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Abstract

Rationale, aims, and objectives: Chronic pain is a global public health problem that 

negatively impacts individuals' quality of life and imposes a substantial economic 

burden on societies. The use of medicinal cannabis (MC) is often considered by 

patients to help manage chronic pain as an alternative or supplement to more 

conventional treatments, given enabling legalization in a number of countries. 

However, healthcare professionals involved in providing guidance for patients 

related to MC are often doing so in the absence of strong evidence and clinical 

guidelines. Therefore, it is crucial to understand their perspectives regarding the 

clinical use and relevance of MC for chronic pain. As little is known about attitudes 

of HCPs with regard to MC use for chronic pain specifically, the aim of this review 

was to identify and synthesize the published evidence on this topic.

Methods: A systematic search was conducted across six databases: MEDLINE, 

EMBASE, CINAHL, Scopus, Web of Science, and PubMed from 2001 to March 

26, 2021. Three authors independently performed the study selection and data 

extraction. Thematic analysis was undertaken to identify key themes.

Results: A total of 26 studies were included, involving the United States, Israel, 

Canada, Australia, Ireland, and Norway, and the perspectives of physicians, 

nurses, and pharmacists. Seven key themes were identified: MC as a treatment 

option for chronic pain, and perceived indicated uses; willingness to prescribe MC; 

legal issues; low perceived knowledge and the need for education; comparative 

safety of MC versus opioids; addiction and abuse; and perceived adverse effects;

Conclusion: To support best practice in the use of MC for chronic pain, healthcare 

professionals require education and training, as well as clinical guidelines that 

provide evidence-based information about efficacy, safety, and appropriate 

dosage of products for this indication. Until these gaps are addressed, healthcare 

professionals will be limited in their capacity to make treatment recommendations 

about MC for people/patients with chronic pain.
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INTRODUCTION

Chronic pain is a global public health problem that can 
restrict an individual's physical activity and reduce their 
quality of life.1 It also places a substantial economic bur-
den on individuals, healthcare systems, and societies due 
to the costs of pharmaceuticals, healthcare, productiv-
ity loss, and absenteeism.2 Due to the complex nature of 
chronic pain, the clinical management often involves a 
range of treatment modalities, including pharmaceutical 
and psychological treatments, but is often insufficient to 
provide enough relief.3 Thus, many people living with 
chronic pain have turned to novel and alternative ap-
proaches, such as medicinal cannabis (MC), to manage 
their pain. Ineffective analgesia and a preference for non-
opioid treatment are known precipitators for patients to 
explore the use of MC.4 Chronic pain is one of the major 
reasons for MC use.5–8

Within this context, several countries have intro-
duced legislation in the past two decades to legalize 
cannabis for therapeutic use. Despite the evident shifts 
in legislation internationally, there has not been the 
same progress in building the evidence base of ran-
domized clinical trials to support the use of MC for 
chronic pain.9 Several studies have gathered patient 
perspectives regarding the benefits of MC for pain con-
trol.10–13 While patient perspectives provide important 
experiential evidence, gaps remain in the scientific ev-
idence related to MC's effectiveness as a pharmacolog-
ical treatment for chronic pain. Systematic reviews of 
placebo-controlled trial data point out the difficulties 
in comparisons across clinical trials due to, for example, 
small sample sizes and short duration of studies to mea-
sure the outcome of pain control.14–18 It was also noted 
that studies used different MC products which varied 
in cannabinoid content and formulation, and studied 
different chronic pain phenotypes, which make it inap-
propriate to directly compare data. There is a need for 
high-quality randomized controlled trials which use a 
standardized MC product in a defined pain phenotypic 
population. However, there are unique ethical factors 
involved in MC research in humans due to its classifi-
cation as a prohibited drug across much of the world.19 
In summary, the limitations of the existing evidence 
coupled with the growth in demand pose a dilemma for 
healthcare professionals who are caught between pa-
tient reports of effectiveness and the absence of high-
quality clinical trials and clinical guidance.

As healthcare professionals are essential for the de-
livery of healthcare services, their views on the appro-
priateness of MC use for chronic pain will affect their 
provision of MC to their patients. Several systematic 
reviews have been published regarding the effectiveness 

of MC for different types of pain,20–22 but these did not 
elicit the views of the healthcare professionals tasked 
with prescribing, dispensing, or administering MC.

