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Overview of today

Big thanks to Megan Hopkins
Agenda:
10:00-10:15
10:15:11:05
11:05-11:15
11:15-12:15
12:15-1:00
1:00-2:00
2:00-2:30

Why brief interventions?
Stages of change, Motivational Interviewing overview, and OARS of MI
Break
Examples of hooks related to cannabis/marijuana and practice with
strategies
Lunch
More practice, and research on cannabis/marijuana most relevant on a
college campus
Implementation issues and final Q&A

College Student Alcohol Use:
Prevention Messaging
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Traditional Messages

Harm Reduction

What is Harm Reduction?
• The most harm-free or risk-free outcome after a
harm reduction intervention is abstinence.
• However, harm reduction approaches acknowledge
that any steps toward reduced risk are steps in the
right direction
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How are these principles implemented in an
intervention with college students?
• Legal issues are acknowledged.
• Skills and strategies for abstinence are offered.
• However, if one makes the choice to drink, skills are
described on ways to do so in a less dangerous and less
risky way.
• A program provider, student affairs professional, peer
health educator, or clinician must elicit personally
relevant reasons for changing.
 This is done using the Stages of Change model and
Motivational Interviewing.

The Stages of Change Model
(Prochaska & DiClemente, 1982, 1984, 1985, 1986)

Stages and Interventions
PreContemplation
contemplation

Motivational
Enhancement

Preparation

Assessment
Skills Training

Action

Maintenance

Relapse
Prevention

Motivational Interviewing

Miller & Rollnick, 1992, 2002, 2012
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Brief Interventions and Motivational
Interviewing

Non-judgmental

Nonconfrontational

Meet people
where they are

Elicit personally
relevant reasons
to change

Explore and
resolve
ambivalence

Discuss behavioral
change strategies
when relevant

What is resistance?
•
•
•
•
•
•

Resistance is verbal behaviors
It is expected and normal
It is a function of interpersonal communication
Continued resistance is predictive of (non) change
Resistance is highly responsive to our style
Getting resistance? Change strategies.

Goals of a Brief Intervention
When there are signs of potential risks and/or existing harms, provide early
intervention
If ultimately in line with what motivates the individual, prompt contemplation
of change
If ultimately in line with what motivates the individual, prompt commitment to
change or even initial action

Reduce resistance/defensiveness

Explore behavior change strategies and discuss skills to reduce harms
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What Does All of This Mean?
• A conversation with a student can impact health
• You don’t have to deliver an intervention per se – you
might plant a seed or a student might connect with
resources
• The important thing is having that conversation and the
tone/style/approach of that conversation
• Fortunately, brief intervention strategies can guide
these

What Does All of This Mean?
• Research utilizing non-clinicians in the delivery of these
interventions show clear impact
• Conversation can lower defensiveness
• Conversation can keep student open to change
• This sets the student up for success!
• The conversation can be
collaborative, without you
solving the problem for
the person you’re talking to

The Spirit of
Motivational Interviewing
• Direct persuasion is not an effective method
for resolving ambivalence.
• We are directive in helping participants
examine and resolve ambivalence.
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Motivational Interviewing
Basic Principles
(Miller and Rollnick, 1991, 2002)

1.

Express Empathy

2.

Develop Discrepancy

3.

Roll with Resistance

4.

Support Self-Efficacy

Four Principles of
Motivational Interviewing
• Express Empathy
▫ Research indicating importance of empathy
• Develop Discrepancy
▫ Values and goals for future as potent contrast to status quo
▫ Student must present arguments for change

Four Principles of
Motivational Interviewing
• Roll with Resistance
▫ Avoid argumentation
▫ Confrontation increases resistance to change
▫ Labeling is unnecessary
▫ Our role is to reduce resistance, since this is
correlated with poorer outcomes
▫ If resistance increases, shift to different strategies
▫ Objections or minimization do not demand a
response
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Four Principles of
Motivational Interviewing
• Support Self-Efficacy
▫ The students we’re working with are responsible for
choosing and implementing change
▫ Confidence and optimism are predictors of good outcome
in both people involved in a conversation

Four Processes of MI
Engaging

• Establish connection
• Working alliance

Focusing

• Develop agenda
• Maintain direction

Evoking

• Elicit student motivation

Planning

• Commitment
• Actions

Miller & Rollnick, 2012

Motivational Interviewing
• Is NOT a trick
▫ MI is NOT a way of making people
do what you want them to do

▫ MI honors autonomy – cannot remove choice
▫ MI cannot manufacture motivation not already there
▫ MI is not a verb
 You don’t “MI” someone
 or do MI “on” or “to” someone
▫ Rather you do MI “for” or “with” someone
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Motivational Interviewing
• In a nutshell…
▫ Interpersonal style
▫ Not restricted to formal counseling settings
▫ Guided by philosophy and understanding of what triggers change

