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The cannabis academic literature is informed by dominant deﬁcit, public health and harm reduction frameworks. However, a large majority of cannabis consumption appears to place outside the scope of these models
that prioritise the identiﬁcation and limitation of negative impacts. As such there are apparent analytical blind
spots pertaining to: non-problematic use of cannabis (as deﬁned by Global Commission on Drug Policy); the
intersection of medical and recreational intents of use; and pleasure. This paper explores the academic and grey
literature relating to the spectrum of wellness to assess its suitability as a framework for cannabis scholars. For
millennia cannabis use has been associated with wellness models, particularly at the nexus of mind, body, and
spirit. Despite this seemingly obvious match, the academic literature that incorporates cannabis consumption
patterns into wellness conceptions is thin. The spectrum of wellness has both advantages and disadvantages
compared to existing models and may be useful as a complementary framework that allows for broader examination of cannabis consumer activity.

Background

In part as a response to these concerns a public health framework
has evolved. The public health approach, as it pertains to cannabis
consumption, moves away from the pathological deﬁcit model of drug
use described above, towards a more nuanced recognition that most
cannabis related harm is concentrated within a minority of high risk
consumer activity (Centre for Addiction & Mental Health, 2014). Public
health problems identiﬁed in the academic literature associated with
cannabis consumption include increased risk of cognitive impairment,
added risk of traﬃc crashes and fatalities and other accidents, dependency, and a greater association with mental health problems
among others (Fischer, Rehm, & Hall, 2009; Hall & Degenhardt, 2014;
Hall, Renström, & Poznyak, 2016; Room, Fischer, Hall, Lenton, &
Reuter, 2010). From the public health perspective the risk of these
harms is ampliﬁed by heavy and frequent use of cannabis, long user
careers, and initiation of consumption in adolescence, particularly
those 15 years or younger (Crépault, Rehm, & Fischer, 2016; Fischer
et al., 2009). According to Fischer et al. (2009) p.102 “once these high
risk cannabis users are speciﬁed there are two ensuing challenges: (i) …
identifying individuals indicating high risk behaviours; and (ii) oﬀering
them appropriate interventions”. In other words, according to this view,
a public health framework as it relates to cannabis consists of assessment and monitoring (surveillance), and expanding access to treatment
and interventions where needed. In this sense, the public health approach appears to operate on the assumption that people who use

It has been suggested that historically a large body of drug policy
research has been informed by the hegemonic pathology, or ‘deﬁcit’
model of drug use (Barratt, 2011; Karlsson, 2010; Moore, 2002;
O’Malley & Mugford, 1991). This view “positions [illicit] drug use as
inherently aberrant, as destructive to both health and happiness, and as
reﬂecting some kind of deﬁcit in personality or social position”
(Southgate & Hopwood, 1999 p. 308). On the face of it, international
cannabis controls and prohibition in the US and other countries appear
to be informed by the deﬁcit model. Extreme perspectives of the deﬁcit
model confer the judgement that all drug use is ‘bad’ (Zinberg, 1986).
To illustrate the point, Caulkins and Reuter (1997) noted that according
to this view, even if an adult consumed a psychotropic drug that had
zero risk of harm to herself or others, that use is seen as unacceptable
because it is morally wrong.
The deﬁcit model has been critiqued on the grounds that it dehumanises people who use cannabis as derelict, or deviant, and as belonging to the margins of society (the so-called ‘othering’) (Becker,
1963/2008; Lunze, Lunze, Raj, & Samet, 2015). An example of
‘othering’ is the term ‘user’, which is perceived as being associated with
characteristics such as ‘lazy’, ‘worthless’, ‘irresponsible’, and ‘no future’
(American Society of Addiction Medicine, 2018; Global Commission on
Drug Policy, 2018; International Society of Addiction Journal, 2018).
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of cannabis consumption, namely: (i) the intersection of cannabis
consumption for recreational and medical purposes; and (ii) pleasure.