To date, one systematic review by Gardiner et al.23 
has been published on healthcare professionals' beliefs, 
knowledge, and concerns surrounding MC use, however, 
this considered medicinal use generally and did not focus 
on chronic pain. The authors concluded that healthcare 
professionals generally supported MC use in clinical 
practice but lacked confidence and self-perceived com-
petence; lacked self-perceived knowledge about MC in 
legislative and clinical domains; and held concerns over 
psychiatric adverse effects and societal harm from recre-
ational misuse of MC.

The aim of our systematic search and narrative review 
is to build on previous research to identify and synthe-
size the existing literature on the perspectives of health-
care professionals about the use of MC in the clinical 
management of chronic pain. For the purposes of this 
review, MC refers to cannabis that has been prescribed 
by a healthcare professional for medical purposes and 
excludes recreational use or self-medication.

M ETHODS

To meet the aims of this study, we adopted a systematic 
search and narrative review approach to capture 
publications of interest from a broad range of published 
studies,24 inclusive of study designs and methods, both 
quantitative and qualitative, that aimed to capture the 
perspectives of healthcare professionals.

Search strategy

The following databases were searched: MEDLINE, 
EMBASE, CINAHL, Scopus, Web of Science, and 
PubMed. Publications from 2001, the year of the first 
instance of legalization of cannabis for medicinal use in 
the world as introduced by Canada, to March 26, 2021 
were included. A systematic search of the literature 
was conducted by creating search strategies for each 
database, which were modified in accordance with 
the subject headings and keywords specific to each 
database. Keywords used were “cannabis,” “marijuana,” 
“weed,” “hemp,” “CBD,” “THC,” and “chronic pain.” 
An example search strategy for MEDLINE can be 
seen in Figure 1. An academic health services librarian 
was engaged to help refine the search. Additionally, 
the reference lists of relevant articles were inspected to 
identify additional publications that were not retrieved 
via the database search.

K E Y W O R D S
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Study screening

This systematic search followed the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses 
(PRISMA) checklist (Figure 2). A screening of titles and 
abstracts was performed by KC to select potentially rele-
vant publications. A second screening of full-text articles 
was conducted by KC, LS, and JH to assess the eligibil-
ity for inclusion in the review and resolve any conflicts. 
Articles which contained limited data on chronic pain 
were discussed between the three authors to judge their 
eligibility for inclusion in this review. Inclusion criteria 
were: healthcare professional participants; related to 
“medicinal” cannabis; related to the indication of chronic 
pain; related to perspectives; of English language; human 
studies; publication date (2001 to March 26, 2021); jour-
nal articles or primary studies. Exclusion criteria were: 
participants did not involve healthcare professionals; 
related to “recreational” cannabis; contained insuffi-
cient information about chronic pain as an indication; 
non-English publications; animal studies; reviews, meta-
analyses, gray literature, conference abstracts, editorials, 
commentaries, books, or book chapters.

Data analysis

Data analysis was carried out by first organizing the in-
cluded studies into a table showing authors, publication 
year, country, aims, study design, sample size, and rel-
evant study findings (Tables  1 and 2). Next, the studies' 
findings were systematically and thematically analyzed by 

discussion between the authors to identify common top-
ics and patterns of meaning, as well as negative or devi-
ant cases (viewpoints that deviated from the main body of 
evidence).25

RESU LTS

Study selection and characteristics

As shown in the PRISMA flow chart (Figure 2), the data-
base search yielded 4933 records. Following the removal 
of duplicates, 2840 records were screened by title and 
abstract, resulting in 53 full-text articles being further 
assessed against our inclusion and exclusion criteria. A 
total of 26 studies met the criteria for inclusion (Tables 1 
and 2). As shown in Figures 3 and 4, the 26 articles in-
cluded studies from the United States of America,26–36 
Israel,37–42 Canada,43–45 Australia,46–48 Ireland,49 and 
Norway.50 One study was conducted across five coun-
tries.51 Healthcare professionals represented in the studies 
were predominantly physicians,28,30,39–42,46,47,49,50 but also 
palliative care providers,34,35 rheumatologists,37,43 pain 
medicine specialists,31,38 neurologists,51 nephrologists,45 
psychiatrists,48 pharmacists,44 and oncologists.32 Some 
studies included a mixed cohort of healthcare provid-
ers,26,27,29,33,36 including physicians, physician assistants, 
osteopathic physicians, osteopathic physician assistants, 
naturopathic physicians, advanced registered nurse prac-
titioners, registered nurses, licensed nurses, pharmacists, 
oncologists, palliative care physicians, a psychiatrist, a 
surgeon, and a clinical nurse specialist. Methods for data 