Motivational Interviewing
• Philosophy of Change
▫ Change occurs naturally
▫ The likelihood that change will occur is strongly influenced by
interpersonal interactions
▫ Empathic, positive interventions seem to facilitate change
▫ People who believe they are likely to change do so
▫ What people say about change is important
▫ MOTIVATION IS FUNDAMENTAL TO CHANGE

Building Blocks for a Foundation
Strategic goal:
• Elicit Self-Motivational Statements

▫ “Change talk”
▫ Self motivational statements indicate an individual’s
concern or recognition of need for change
▫ Types of self-motivational statements are:





Problem recognition
Concern
Intent to Change
Optimism

▫ Arrange the conversation so that students makes
arguments for change
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OARS:
Building Blocks for a Foundation
• Ask Open-Ended Questions
▫ Cannot be answered with yes or no
▫ We do not know where answer will lead
 “What do you make of this?”
 “Where do you want to go with this now?”
 “What ideas do you have about things that might work for you?”

 “How are you feeling about everything?”
 “How’s the year going for you?”
 “Tell me more about that.”
 This is different than the closed-ended “Can you tell me more
about that?” or “Could you tell me more about that?”

What open-ended
questions could you ask
that might prompt
consideration of
“consequences”?

Finding potential hooks: An Example
▫ “What are the good things about ___________ use for
you?”
▫ “What are the ‘not-so-good’ things about
___________ use?”
▫ “What would it be like if some of those not-so-good
things happened less often?”
▫ “What might make some of those not-so-good things
happen less often?”
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OARS:
Building Blocks for a Foundation
• Affirm
▫ Takes skill to find positives
▫ Should be offered only when sincere
▫ Has to do with characteristics/strengths
 “It is important for you to be a good student”
 “You’re the kind of person that sticks to your word”

OARS:
Building Blocks for a Foundation
• Listen Reflectively

▫ Effortful process: Involves Hypothesis Testing
 A reflection is our “hypothesis” of what the other person means
or is feeling

▫ Reflections are statements
 Student: “I’ve got so much to do and I don’t know where to start.”
 One of us: “You’ve got a lot on your plate and feel really
overwhelmed.”
 Student: “Yes, I really wish things weren’t this way” or…
“No, I’m just not really motivated to get things started.”

▫ “Either way, you get more information, and either way you’re
receiving feedback about the accuracy of your reflection.”
(p. 179, Rollnick, Miller, & Butler, 2008)

Reflective Listening:
A Primary Skill
• “Hypothesis testing” approach to listening
• Statements, not questions (so voice goes down)
• Takes hard work and practice
2. What speaker
says

3. What listener
hears

1. What speaker
means

4. What listener
thinks speaker
means

10

Types of reflections…
“I’ve been feeling stressed a lot lately…”
• Repeating
▫ “You’ve been feeling stressed.”

• Rephrasing
▫ “You’ve been feeling anxious.”

• Paraphrasing
▫ “You’ve been feeling anxious, and that’s taking its toll
on you.”

• Focusing on emotional component
▫ “That’s taking its toll on you.”

Motivational Interviewing Strategies
• Reflection
My partner won’t stop criticizing me about my
drinking.
You’re feeling frustrated about that.
-- or -You wish things weren’t that way.
-- or -It feels to you like your partner is always on your case.

Motivational Interviewing Strategies
• Double-Sided Reflection
Student: I’ve been drinking with my friends in my room.
My parents are always lecturing me about it. They’re
always saying that it makes my depression worse.
One of Us: You get a hard time from your parents about
how drinking affects your depression.
Student: Yeah… I mean, I know that it affects my mood a
little, but I don’t drink that much and when I do, I really
enjoy it, you know?
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Motivational Interviewing Strategies
• Double-Sided Reflection
One of us: What do you enjoy about drinking?

Student: I like the fact that it helps me chill out with
my friends.
One of us: So on the one hand you enjoy drinking
because of its social effects, and on the other hand
you’ve noticed that it has some effect on your mood.

OARS:
Building Blocks for a Foundation
• Summarize

▫ Periodically to…
 Demonstrate you are listening
 Provide opportunity for shifting

Scenario: The Flu Shot
AUDIT-C score of 8
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Patient:
Let’s get this shot over with -- no sickness for me! That
waiting room is disgusting, though.
Provider:

What happened in the waiting room? (Open question)

Patient:
Oh, just a lot of coughing people. Plus, I had to wait longer
than I thought, and need to get to the library. I’ve got way too much to do!
Provider:
On top of everything else you have going on, having to wait
wasn’t so helpful for your day. (Reflection)
Patient:

Yes. Exactly….thank you….

