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Questions to WHO at the 4th Intersessional Meeting on 24 June 2019 
 

5.0 General Questions 
 

China 1) The research on the use of cannabis and cannabis plant in the fields of 
medicine and food, and the research outcomes, according to WHO. 
Elaboration on the evidence that benefits of research and utilization of 
preparations of cannabis are greater than risks. 

2) How to research and develop CBD while reasonably control the amount 
of delta-9-THC in the preparations, given that CBD and delta-9-THC 
exist concurrently in cannabis plant 

Romania on 
behalf of the 
State Parties 
also members 
of the 
European 
Union 

1) How do these recommendations link with the warning issued by the 
International Narcotics Control Board, at the occasion of the launch of 
its Annual Report 2018, of the dangers of non-medical cannabis 
developments? 

2) How will the implementation of these recommendations affect 
cannabis-related products, for example CBD-products, on the market? 

3) Would you think it might be helpful to have a Glossary which lists and 
explains more clearly and separate the cannabis related terms due to 
the medical use or non- medical use (illicit use)? 

4) A lack of clarity was identified in relation to the following aspects 
related to the WHO recommendations on cannabis and cannabis-
related substances:  
- the impact on food products: the current legislation, both at 

international and at national, does not allow the presence of THC in 
food products, including the sorts that are considered technical and 
for food production for example seeds, seed oil, leaves, etc. The 
legislation requires zero presence of THC, however in practice this 
is not feasible and small amount of THC is present in these 
products. For this reason, in some European Union countries 
national THC limits in food exist, whereas in some others do not 
consider the national limit as it would violate international 
conventions.  

- the impact on the use of CBD in food, having in mind that there is a 
high interest of producers in adding CBD to foods. It is to be noted 
that deliberate addition of CBD to food is considered a novel food. 

5) Member States should be able to form their own opinion on the 
relevant information regarding the process and the content of the 
WHO recommendations. This information should be easily accessible 
and understandable also by those who are not scientists or legal 
experts. For example, this information concerns:  
- voting procedures: for example, it should be clear that it does not 

just concern one vote but 6 votes on the 6 recommendations;  
- scheduling and the related control measures;  
- relevant background information on the recommendations: - It is 

not very clear where to find the right information on the WHO - 
ECDD website. The full report and peer reviews, or references to 
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where to find them on the website could also be actively 
distributed.  

6) Since cannabis and cannabis-related substances are not included only 
within the schedules but also within the Conventions themselves, the 
relationship between the re-scheduling recommendations and the 
articles in the Conventions should be clear. For example: how does the 
recommendation on cannabidiol preparations relate to article 28.2 of 
the 61 Convention? (In many countries CBD is produced from the 
flowering tops of industrial hemp.) 

Turkey 1) Any studies by the WHO about the laboratories where genetically 
modified cannabis plants with higher levels of THC are cultivated.  

2) What are the possible and existing methods to cultivate cannabis with 
THC ratios over 0,2-0,3 %? 
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5.1 Cannabis and Cannabis Resin 
 

Canada The Committee recommended maintaining cannabis and cannabis resin in 
Schedule I of the Single Convention on Narcotic Drugs on the grounds of “high 
rates of public health problems arising from cannabis use and the global extent 
of such problems”. Canada notes that the test, set out in article 3 of the Single 
Convention, to determine whether substance should be controlled under 
Schedule I or II, is based on the similarity principle. Article 3, paragraph 3(iii) 
requires the committee to assess whether a substance is liable to similar abuse 
or dependence as other substances in schedule I or II, and whether a substance 
is productive of similar ill effects as substances in schedule I or II. 
 
In light of the requirements set out in the Single Convention, could the 
committee provide clarity on the criteria it relied on to reach its 
recommendations for Schedule I? 
More specifically: 

1) Recognizing that this is not an element of the criteria, Canada would 
nonetheless appreciate insight into the ECDD’s assessment of the public 
health problems associated with cannabis, including how they compare 
with other scheduled substances (e.g. cocaine, fentanyl, heroin and 
morphine) and non-scheduled substances (e.g. alcohol and tobacco)? 

 

2) How does the committee reconcile its recommendation to maintain 
cannabis under Schedule I with the fact that the committee “did not 
consider that cannabis is associated with the same level of risk to health 
of most of the other drugs that have been placed in Schedule I”? 

 

3) Does the committee consider that cannabis is liable to similar abuse or 
dependence and productive of similar ill effects as other substances in 
Schedule II? 

China 1) The considerations for first including cannabis and cannabis resin in 
Schedule IV of the 1961 Convention and whether such considerations are 
considered not valid nowadays 

2) Elaborate the evidence which has indicated that cannabis plant and 
cannabis resin are not particularly liable to produce ill-effects similar to 
the effects of the other substances in Schedule IV, and the factors that 
have been taken into consideration in reaching that conclusion 

3) The criteria, and the relative weight that should be given to such criteria, 
for removing drugs from Schedule IV, noting that WHO also recognises 
the public health problems arising from cannabis use and the global 
extent of such problems. Whether the removal of cannabis from 
Schedule IV would increase the negative effects caused by legalization of 
cannabis, given that the harms of legalization of cannabis in some 
regions and countries have been proved. 

Romania on 
behalf of the 
State Parties 
also members 
of the 

1) In reference to the statement that “…the evidence presented to 
Committee did not indicate that cannabis plant and cannabis resin were 
particularly liable to produce ill-effects similar to the effects of the other 
substances in Schedule IV of the 1961 Single Convention on Narcotic 
Drugs…”,  
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European 
Union 

- could the WHO show and explain the evidence presented to the 
Committee?  

- could the WHO indicate how many studies and which analyzes have 
been taken into consideration?  

- Have studies about adverse events probably derived from cannabis 
consumption, mainly among young people been assessed? 

2) Could the WHO elaborate on why cannabis remains in schedule I and it 
was not recommended to be moved to schedule II? 

Russian 
Federation 

1) How does the current international control regime of cannabis and 
cannabis resin impede access to them for scientific research and 
production of various medical preparations? How do the WHO 
arguments correlate with the fact that since early 2000s the global 
market for medical cannabis has considerably grown and continues to 
expand? Today dozens of pharmaceutical companies worldwide conduct 
clinical research, cultivate and import raw cannabis and increase the 
manufacture of cannabis-based medical products. Nothing in the 
conventions seem to prevent them from expanding these legitimate 
activities. 