F I G U R E  1   Unique search strategy applied to the MEDLINE database

Database: Ovid MEDLINE(R) ALL <1946 to March 25, 2021>

Search Strategy:

--------------------------------------------------------------------------------

1     Chronic Pain/ (15984)

2     Pain Management/ (35930)

3     (chronic adj1 pain*).mp. (49104)

4   1 or 2 or 3 (78954)

5     Cannabis/ (9652)

6     cannabi*.mp. (44789)

7     Cannabidiol/ (1875)

8     (marijuana or weed or hemp or CBD or THC).mp. (41097)

9     5 or 6 or 7 or 8 (69246)

10     4 and 9 (1094)

11     limit 10 to (english language and yr="2001 -Current" and "humans only (removes 

records about animals)") (910)

***************************
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collection included surveys,28–32,34–40,42–51 semistruc-
tured interviews asking open-ended questions,26,33,41,42 
and a Delphi study analysis.27 The sample sizes of studies 
ranged from 15 to 749 healthcare professionals.

Thematic analysis

The study findings are presented under the following 
seven themes: MC as a treatment option for chronic 
pain and perceived indicated uses; willingness to 
prescribe MC for patients with chronic pain; legal issues 
affecting use of MC in patients with chronic pain; low 
perceived knowledge in and the need for education for 
healthcare professionals supplying MC for chronic pain; 
comparative safety of MC versus opioids; potential 
for addiction and abuse in patients with chronic pain; 
perceived adverse effects.

Medicinal cannabis as a treatment option for 
chronic pain

The majority of healthcare professionals recognized that 
MC is a legitimate treatment option for the indication 

of either chronic pain,26–28,30–35,38–42,44–46,48,49,51 intracta-
ble pain (pain that is refractory to conventional treat-
ments),29,36 or rheumatic diseases,37,50 while one study 
of rheumatologists showed that they generally did not 
believe that MC has a role in therapeutic management 
in their practice.43 Some healthcare professionals in-
dicated more support for MC use in chronic cancer 
pain36,40,41,47,50 or palliative care41,46 than general chronic 
pain. There were mixed views regarding whether MC im-
proves a patient's quality of life.36,50

Perspectives on MC as a treatment option were in-
fluenced by the lack of quality control testing of MC 
products on the market, the particular formulations of 
MC products available to the healthcare professional, 
and the healthcare professional's clinical training and 
experience. Of the 15 oncology experts in one study, 
almost half expressed reservations regarding the effi-
cacy of MC due to the varied constituents and content 
between MC products on the market which can result 
in variations in pharmacological effects and therefore 
unpredictable therapeutic outcomes.33 In terms of the 
formulation of the products, some Israeli physicians 
considered smoking as an inappropriate delivery mech-
anism as the dose delivered cannot be ascertained and 
the act of smoking is associated with morbidities.41 

F I G U R E  2   PRISMA flow chart of included and excluded publications regarding the use of medicinal cannabis in chronic pain 
management.
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Senior healthcare professionals in another study indi-
cated they would choose to neglect the ethical impli-
cations and potential health consequences relating to 
the act of smoking a medicine if it was controlling the 
patient's symptoms.35 Healthcare professionals who 
showed a greater endorsement of MC as a treatment 
option were those who had additional addiction train-
ing, and they also showed a greater support for can-
nabis to be decriminalized for recreational use.49 MC 
as a treatment option was also endorsed by healthcare 
professionals who had greater accumulated clinical ex-
perience with MC. In an Israeli interview, an oncolo-
gist said, “I think that we see in the clinic much more 
efficacy of cannabis than what has been proven in the 

literature.”41 Clinical experience was regarded signifi-
cantly more influential by physicians who had recom-
mended MC in the past compared to those who had 
not.39 Healthcare professionals who had recommended 
MC were generally more likely to be convinced of its 
benefits and less concerned of its risks28,29,38 or had 
greater perceived knowledge of MC.44