cannabis lack capacity to make health choices themselves, which aligns
with the paternalistic philosophy of drug policy (e.g. MacCoun &
Reuter, 2001).
As noted by Fischer et al. (2009), the public health approach has a
general focus on reducing harms as opposed to use per se, which is very
much aligned with the concept of harm reduction. There has long been
ambiguity around the term harm reduction as it relates to drug policy
(Wodak & Saunders, 1995). The concept encompasses a pragmatic approach of “accepting the reality of substance use behaviour, while directing eﬀort at minimising the harmful consequences” (Crofts,
Costigan, & Reid, 2003; Erickson, 1995, p.283; Hall & Degenhardt,
2014). Rhodes and Hedrich (2010) p.19 “envisage harm reduction as a
‘combination intervention’, made up of a package of interventions tailored to local setting and need, which give primary emphasis to reducing the harms of drug use”. The Drug Policy Alliance (DPA) among
others expanded these deﬁnitions to include harms caused by ineﬀective drug policies including prohibition. An example of harm reduction in a commercial cannabis market might include regulating
limits to tetrahydrocannabinol (THC) potency, placing restrictions on
predatory marketing strategies, or encouraging the cultivation of products with higher cannabidiol (CBD):THC ratios (Hudak, 2016; Kamin,
2016; Subritzky, Lenton, & Pettigrew, 2016).
A major critique of public health and harm reduction frameworks is
that much cannabis consumption appears to take place outside of these
realms and that they lack capacity to fully consider: (i) non-problematic
use; (ii) the therapeutic nexus of medical and recreational use; and (iii)
pleasure.

Overlapping intention of consumption
First, a large portion of cannabis consumption appears to take place
in a realm where medical and recreational intent overlap (e.g.
Hakkarainen et al., 2017). However, it is usually dealt with as two
separate issues. In part this is due to, as Mead (2014) pointed out, international controls that dictate cannabis must be considered separately
for medical and recreational use. Colorado is an example of states in the
US where the recreational market is built on a separate medical market
(Subritzky, Pettigrew, & Lenton, 2016). The similarities and diﬀerence
between them are beyond the scope of this paper and have been comprehensively reviewed elsewhere (e.g. Kamin, 2013, 2016, 2017).
As an example of this overlap, in a study describing patterns of
cannabis use, Pacula, Jacobson, and Maksabedian, (2015) found approximately 85% of medical consumers also reported using cannabis
recreationally. Furthermore, as part of a global study on cannabis cultivation trends, Dahl and Frank (2016) noted the deﬁnitional challenges
of medical and recreational consumption of cannabis, and found that
cannabis consumers who deﬁned themselves as medical, tended to
emphasise the relieving eﬀect over pleasurable outcomes. Chapkis and
Webb (2008) identiﬁed a group of consumers who refuse to distinguish
between recreational and medical consumption. Iversen (2007),
moreover, pointed out that the window between an eﬀective medical
dose, and one that intoxicates, appears to be quite narrow. Indeed, it
has been argued that “deﬁning cannabis consumption as elective recreation ignores fundamental human biology, and history, and devalues
the very real beneﬁts the plant provides” DeAngelo (2015) p.67. Well
known cannabis advocate Dennis Peron reportedly stated that all cannabis consumption is medical, with the obvious exception to the rule
being misuse (DeAngelo, 2015; Rendon, 2012). This view is illustrative
of what Caulkins and Reuter (1997) have called the extreme social
utilitarian perspective.

Person with non-problematic cannabis use
The term ‘person with non-problematic cannabis use’ recommended
by the Global Commission on Drug Policy (2018) report is notable. It
appears to introduce a new (or at least under represented) category to
the cannabis (academic) literature. Scholars have long pointed out that,
while consuming cannabis is not without risk, when considered in the
context of burden of disease, most cannabis consumption does not
constitute a signiﬁcant threat to public health at the population level
(Caulkins, Kilmer, & Kleiman, 2016; Kleiman, 1992; Room et al., 2010).