2) Assuming that some barriers do exist how will the deletion of cannabis 
and cannabis resin from Schedule IV of the 1961 Singe Convention, while 
they remain in Schedule I, help to remove these barriers? Both Schedules 
envisage similar control measures. The only difference is that Parties 
may adopt any special measures of control which in their opinion are 
necessary in the prevailing conditions in that country. In other words, 
States that consider it appropriate to widely use cannabis for therapeutic 
purposes are allowed to do so provided that they fully comply with the 
specific requirements of Article 28. 

3) For the past decades ECDD has repeatedly reviewed the impact of 
cannabis on public health. Every time it had arrived at the conclusion 
that the available scientific data is insufficient to justify any change in the 
international control of this narcotic drug. What kind of new clinical 
research triggered WHO to suddenly change its position? Could WHO 
provide the list of such publications? Has the WHO carried out 
comprehensive research on medical use of cannabis as well as its side 
effects? 

4) The evidence for cannabis and cannabinoids efficacy for different 
medical conditions (diseases) is very weak - virtually not established. 
Results of clinical trials in this area are controversial with most of them 
having a weak study design. Are there any strong scientific evidence 
based rationales to remove cannabis from Schedule IV of the 1961 Single 
Convention? 

5) Cannabis use entails a number of adverse effects, including psychotic 
disorders. Cannabis and cannabinoids safety has never been well 
documented. Can we be 100% sure that cannabis use for medical 
purposes is safe enough and will not be accompanied by serious health 
problems? 

6) How does weakening of the control measures for cannabis correspond to 
the challenge of countering drug-related criminal activities? Despite the 
current control regime, cannabis remains the most abused drug 
worldwide. It is becoming even more popular among youth. Growing 
potency of its psychoactive ingredients exacerbates the negative effects 
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of its abuse. Don't you think that a risk/benefit ratio is not favourable for 
cannabis re-scheduling? 

Singapore What evidence did the Committee consider as its basis for the recommendation 
that “cannabis resin” be deleted from Schedule IV of the 1961 Convention? 
While the Committee’s report states that the ‘Committee considered 
information regarding the therapeutic indications of cannabis and ongoing 
research into its possible medical applications’, there was no mention of the 
therapeutic indications of cannabis resin or the research done on the possible 
medical applications of cannabis resin. The Critical Review Report contains little 
information on the possible medical applications of cannabis resin. Thus, the 
Committee’s rationale for recommending the deletion of cannabis resin from 
Schedule IV of the 1961 Convention is not clear. 

Thailand In accordance with article 3 of the Single Convention on Narcotic Drugs of 1961 
as amended by the 1972 Protocol, 
a recommendation made by WHO is to delete cannabis plant and cannabis resin 
from Schedule IV of the Convention. Does this mean that cannabis plant will no 
longer be controlled? If so, how can WHO control cannabis-related substances 
without controlling cannabis plant? 

United States 1) In recommending removal from Schedule IV, is the WHO making a 
determination that the liability of cannabis to be abused and to produce 
ill effects is offset by substantial therapeutic advantages not possessed 
by other substances? 

2) Was the ECDD’s recommendation based on the finding that cannabis 
does not share similar liability to produce ill-effects as other Schedule IV 
substances, or on new data showing that the cannabis plant has 
therapeutic use? 

3) The ECDD report says that “cannabis and cannabis resin should be 
scheduled at a level of control that will prevent harm caused by cannabis 
use and at the same time will not act as a barrier to access and to 
research and development of cannabis-related preparation for medical 
use.”  Why does scheduling act as a barrier to access for these purposes, 
when the treaties mandate that countries make scheduled substances 
sufficiently available for medical and scientific purposes?  To be 
consistent with treaty obligations, shouldn't we focus on efforts to 
remove the barriers, not accommodate them? 

4) The report indicates that “preparations of cannabis have shown 
therapeutic potential for treatment of pain and other medical conditions 
such as epilepsy and spasticity associated with multiple sclerosis” as 
partial justification for removing the cannabis plant from Schedule IV.  
Based on the ECDD findings, we are curious why the ECDD did not 
recommend adding these specific preparations with therapeutic value to 
Schedule III? 

5) Did the ECDD consider other factors that warranted keeping cannabis in 
Schedule I? 
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5.2 Delta-9-tetrahydrocannabinol (dronabinol) 
 

Canada The Committee recommended that dronabinol and its stereoisomers (delta-9-
THC) be added to Schedule I of the 1961 Single Convention on Narcotic Drugs 
(Recommendation 5.2.1). 
 
What new evidence let the committee to conclude that a departure from the 
committee’s previous recommendations – namely that dronabinol and its 
stereoisomers be listed under Schedule II of the 1971 Convention (26th and 27th 
meeting) or Schedule III of the 1971 Convention (34th and 35th meetings) – was 
warranted? 

Romania on 
behalf of the 
State Parties 
also members 
of the 
European 
Union 

The WHO has previously reviewed delta-9-tetrahydrocannabinol (THC) on 
multiple occasions, and each time has recommended the scheduling under the 
1971 Convention. In order to recommend placement in the 1971 Convention, the 
ECDD must first consider and reject control under the 1961 Convention. What 
new information caused the ECDD to overrule its three previous conclusions that 
THC should not be controlled under the Single Convention on Narcotic Drugs of 
1961? 
 
In 2006 at the 33rd ECDD meeting, buprenorphine was found to meet the criteria 
for both the 1961 and the 1971 Conventions. The WHO Office of the Legal 
Counsel confirmed that in such a circumstance, the general legal rule of Lex 
posterior supra lex anterior applied to the situation, and that from a legal point 
of view the scheduling of buprenorphine should be continued under the 1971 
Convention. In light of this legal opinion, how has the WHO come to the 
conclusion that THC should be moved from the 1971 Convention to the 1961 
Convention? 
 
For harmonization purposes, the WHO’s Expert Committee on Drug Dependence 
(ECDD) recommends avoiding the division of cannabis and its various constituent 
substances between the various schedules contained in the 1961 and 1971 
Conventions, as is currently the case. It is important to highlight the possible 
consequences of this change in the schedules in terms of perception and 
proportionality regarding the danger posed by these substances. Even though the 
potential for abuse and the level of danger of delta-9-THC and its isomers are 
well established, these substances are now to be placed in Schedule 1 alongside 
substances such as fentanyl analogues, which are far more dangerous and 
represent a far greater potential for abuse. 
 