Physicians' perspectives on appropriate indications 
for initiating MC were varied. In a Norwegian study, 
chronic pain was ranked lower as an indication than 
cancer, multiple sclerosis, rheumatic disease, and 
Parkinson's disease.50 Likewise, few Australian gen-
eral practitioners supported the use of MC in chronic 
noncancer pain.47 Pain medicine specialists in Israel 
judged that neuropathic pain, oncological pain, and 
arthralgias related to rheumatic diseases were the most 
suitable indications to start MC, with the least suitable 
being chronic low back pain and chronic postopera-
tive pain.38 Almost half (47%) of this sample of 50 pain 
specialists considered a lack of a clear diagnosis as a 
contraindication. Israeli family physicians indicated 
during interviews that it was easier for them to rec-
ommend MC to cancer patients because the diagnosis 
is confirmed, whereas reports of other pain are more 
subjective.41,42

Few studies have investigated the use of MC for end-
of-life care. Israeli physicians indicated they were not 
concerned by the lack of sufficient scientific evidence 
supporting MC and the potential harms of use (eg, ad-
diction, side effects) as long as it helps the suffering pa-
tient.35,41 Oncology experts regarded those at end of life 
requiring palliation as the population in which it is most 
appropriate to use MC.33

Willingness to prescribe MC for chronic pain

Willingness to prescribe MC among physicians varied. 
There were higher prescribing rates reported via pain 
specialists, and rheumatologists from Israel,37,38 but 
most Israeli family physicians were not at all willing or 
only willing to a small extent to prescribe MC.40 As most 
American physicians were not registered with the state's 
MC program – the only way can they legally recommend 
MC to patients30,36 – they preferred to refer patients to 
another physician or specialist with MC prescribing ex-
pertise and licensure,40,45 or to prescribe after consult-
ing a specialist.43,46,47 Barriers to prescribing included: 
a lack of evidence for use28–30,34,41,44–46,50; concerns of 
abuse40,41,43,50; bureaucracy involved with getting ap-
proval30,36,40,46; lack of training and knowledge29,44; lack 
of algorithms or endorsed clinical guidelines29,41; federal 
status of cannabis or political resistance29,30,33,50; legal 
liability or licensure.28,30 Rheumatologists were willing 
to consider a trial period for MC if patients had failed 
conventional treatments, but were less willing if patients 
requested the substance.37,43

F I G U R E  3   Countries represented in this systematic search and 
narrative review
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Countries represented

USA (n = 11) Israel (n = 6) Canada (n = 3) Australia (n = 3)
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F I G U R E  4   Types of healthcare professionals represented in this 
systematic search and narrative review. “Interdisciplinary” combines 
the studies which used a mixed cohort of healthcare providers.
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Legal issues affecting prescribing of MC for 
chronic pain

The legal boundaries governing access to MC affected 
its actual and perceived prescribing for chronic pain. 
Access varied from country to country, for example, in 
the United States, cannabis is a prohibited (Schedule I 
[controlled]) substance at a federal level according to the 
Controlled Substances Act (1970); however, individual 
states legally permit the use of cannabis for medicinal 
purposes if a registered healthcare professional certifies 
a user's eligibility. Federal and state differences in the 
legal status of MC were a primary barrier for New York 
physicians to register into the state program to certify 
patients for use.30 Washington healthcare providers' (in-
cluding physicians, nurses, and pharmacists) reported a 
lack of comfort when recommending MC, and expressed 
that they should not have to fear legal action when al-
lowing a patient to access use.29 Hospice care providers 
and neurologists agreed that MC should be reclassified 
as a controlled substance in order to change their views 
on its utility in palliative care and Parkinson's disease, 
respectively.34,51 However, almost half of the surveyed 
Colorado family physicians (n = 520) were not in favor 
of decriminalizing cannabis and would rather it remain 
as a controlled drug.28 In Norway, MC was legalized in 
2016 but has not been readily available for patients due 
to the strictly regulated approval process and the small 
number of physicians who can prescribe MC. Norwegian 
physicians supporting MC on prescription believe that 
the current legislation prevents optimal quality of care 
where MC could improve the quality of life for patients 
with chronic pain.50 An Australian study published 
in 2006 found that 75% of rural general practitioners 
(n = 32) felt prepared to prescribe MC with the only bar-
rier being its status as an illegal drug.46