Attempts to quantify and compare the contribution to the total burden
of disease relating to cannabis, other illicit drugs, alcohol, and tobacco
provided estimates of 0.2%, 1.8%, 2.3%, and 7.8% respectively
(Degenhardt, Ferrari, & Hall, 2017; Room et al., 2010). Indeed, statistics indicate that approximately 90% of people who use cannabis will
not reach levels of clinically deﬁned dependence (Caulkins, Hawken,
Kilmer, & Kleiman, 2012; Kleiman, 2014). This vast block of people
who consume in a manner that is not immediately perceived as
harmful, appear to be underrepresented in the cannabis literature.
While many studies do point out most cannabis consumption is in the
non-harmful category (in terms of global burden of disease), this contextualisation is often a secondary footnote to central ﬁndings. Given
that “user” is the term most commonly employed across the literature to
describe cannabis consumers, on the face of it the GCDP report appears
to insinuate that much of the existing cannabis literature has used
stigmatising language when reporting ﬁndings that emphasise the
harms.
Beyond the general absence of consideration for non-harmful cannabis use, the deﬁcit, public health, and harm reduction frameworks
seem to lack the capacity to examine consumption that may be considered beneﬁcial. Indeed, Caulkins and Reuter (1997) p.5 stated that
“most people would exclude the beneﬁts of drug use …” when devising
strategies to reduce harm. It remains unclear why this might be the
case, although it would seem such views emerge as the result of the
hegemonic inﬂuence of the deﬁcit model, which is helpful for harm
identiﬁcation purposes. This view appears to illustrate a noteworthy
gap in the literature as it pertains to drug consumption generally and
cannabis speciﬁcally. It seems to discount at least two potential beneﬁts

Pleasure
Second, in contrast, several scholars have found that the overwhelming reason for consumption provided by people who use cannabis is pleasure (e.g. Duﬀ, 2008; Webb, Ashton, Kelly, & Kamali,
1998). This is perhaps unsurprising given that an often used description
of the eﬀect of cannabis on mood is euphoria (Ashton, 2001). As may be
deduced, euphoria is not generally deﬁned as a harm per se. In this
respect, the harm reduction model has been critiqued for not giving
consideration to the concept of pleasure (Houborg, 2010). Moore
(2008) pointed out that the term pleasure has become marginalised in
discourses that seek to understand drug use. It would not seem unreasonable to conclude that many people who use cannabis may do so
with an aim of enjoying it.
Thus, following the cogent logic of the above scholars and studies,
these categories of cannabis use (i.e. not signiﬁcantly harmful, juxtaposed recreational and medical intent, and pleasure) are likely to
constitute most consumers in both legalised and illicit markets. It is
here where limitations of the dominant frameworks noted above become most salient. For millennia cannabis use has been associated with
wellness, particularly at the nexus of mind, body, and spirit. Despite
this seemingly obvious match, the literature that incorporates cannabis
consumption into wellness conceptions is thin. The following section
explores the literature pertaining to the spectrum of wellness and its
potential relevance for cannabis scholars.
The Dunn spectrum of wellness as an interpretive framework
The concept of wellness is said to have a history of over 5000 years
(Global Wellness Institute, 2017b). In modern times, the spectrum of
19
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value [that consuming cannabis] brings to his or her life” (DeAngelo,
2015, p.77). From this perspective the key to consuming cannabis in a
manner that enhances wellness is staying committed to a productive life
and accepting responsibility for individual actions.
A key feature of the spectrum of wellness is the prioritisation of selfresponsibility for the individual in making conscious health choices
(Bello, 2010; Dussault, 2017; Palombi, 1992). This is in alignment with
the liberal tradition (MacCoun & Reuter, 2001; Mills, 1859/1985). This
aspect relates to the capacity of a cannabis consumer to self-identify
when consumption is problematic, and then take steps such as seeking
treatment, to address the issue. In this sense, cannabis consumption can
be interpreted as a process of self-medication that allows consumers to
take greater control in self-assessing their individual requirements
(Hazekamp & Pappas, 2014).