Provider:

What’s going on school-wise? (Open question)

Patient:
I’m just getting really behind on stuff. I really want to get into
my major, so I HAVE to turn things around.
Provider:

Doing well academically is really important to you. (Affirm)

Patient:

Yes. And that’s why I feel kind of stupid.

Provider:

What makes you say that? (Open question)

Patient:
I have this paper due, and I keep going out with my friends
instead of staying home to work on it.
Provider:
(Reflection)

You’re getting behind, and aren’t feeling great about that.

Patient:

No. I’m not feeling great. I need better will power.

Provider:

Tell me what you mean. (Open question)

Patient:
We wind up partying. Even when I say I’ll just have one
drink, it turns into more.
Provider:
These nights look good on paper, and you wind up not liking
how you feel when school work doesn’t get done. (Reflection)
Patient:
up.

Right. Then, I get so much farther behind, it just starts piling

Provider:
I want to respect that you wanted to get in-and-out of here
today, though it sounds like you’ve got a lot on your plate and have noticed a
link between going out with friends and not getting done what you want to get
done. Prior to coming in here, you answered some questions about your
drinking…if it’s o.k. with you, I’d like to talk about that for just a minute or two.
(Summary, and asking permission)
Patient:

Sure.

Provider:
I know what you put down on your survey, but before we get
into that, walk me through what a typical week looks like for you in regards to
your drinking. (Open question)
Patient:
Lately, I go out in a pretty big stretch of days. I don’t drink
Sunday, Monday night I have meetings for the student group I’m a part of, and
Tuesday night I don’t drink because of my stupid early Wednesday class. So, I
guess I drink Wednesday through Saturday.
Provider:
How much do you typically drink? Remember from the
survey that a “standard drink” is 12 ounces of beer, 4 ounces of wine, and one
measured shot of hard alcohol. (Open question)
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Patient:
I pretty much only drink hard alcohol. I usually have 3 shots
when I go out, but on Fridays will have 6.
Provider:
So, on average, you drink 4 nights per week – 3 of those
nights, you have 4 shots, and on one night, you have 6 shots. (Summary).

Patient:

That’s right.

Provider:
What are your thoughts about your drinking right now?
(Open question).
Patient:
my first year.

I don’t know. I feel like that’s a lot more than I drank during

Provider:

That concerns you. (Reflection).

Patient:

A little.

Provider:
Well, the reason we ask all students those questions about
alcohol is to be able to identify and talk with students who may be experiencing
some risks or issues related to their drinking. You’re expressing some concern,
and that’s consistent with the responses you filled out. What do you make of
that? (Open question)
Patient:

I’m not like an alcoholic or anything.

Provider:
Your drinking isn’t causing issues to that level. (Reflection
in response to resistance).
Patient:

No. But, I do go out more than I should on school nights.

Provider:
On a scale from 1 to 10, where 1 is not-at-all and 10 is a
great deal, how important would you say it is to make a change in your
drinking. (eliciting change talk).
Patient:

I guess I’d say a 3.

Provider:
What makes it a 3 instead of a 2 or a 1? (another question
to elicit change talk).

Patient:
I really can’t get any further behind in school. If I do, I might
not get into my major.
Provider:
(Reflection)

There are strong academic reasons for making a change.

Patient:

I think that’s true.

Provider:
What do you think would be a step in the right direction for
you, if anything? (Open question)
Patient:
Instead of studying in my room, where everyone knows
where to find me, I could go to the library at night. That’s a lot farther away
from where we normally drink.
Provider:
A new study place will help you stick to what’s most
important. (Reflection)

Patient:

I think so.
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Provider:
Certainly, whatever you choose to do is up to you. It sounds
like you’ve come up with a plan to try and avoid situations in which it would be
too tempting to drink when offered. If it’s o.k. with you, we can check in about
what’s going on with your drinking at the appointment you made in 3 weeks.
(Summary, and making plan to revisit use)
Patient:

OK.