Low perceived knowledge and the need 
for education

Generally, across all disciplines, healthcare profession-
als involved in managing patients with pain reported 
being not ready or comfortable to answer patients' ques-
tions regarding MC,36,37,43 discuss MC with patients or 
other healthcare professionals,26,44,47 write a prescrip-
tion for MC,40,43,45,47 or issue a written authorization for 
a patient to possess MC.29 Related to this finding, few 
healthcare professionals received formal training or MC-
related education during their undergraduate degree. A 
total of 48% of Australian general practitioners (n = 640) 
rated their knowledge of MC as poor.47 Of Israeli pain 
specialists (n = 50), 81% did not receive adequate educa-
tion during specialty training.38 Insufficient knowledge 
played into the self-perceived low ability of oncologists 
to make a recommendation for MC use.32 The major-
ity of healthcare professionals engaged in self-directed 

education44 with sources of information being medi-
cal literature,29,50,51 clinical experience,29,51 news and 
media,29,50 and colleagues.29,50 Despite such patterns of 
use of information sources, more than 70% of doctors 
(n = 25) perceived that clinical practice guidelines served 
as a better educational format than peer-reviewed lit-
erature.48 There was almost unanimous endorsement of 
the need to pay more attention to MC in undergraduate 
curricula.28,29,51 Many believed that formal training or 
a licensing procedure should precede the ability to au-
thorize use for a patient.28,29,39,47 A large proportion were 
interested in learning more about the topic or wanted to 
be trained to prescribe MC.36,39,46,47

Comparative safety of MC versus opioids

Opioids have long been the mainstay in the treatment 
of refractory pain. The general view held by healthcare 
professionals in this review, for example, by Israeli 
physicians,38,41 Australian general practitioners,47 
and American oncologists32 is that MC is safer than 
opioids. MC was observed to have the advantages of 
being opioid sparing,33,41,50 having less side effects,41 and 
carrying lower risks of overdose death and addiction.32 
However, MC was also recognized to cause paranoia and 
confusion which opioids did not.32 There was support 
for MC to be used as an adjunct to conventional chronic 
pain management strategies by New York physicians,30 a 
mixed cohort of healthcare providers in Norway (mainly 
oncologists)47 and Israeli oncology experts.32 However, 
when asked about cannabis in practice, a majority of 
Israeli pain specialists thought that opioid therapy 
should be trialed prior to commencing cannabis.38 
A large proportion of the pain specialists preferred 
themselves and their families to be treated with opioids 
when given the choice against cannabis if a situation 
necessitated it.38 Also, the majority of American hospice 
providers in one study (mainly physicians and nurses) 
was not sure or believed that MC was not as effective than 
conventional pain treatment.34 Clinicians did not discuss 
MC with patients on long-term opioid therapy for pain 
nor routinely perform urine toxicology testing due to the 
assumption that patients were using cannabis already, 
given the prevalent use of cannabis in the chronic pain 
patient population.26

Addiction and abuse

Many healthcare providers held the view that cannabis 
was addictive.29,35,47,48,51 This influenced some Australian 
general practitioners' decisions in one study (about 
30% of those sampled; n = 640) to not prescribe MC.47 
Addiction concerns have manifested in physicians' fears 
that MC for recreational use would be disguised under 
legal protection.28,41 There were unclear boundaries 
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between recreational and medicinal use of cannabis 
reported by Israeli physicians where they related the 
therapeutic effect to “getting high.”41 Australian rural 
doctors also feared burdening the healthcare system if 
patients sought prescriptions for recreational use once 
MC is legal.46

As noted earlier, “when dealing with very sick pa-
tients, the lack of evidence and potential harms carried 
less weight” compared to relief of suffering.41

Perceived adverse effects

Mental health risks including anxiety, psychosis, para-
noia, hallucinations, and dysphoria were commonly 
cited adverse effects across studies.28,29,33,39,47,48,50 One 
study highlighted the difficulty healthcare professionals 
had in distinguishing between cannabis-induced psycho-
sis and a patient's underlying psychiatric disorder.26 This 
may be why Israeli pain specialists noted schizophrenia 
and previous psychosis as the leading contraindications 
to commencing MC.38 Driving impairment47,51 and cog-
nitive impairment47,51 were also noted as adverse effects 
of MC.