wellness has evolved as a variant of the psychosomatic health framework, which was conceptually deﬁned as “involving or depending on
both the mind and the body as mutually dependent entities” (Lipowski,
1984, p.154). According to several scholars, it developed as a response
to changing demographics, existential angst of the modern world, and a
critique of disease based models of health that prioritised funding for
treatment as opposed to prevention (Dunn, 1959; Myers, Sweeney, &
Witmer, 2000; Steiner & Reisinger, 2006).
The overall goal of a wellness approach to health is for individuals
to lead full and rewarding lives, and ultimately maximise their potential
(Dunn, 1959; Myers et al., 2000). Therefore health, as conceived within
the spectrum of wellness, is considered more than simply being free of
disease, or ‘unsick’ (Ardell, 1979; Dunn, 1959; Schuster, Dobson,
Jauregui, & Blanks, 2004). Notions of wellness seek to move from dichotomous conceptions of sickness and health towards a graduated
spectrum (Dunn, 1959). This approach is in alignment with World
Health Organization (2017b) principles that state “health is a state of
complete physical, mental, and social well-being and not merely the
absence of disease or inﬁrmity”. To achieve this objective, wellness
conceptions are holistic and encapsulate a range of strategies both for
disease prevention and enabling of a positive lifestyle (Adler, 1927/
2010; Myers et al., 2000). The spectrum of wellness is ﬂexible and has
applications both as an analytical framework and a counselling technique with a multi-level healing process (Scholl, McGowan, & Hansen,
2012). In this sense, problematic use of cannabis can be identiﬁed
within the ‘bigger picture’ of wellness, and the person with problematic
use is empowered to seek support regarding abstinence, harm reduction
or counselling (Scholl et al., 2012). Central to this notion is the debate
around the capacity, or agency of cannabis consumers to make decisions regarding their own health (e.g. Belackova & Wilkins, 2018;
MacCoun & Reuter, 2001).
Philosophically, Heidegger conceived wellness phenomenologically,
as encompassing four realms including earth, sky, mortals and divinities - the so-called ringing of the fourfold (Steiner & Reisinger, 2006).
Although wellness was initially perceived as largely related to physical
health (e.g. Hettler, 1984), Sweeney and Witmer (1991) added a multidisciplinary focus and theoretical grounding through their ‘wheel of
wellness’. The model included 16 interrelated dimensions of healthy
functioning that can be assessed, including creativity, spirituality, nutrition, exercise, pleasure, and stress management among others
(Hattie, Myers, & Sweeney, 2004). While historical and ﬁrst-hand accounts of cannabis use activity have associated its consumption with
the enhancement of many of these wheel of wellness components (e.g.
Bey & Zug, 2004; Bienenstock, 2016; Pollan, 2002; Sagan, 1971), advocates of consuming cannabis as a tool for achieving wellness tend to
frame its use around psychological, physical, and spiritual conceptions
(Bello, 2010; Blesching, 2015). In considering wellness lifestyles,
Schuster et al. (2004) p.6 contended that wellness is a bio-psychosocial
phenomenon that integrates the “… internal and external environment,
ranging from physical functioning (ability to deal with disease) to
psychologic (emotional, cognitive) and spiritual well-being … to safety,
wealth, freedom, opportunity, and happiness”. In relation to drug use in
general, these aspects can be linked to, and incorporate the notion of, a
stable life structure as an important element for allowing the eﬀective
self-regulation of consumption (Decorte, 2001; Grund, 1993).
The motivation or intent for consuming cannabis is seen as a central
premise of the spectrum of wellness (DeAngelo, 2015; Dussault, 2017).