Some examples of effects of marijuana that
can be tied into “hooks,” personally-relevant
reasons to change and/or discrepancies for
students you’re working with

Impact on attention,
concentration, and
memory
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Marijuana and cognitive abilities
• Effects on the brain
▫ Hippocampus
 Attention, concentration, and memory

▫ Research with college students shows impact on these even 24
hours after last use (Pope & Yurgelun-Todd, 1996)
▫ After daily use, takes 28 days for impact on attention,
concentration, and memory to go away (Pope, et al., 2001)
▫ Hanson et al. (2010):
 Deficits in verbal learning (takes 2 weeks before no differences with
comparison group)
 Deficits in verbal working memory (takes 3 weeks before no difference
with comparison group)
 Deficits in attention (still present at 3 weeks)

Meier, et al (2012)

Relationship Between Cannabis Use and
Academic Success
⚫ More frequent marijuana use is associate with
more discontinuous enrollment, skipping more
classes, and lower GPAs (Arria, et al., 2013, 2015)
⚫ Any marijuana use is associated with lower GPA,
and decreasing and frequent marijuana use over
time is associated with less current enrollment
and being less likely to graduate on time (Sureken, et
al., 2016)
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Relationship Between Cannabis Use,
Alcohol Use, and Academic Success
⚫ Alcohol and marijuana are both associated with
lower GPA; when entered in same regression,
effects of alcohol became non-significant (Bolin,
Pate, McClintock, 2017)

⚫ Students using both marijuana and alcohol at
moderate to high levels have significantly lower
GPAs over two years (Meda, et al., 2017)
⚫ Students who moderate or curtail substance
use improved GPA (Meda, et al., 2017)

Mental Health

Cannabis Use Associated with Risk of Psychiatric
Disorders (Hall & Degenhardt, 2009; Hall, 2009; Hall 2013)
• Schizophrenia
▫ Those who had used cannabis 10+ times by age 18 were
2-3 times more likely to be diagnosed with
schizophrenia
▫ “13% of schizophrenia cases could be averted if
cannabis use was prevented (Hall & Degenhardt, 2009,
p. 1388)”

• Depression and suicide
▫ “Requires attention in cannabis dependent” (Hall, 2013)
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Percentage endorsing item as a function of past year
marijuana use
12
9.8

10

8
6
4

4
2.8

2

1.1

1.7
0.6

0
Serious thoughts of suicide

Made any suicide plan

All adults

Attempted suicide

Past year marijuana use

https://www.samhsa.gov/data/sites/default/files/NSDUH-DR-FFR3-2015/NSDUH-DR-FFR3-2015.pdf

Percentage endorsing item as a function of having
(or not having) a substance use disorder

https://www.samhsa.gov/data/sites/default/files/NSDUH-DR-FFR3-2015/NSDUH-DR-FFR3-2015.pdf

Driving after
use
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Impaired driving and duration of effects
• Effects on the brain
 Authors of I-502 set DUI at 5 ng THC/ml of blood for those
over 21 (any positive value for those under 21)
 Why 5 ng? Similarities in impairment to .08% for alcohol
 How long does it take to drop below 5 ng?
 Grotenhermen, et al., (2007) suggest it takes 3 hours for
THC levels to drop to 4.9 ng THC/ml among 70 kg men
 From a public health standpoint, Hall (2013)
recommends waiting up to 5 hours after use
before driving
 New article encourages waiting at least 6 hours after use
(Fischer, et al., 2017)

Driving within 3 hours of use

Source: Young Adult Health Survey, 2017 data report

Source: Young Adult Health Survey, 2017 data report
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Released 4/26/17: http://www.ghsa.org/resources/drugged-driving-2017

Substance use and sleep
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With marijuana, two things happen…
Extension of Stage 4 or “deep” sleep and REM deprivation
REM
Stage 1
Stage 2
Stage 3
Stage 4

Angarita, et al., 2016

REM
Stage 1
Stage 2
Stage 3
Stage 4

Angarita, et al., 2016

“The munchies”
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Marijuana’s impact on the body…
• “The munchies” (Mahler et al., 2007)
▫ Stimulation of anandamide

Heart health

29 = beats per minute increase in
heart rate after marijuana use
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Athletic
performance

Showed marijuana use
decreased physiological
work capacity and reduced
maximal exercise duration
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What do the scientists conclude?
“The use of marijuana by the elite athlete prior to
competition may result in danger to that particular
athlete or others as a result of impairment of response or
inappropriate decision making.” (Hilderbrand, 2011, p. 628)
Because of…“decreased exercise performance, possibly
secondary to increases in heart rate and blood pressure,
which may alter perceived exertion, marijuana may be
considered an ergolytic agent.” (Pesta, et al., 2013, p. 10)

Kennedy (2017)
• Found 15 published studies that looked at
effects of THC and exercise
▫ Number that showed improvement in
aerobic performance?
 ZERO.