Although for many years the ECDD had proposed that dronabinol be subject to a 
less restrictive regime, its latest recommendations take quite the opposite 
approach. The ECDD is suggesting that these substance be transferred from the 
1971 Convention on Psychotropic Substances to the 1961 Single Convention on 
Narcotic Drugs, and placed in Schedule I. This molecule is the active substance in 
Marinol (in France, a personal temporary authorisation issued by the National 
Agency for Medicines and Health Products Safety is required to access this drug 
following the failure of other treatments - opioids, tramadol, etc.). 
Delta-9-tetrahydrocannabinol (THC) is the main psychotropic substance 
contained in cannabis. 
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This designation covers four stereoisomers (molecules made up of the same 
atoms but which have different spatial positions): 
(-)-trans-delta-9-tetrahydrocannabinol (also known as dronabinol); 
(+)-trans-delta-9-tetrahydrocannabinol; 
(-)-cis-delta-9-tetrahydrocannabinol; 
(+)-cis-delta-9-tetrahydrocannabinol. 
Of these four, only the first (–)-trans isomer occurs naturally. It is called 
dronabinol when it is obtained synthetically. The other three stereoisomers are 
obtained synthetically. 
Question – What are the reasons for the WHO’s change in position on 
dronabinol? 

United States 1) The WHO has previously reviewed delta-9-tetrahydrocannabinol (THC) on 
multiple occasions, and each time has recommended placement within 
various schedules of the 1971 Convention.  As part of those reviews, did 
the ECDD consider and reject THC for control under the 1961 
Convention?  If so, what information led the ECDD to recommend 
placement in the 1961 Convention during the current review?     

2) Will moving this substance to the 1961 Convention result in additional 
reporting burdens on Member States?  If so, was the ECDD aware of this? 

3) According to paragraph 45 of the WHO document “Guidance on the 
WHO review of psychoactive substances for international control”, “any 
proposal to move a substance from one convention to another should be 
made only if specific new control measures are necessary in order to 
decrease the extent or likelihood of abuse or the use of the substance in 
illicit drug manufacturing, and will not unduly limit availability for 
legitimate medical and scientific purposes.”  What evidence was used by 
the ECDD to meet this criterion? 

4) The leaves of the cannabis plant are explicitly excluded from the scope of 
controls on cannabis in the 1961 Convention, however since the leaves 
contain THC, they are considered to be internationally controlled under 
the 1971 Convention.  Would moving THC from the 1971 Convention to 
the 1961 Convention create a situation whereby the leaves of the 
cannabis plant that contain THC would no longer be internationally 
controlled? 

5) In 2006 at the 33rd ECDD meeting, buprenorphine was found to meet the 
criteria for both the 1961 and the 1971 Conventions.  The WHO Office of 
the Legal Counsel confirmed that in such a circumstance, the general 
legal rule of Lex posterior supra lex anterior applied to the situation, and 
that from a legal point of view the scheduling of buprenorphine should 
be continued under the 1971 Convention.  In light of this legal opinion, 
how has the WHO come to the conclusion that THC should be moved 
from the 1971 Convention to the 1961 Convention? 

6) The ECDD report specifically cites facilitating the implementation of the 
control measures of the Conventions in Member States as an impetus for 
this recommendation, however, the World Health Organization is 
empowered by the Conventions to deliver “an assessment of the 
substance, including the extent or likelihood of abuse, the degree of 
seriousness of the public health and social problem and the degree of 
usefulness of the substance in medical therapy”, and this assessment is 
“determinative as to medical and scientific matters”.  From where does 
WHO derive legal authority to make recommendations based on the ease 
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with which Member States are able to implement the control measures 
of the Conventions? 

7) If this recommendation is approved by the CND, but the later 
recommendation to add pharmaceutical preparations of cannabis to 
Schedule III is not taken, what would be the effect? 
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5.3 Tetrahydrocannabinol (isomers of THC) 
 

Romania on 
behalf of the 
State Parties 
also members 
of the 
European 
Union 

Does the term “tetrahydrocannabinol” refer only to the active substance 
extracted from the cannabis plant both for medical or non-medical use (illicit 
use)? 

Russian 
Federation 

Have there been any precedents of rescheduling narcotic drugs and 
psychotropic substances between the conventions in the past? Does the ECDD 
have the treaty-mandate to produce recommendations on such rescheduling? 

Thailand In accordance with article 3 of the 1961 Convention and article 2 of the 
Convention on Psychotropic Substances of 1971, a recommendation made by 
WHO is to add tetrahydrocannabinol (THC/isomer of delta-9-
tetrahydrocannabinol) to Schedule I of the 1961 Convention and to delete THC 
from Schedule II of the 1971 Convention. How can WHO ensure that it will 
systematically be controlled for legitimate use only? 

United States 1) According to paragraph 45 of the WHO document “Guidance on the 
WHO review of psychoactive substances for international control”, “any 
proposal to move a substance from one convention to another should 
be made only if specific new control measures are necessary in order to 
decrease the extent or likelihood of abuse or the use of the substance in 
illicit drug manufacturing, and will not unduly limit availability for 
legitimate medical and scientific purposes.”  What evidence was used by 
the ECDD to meet this criterion? 

2) In 2006 at the 33rd ECDD meeting, buprenorphine was found to meet 
the criteria for both the 1961 and the 1971 Conventions.  The WHO 
Office of the Legal Counsel confirmed that in such a circumstance, the 
general legal rule of Lex posterior supra lex anterior applied to the 
situation, and that from a legal point of view the scheduling of 
buprenorphine should be continued under the 1971 Convention.  In light 
of this legal opinion, how has the WHO come to the conclusion that THC 
should be moved from the 1971 Convention to the 1961 Convention? 

3) The ECDD report specifically cites facilitating the implementation of the 
control measures of the Conventions in Member States as an impetus 
for this recommendation, however, the World Health Organization is 
empowered by the Conventions to deliver “an assessment of the 
substance, including the extent or likelihood of abuse, the degree of 
seriousness of the public health and social problem and the degree of 
usefulness of the substance in medical therapy”, and this assessment is 
“determinative as to medical and scientific matters”.  From where does 
WHO derive legal authority to make recommendations based on the 
ease with which Member States are able to implement the control 
measures of the Conventions? 
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5.4 Extracts and tinctures of cannabis 
 

Argentina With respect to the proposal concerning extracts and tinctures: what is the 
rationale for scheduling preparations containing dronabinol and its stereoisomers 
but not preparations containing THC and its isomers? 

Canada With respect to recommendation 5.4, the committee notes that the definition of 
preparations in the 1961 Single Convention on Narcotic Drugs may cover all 
products that are extracts and tinctures of cannabis as “preparations” of 
cannabis [emphasis added]. 
 