DeAngelo (2015) p.77, a long-time cannabis legalisation advocate and
industry entrepreneur argued that in most cases, cannabis consumption
can be categorised as either wellness use, or misuse, and “the diﬀerence
can only be discerned in the mind of the consumer. When cannabis is
ingested with conscious intent, to produce a desired eﬀect that brings
some value to life, … it is being used for wellness purposes”. The intent
can range from anger management, to enhancing a meal, laughter, or
stress relief. According to DeAngelo, it is not the eﬀect that is important, rather, “it is that the consumer be able to honestly identify the

Evaluating cannabis use in the spectrum of wellness
There are a range of psychometric instruments available to evaluate
individual wellness using the Likert Scale. The concept has traditionally
been assessed through: (i) clinical measures that focus on depression,
distress, anxiety, or substance abuse (Keyes, 1998); or (ii) the psychological tradition, which follows a subjective evaluation of life satisfaction (Hattie et al., 2004). This is in line with the view of Schuster et al.
(2004) who noted that self-perception of health is a strong predictor of
subsequent health outcomes. Wellness evaluation tests that have been
independently assessed for validity and reliability include: (i) the Five
Factor Wellness Inventory that measures almost 100 items (Myers &
Sweeney, 2014); and (ii) the Perceived Wellness Survey, which includes
physical, spiritual, and psychological dimensions (Adams, Bezner, &
Steinhardt, 1997; Kaveh, Ostovarfar, Keshavarzi, & Ghahremani, 2016).
Diagnostic criteria for cannabis dependence can be found in both
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5;
American Psychiatric Association, 2013), and the International statistical classiﬁcation of diseases and related health problems (ICD-10;
WHO, 1992). While ICD-10 diﬀerentiates between dependent and
harmful cannabis consumption, DSM-5 classiﬁes level of dependency
and associated damage to health as low, moderate or severe (WHO,
2016). DSM-5 has been critiqued for being unidimensional (MacCoun,
2013). Additional tools for evaluating cannabis use patterns speciﬁcally
include the Severity of Dependence Scale that can provide a ‘dependence rating’ from 0 to 15 (Copeland, Frewen, & Elkins, 2009), and the
Substance Abuse Subtle Screening Inventory (Clements, 2002). Results
of these evaluations can then be placed within conceptions of overall
health.
At the most fundamental level, DeAngelo (2015) p.78 posits three
questions a cannabis consumer could employ to evaluate her or his use:
“(i) what eﬀect [is the person who consumes cannabis] seeking …?; (ii)
how will that eﬀect bring value to [the consumer’s] life?; and (iii) will
cannabis use at this time negatively impact [the person who consumes]
or anybody else”?
Cannabis and the wellness industry
According to a report by the Global Wellness Institute (2017a) the
wellness industry (not including cannabis) currently contributes US$3.7
trillion to the global economy annually - over three times that of the
pharmaceutical industry. The report itemised numerous health aspects
under the rubric of wellness, many of which are relevant to the nascent
legal cannabis markets currently emerging around the world. For example, several companies have appeared that combine wellness activities such as hiking, infused massage, and art classes with cannabis
consumption (e.g. Colorado Cannabis Tours, 2018). The GWI report
also identiﬁed broader categories in the wellness industry that have an
historical association with cannabis including: (i) complementary and
alternative medicines (CAM); (ii) mind, body and spirit; and (iii) ﬁtness.
These are now discussed.
20
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concluded THC does not enhance exercise performance. However, there
appears to be a growing number of anecdotal reports on the beneﬁts of
consuming cannabis for ﬁtness purposes, particularly around the notion
of increased stamina (e.g. BBC, 2018, May 31; Civilized, 2017, Feb. 20;
Guardian, 2016, May 2; The Cannabist, 2017, Jun. 16; Well & Good,
2017, Apr. 3). As noted by Grinspoon (1997), anecdotal evidence and
subjective experience can be a valuable source of knowledge regarding
both adverse and beneﬁcial eﬀects of consuming cannabis. More research is needed regarding impact assessment of cannabis in this
emerging industry, however within the spectrum of wellness, such use
may be considered from harmful and abusive consumption, through to
potentially beneﬁcial to overall health.

