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Questions in preparation and follow-up of the  

5th Intersessional Meeting on 23 September 20191  

submitted after 19 August 2019 

- Structured version - 
 

A. Questions to WHO 

5.0 General questions 

China 1) Under the impact of recreational cannabis legalization on global drug control, is the 
current global situation of adolescents using cannabis under control? How can we 
effectively prevent teenagers from using drugs, especially cannabis? What are the 
WHO and INCB positions and recommendations? 

2) How do WHO and INCB determine that rescheduling Cannabis in the international 
drug control conventions could reduce cannabis abuse? Is there any research and 
evidence to prove its effectiveness? 

3) As in some of those countries with recreational cannabis legalization, the number of 
adolescents who abuse cannabis or synthetic cannabis has not decreased, and 
cannabis price in the illegal market being lower than the legal one in some of those 
countries. For this situation, what opinion and countermeasures do WHO and INCB 
have? 

4) For medical use of cannabis in some countries, due to poor management, some has 
flowed into the illegal drug market. Does it reflect that legal regulation cannot 
guarantee the effective management and operation of the market? Then, should the 
management be formulated for contracting countries to apply and comply before 
rescheduling Cannabis in the international drug control conventions? 

5) In response to the recreational cannabis legalization in some countries, a large number 
of cannabis products, such as candy, cakes, etc., contain high level of THC than 
cannabis. How would WHO and INCB respond to the possible health problems and 
medical burden caused by the addiction? 

Japan We appreciate that the WHO recommendation is aimed at rationalization of regulations 
concerning THCs regardless of their origin (natural material or chemical composition). In this 
context, how should synthetic cannabinoids, which are currently placed in Schedule II of 1971 
convention (e.g. ADB-FUBINACA, FUB-AMB, etc.), be regulated under the conventions? 

                                                           
1 These questions built up on the answers already provided by WHO, INCB and UNODC during and after the 4th intersessional 
meeting on 24 June 2019, namely (1) WHO’s answers to questions submitted before the 4th intersessional meeting, circulated 
on 2 July 2019; (2) INCB’s answers to questions submitted before the 4th intersessional meeting, circulated on 2 July 2019; 
(3) WHO’s answers to the follow-up questions asked during the 4th intersessional meeting and submitted in writing by 27 June 
2019, circulated on 30 July 2019; (4) UNODC’s answers to the follow-up questions asked during the 4th intersessional meeting 
and submitted in writing by 27 June 2019, circulated on 30 July 2019. 
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5.0 General questions 

Nigeria 1) How would the recommendation and the alleged therapeutic use of cannabis outweigh 
the ill effects associated with its consumption which poses serious threat to public 
health? 

2) Do we have scientific evidence on the consequences of the therapeutic use of 
cannabis? 

3) Is the WHO worried about the implication of any negative perception to cannabis 
rescheduling in view of the persistent increase in its abuse? 

4) If the recommendation is considered a minimum requirement for member states as 
alleged by WHO, what is the use of it when the impact and abuse remain global? 

5) If the basis of the WHO’s decision was to ensure availability, is the recommendation 
the only means of addressing the challenge in view of the persistent increase on abuse 
under the current control regime? 

6) Against the backdrop of perceived lack of clarity and ambiguity in the recommendation, 
would the WHO consider withdrawing the recommendations for further review based 
on better scientific evidence, clearer vision, and proper assessment of the 
implications? 

Pakistan What is the scientific evidence to prove that benefits of research and utilization of preparations 
of cannabis are greater than its risks? 

Russian 
Federation 

1) Is there anything unique in cannabis and its preparations that another drugs can’t do 
for treating conditions like pain, epilepsy, spasticity, nausea/vomiting, etc.? 

2) Cannabis is one of the most commonly abused drugs in the world and has some other 
negative effects (adverse events). In terms of risk/benefit ratio, is there any evidence 
based fundamental advantages of cannabis and its preparations over the other drugs 
already approved to treat conditions I mentioned in the Question 1 ? 

3) 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 from these legitimate 
activities. 

4) 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 
the 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? 

 

5.1 Cannabis and Cannabis Resin 

Colombia Having in mind the definition for cannabis resin from the Single Convention on Narcotic drugs, 
and its critical review report form 41st ECDDA meeting, is the term “cannabis resin” only 
applicable when it is obtained from cannabis plants without any solvent? 