Canada does no have any question for the ECDD with respect to this 
recommendation. However, we not that, should the recommendation be 
adopted by the Commission on Narcotic Drugs, the INCB will need to consult with 
States Parties regarding how best to operationalize the deletion of “Extracts and 
Tinctures” to ensure that all products previously captured under this category 
continue to be covered by the Convention as preparations of cannabis and 
cannabis resin. 

China 1) Removing “extracts and tinctures” of cannabis would seem to deregulate 
all cannabinoids found in cannabis, except those that are/are to be 
regulated under the 1961 Convention (e.g. delta-9-THC and the isomers 
of THC, pursuant to Recommendations (2) and (3)). Is this what 
recommendation (4) intend to achieve? If so, would WHO conduct a 
comprehensive review to support or justify whether other hundreds of 
cannabinoids found in cannabis should be so deregulated 

2) Can more examples be given on “preparations of cannabis”? What 
exactly would they cover? Would they include preparations containing 
cannabis compounds that are extracted or made from cannabis? A 
definition would seem necessary. 

Colombia 1) Recommendation 5.4, as set out in the extract from the report of the 
forty-first meeting of the Expert Committee on Drug Dependence 
(“Cannabis and cannabis-related substances”), is to delete extracts and 
tinctures of cannabis from Schedule I of the Single Convention on 
Narcotic Drugs. Does this mean that the control measures applicable to 
those substances would depend on their THC content? 

2) In relation to the previous question, would requirements for extracts and 
tinctures be estimated on the basis of THC content? 

Romania on 
behalf of the 
State Parties 
also members 
of the 
European 
Union 

1) The Committee noted that, by this definition, the 1961 Single Convention 
on Narcotic Drugs may cover all products that are ‘extracts and tinctures’ 
of cannabis as “preparations” of cannabis and also, if the Committee`s 
recommendation to move dronabinol to Schedule I of the 1961 Single 
Convention on Narcotic Drugs was followed, as “preparations” of 
dronabinol and its stereoisomers”. 
Is this finding supported by an analysis pointing to this effect, or is there 
a need of further analysis in order to validate this finding? 

2) he ECDD report cites as justification for its recommendation that “the 
fact that diverse preparations with a variable concentration of delta-9 
THC are controlled within the same entry “Extract and Tinctures” and the 
same schedule, is a challenge for responsible authorities that implement 
control measures in countries. However, the World Health Organization 
is empowered by the Conventions to deliver “an assessment of the 
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substance, including the extent or likelihood of abuse, the degree of 
seriousness of the public health and social problem and the degree of 
usefulness of the substance in medical therapy”, and this assessment is 
“determinative as to medical and scientific matters”. From where does 
WHO derive legal authority to make recommendations based on the ease 
with which Member States are able to implement the control measures 
of the Conventions? 

3) The ECDD has recommended that extracts and tinctures - currently 
placed in Schedule I of the 1961 Convention and consequently subject to 
the most rigorous control - simply be removed from the scope of 
application of the Single Convention. The ECDD justifies this removal by 
the fact that the term ‘extracts and tinctures’ covers a large variety of 
products (containing very different levels of THC) and that, in order to 
avoid hampering their ‘promising therapeutic applications’ (particularly 
of cannabidiol), it is appropriate to exempt them from control. 
This removal means that products containing very high concentrations of 
psychoactive substances are exempt from control. Moreover, it could 
appear contrary to the intention to subject THC to a more rigorous 
regime while allowing preparations containing it to be exempt from 
control in future (cf. butane hash oil). 

4) By way of reminder, there are numerous ways in which to extract active 
substances from plants: 
- An extract is a preparation obtained through the use of a solvent. 
- A tincture is a preparation obtained through maceration of the plant 

in alcohol for a variable length of time. Highly concentrated tinctures 
can be used in the manufacture of medicines. 

In summary, extracts and tinctures of cannabis cover a large range of 
preparations; the latter are defined under the Single Convention as ‘a 
mixture, solid or liquid, containing a drug’. 
What are the WHO’s arguments in response to the risk that potentially 
highly concentrated products may be declassified? 

Japan If extracts and tinctures of Cannabis are deleted from Schedule I of the 1961 
Convention, those extracts and tinctures can be subject, as “preparations”, to the 
international control, only when they contain delta-9-THC. This can cause some 
problems as follows. How did WHO assess those problem? 

- Whether delta-9-THC can be detected in those extracts and tinctures 
depends on the detection limit. If a competent law enforcement 
authority has highly sensitive detection capacity, even a little amount of 
delta-9-THC can be detected and, accordingly, such extracts and tinctures 
are subject to the control. On the other hand, if the sensitivity of 
detection is low, delta-9-THC cannot be detected and, accordingly, those 
extracts and tinctures are not subject to the control. Those difference of 
detection capabilities among Member States and among their competent 
authorities can bring confusion and challenges to the international 
control system. For instance, a certain extract/tincture can be illicit in an 
importing country, while the same extract/tincture cannot be illicit in an 
exporting country. 

- We need to consider the impact of Tetrahydrocannabinolic acid (THCA), 
which can be easily converted via decarboxylation to delta-9-THC by heat 
or light. THCA is contained in fresh Cannabis. When we extract 
substances from fresh Cannabis, for instance by ethanol, those extracts 
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contain mainly THCA and, on the contrary, a small amount of delta-9-
THC. Those extracts cannot be subject to the international control due to 
its low concentration of delta-9-THC, however there is a risk that THCA in 
those extracts can be easily converted to delta-9-THC. 

Singapore In its report, the Committee recognised that ‘extracts and tinctures’ of cannabis 
include ‘medical preparations such as that containing an approximately equal 
mixture of delta-9-tetrahydrocannabinol (dronabinol; Δ9-THC) and CBD [ie, 
cannabidiol] and non-medical preparations with high concentrations of Δ9-THC 
such as butane hash oil.’ Given that Article 2 of the 1961 Convention 
automatically exempts preparations from certain control measures, what control 
measures does the Committee envisage for non-medical preparations with high 
concentrations of Δ9-THC such as butane hash oil? 

Turkey What are the details of the proposal to remove "Extracts and tinctures of 
Cannabis" from the Table I of the 1961 Convention? 

United States 1) The ECDD report cites as justification for its recommendation that 
“preparations are defined as mixtures…containing a substance in 
Schedule I or II and are generally subject to the same measures of control 
as that substance.  However, the 1961 Convention exempts preparations 
that are not listed in Schedule III from estimates (article 19), statistics 
(article 20), and provisions in articles 29 and 30 relating to licensure for 
manufacture and trade.  What would be the consequence of exempting 
certain preparations of cannabis that are not named in the Schedules of 
the Conventions, such as butane hash oils, from these provisions? 