First, according to Schuster et al. (2004), the concepts of wellness
and CAM are closely aligned, with shared underlying beliefs including
the prioritisation of a wellness approach to health. While there are
numerous CAM categories, the most common are: (i) the use of natural
products such as botanicals, probiotics and nutraceuticals as dietary
supplements (US Department of Health & Human Services, 2017); (ii)
traditional techniques such as acupuncture and aromatherapy (Russo,
2013); and (iii) medicinal plants (World Health Organization, 2017a).
While Mead (2014) noted psychoactive substances in general are not
classiﬁed as herbal or dietary supplements, several authors have
pointed out that this potential exists for herbal cannabis, and advocate
for such a classiﬁcation (Backes, 2014; Dolce, 2016; Small, 2007). Nonpsychotropic cannabinoids of cannabis such as CBD and hemp seed oils
are widely used in this regard (Small, 2007).
Second, there is a long association between the consumption of
cannabis and wellness practices associated with mind-body techniques
including yoga, meditation and spiritual exploration. For example
Dussault (2017) contended that the use of plant medicines such as
cannabis in yogic philosophy dates to the Yoga Sutras (ca. 400 CE).
Based on years of self-experimentation, Dussault considers all cannabis
consumption, when used in a mindful way, as medicinal (both as
treatment and preventative). Furthermore, Dussault (2017) p.2 postulates that when combined with yoga, regular “moderate doses of cannabis, rather than larger amounts less frequently, are a tonic to support
a powerful healing system for mental health and wellness”. This perspective is in contrast to the public health approach that views all
regular and sustained cannabis consumption as high risk (Fischer et al.,
2009). Dussault advocates ‘microdosing’ cannabis to ﬁnd the minimum
eﬀective dose. At time of writing, numerous ﬁrms were oﬀering cannabis yoga classes and retreats in states such as Colorado that have
legalised cannabis for both recreational and medical purposes (e.g.
Cannabis Ganja Yoga Retreat, 2017).
Regarding spirituality, it was noted above this is an important
component within the spectrum of wellness (Bello, 2010; Hattie et al.,
2004). Spirituality can be deﬁned in many ways. For example, Grof
(2016) considered the notion of an expanded consciousness beyond
limitations of space and time as spiritual. Myers et al. (2000), in contrast, contended that a feeling of connectedness to the Universe that
transcends material aspects of life was an essential component of a
spiritual outlook. These deﬁnitions are said to be distinct from narrow
concepts of religiosity, which refer to institutional beliefs (Steiner &
Reisinger, 2006). Descriptions of using cannabis to obtain spiritual
states of consciousness (i.e. the entheogenic consumption of cannabis)
are numerous with a history that spans millennia (Brown, 2012;
Crowley, 2016; Estren, 2017; Gray, 2016). In 2017, a church was established in Denver, Colorado, with the reported aim to allow members
to “consume the sacred ﬂower to reveal the best version of self …
through ritual and spiritual practice” (International Church of
Cannabis, 2017, p.1). The spectrum of wellness may be a useful framework for gaining insights into the consumption of cannabis from this
perspective.