• No evidence of increased strength or
endurance, and “may impair abilities in
extreme situations” (p. 829)
• No data to support claims of analgesic or
muscle relaxing properties for athletes.
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95 = number of days in which THCCOOH can be detected in urine
(Verstraete, 2006)

Example: Putting the OARS together
• Student: Wow. I had another rough weekend.
• One of us: What happened? (Open Question)
• Student: Everyone seems to be doing better than me. I got
upset, and, like I always do when I get depressed, I drank.
• One of us: You feel like you’re struggling more than everyone
else, and want things to feel different. (Reflection)
• Student: I do! Everyone else seems to be handling academics
as well as having a social life. I can’t do both very well.
• One of us: You’d like more of a balance. (Reflection)
• Student: Exactly.
• One of us: What would that look like? (Open Question)

Example: Putting the OARS together
• Student: I’m not sure, but work hard, play hard is not
working for me.
• One of us: You know what works for you and what doesn’t.
(Affirm)

• Student: I just need to be more disciplined during the
week. Then I can play more on the weekend without
feeling guilty.
• One of us: What could you do differently during the week?
(Open-Ended Question)

• Student: I could pick a time for studying and stick to it,
every day, Monday through Friday. Then, I can let myself off
the hook Friday night and Saturday.
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Example: Putting the OARS together
• One of us: Having a schedule that lets you pace yourself
will give that you that balance you’re looking for. (Reflection)
• Student: I really think it would.
• One of us: So, although the last few weekends have been
rough, you have a plan for moving forward that you feel
good about. If it’s o.k. with you, let’s talk more about what
your schedule could look like. (Summary)

Resistance

Resistance Strategies
• Why is it important to pay attention to resistance?
▫ Research relevant to resistance and outcomes
▫ Motivational Interviewing focuses on reducing resistance
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Types of Resistance
• Argument
▫ Challenging
▫ Discounting
▫ Hostility

• Interruption
▫ Talking over
▫ Cutting off

• Ignoring
▫
▫
▫
▫

• Denial
▫
▫
▫
▫
▫
▫
▫
▫

Blaming
Disagreeing
Excusing
Reluctance
Claiming Impunity
Minimizing
Pessimism
Unwillingness to change

Inattention
Non-response
Non-answer
Side-tracking

Talking with someone you’re concerned
about…

• Do what you can to meet people where they
are in terms of readiness to change
• Talk to a student when he or she is free of
distractions
• Ask open-ended questions
• Don’t make assumptions
• Don’t label behavior
• Don’t judge behavior
• Remain calm and empathic/understanding

Talking with someone you’re concerned
about…

• Describe behavior or specific consequences
• Ask about their thoughts and concerns, and
what they might want to do, if anything
• Be aware of resources on campus
• Be OK with a person not wanting to talk or
accept your referral
• Consult with a supervisor or other staff when
needed
• Be careful not to take on too much
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More on marijuana

Loflin, et al., 2017

Loflin, et al. (2017)
• Asked participants to refrain at least 8 hours before
study
• Told to plan for a variable end (1.5-6 hours depending on
dose they would receive)
• Told they would be in one of three rooms (no dose, low
THC, high THC)
• Cubicles (no interaction), and had to rate music and
comedy clips, color designs, and compute math problems
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Loflin, et al. (2017)
• Used Hemp Pops
▫ Hemp seed oil (no active elements of THC or CBD), glucose
syrup, citric acid, sugar, natural flavors, and colors #2 and
#5

Placebo effects need to be explored
• For example…
▫ Sativa – typically described as uplifting and energetic
▫ Indica – typically described as relaxing and calming

• “We would all prefer simple nostrums to explain complex
systems, but this is futile and even potentially dangerous
in the context of a psychoactive drug such as cannabis”
(Piomelli & Russo, 2016, Cannabis and Cannabinoid
Research)
• Differences in observed effects could be due to other
content (which is rarely assayed) or what is reported to
potential consumers
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Source: SAMHSA NSDUH

High-risk events

Bravo et al (2017)
found:
• More people used
on 4/20 than
weekdays or
weekends
• People reported
more unique
sessions of use on
4/20 than weekdays
or weekends
• People used more
grams on 4/20 than
weekdays or
weekends

Anandamide is an endogenous
cannabinoid that has an impact on the
brain on pleasure, memory, thinking,
concentration, movement, coordination,
and perception of senses and time.

Source:
NIDA, 2017
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ElSohly, M.A., Mehmedic, Z., Foster, S., Gon, C., Chandra, S., & Church, J.C.
(2016). Changes in cannabis potency over the last 2 decades (1995-2014) –
Analysis of current data in the United States. Biol Psychiatry, 79, 613-619.

El Sohly, M.A., Mehmedic, Z., Foster, S., Gon, C., Chandra, S., & Church, J.C. (2016). Changes in
cannabis potency over the last two decades (1995-2014) – Analysis of current data in the
United States. Biol Psychiatry, 79, 613-619.