2) Currently, cannabis extracts that contain delta-9-THC are internationally 
controlled as preparations under Article 3 of the 1971 Convention.  How 
would this recommendation be affected if the Commission were to 
accept the recommendation to move THC from the 1971 Convention to 
the 1961 Convention? 
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5.5 Cannabidiol preparations 
 

Argentina With regard to the proposal concerning preparations containing cannabidiol: as 
currently drafted, the proposed footnote to Schedule I of the 1961 Convention 
does not make clear whether all such preparations would be excepted from 
international control or only those specified by the Member States. What is the 
basis for the proposed exception? 

Canada The committee recommended that cannabidiol (CBD) preparations containing no 
more than 0.2 per cent of delta-9-THC be removed from international controls 
(Recommendation 5.5). The committee noted that CBD preparations from the 
cannabis plant will contain trace amount of THC. The proposed threshold reflects 
the amount of THC found in Epidiolex, recognizing that a 0.15% threshold would 
be difficult to measure for some Member States. 
 

1) Could the committee provide additional information on how it reached 
the proposed threshold of 0.2% and, in particular, whether the 
committee considered this threshold in light of non-pharmaceutical 
preparations available in jurisdictions where individuals have access to 
cannabis for medical purpose (e.g. CBD oil)? 

2) Does the committee consider that the proposed threshold is appropriate 
under all circumstances and for any preparation of CBD? 

China 1) “preparations” is generally defined in the 1961 Convention as “a mixture, 
solid or liquid, containing a drug”. Clarification is sought as to whether 
WHO’s recommendation is to confine the deregulation to 
pharmaceutical preparations. If the intention is to deregulate all 
preparations, medical or otherwise, whether WHO has assessed that all 
substances or products concerned have no adverse health effects 

2) Would there be a quantifiable threshold of CBD being “predominant” 

3) Whether WHO intends to restrict other non-cannabis substances present 
in the CBD preparations concerned, and if so, whether such intention 
should be clearly spelt out (e.g. by making reference to paragraph 3 of 
Schedule III to the 1961 Convention, which states “provided that such 
preparations do not contain any substance controlled under the 1971 
Convention on Psychotropic Substances”) 

4) Whether the removal of CBD would make it over-commercialized, and 
the considerations of WHO regarding the measures to ensure the 
utilization of CBD is for medical or research purpose 

Colombia With respect to recommendations 5.5 and 5.6, which refer to preparations 
containing  
delta-9-THC (dronabinol) and indicate that preparations containing not more 
than 0.2 per cent of delta-9-THC should not be subject to control, can the same 
approach be applied to all stereochemical variants of THC, whether they are of 
synthetic or natural origin? If not, what is the rationale for limiting the two 
recommendations to dronabinol or delta-9-THC respectively? 

Romania on 
behalf of the 
State Parties 
also members 
of the 

1) “Footnote” 
The 1961 Single Convention authorizes the WHO to recommend adding a 
preparation to Schedule III if it finds that the preparation, “because of 
the substances which it contains is not liable to abuse and cannot 
produce ill effects and that the drug therein is not readily recoverable”. 
Given the finding of the 40th ECDD that cannabidiol, as a preparation of 
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European 
Union 

cannabis, is not “liable to similar abuse or…ill effects to substances 
controlled under the 1961 or 1971 Conventions”, why did the WHO 
recommend that preparations considered to be pure CBD should not be 
scheduled instead of recommending placement of these preparations in 
Schedule III? 
 
It seems that the proposal to add a footnote to the 1961 Convention 
differs from how the conventions deal with other substances. A 
reasonable alternative could be that so-called low-grade preparations are 
placed in schedule III of the 1961 Convention, in line with previous 
practice. It is not clear why there is need for a more extensive exception 
than for any other narcotic substance. Why is a more extensive exception 
needed, considering that a) it could have negative implications for the 
possibility to prosecute personal consumption of cannabis in states 
parties where this constitutes a criminal offence and b) the 
criminalisation of the personal consumption of cannabis is purely a 
national matter?  Why is the recommended footnote preferred instead of 
using Schedule III exempted preparations? 

2) “Predominantly” 
The THC amount is specified to not more then 0,2 %, however there is no 
explicit definition of how much exactly is “predominantly”. 
Could this be specified? (e.g. more than 50.0 %, 85.0 % or “pure” which is 
mentioned in the text in Annex I, is “pure” 98.0%). 

3) “Inclusion of THC-acid content?” 
Referring again to the definition of “predominantly” as well as the 
intended use and administration mode - can the preparations referred to 
in this recommendation contain also THCA? (a reference is made to ECDD 
- CRR on cannabis and cannabis resin stating: “THCA is devoid of 
intoxicating properties and is not a scheduled substance. A chemical 
reaction triggered by heat leads to the decarboxylation of […] producing 
the corresponding decarboxylated species […] Δ9-THC as occurs when 
marijuana is smoked or otherwise heated and also the CRR on cannabis 
extracts and tinctures section 4.2.4.” 
 
The limit of 0,2% THC is in line with the limit of THC in Cannabis Sativa L. 
in Council Regulation (EC) No. 73/2009 of 19 January 2009 establishing 
common rules for direct support schemes for farmers under the common 
agricultural policy and establishing certain support schemes for farmers, 
amending Regulations (EC) No. 1290/2005, (EC) No. 247/2006, (EC) No. 
378/2007 and repealing Regulation (EC) No. 1782/2003. But as there are 
different analytical methods to determine the THC concentrations, which 
can give confusion/challenges in practice, we suggest to follow the 
analytic method that was defined in Commission Implementing 
Regulation (EU) No. 809/2014 of 17 July 2014 laying down rules for the 
application of Regulation (EU) No. 1306/2013 of the European Parliament 
and of the Council with regard to the integrated administration and 
control system, rural development measures and cross compliance. The 
method is based on the quantitative determination of Δ9-THC by gas 
chromatography (GC) after extraction with a suitable solvent.  
This method is a warm method, and reveals the total Δ9THC (sum of THC 
and the acid which is predominantly present in the plant and is 
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conversed to THC under heating). As a consequence a suggestion would 
be to:  

➔ Either refer to a limit of 0,2% total THC (THC + THC-acid);  
➔ Either refer to a limit of 0,2 % THC as determined by gas 

chromatography.  
What is the opinion of the WHO on this matter? 