Russian 
Federation 

1) 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? 

2) Cannabis use entails a number of adverse effects, including psychotic disorders. 
Cannabis and cannabinoids safety has never been well documented.  
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5.1 Cannabis and Cannabis Resin 

Can we be 100% sure that cannabis use for medical purposes is safe enough and will 
not be accompanies by serious health problems? 

3) 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 of its abuse.  
Don't you think that a risk/benefit ration is not favourable for cannabis re-scheduling? 

4) Why was the argument about alleged barriers to scientific research and medical use of 
cannabis, which was initially used by the WHO, replaced by the principle of similarity? 

Singapore Would recommendation 5.1 change any barriers of access to cannabis for medical and 
scientific purposes? And if so, in what ways? 

 

5.2 Delta-9-tetrahydrocannabinol (dronabinol) 

China Please provide evidence in support of the need to reassign dronabinol and THC from the 
schedules of the Convention on Psychotropic Substances of 1971 (“the 1971 Convention”) to 
Schedule I of the 1961 Convention. The “WHO responses to CND on the 41st ECDD 
recommendations” document notes that paragraph 45 of the 41st ECDD report clearly states 
that “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.” In that regard, please provide 
evidence explaining the need to reassign dronabinol and THC from the schedules of the 1971 
Convention to Schedule I of the 1961 Convention and how to effectively reduce the extent or 
possibility of their abuse or use in illicit drug production. Please also provide a response as to 
whether the reassignment of the two substances from the 1971 Convention to the 1961 
Convention, and the placement of cannabis preparations under Schedule III of the 1961 
Convention, will result in the relaxation of controls on cannabis and cannabis substances. 

Japan According to the WHO recommendation, preparations containing delta-9-THC should be listed 
in Schedule III of 1961 Convention. However, all of the preparations included under Schedule III 
of the convention are clearly defined by the contents or concentrations. What specification does 
WHO consider to be applied to the preparations containing delta-9-THC? 

Russian 
Federation 

Does the ECDD have the treaty-mandate to produce recommendations on rescheduling 
narcotic drugs and psychotropic substances between the conventions? 

Singapore 1) The Committee stated that some synthetic cannabinoids currently listed in Schedule II 
of the 1971 Convention e.g. JWH-018, AM-2201, and ADB-CHMINACA may have 
'have effects more similar to amphetamine and amphetamine analogues than to delta-
9-THC (such as the cardiovascular and stimulant effects) and other effects more 
similar to hallucinogens such as LSD than to delta-9-THC (such as the extent and 
likelihood of hallucinations)'. Therefore, the ECDD concluded that these synthetic 
cannabinoids should remain in the 1971 Convention as amphetamine and LSD are 
scheduled under the 1971 Convention. What evidence did the ECDD consider to reach 
this conclusion that synthetic cannabinoids had effects more similar to amphetamine 
and amphetamine analogues? 

2) Would synthetic cannabinoids or other NPS found to have effects that are similar to 
delta-9-THC or its stereoisomers be moved into the 1961 Convention in the event 
recommendation 5.2 and 5.3 are accepted? 
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5.3 Tetrahydrocannabinol (isomers of THC) 

United 
States 

Currently, cannabis plants cultivated for industrial purposes are not controlled under the Single 
Convention.  The WHO/ECDD’s recommendation to add THC to the 1961 Convention schedule 
does not address whether the intent is to overcome this exemption.  We are concerned that by 
adding THC to the 1961 schedule, without some explanation addressing this issue, 
implementation of the Single Convention would be subject to inconsistent interpretation and 
application.  Considering that many governments are looking at regulating CBD production, this 
confusion would come at a most inopportune time.  Would either the WHO/ECDD or the INCB 
have language to offer that might clarify this issue? 