Third, an apparently new development that has emerged within the
spectrum of wellness is the relationship between cannabis consumption
and ﬁtness. Goldstein (2000) has argued there are multiple health related assumptions shared by the ﬁtness movement and the wellness
industry including: (i) the notion of taking personal responsibility for
health; (ii) the interconnectedness of mind, body and spirit; and (iii) a
belief in the positive connotations of ‘getting back to nature’. A recent
example of ﬁtness and cannabis combining in the modern industry is
the opening of the (self-reported) world’s ﬁrst cannabis gym in California. According to their website, Power Plant Fitness (2017) members
may consume cannabis at the gym before or after working out “in a full
blown health and wellness centre, focused on full body integrative
health, wellness and ﬁtness”. There is little in the academic literature
relating to the consumption of cannabis for ﬁtness purposes beyond a
systematic review of ﬁfteen studies by Kennedy (2017), which

Conclusion
The spectrum of wellness as an analytical framework to conceive
cannabis consumption bestows several advantages. First, it oﬀers the
possibility of examining broader perspectives of cannabis consumption
than the deﬁcit, public health, and harm reduction approaches. Second,
the spectrum of wellness is ﬂexible analytically, with the ability to
conceptualise both non-harmful cannabis use and high-risk activity.
Third, it is complementary to, and can build on, practical harm reduction guidelines that aim to reduce risks associated with cannabis
consumption. Fourth, there has been a long association between cannabis consumption and wellness, which is reﬂected in the emerging
cannabis wellness industry in the US. Fifth the spectrum of wellness
encourages individuals to take responsibility for their own health
choices and devise strategies for improving life quality. Sixth the
spectrum of wellness is not only useful in the analytical sense, it can
also be employed in a counselling environment as a tool to assist the
treatment of problematic drug use.
Conversely, the spectrum of wellness is also open to critique on
many fronts. First, wellness can be diﬃcult to measure clinically and
relies on subjective interpretation. Second, the spectrum of wellness
may seem to down play harms associated with cannabis consumption.
Third, beyond the identiﬁcation of problematic consumption, it lacks
the capacity to identify harms, for example early initiation of use careers among young people, driving under the inﬂuence, or the consumption of contaminated cannabis (Subritzky, Pettigrew, & Lenton,
2017). Fourth, marginalised and vulnerable people with problematic
cannabis use may have diﬃculty in taking responsibility for their actions or making rational choices around consumption. Fifth, there is a
possibility that a tool becomes a crutch, therefore increasing risk of
dependency. Sixth, dishonest promotion of beneﬁts is possible (if not
likely) (e.g. Voelker, 2017). Seventh, considering any consumption of
cannabis as potentially beneﬁcial is likely to be viewed as controversial.
If proponents of the dominant deﬁcit perspective that focuses on
harmful drug use were concerned that the harm reduction model was
sending the wrong message by pragmatically accepting that people will
use cannabis, whether it is outlawed or not, they may be challenged by
a theoretical model that can consider potentially beneﬁcial consumption within the context of a wellness approach to health. However,
there appears to be broad consensus among the deﬁcit, public health,
harm reduction, and wellness models around the notion that cannabis
consumption is problematic and harmful for some consumers (Copeland
et al., 2009; DeAngelo, 2015; Fox, Armentano, & Tvert, 2009; Hall,
2015). Furthermore, there are broad areas of overlap between the
concepts of wellness and harm reduction, particularly around the notions of controlled use (Zinberg, 1986), stable life structures (Decorte,
2001; Grund, 1993), and self-responsibility for health choices (Harm
Reduction Coalition, 2017). A key diﬀerence between the spectrum of
wellness and the public health approach relates to surveillance. In the
former, the individual is encouraged to self-monitor, check for harmful
consumption patterns and seek help where required, while in the latter,
public health professionals oversee survey instruments and guide the
most vulnerable to treatment interventions.
21
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At the heart of the matter, the contrasting approaches of the spectrum of wellness and public health framework are informed by the
liberal and paternal philosophies respectively, whereby the former will
encourage self-ownership of individual health, while the latter may
argue cannabis consumers lack capacity to make informed choices.
Additionally, the spectrum of wellness diﬀerentiates from the harm
reduction framework in that it can consider some cannabis use as potentially beneﬁcial within broader conceptions of health, as opposed to
limiting harm. The spectrum of wellness has both advantages and disadvantages compared to existing models and may be useful as a complementary framework that allows for broader coverage of cannabis
consumer activity.
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