4) “Enlarge exclusion” 
Would preparations with a THC-content not exceeding 0,2 % be generally 
excluded from the control-regime or only preparations with 
“predominantly CBD”? What difference does it make if the preparation 
contains predominantly CBD or other substances that are not under 
international control?   
 
Preparations containing predominantly other cannabinoids like 
Cannabidaverin (CBDV) and not more than 0,2% of delta-9-
tetrahydrocannabinol, could be possible in the future and in the same 
logic they should be excluded. CBDV has no potential of abuse either. We 
suggest reviewing if the reference “containing predominantly CBD” is not 
too narrow. What is the opinion of the WHO on this matter? 

5) “Relation with cannabis and cultivation of cannabis/hemp plants?” 
- In this case, is the WHO going to recommend that cannabis with 

less than 0,2% Δ9-THC, obtained from certified seeds of cannabis 
crops varieties included in the common catalogue of varieties of 
the European Union, is no longer controlled as substances 
included in Schedule I of the 1961 Convention are? 

- Is the strict cultivation regime set out in article 28 of the Single 
Convention on Narcotic Drugs of 1961 applicable to the 
production of such cannabidiol preparations? Would the 
cultivation of the cannabis plant for the purpose of the 
production of such cannabidiol preparations be in line with 
article 28 (2) of the Single Convention on Narcotic Drugs of 1961? 
How else may such products be legally produced? 

- Depending on the strain of the cannabis plant these preparations 
for medicinal use would not necessarily, require purification 
(from THC). Does the recommendation have any implications to 
the cultivation control measures in article 28? (reference is made 
to ECDD CRR of CBD section 2, INCB Annual Report 2018 Chapter 
I, 8. “The treaties set out requirements on States parties as to 
how they may allow the use of cannabis and its derivatives for 
medical purposes. For example, articles 23 and 28 of the 1961 
Convention as amended require that Governments establish a 
national cannabis agency to control the production and regulate 
the supply of cannabinoids for medical use.” and the 1961 
Convention commentary (1973) on article 28 points 2 and 9 from 
the INCB Annual Report 2018: “Cannabis and its derivatives” 
describe all products derived from the cannabis plant. Cannabis 
plant products include the flowering tops (marijuana), 
compressed cannabis resin (hashish), cannabis oils, concentrated 
cannabis extracts (waxes) and edible preparations (e.g. infusions, 
cookies and chocolates). Cannabinoids are substances found only 
in the cannabis plant). 
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6) Since the word “pharmaceutical” is not specifically mentioned, a 
clarification would be appreciated if the recommendation is applicable to 
all preparations (consumer products), containing predominantly CBD and 
with not more then 0,2 % THC? Such preparations would not be 
restricted to medicinal and scientific use according to the conventions. 
(Article 4, paragraph (c), of the 1961 Convention as amended limits the 
use of drugs scheduled under the Convention, including cannabis and its 
derivatives, to medical and scientific purposes. (Source: INCB Report 
2018). 

7) “More evidence on the 0,2% asked” 
We would welcome further information on the evidence base that 
informed the recommended percentage of delta-9-tetrahydrocannabinol 
content permitted within preparations containing predominantly 
cannabidiol which do not fall under international control. 
Could the THC traces contained in cannabidiol-based products and their 
derived forms (including where THC content is lower than 0.2 %) cause 
medium- / long-term side effects in case of regular and/or heavy use? 

8) Does the term “preparations” refer only to the industrial registered 
medicinal products or also to the magistral preparations prepared by the 
pharmacist both under medical prescription? Are “the no-pharmaceutical 
products for no medical use” included? 
 
We wish to clarify what is meant by this type of preparation: 

- does it mean authorised medicines only, such as EPIDIOLEX? 
- alternatively, does this term encompass all types of product that 

are available on the market, are extracted from cannabis, claim 
to contain predominantly CBD and that have a THC content no 
higher than 0.2 %? 

9) Cannabidiol (CBD) is not specifically included in the schedules of the UN's 
International Drug Control Conventions of 1961, 1971 or 1988. 
Nonetheless, where it is prepared in the form of an extract or tincture of 
cannabis, it is currently included in Schedule I of the 1961 Single 
Convention on Narcotic Drugs. 
The WHO indicates that cannabidiol should not be scheduled on the basis 
that it ‘does not have psychoactive properties and has no potential for 
abuse and no potential to produce dependence. It does not have 
significant ill-effects’. 
According to recent articles by Professor Authier, cannabidiol has 
psychoactive properties to the extent that it affects the brain, as 
suggested in particular by its anti-epileptic effects and the side effects 
indicated in respect of Epidiolex. 
It is therefore important to clarify that the psychoactive effect of CDB 
(effect on the brain / CNS) should not be called into question and should 
be distinguished from the potential for abuse and dependence (which is a 
psychoactive effect but not the only one). 
We would therefore like to see the scientific studies on which the WHO is 
basing these claims. 
 
According to the data available, CBD as a substance is unlikely to give rise 
to abuse or harmful effects of the sort caused by the substances included 
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in the 1961 or 1971 Conventions, such as cannabis or THC, respectively. 
Thus, the ECDD has recommended that preparations considered to 
contain pure CBD, and with a THC content no higher than 0.2 %, not be 
included in the schedules of the international Conventions. 
We wish to clarify what is meant by this type of preparation: 

- does it mean authorised medicines only, such as EPIDIOLEX? 
- alternatively, does this term encompass all types of product that 

are available on the market, are extracted from cannabis, claim 
to contain predominantly CBD and that have a THC content no 
higher than 0.2 %? 

 
The ECDD has recommended that preparations considered to contain 
pure CBD, and with a THC content no higher than 0.2 %, not be included 
in the schedules of the international Conventions. 
Could the THC traces contained in cannabidiol-based products and their 
derived forms (including where THC content is lower than 0.2 %) cause 
medium- / long-term side effects in case of regular and/or heavy use? 
 
Furthermore, it should be noted that, although Member States can put in 
place more restrictive legislation, we are concerned about the 
consequences that these changes to the international Conventions would 
have for health, regulation and control, as well as how the public might 
perceive the absence of any classification for cannabidiol. 
 
Generally, removing cannabis and cannabis resin from Schedule IV (whilst 
retaining them in Schedule I) has less of an impact on the controls 
applicable than it does on the message that is sent by reassessing a 
substance as being less dangerous and having therapeutic potential. 

Japan Cannabidiol (CBD) can be easily converted to delta-9-THC by acid and heat. 
Therefore, excluding CBD preparations from the international control raises 
concerns that those preparations can be used for illicit productions of delta-9-
THC. How did WHO assess those concerns? 
The either of the following options can be a possible solution to minimize those 
concerns. 