 

5.4 Extracts and tinctures of cannabis 

China We note that WHO “was not seeking to decrease the level of control of any cannabis-related 
substance or narrow the scope of control” through this recommendation, since preparations 
(which, according to WHO, include extracts, tinctures and products derived without the use of a 
solvent but by application of heat and pressure) of cannabis are also covered by the 1961 
Convention by virtue of its Article 2(3). However, as “preparation” is defined as “a mixture, solid 
or liquid, containing a drug” (Article 1), we are not sure if this definition can, as a matter of 
interpretation, cover all “extracts and tinctures of cannabis”. For instance, is butane hash oil – 
the example quoted by WHO as an extract of cannabis – a mixture containing cannabis (i.e. 
flowering or fruiting tops of the cannabis plant), or a mixture made from cannabis? If the latter  
(i.e. mixture made from cannabis) does not cover the former (i.e. mixture containing cannabis), 
the retention of “extracts and tinctures of cannabis” can cover substances or products that are 
made from cannabis (whether they contain cannabinoids explicitly listed in Schedule I or 
otherwise) which would be regulated under the 1961 Convention.  
WHO may wish to provide clarification on this issue. 

Colombia Regarding the 5.4 recommendation of the 41st ECDDA report, to delete Extracts and tinctures of 
Cannabis from Schedule I of the 1961 Single Convention on Narcotic Drugs, based on the 
argument that those extracts and tinctures can be better considered as cannabis preparations: 

 
1) How can extracts and tinctures of cannabis be recognized as a “mixture, solid or liquid, 

containing cannabis” if cannabis, as the plant material, needs to be destroyed in order 
to separate cannabinoids and bring them into a new matrix? 

2) What might be the practical difference between classifying tinctures, oils, extracts and 
all the different products like distillates, rosin, etc. that ECDDA described in the critical 
review report, either as cannabis preparations or as cannabis resin preparations? 

3) If recommendations 5.2.1, 5.2.2, 5.3.1 and 5.3.2 around reclassification of 
tetrahidrocannabinols are approved might tinctures, oils, extracts, distillates etc. also 
be considered as tetrahydrocannabinol preparations? 

4) If countries have different interpretations of which narcotic drug, those preparations 
come from, how can this impact the harmonization and effective cooperation when it 
comes to import/export authorizations, estimates and statistics, especially when it is 
necessary to express the exact content of the narcotic drug?  

 

5.5 Cannabidiol Preparations 

China 1) Please provide supplementary experimental data on the non-psychoactive properties 
of cannabidiol. Since WHO has not yet provided laboratory research data on the non 
psychoactive properties of cannabidiol, please provide relevant supplementary 
research and data. Also, since current information indicates that cannabidiol 
preparations usually contain trace amounts of tetrahydrocannabinol (THC), please 
provide related research reports or experimental data establishing the dependence 
potential of cannabidiol preparations containing trace quantities of THC. 



5 

5.5 Cannabidiol Preparations 

2) Whether WHO intends to restrict other cannabis compounds (e.g. cannabinoids other 
than THC) and 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”). 

European 
Union 

It is not clear why there is need for a more extensive exception for preparations containing 
predominantly cannabidiol 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? 

Japan Is there no possibility for the risk of substance abuse to increase due to exempt all CBD from 
the Conventions? Technically, as Russian Federation pointed out, CBD has a potential to be 
easily converted to THC even if there have been no published reports that the method has been 
used illegally for converting CBD to THC. 
 
Therefore, we would like to suggest you to exempt, for example, only medical applications from 
the restriction in order to minimize the risk of drug abuse. 
 
Furthermore, WHO does not seem to consider that the conversion of CBD to THC has a public 
health risk according to the response to the question form Russian Federation. However, a 
high-yield method for conversion of CBD to THC is published in 2008 (Webster et al. 
CONVERSION OF CBD TO ∆8-THC AND ∆9-THC. U.S. Patent 7,399,872 B2). Although the 
methods are different, doesn’t WHO still consider that the CBD conversion to THC has a 
significant risk of public health? 

Russian 
Federation 

Even though CBD does not satisfy criteria for control conditions, it might be relatively easy 
converted into controlled cannabinoids. Don’t you think it might therefore be considered as a 
sort of precursor? 

United 
States 

The WHO has stated that CBD is not controlled, if the CBD is produced synthetically or if it is 
derived from cannabis plants produced for industrial or horticultural purposes. 
 

1) It is our understanding that synthetically produced CBD will contain some quantity of 
synthetic THC, currently controlled under the 1971 Convention.  By moving THC to the 
1961 Convention, does this distinction disappear? 