DISCUSSION

There is wide support among healthcare professionals 
for the inclusion of MC in the management of chronic 
pain .33–36,38–41,44–46,50,51 Furthermore, chronic pain 
is the most common reason for authorization or 
recommendation of MC use.28–30,45 Indeed our 
review found that healthcare professionals were 
frequently presented with inquiries,30,44,47,50 requests to 
prescribe,41,51 opportunities to recommend MC,28,31 or 
were confronted with patients in their care who were 
already taking MC.31,45,50,51 However, studies have 
suggested relatively low prescribing and recommending 
rates overall, complicated by legal issues, personal 
perspectives, a lack of education and formal training, and 
the absence of evidence-based guidelines for healthcare 
professionals.

Since the legal use of the cannabis plant was prohib-
ited globally in 1961, access to MC has been complex 
internationally despite prior traditional use. For some 
countries, the plant has remained prohibited for both 
medicinal and recreational purposes, whereas in oth-
ers unique legal frameworks have been established to 
uphold the use of MC and/or recreational cannabis.52 
A variety of access models and regulatory experiences 
have emerged internationally. The latter occur in the 
United States where cannabis is illicit at the federal level 
but prescribers can be registered in state-based pro-
grams to write a “recommendation” for the plant for a 
patient if the patient suffers from one of the conditions 
listed by the state.53 It remains unclear why healthcare 

professionals in the United States fear legal action de-
spite being covered by state policy, and this situation 
presents a barrier to prescribing. While the majority of 
literature reporting “regulatory experiences” associated 
with MC in our review is based in the United States, it 
is important to note such experiences will vary through-
out the world. However, international research for MC 
is certainly hampered by the legalities of accessing it.22

This review found a disconnect between healthcare 
professionals' views and actual practice in the treatment 
of chronic pain, in that MC was regarded as safer than 
opioids yet was not prescribed to the same extent as 
opioids. To date there is little evidence regarding inter-
actions between the use of opioids and cannabis/canna-
binoids concurrently.54 Vaporized cannabis may reduce 
pain in chronic pain patients taking morphine or oxy-
codone without affecting the pharmacokinetics of these 
opioids. Additive sedation and CNS depression might 
occur with concurrent use of cannabis or cannabinoids 
with opioids.54

In the last two decades, the world has seen an epi-
demic of opioid prescribing whereby prescription opi-
oids have been associated with a large number of deaths 
and labeled a “public health problem.”55 Healthcare pro-
fessionals' positive views regarding cannabis' compara-
tive risk profile to opioids may be shaped by the lives lost 
to opioid toxicity, such that not using opioids at all or 
reducing the opioid load are seen as favorable. However, 
our review saw reservations for MC to be used in prac-
tice expressed by Israeli pain specialists, American hos-
pice providers, and American pain experts. This may be 
attributed to a recent shift toward opioid stewardship 
and deprescribing in practice, which has consequently 
seen the emergence of evidence-based guidelines from 
public health agencies to address harms from the misuse 
of these pain medicines.56,57 These guidelines serve as a 
means of dissemination of best clinical practices to pre-
scribers.58 One systematic review of 15 studies showed 
low to moderate evidence that opioid stewardship efforts 
have decreased the number of opioid prescriptions, num-
ber of patients on long-term opioids, duration of pre-
scribed treatment, and opioid dosages.59 Until there are 
high-quality randomized controlled trials for MC to test 
its efficacy and safety for the indication of chronic pain, 
and standardize the dose and administration for pre-
scribing, local prescribing protocols cannot be evidence 
based. Meanwhile opioids appear to be the preferred 
treatment by physicians due to the presence of guidelines. 
This highlights the need for more funding and attention 
by regulatory authorities to increase the pace of research 
approval for MC and trial result turnover, which can be 
subsequently translated into evidence-based guidelines 
to support the healthcare professional after the point of 
MC's legalization.