Washington State Impact Report

www.mfiles.org
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Average potency (nation) = 13.18%
Average potency (Seattle) = 21.62%
Concentrates average potency (nation) = 55.85%
Concentrates average potency (Seattle) = 71.71%

El Sohly, M.A., Mehmedic, Z., Foster, S., Gon, C., Chandra, S., & Church, J.C. (2016). Changes in
cannabis potency over the last two decades (1995-2014) – Analysis of current data in the
United States. Biol Psychiatry, 79, 613-619.

“How addictive
is marijuana?”

33

MaCoun (2013), Frontiers in Psychiatry

DSM-5 Cannabis Use
Disorder Criteria

Mild: 2-3 symptoms
Moderate: 4-5 symptoms
Severe: 6+ symptoms

A quick word about
medical cannabis use
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Welty, et al., 2014 (p. 251)

GMP = “Good Manufacturing Practices”

Authors reviewed published literature and conducted a lit review on
Medline for all articles between 1975 and 2017 that included key words of
“cannabis,” “THC”, “CBD”, “Nabiximol”, “cancer”, and “pain.”
Found five studies that met criteria for inclusion.

Challenges with medical cannabis research
• Schedule I substance
• Lack of dosing guidelines
▫ Ideally, research would need to find a dose that provides
maximum relief with minimal side effects

• As it is, optimal doses seem to vary person to person
• Often are taking many other treatments (medical, herbal, or
otherwise)
• Generalizability is challenging (e.g., 3 of the 5 studies had less
than 50 participants)
• Trials need to consider differences in cannabinoid
pharmacokinetics and pharmacodynamics among individuals
• Standardized and validated evaluation and reporting of sideeffects is warranted
Blake, et al., (2017)
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Side effects documented across
the five studies evaluated in
Blake, et al., (2017), p. 220

Only are recommending
for neuropathic pain,
palliative and end-of-life
pain, chemotherapyinduced nausea and
vomiting, and spasticity
due to multiple sclerosis
or spinal cord injury…
AND
If tried traditional
therapies/treatments
first…
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Separating reported
medical use from
management of
withdrawal

Motivations for Use
• Research team utilized qualitative open-ended responses
for using marijuana among incoming first year college
students to identify which motivations were most salient
to this population

Lee, Neighbors, & Woods (2007)

Motivations for Use
Enjoyment/fun
Social
enhancement
Boredom

Altered
perception
Activity
enhancement

Image
enhancement
Celebration
Lee, Neighbors & Woods (2007)

37

Motivations for Use

Relaxation (to
relax, helps me
sleep)
Coping
(depressed,
relieve stress)

Food motives
Anxiety reduction
Medical use
(physical pain,
have headache)
Habit

Lee, Neighbors & Woods (2007)

Withdrawal: Cannabis

Drug Interactions
• Potentiation
▫ Occurs when one has used two drugs that
work in the same direction
 Alcohol + Marijuana

• Instance where 1+1 > 2
• Marijuana and alcohol used at the same
time “can result in excessive CNS
depression” (Seamon, et al., 2007, p. 1041)
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Opportunities and lessons
learned:

How you talk about
marijuana matters…a lot!

Discussing marijuana…word choice
matters
• “Do you smoke marijuana?”
▫ A person who uses edibles daily can honestly say “no”
▫ If screening with a yes/no, consider “do you use
marijuana?”

• “Do you use marijuana?” or “have you used marijuana?”
followed by, “What does your marijuana use look like?”

How Can We Use This
Information to Prevent &
Reduce Harm from Marijuana?
• Reduce Motivation to Use/Misuse
▫ Already signs of some efforts of wanting to change:
 Tried to set limits on use

 Those using 2-3 times per month or less: 34.1%
 Those using weekly or more: 54.0%
 Tried to cut down

 Those using 2-3 times per month or less: 27.0%
 Those using weekly or more: 39.5%

▫ Effective coping; healthy alternatives
Data Source: DBHR/UW Washington Young Adult Health Survey
Slide content: Kilmer & Larimer presentation to Strategic Prevention Enhancement Meeting (July 2016)
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How Can We Use This
Information to Prevent &
Reduce Harm from Marijuana?
• Increase motivation to change for those
using more heavily or at risk for addiction
▫ Brief Motivational Interventions show promise
 Pilots of brief interventions with mandated students
(e.g., Marijuana and Other Drug workshop)
 In-person, personalized feedback interventions with
facilitators trained in motivational interviewing (e.g., Lee,
et al., 2013)

▫ Chance to provide education about addiction and
withdrawal

Social norms: Perception versus reality
• People are influenced by their subjective
interpretation of a situations rather than by the
actual situation (Lewin, 1943).
• We are influenced by our perception of others’
attitudes, behaviors, and expectations rather than
by their actual attitudes, behaviors, or
expectations.
• Our perceptions and interpretations are often
inaccurate.
Source: Neighbors & Kilmer (2008)

