reserved.

1.! Introduction

In! Europe! last! year,! 16.6! million! (13.3%)! young! adults! aged! 15–34
years! reported! cannabis! use! (EMCDDA,! 2016).! Recent! Chilean! sur-
veys! show! consistently! dramatic! increases! in! 12-month! cannabis
use! from! 19.5%! in! 2011! to! 30.6%! in! 2013! by! secondary! students
(SENDA,! 2013).! Last! year,! cannabis! use! also! increased! in! the! general
population,! from! 5.3%! in! 2010! to! 13.5%! in! 2014! among! 12–18-year-

∗ Correspondence! author! at:! Hall! Estudiantil,! Pontificia! Universidad! Católica! de
Chile,! Vicuña! Mackenna! No.! 4860,! Macul,! Chile.

E-mail! address:! vacantil@uc.cl! (V.! Cantillano).

olds,! and! from! 12.3%! in! 2010! to! 24%! in! 2014! for! 19–25-year-olds
(SENDA,! 2015).

Surveys! among! students! of! Pontificia! Universidad! Católica! de
Chile! (UC)! showed! that! past-year! cannabis! use! increased! from! 28%
in! 2011! to! 46%! in! 2013.! Perception! of! risks! involved! simultaneously
decreased! from! 53.5%! to! 39.5%! during! that! period! (DAE,! 2011,! 2013)

There! is! much! scientific! evidence! of! the! negative! effects! of
cannabis! use! (Meier! et! al.,! 2012;! Volkow! et! al.,! 2014,! 2016;! Hall,
2015;! Hall! and! Lynskey,! 2016;! Arria! et! al.,! 2016;! Auer! et! al.,! 2016),
especially! in! young! people,! who! presented! low! risk! perception
(SENDA,! 2013;! DAE,! 2013)! and! a! low! rate! of! seeking! help! (Caldeira
et! al.,! 2009).! However,! if! not! all! users! run! the! same! risk,! a! screen-
ing! instrument! can! facilitate! timely! targeted! interventions! to! arrest
progression! to! more! serious! physical! and! mental! harm.

http://dx.doi.org/10.1016/j.drugalcdep.2016.10.032
0376-8716/©! 2016! Elsevier! Ireland! Ltd.! All! rights! reserved.
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CUPIT
üInstrumento	de	screening breve	confiable,	válido	y	aceptable	para	
uso	en	distintos	contextos	sanitarios	y	en	consumidores	de	todas	las	
edades

üTiene	un	claro	potencial	para	ayudar	a	reducir	los	daños	
relacionados	con	el	cannabis	en	la	Comunidad	

üPermite	clasificar	en	forma	confiable	a	los	consumidores	en	
portadores	de	un	problema	actual	o	en	riesgo	de	desarrollar	un	
problema	en	los	próximos	doce	meses.	
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CUPIT
Sus	16	preguntas	miden	el	concepto	tridimensional	(Clasificaciones	DSM	
IV	/CIE	10)	de	consumo	riesgoso	(preguntas	1	y	2),	
dependencia/conducta	de	consumo	(preguntas	3	a	10)	y	problemas	de	
salud	y	sociales	(preguntas	11	a	16).	
Las	preguntas	se	puntúan	de	la	siguientes	forma:	Pregunta	1:	1	a	8	
puntos;	pregunta	2,	de	0	a	8	puntos;	pregunta	3,	de	1	a	6	puntos;	
pegunta	4,	de	0	a	6	puntos;	pregunta	5,	de	0	a	5	puntos;	pregunta	6,	de	0	
a	4	puntos;	pregunta	7,	de	1	a	9	puntos.	Las	preguntas	8	a	16	puntúan	de	
0	a	4,	con	excepción	de	la	pregunta	9	cuyo	puntaje	es	inverso.
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CATEGORÍAS	CUPIT

TRASTORNO	
ACTUAL

RIESGO	DE	DESARROLLO	DE	
UN	TRASTORNO	EN	LOS	
PRÓXIMOS	12	MESES

CONSUMO	DE	BAJO	RIESGO

SOCHITAB,	AGOSTO	 2017

• Trastorno	actual	
(Puntaje	de	20	a	82):	
Trastorno relacionado	
con	cannabis	
(abuso/dependencia)

• Riesgo	de	Trastorno	
(Puntaje	de	12	a19):	
en	riesgo	de	
desarrollar	un	
trastorno	en	los	
próximos	12	meses	

• Bajo	riesgo	(Puntaje	
de	0	a	11):	de	
Trastorno	relacionado	
con	cannabis
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TEST	CUPIT
Riesgo	de	trastorno	por	abuso	o	dependencia	a	Cannabis

Base:	 prevalentes	 año	(N	2015:	1863)