Health professionals in our review showed a prefer-
ence for prescribing MC to patients with chronic pain 
associated with a clear etiology (eg, neuropathic pain, 



730  |    
HEALTHCARE PROFESSIONALS' PERSPECTIVES ON MEDICINAL CANNABIS FOR 

CHRONIC PAIN

cancer-related pain, rheumatic diseases), where the di-
agnosis is confirmed, as well as those at their end of 
life. The indication with the most robust evidence for 
MC is neuropathic pain with a number of double-blind 
placebo-control trials conducted.17 However, there re-
mains a lack of evidence for other pain phenotypes.19 As 
there is no objective marker for diagnosis with chronic 
pain, diagnosis is reliant on the patient's report of their 
lived experience. This subjectivity of a chronic pain di-
agnosis may form the basis of physicians' concerns of 
abuse where they may perceive patients to be malinger-
ing under the indication of chronic pain in order to gain 
access to MC for recreational use. This review found 
lower intentions to prescribe MC for general chronic 
pain than in Gardiner et al.’s review,23 but the latter 
was not focused on health professionals practicing in 
the sphere of chronic pain. There also appeared to be a 
compassionate stance toward the suffering patients ex-
perience in our study, causing physicians to be more per-
missive with palliative medications and overlook issues 
of addiction, side effects, and the reluctance to prescribe 
MC. Interestingly, there are few studies conducted on 
end-of-life care, yet it is the population that is considered 
the most appropriate to use MC. Perspectives on MC use 
in end-of-life care may therefore be a promising area of 
research.

While the prescription or approval of MC may cur-
rently be restricted to physicians, pharmacists and nurses 
also have roles in educating their prescribing colleagues, 
counseling patients about MC's safety and efficacy, stay-
ing informed about and interpreting emerging research, 
as well as dispensing or administering MC, respec-
tively. Additionally, in some parts of the world, phar-
macies serve as points of sale of MC (eg, Australia).52 
Understanding healthcare professionals' personal views 
regarding the efficacy of MC is crucial as these play into 
their provision of a perceived viable treatment option for 
chronic pain. Therefore, the views of other healthcare 
professionals regarding chronic pain and pain with un-
derlying conditions could be a future research direction.

Finally, it is concerning that few healthcare profes-
sionals feel equipped to deal with people who use MC 
for chronic pain, due to limited opportunities for edu-
cation and training around MC worldwide. This may be 
explainable due to the lack of supporting evidence for its 
efficacy. With the legalization of MC, healthcare profes-
sionals often enter practice without prior knowledge or 
guidance about the substance which has grown in pub-
lic favor. Consequently, a high use of nonpeer-reviewed 
information sources was reported by healthcare profes-
sionals in this review. It is encouraging that healthcare 
professionals expressed a strong desire for formal edu-
cational opportunities, which may suggest a willingness 
to undergo additional training. This review showed that 
those with more clinical experience have more permis-
sive attitudes to prescribing or recommending MC for 

chronic pain. While scientific evidence accumulates to 
inform practice guidelines and educational curricula, 
healthcare professionals rely on their accumulated clini-
cal experience to guide their present practice. This rein-
forces the need for safety and efficacy data to be gathered 
and disseminated, and clinical dosing guidelines to be 
developed to support the healthcare professional after 
the point of legalization and ensure the provision of MC 
to chronic pain patients where appropriate.

Limitations

First, we did not assess the quality of study methodologies 
included in this review, given the focus on the narrative 
and thematic synthesis of the included studies.24 Second, 
we generalized all cannabis-containing products 
mentioned in studies under the term “medicinal 
cannabis,” though perspectives may differ, for example, 
toward the cannabis plant versus manufactured cannabis 
products. Third, this review included articles of the 
English language only. Potential literature may have 
been missed from countries which are leading in the MC 
field, but whose scientists may not be publishing results 
in English. Additionally, this review reported on studies 
that largely consisted of physicians and specialists 
involved in the prescribing or recommendation of MC. 
Future studies could consider a deeper examination of 
the perspectives of pharmacists and nurses, who may 
be directly involved in the dispensing or administration 
of MC, respectively, regarding chronic pain versus pain 
associated with underlying conditions.

CONCLUSIONS

Healthcare professionals appear to rely on their clinical 
experiences of caring for people living with chronic 
pain to make decisions about MC use. Healthcare 
professionals require education and training, and clinical 
guidelines that provide evidence-based information 
about efficacy and safety, and guidance related to 
dosage of MC products for chronic pain. Until these 
gaps are addressed, healthcare professionals are limited 
in making informed treatment recommendations about 
MC, may deny a potentially beneficial intervention, 
divert patients to inappropriate or unnecessary care, and 
may be unintentionally devaluing the lived experience 
and preferences of people with chronic pain.
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