2) The definitions of "cannabis" and "cannabis resin" in the Single Convention are 
described as either "of" or "obtained from" the cannabis plant, and thus do not include 
chemical compounds not derived from the cannabis plant.  Would the ECDD agree 
that, notwithstanding usage in the scientific community, the substance controlled under 
the 1971 Convention is THC not already under control, that is, synthetically occurring 
THC?  Would it be helpful if the Commission issued clarifying guidance to this effect? 

3) Further, does the ECDD agree that based on the above, the same thread applies to 
CBD, and accordingly, unless the Commission takes specific action to amend the 
scheduling of cannabis and cannabis resin to reflect the exclusion of non-psychoactive 
compounds having no liability to abuse, that CBD will remain subject to the same 
controls as the cannabis from which it is derived?   

4) The recommendation of the ECDD to remove CBD with .2% THC addresses the issue 
of THC when present in CBD but does the ECDD agree that this remedy does not 
expressly remove CBD from control under the Single Convention?  An amendment to 
the schedules noting that the controls do not extend to compounds found by the 
WHO/ECDD to be non-psychoactive, such as CBD, would not address the problem of 
CBD containing small amounts of THC.  Given that many governments have already 
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5.5 Cannabidiol Preparations 

identified a threshold for THC content below which a preparation will not be considered 
as requiring control, and the Conventions acknowledge the principle that the definitions 
of offenses are to be consistent with the domestic law of each state party, could the 
intent of the ECDD be achieved by acknowledging that each party may decide whether 
to establish a threshold, and if it does so, to determine what that threshold should be?   

5) Finally, if THC was added to the 1961 schedule, would that not add to the confusion 
concerning the control of CBD, which, although not listed, would still be subject to 
controls absent some action by the CND since CBD might contain the threshold 
amount of THC?  

 

5.6 Pharmaceutical Preparations of Cannabis and delta-9-tetrahydrocannabinol 
(Dronabinol)Cannabidiol Preparations 

China 1) Article 3(4) of the 1961 Convention reads –  
“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 (paragraph 3) 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.” 

 
It appears that in recommending a substance to be placed in Schedule III, WHO 
should have found it to have met the criteria in Article 3(4). The current formulation in 
Recommendation 5.6, with no objective and quantifiable limits of THC, can apply to a 
large variety and number of preparations beyond “Sativex”, “Marinol” and “Syndros”. 
WHO may wish to clarify whether such application is possible, and whether the 
absence of liability to abuse and ill effects of such products has already been 
established in accordance with Article 3(4). 

2) 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 III which 
states, “provided that such preparations do not contain any substance controlled under 
the 1971 Convention on Psychotropic Substances”). 

European 
Union 

The recommendation of WHO to move pharmaceutical preparations of cannabis and dronabinol 
to Schedule III of 1961 convention can be justified with limited availability of crucial medicines. 
Is there evidence that there is availability issues of pharmaceutical preparations of cannabis and 
dronabinol? Is there evidence for extensive use of pharmaceutical preparations of cannabis and 
dronabinol for the therapeutic indications marked on the marketing authorisation of currently 
available medicines or is increasing of prescribing these products for aforementioned 
indications foreseen? 
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B. Questions to INCB 

5.0 General questions 

China 1) Under the impact of recreational cannabis legalization on global drug control, is the 
current global situation of adolescents using cannabis under control? How can we 
effectively prevent teenagers from using drugs, especially cannabis? What are the 
WHO and INCB positions and recommendations? 

2) How do WHO and INCB determine that rescheduling Cannabis in the international 
drug control conventions could reduce cannabis abuse? Is there any research and 
evidence to prove its effectiveness? 

3) As in some of those countries with recreational cannabis legalization, the number of 
adolescents who abuse cannabis or synthetic cannabis has not decreased, and 
cannabis price in the illegal market being lower than the legal one in some of those 
countries. For this situation, what opinion and countermeasures do WHO and INCB 
have? 

4) In response to the recreational cannabis legalization in some countries, a large number 
of cannabis products, such as candy, cakes, etc., contain high level of THC than 
cannabis. How would WHO and INCB respond to the possible health problems and 
medical burden caused by the addiction? 