Norms Clarification
• Examines people’s perceptions about:
▫ Acceptability of excessive behavior
▫ Perceptions about the prevalence
of drinking among peers
▫ Perception about the
rates of drinking by peers

40

NORM PERCEPTION
• In survey of 5990 participants, 67.4% of students said
the hadn’t used MJ in the past year
▫ Thus, “most” students don’t use marijuana

• Only 2% of students got this right!
▫ 98% of students perceived the typical student to use at
least once per year

• Misperceptions were related to use and
consequences

Kilmer, et al. (2006)

Personal marijuana use
(assessed separately from medical use)

Any Personal Marijuana, past year
Cohort 1 (2014): 43.51%
Cohort 2 (2015): 46.29%
Cohort 3 (2016): 44.76%
No significant overall trend, nor differences across cohorts
No significant differences in frequency of use

Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report

Personal marijuana use
(assessed separately from medical use)

Perception remains that the typical person uses:
Percentage of cohort who perceive typical person to use
1x/year or more:
Cohort 1 (2014):
Cohort 2 (2015):
Cohort 3 (2016):

97.59%
97.58%
98.39%

Percentage of cohort who perceive typical person to use
1x/week or more:
Cohort 1 (2014):
Cohort 2 (2015):
Cohort 3 (2016):

52.84%
47.24%
54.37%

Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report
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Data Source: DBHR/UW Washington Young Adult Health Survey 2017 data report

Past year personal marijuana use by age group
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** Significant interaction (p<.05) – no change for those under 21, but for those over 21,
there is an increasing linear trend in marijuana use over time/cohort (p<.05); additionally,
the difference is statistically significant for cohort 4 vs. cohort 1 (p<.01).**

Data Source: DBHR/UW Washington Young Adult Health Survey 2017 data report

Past month personal marijuana use by age group
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** no linear trend over time for those 18-20; among those 21-25, we see a significant increasing trend
over time in at least monthly use (p<.05) and, when treating cohort as a dummy variable, we also see a
significant difference between Cohort 4 and Cohort 1 (p<.05) **

What are some of the
things that contribute to
norms related to
marijuana in
Washington?
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“It’s just weed…”
or
“It’s not addictive…”

From a state legislator outside of
Washington:
“Low dependence rates:

A study by researchers at the National Institute on Drug
Abuse (Anthony, Warner, & Kessler 1994) found that among
people who had ever used marijuana, 9% had experienced
marijuana dependence at some point in their life. ”
DSM-I: 1952
DSM-II: 1968
DSM-III: 1980
DSM-III-R: 1987
DSM-IV: 1994
DSM-IV-TR: 2000
DSM-V: 2013

From a state legislator outside of
Washington:
“Low dependence rates:
A study by researchers at the National Institute on Drug
Abuse (Anthony, Warner, & Kessler 1994) found that among
people who had ever used marijuana, 9% had experienced
marijuana dependence at some point in their life. ”
DSM-I: 1952
DSM-II: 1968
DSM-III: 1980
DSM-III-R: 1987
DSM-IV: 1994
DSM-IV-TR: 2000
DSM-5: 2013
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El Sohly, M.A., Mehmedic, Z., Foster, S., Gon, C., Chandra, S., & Church, J.C. (2016). Changes in
cannabis potency over the last two decades (1995-2014) – Analysis of current data in the
United States. Biol Psychiatry, 79, 613-619.

“News” articles, particularly
alongside pro-health
messages
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May 2017 Seattle Metropolitan Magazine

Seattle Times, March 16, 2017

Seattle Times, March 16, 2017
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Emergence of more visible
“open-air drug market”
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KING 5, 12/6/12:
“…At least for now, Seattle Police plan to look the other way on the latter part until people get used
to the new law.”
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On 4/21/15 from
Seattle Times:
“City officials and
business leaders say
they are embarking
on an ambitious
effort to shut down
open-air drug
dealing and
associated crime in
Seattle’s downtown
core with its new ‘9½
Block Strategy.’”

“Seattle residents and
visitors should not be
forced to navigate a
dangerous open-air
drug market between
the downtown retail
core and Pike Place
Market,” Murray said.
From Seattle Times,
April 23, 2015
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The arrests, dubbed
“Operation
Crosstown Traffic,”
involved
undercover officers
who made 177
purchases of heroin,
meth, marijuana,
crack cocaine and
other drugs from
186 street dealers.”