- CBD preparations should be excluded from the international control, only 
if they are for medical and scientific purposes. 

- CBD preparations should be placed in Schedule III of the 1961 Single 
Convention on Narcotic Drugs, as the same to other pharmaceutical 
preparations of cannabis and delta-9-THC. 

- CBD should be controlled as a precursor of delta-9-THC under the 1988 
Convention against Illicit Traffic in Narcotic Drugs and Psychotropic 
Substances. 

 
With regard to the threshold of 0.2% of delta-9-THC, it must be clear whether this 
threshold counts THCA or not, since THCA can be easily converted to delta-9-THC 
as mentioned above. 

Singapore 1) In its report, the Committee recognised the limited robust scientific 
evidence on the therapeutic use of cannabis. However, the Committee 
also stated that some oral pharmaceutical preparations of cannabis have 
therapeutic advantages for treatment of conditions such as certain forms 
of pain and epilepsy. This recommendation potentially exempts 
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preparations, apart from oral pharmaceutical preparations, from certain 
control measures under the 1961 Convention. Could the Committee 
clarify the intention behind and basis for this recommendation? 

2) We note that Epidiolex, the cannabidiol preparation approved for the 
treatment of childhood-onset epilepsy, contains not more than 0.15% 
Δ9-THC by weight and has no effects indicative of potential for abuse or 
dependence. We also note the Committee’s comment that chemical 
analysis of Δ9-THC to an accuracy of 0.15% may be difficult for some 
Member States. However, what is the Committee’s scientific basis for 
determining the limit of 0.2% by weight of Δ9-THC as the threshold for 
there to be no effects indicative of potential abuse or dependence? For 
reference, the chapter on “Tetrahydrocannabinol” from a standard 
reference book “Disposition of Toxic Drugs and Chemicals in Man” by 
Randall Baselt, 10th Edition, states, ‘THC is the most psychoactive of the 
principle constituents of marijuana (Cannabis sativa) and is contained in 
various parts of the plant in amounts that vary from only traces to as high 
as 12% by weight. It is administered either orally or by smoking in 
approximate doses of 5 – 20 mg, which result in sedation, euphoria, 
hallucinations and temporal distortion.’ Based on the documented dose 
range, a 10 ml intake of a preparation containing not more than 0.2% of 
THC will give 20 mg of THC, which could produce effects indicative of 
potential abuse and dependence. 

Turkey 1) Any studies by the WHO on the medical use of CBD and some other 
chemicals extracted from cannabis.  

2) What is the background of the proposal made by the WHO concerning 
CBD during the 62. CND? What is the scientific assessment by the WHO 
on classifying CBD as a precursor? 

3) What is the scientific assessment by the WHO about the information that 
CBD may convert to THC in the acidic environment of the stomach? 

4) The relevant WHO proposal contains the following text "Preparations 
containing predominantly cannabidiol and not more than 0.2 percent of 
delta-9-tetrahydrocannabinol are not under international control."  What 
are the details and explanations of this proposal? What does the word 
“preparations” in the text suggest? 

United States 1) How was the 0.2% THC threshold determined?  

2) Was the ECDD aware that several states have established low level 
thresholds of THC, ranging from 1% at the high range, 0.5% in the mid 
range, 0.3 in the US, and 0.2% in the EU, perhaps to address the concern 
that there is no "pure" CBD in nature. Is there alternative language that 
could address the ECDD’s concerns while leaving it up to States to 
determine what threshold is appropriate to exempt cannabidiol 
preparations from control? 

3) Can this recommendation be revised to allow countries greater flexibility 
in interpreting what an allowable low threshold for THC content is? 

4) What does the term "preparation" mean as used by the ECDD in its 
recommendation? Is it the same definition used in the Single 
Convention? 

5) Does this recommendation refer to percent by weight or by 
concentration in a solution? 

6) As a practical matter, how are states to determine the percent in growing 
plants?  
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7) Why is it necessary to specify that a substance is not under international 
control, rather than simply not listing that substance in the schedules?  If 
the recommendation to delete “extracts and tinctures” from the 
schedules is accepted by the CND, is this recommendation still 
necessary? 

8) With respect to the precedent of using a footnote to exempt substances 
from control, is there precedent for using a footnote to exempt certain 
preparations (rather than stereoisomers) of a substance from 
international control?  

9) In lieu of a footnote, are there other ways to clarify that preparations of 
cannabidiol are not under international control? 

10) Cannabidiol has no potential for abuse or to produce dependence or 
associated ill-effects, and is only under international control when it is 
prepared as an extract of cannabis.  Article 3, Paragraph 4 of the 1961 
Convention specifies that “If the World Health Organization finds that a 
preparation because of the substances which it contains is not liable to 
abuse and cannot produce ill effects and that the drug therein is not 
readily recoverable, the Commission may, in accordance with the 
recommendation of the World Health Organization, add that preparation 
to Schedule III.”  Do the preparations described in this recommendation 
meet this definition? Please explain why or why not.   
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5.6 Pharmaceutical Preparations of Cannabis and delta-9-

tetrahydrocannabinol (Dronabinol) 
 

Argentina 1) With respect to the proposal concerning pharmaceutical preparations: 
are such preparations considered to include preparations used for 
scientific purposes? 

2) What is the basis for and purpose of the recommendation relating to 
pharmaceutical preparations? 

Canada With respect to recommendation 5.6, the committee recommended that 
preparations containing delta-9-THC (dronabinol) that are compounded as 
pharmaceutical preparations in such a way that delta-9-THC (dronabinol) cannot 
be recovered by readily available means or in a yield which would constitute a 
risk to public health, be added to Schedule III of the 1961 Convention on Narcotic 
Drugs. Canada notes that the 1961 Single Convention on Narcotic Drugs does not 
distinguish between “pharmaceutical preparations” – understood as substances 
subject to pre-market review process – and other types of preparations. 
 

1) By means of this recommendation, does the committee introduce a 
distinction between preparations subject to pre-market approval (e.g. 
SATIVEX and MARINOL) and other types of cannabis-derived 
preparations? 

2) Why did the committee specify “pharmaceutical preparations”, as 
opposed to “preparations compounded in such a way that delta-9-THC 
(dronabinol) cannot be recovered by readily available means or in a yield 
which would constitute a risk to public health”? 