ü Entre	quienes	consumieron	marihuana	 en	los	últimos	12	meses,	un	17%		poseería	un	trastorno	por	abuso	 o	
dependencia	(41	%	trastorno	o	riesgo).		No	se	observan	 cambios	significativos	 desde	2013

17%	
Trastorno	actual

24%
Riesgo	de	 trastorno

Bajo	riesgo	de	trastorno
59%

No	consumidores	
47%

Consumidores	
último	año	

53%VI	Estudio	
sobre	 uso	 de	
tabaco,	 alcohol	
y	otras	
sustancias	
entre	alumnos	
de	la	UC	(2015)
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PROCESO	DE	VALIDACIÓN
Traducción y	retraducción

Pretest	(8	estudiantes)	y	focus	group	

Se	realizan pequeños ajustes al	instrumento
Se	seleccionaron	13	carreras	de	la	UC	con	mayor	prevalencia	de	
consumo	de	marihuana
Envío	de	invitación	electrónica	a	participar	utilizando	el	programa	
“Survey Analytics” a	muestra de	un	30%	 (3798	alumnos)
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VALIDACIÓN
Tasa de	participación de	un	28%	
Muestra total	de	1061	alumnos
De	la	muestra se	consideró a	aquellos que habían consumido
marihuana	el	último año (578	casos)
Los	análisis	de	validez	y	confiabilidad	de	la	traducción	del	CUPIT	al	
español	se	realizaron	con	esta	muestra.
Se	estudió:Confiabilidad	Test-Retest,	Estructura	factorial	y	
consistencia	interna	o	fiabilidad,	Validez	concurrente	y	validez	
discriminativa
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EN	ESTA	PRESENTACIÓN
ØIntroducción

ØAspectos	 epidemiológicos

ØCannabis	 e	impacto	en	la	salud	mental

ØTrastornos	de	ánimo	y	consumo	de	cannabis

ØUso	de	 instrumento	 de	screening,	 CUPIT	validado	en	Chile

ØSugerencias	de	intervención
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¿En	relación a	las
Intervenciones breves,qué

sería más efectivo?

SOCHITAB,	AGOSTO	 2017
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SUGERENCIAS	PARA	
CONVERSAR	CON	EL	PACIENTE	
ACERCA	DE	SU	PUNTAJE
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Microhabilidades ENTREVISTA 
MOTIVACIONAL

< Realizar Preguntas abiertas

< Realizar Afirmaciones

< Reflejar

< Realizar resúmenes

< Entregar información con permiso

SOCHITAB,	AGOSTO	 2017

Miller	WRR,	 S.	Motivational	 Interviewing	Helping	 people	 change.	New	York:	 The	Guilford	 Press;	 2013.



Algunas	estrategias	útiles…
ØConversar	con	el	paciente	de	acuerdo	a	lo	que	a	él/ella	le	es	más	
relevante,	se	entrega	un	menú	de	opciones.

ØPreguntar por “lo	bueno”	y	lo	“no	tan	bueno”	(del	consumo de	
marihuana)

ØUsar	las	scalas de	importancia	y	de	confianza
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Rollnick S,	Butler	CC,	Kinnersley P,	Gregory	J,	Mash	B.	Motivational	interviewing.	BMJ.	2010;340.	



Escala de Importancia y Confianza

90

¿Qué tanta confianza tienes en que puedes… disminuir/suspender el consumo de 
marihuana?

¿Qué tan importante es para ti ….disminuir/suspender el consumo de marihuana?

SOCHITAB,	AGOSTO	 2017



Usando las escalas efectivamente…

ØCuando tu paciente diga “6”	de	importancia/confianza,	tu
siguiente respuestadebería ser con	un	númeromenor (¿por
qué no	un	4	ó un	5…?

ØDespués de	que tu paciente ha	respondido,	puedes reflejar
y	resumir
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• Intercambio	de	información		a	través	de	estrategia	CHECK-
CHUNK-CHECK:

•Chequear	lo	que	conoce	el	(la)	paciente
•Entregar	un	pedazo	de	información
•Chequear	lo	que	ha	entendido	el	paciente	y	su	opinión	al	
respecto

Rollnick, S. et al. Motivational interviewing. BMJ. 2010 January 1, 2010;340
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CHECK-CHUNK-CHECK
CHECK

• ¿Qué	es	lo	que	sabes	acerca	de	los	efectos	de	la	marihuana	en	la	salud	mental	(en	tu	
trastorno	del	ánimo)…?

• ¿Qué	has	pensado/	Qué	piensas	acerca	de	tu	consumo	 actual	de	marihuana…?

CHUNK
§ Quienes	consumen	marihuana	tienen	un	riesgo	mayor	de…
§ Los	resultados	de	tu	evaluación	CUPIT	indican…

CHECK
§ ¿Qué	piensas	de	esto..?
§ ¿Cómo	crees	tú	que	podrías	disminuir	tu	riesgo…?
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COMENTARIOS
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