“Seattle police
arrested 20 alleged
drug dealers this
week…along
University Way.
Eight of the suspects
have been arrested
more than 25 times”
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Source: Seattle Times,
September 4, 2016

Source: Seattle Times
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Source: Seattle Times
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Impact of advertisements,
billboards, and other media
needs to be assessed

Media
Brief summary from Kilmer, J.R., Kilmer, R.P., & Grossberg, P.M.(2014). The
role of media on adolescent substance use: Implications for patient visits.
AM STARs: Adolescent Medicine, 24, 684-697.

Potential role of media
• Impact of media exposure related to alcohol
(including television, advertisements, and movie
content)
▫ In a review of 13 studies, 12 of the 13 showed
media exposure was associated with increased
likelihood of:
 Initiating drinking among abstainers
 Increased consumption among those already drinking
Anderson P, de Bruijn A, Angus K, Gordon R, Hastings G. (2009). Impact of alcohol
advertising and media exposure on adolescent alcohol use: a systematic review of
longitudinal studies. Alcohol and Alcoholism, 44:229-243
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Decisions/messaging by parents

Launched February 2017

GOT IT FROM PARENTS WITH THEIR PERMISSION

Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report
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GOT IT FROM FAMILY

Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report

Where 18-20 year olds get marijuana

Data Source: DBHR/UW Washington Young Adult Health Survey 2017 data report

Source: Healthy Youth Survey, 2016
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Source: Healthy Youth Survey, 2016

Presence of other promarijuana content outside of
designated stores
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Considering why norms matter
in Young Adult Health Survey

Weighted Analyses of
DBHR Young Adult Health Survey
Cohort 1 change from Year 1 (2014) to Year 3 (2016)

Select findings that demonstrate potential shifts within cohort over time

ODDS RATIOS:
Predicting Year 3 marijuana use by five factors at time 1
• ANY MARIJUANA USE, YEAR 3
Predictor
• Physical risk of regular marijuana

OR

p-value

0.71

p<.001

• The more risky they see regular marijuana use, the less likely they are to use

• Psychological risk of regular marijuana

0.59

p<.001

• The more risky they see regular marijuana use, the less likely they are to use

• Perceived ease of access

0.65

p=.001

• The more difficult to obtain marijuana, the less likely they are to use

• Injunctive norms for regular marijuana

0.64

p<.001

• The more they see marijuana use as unacceptable, the less likely they are to use

• Descriptive norms for marijuana

1.08

p=.047

• The higher they perceive norms to be, the more likely they are to use
All models adjusted for age, sex, and baseline level of the outcome
Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report
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ODDS RATIOS:
Predicting Year 3 marijuana use by five factors at time 1
• AT LEAST WEEKLY MARIJUANA USE, YEAR 3
Predictor
OR
• Physical risk of regular marijuana

0.58

p-value
p<.001

• The more risky they see regular marijuana use, the less likely they are to use

• Psychological risk of regular marijuana

0.45

p<.001

• The more risky they see regular marijuana use, the less likely they are to use

• Perceived ease of access

0.54

p=.001

• The more difficult to obtain marijuana, the less likely they are to use

• Injunctive norms for regular marijuana

0.51

p<.001

• The more they see marijuana use as unacceptable, the less likely they are to use

• Descriptive norms for marijuana

1.12

p=.022

• The higher they perceive norms to be, the more likely they are to use
All models adjusted for age, sex, and baseline level of the outcome
Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report

ODDS RATIOS:
Predicting Year 3 marijuana use by five factors at time 1
• NUMBER OF MARIJUANA-RELATED CONSEQUENCES, YEAR 3
Predictor
OR
p-value
• Physical risk of regular marijuana

0.76

p=.001

• The more risky they see regular marijuana use, the less likely they are to experience consequences

• Psychological risk of regular marijuana

0.61

p<.001

• The more risky they see regular marijuana use, the less likely they are to experience consequences

• Perceived ease of access

0.53

p<.001

• The more difficult to obtain marijuana, the less likely they are to experience consequences

• Injunctive norms for regular marijuana

0.69

p<.001

• The more they see marijuana use as unacceptable, the less likely they are to experience
consequences

• Descriptive norms for marijuana

1.1

p=.004

• The higher they perceive norms to be, the more likely they are to experience consequences
All models adjusted for age, sex, and baseline level of the outcome
Data Source: DBHR/UW Washington Young Adult Health Survey 2016 data report

• Special thanks to:
▫ Megan Hopkins
▫ Linda Major
▫ Diane Brown
▫ Amy Brown

Jason Kilmer – jkilmer@uw.edu
Center for the Study of Health & Risk Behaviors
https://depts.washington.edu/cshrb/

Health & Wellness
http://livewell.uw.edu/
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