China 1) What is the definition of “pharmaceutical preparations’, and what would 
be the demarcation that distinguishes between pharmaceutical and 
other preparations 

2) Elaboration on the evidence which shows that the use of the 
pharmaceutical preparations containing delta-9-THC mentioned 
(‘Sativex”, “Marinol” and “Syndros”) are not associated with problems of 
abuse and dependence and they are not diverted for non-medical use 

3) Whether it is necessary to set objective and quantifiable limits for the 
amount of delta-9-THC allowed in the preparations concerned, like other 
substances listed in Schedule III 

4) Whether there are any objective and scientific standards to determine 
“readily available means” and “risk to public health” 

5) Whether it is the intention of WHO to restrict the other substances that 
may be present in the preparations concerned, and if so, whether such 
substances could be spelt out in the Recommendation (e.g.  by making 
reference to paragraph 3 of Schedule II which states, “provided that such 
preparations do not contain any substance controlled under the 1971 
Convention on Psychotropic Substances”) 

Romania on 
behalf of the 
State Parties 
also members 
of the 

1) The description is susceptible to different interpretations. All other 
exempted preparations in Schedule III are linked to minimal 
concentrations/dosages, which are clear. Can the WHO explain why this 
description is vague and not related to quantities as it is for other 
exempted preparations in Schedule III? 
 



21 

European 
Union 

It is unclear whether cannabis-based drug preparations can be covered 
by the exception because the active substance does not need to be 
extracted from the product for it to be administered. The proposal to add 
preparations without concentration limits in Schedule III of the 1961 
Convention seems to be new praxis. It is not done for any other 
substance. Why is a more extensive exception needed? Why aren`t 
concentration limits included in the recommendation? 
 
Which would be the quantity limit of Δ9-THC per unit dose, or Δ9-THC 
percentage limit in non-divided presentations, that should contain those 
preparations according to the pattern already established in preparations 
currently listed in Schedule III of the 1961 Convention on Narcotic Drugs, 
such as the codeine, cocaine, opium or morphine preparations? 

2) This kind of preparations can be abused, certainly if patients do not use 
them in a correct way. Some extracts of the Summarize of Products 
Characteristics of Sativex (SmPC) state the following: Patients who have a 
history of substance abuse, may be more prone to abuse Sativex as well 
(see section 5.1). In a study designed to identify its abuse potential, 
Sativex at a dose of 4 sprays taken at one time did not differ significantly 
from placebo. Higher doses of Sativex of 8 to 16 sprays taken at one time 
did show abuse potential comparable to equivalent doses of dronabinol, 
a synthetic THC. In a QTc study a dose of Sativex 4 sprays over 20 minutes 
twice daily was well-tolerated, but a substantially supratherapeutic dose 
of 18 sprays over 20 minutes twice daily resulted in significant 
psychoactivity and cognitive impairment. We do not find it appropriate 
to exempt preparations if their SmPC reveals possible abuse. Can the 
WHO explain why the information in the SmPC has been ignored? 

Japan The range and scope of “pharmaceutical preparations” to be included in this 
category is not clear. This can lead to a risk that preparations which produce ill-
effects, dependence and abuse potential and/or which do not have enough 
therapeutic evidences can be included in this category. How did WHO assess that 
risk? 
The following actions are necessary to address the risk. 

- A threshold of concentration of delta-9-THC should be applied to 
“pharmaceutical preparations of cannabis and delta-9-THC” in as the 
same manner to other preparations currently placed in Schedule III. The 
appropriate threshold of concentration needs to be proposed by 
WHO/ECDD after additional study on it. 

- In order to clarify the definition of “pharmaceutical preparation”, the 
condition such as “pharmaceutical preparations approved by competent 
authorities” should be added. 

Singapore 1) By what means can it be determined whether Δ9-THC (dronabinol) can or 
cannot be recovered by readily available means, or whether the yield 
would constitute a risk to public health? Are there any international 
standards or methodologies to enable laboratories or competent 
authorities make this determination? 

2) How does the Committee intend to list such preparations in Schedule III 
of the 1961 Convention? In other words, how would the specific item 
listed in Schedule III of the 1961 Convention be worded? 

3) Does the Committee intend to recommend a ‘per dosage unit’ of Δ9-THC 
and the ‘concentration level’ for this preparation, in line with how 
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preparations are currently described in Schedule III of the 1961 
Convention? 

4) Does the Committee intend to recommend the insertion of a definition of 
the term ‘pharmaceutical preparation’ to guide Member States’ 
interpretation of the type of Δ9-THC preparations that would be caught 
under Schedule III of the 1961 Convention? 

5) Does the Committee intend to make recommendations as to how 
Member States may determine if a risk to public health is constituted? If 
Δ9-THC is recovered from a preparation in a yield that would constitute a 
risk to public health, would such a preparation be considered a 
‘preparation’ within the meaning of Article 2, paragraph 4 of the 1961 
Convention? 

6) Could the Committee clarify if the ‘preparations’ in both 
Recommendations 5.5 and 5.6 are intended to be confined to 
preparations for therapeutic (ie, medicinal) use which have been 
scientifically tested for safety and efficacy? 

Thailand Regarding the article “Preparations produced either by chemical synthesis or as 
preparation of cannabis, that are compounded as pharmaceutical preparations 
with one or more other ingredients and in such a way that delta-9-
tetrahydrocannbinol (dronabidol) cannot be recovered by readily available 
means or in a yield which would constitute a risk to public health”, dronabidol 
will be added to Schedule 3 of the Single Convention on Narcotic Drugs of 1961 
as amended by the 1972 Protocol. Because the article mentions that the 
pharmaceutical formulations must be made from only substances in Schedule 1, 
will dronabinol still possibly be used for the formulations? 

United States 1) These preparations are already controlled under article 3.2 of the 1971 
Convention as preparations containing delta-9-THC.  Is this 
recommendation meant to be contingent on approval of the 
recommendation to move delta-9-THC to the 1961 Convention? 

2) If so, can we adjust the language of the recommendations to make that 
clearer? 
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5.7 Questions addressed to INCB 
 

Romania on 
behalf of the 
State Parties 
also members 
of the 
European 
Union 

Cannabidiol API 
In countries like the UK and USA, pure Cannabidiol API (white powder) is 
considered as a narcotic for which import/export authorisations are required. On 
these import/export authorisations the CBD must be calculated back towards 
cannabis base substance. This means that: 
- other countries’ estimates of cannabis are affected by an import of a 

substance (CBD) which is not scheduled in their drugs legislation.  
- discrepancies in import/export statistics between countries appear.  

Could this matter be clarified with the INCB? Does the INCB have a clear point of 
view on this matter? 

 