Nigeria 1) What will the INCB do differently that will improve its efficiency in fulfilling its mandate 
under the drug control Conventions? 

2) Is the INCB worried that WHO made the recommendation despite the INCB 2018 
Report stating that cannabis is not the first line of treatment and could be replaced by 
other non-psychoactive substances? 

3) If the INCB has faced serious challenges of persistent abuse of cannabis under the 
current control regime, is there any guarantee that the recommendation will not further 
aggravate the bad situation? 

 

5.3 Tetrahydrocannabinol (isomers of THC) 

United 
States 

Currently, cannabis plants cultivated for industrial purposes are not controlled under the Single 
Convention.  The WHO/ECDD’s recommendation to add THC to the 1961 Convention schedule 
does not address whether the intent is to overcome this exemption.  We are concerned that by 
adding THC to the 1961 schedule, without some explanation addressing this issue, 
implementation of the Single Convention would be subject to inconsistent interpretation and 
application.  Considering that many governments are looking at regulating CBD production, this 
confusion would come at a most inopportune time.  Would either the WHO/ECDD or the INCB 
have language to offer that might clarify this issue? 

 

5.5 Cannabidiol Preparations 

United 
States 

The WHO has stated that CBD is not controlled, if the CBD is produced synthetically or if it is 
derived from cannabis plants produced for industrial or horticultural purposes. 
 

1) It is our understanding that synthetically produced CBD will contain some quantity of 
synthetic THC, currently controlled under the 1971 Convention.  By moving THC to the 
1961 Convention, does this distinction disappear?  Does the INCB agree that 
synthetically produced CBD is not currently controlled?    

2) As explained by the WHO/ECDD, the intent of its recommendation to add a footnote 
was to address the scientific finding and conclusion related to cannabidiol: specifically 
that CBD does not have psychoactive properties, is not liable to abuse, and does have 
medical utility.  Under these circumstances, we agree that control of CBD under the 
Single Convention would not appear to be consistent with the aims of the Convention; 
however, we have questions concerning the WHO/ECDD’s interpretation of the Single 
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5.5 Cannabidiol Preparations 

Convention, as it applies to preparations containing cannabis or cannabis resin.  Under 
the Single Convention, “cannabis” and "cannabis resin" are both a "drug."  
Furthermore, the Single Convention defines "preparation" as a mixture, solid or liquid, 
containing a drug, "whether natural or synthetic."  Given the definition(s) above, it 
would appear that preparations containing cannabis or cannabis resin, while not 
specifically mentioned in the schedules, are in fact subject to the controls of schedule I 
of the Single Convention.  It would be helpful if the INCB could share their view of this 
provision. 

3) Would the INCB agree that based on the above, if preparations containing naturally 
derived cannabis are already subject to the controls of the Single Convention, it is not 
necessary to schedule THC separately under the Single Convention for naturally 
occurring THC to be controlled?  This would include preparations such as butane hash 
oils, where butane is used to extract cannabis resin from the plant. 
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C. Questions to UNODC 

5.5 Cannabidiol Preparations 

United 
States 

An essential element of recommendation 5.5, as described by the WHO/ECDD during the 
intersessional meeting, is not reflected in the recommendation text submitted to the Secretary 
General.  Specifically, the text of the recommendation pertaining to cannabidiol preparations 
does not specify that the 0.2% delta-9-THC threshold is intended to be calculated on a dry 
weight basis relative to the dried plant material, as has been explained by WHO/ECDD. 
Pursuant to the Single Convention on Narcotic Drugs, the options available to the Commission 
in such a case are limited: we can vote to approve the recommendation, vote to reject it, or 
delay acting until the WHO/ECDD sends the Commission text that accurately reflects the 
WHO/ECDD intent.  
 

1) It has been suggested that the CND can amend the recommendation to fix a technical 
omission - Could the UNODC Secretariat clarify? Is there any precedent that could be 
cited?  

2) If the Commission does not appear to have the authority to correct a WHO/ECDD 
recommendation submitted to it, could the WHO/ECDD at its next meeting adjust such 
a recommendation and send it to the CND before the March meeting? 

3) Alternatively, is there another way to modify the text of the recommendation to remove 
the ambiguity? 

 


