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M edical access to cannabis was first granted in Canada 
in 1999, with several amendments leading to the cur-
rent Access to Cannabis for Medical Purposes Regula-

tions.1 Patients have the right to access cannabis for medical pur-
poses if they have the support of a health care practitioner. Three 
cannabinoid-based drugs are also approved for use in Canada: 
dronabinol and nabilone for chemotherapy-induced nausea and 
vomiting, and nabiximols for spasticity and neuropathic pain in 
multiple sclerosis, and cancer pain.

On Dec. 13, 2016, the Task Force on Cannabis Legalization 
and Regulation, appointed by the Government of Canada, 
released its recommendations on a framework for the legaliza-
tion and regulation of cannabis in Canada, including the contin-
ued access to medical cannabis and cannabinoid-based drugs in 
a stream separate from recreational access.2 In response, the 
Canadian Medical Association (CMA) stated that it is not in sup-
port of the recommendation for two separate streams, citing 
concerns over lack of clinical evidence and guidance for medical 
use.3 We recognize the substantial gaps in knowledge surround-
ing cannabinoid-based therapeutics; however, as experienced 
researchers in the field, we support the task force’s recommen-
dations and framework to maintain a separate medical stream, 
as set out within the current draft of the “Cannabis Act.”4 Addi-
tional recognition by the CMA and other professional health care 
associations would validate the recommendations by the task 
force and would ensure continued support for this framework 
through development of this bill.

Recreational cannabis and cannabinoid-based drugs (includ-
ing medical cannabis) are not equivalent. Without a program 
that supports medical use, patients may lose access to supports 
that the Federal Court of Canada has deemed appropriate,1 
which fosters safe and appropriate use.2 Furthermore, having 
only one stream continues to fuel the stigma surrounding canna-
binoid-based therapeutics and delegitimizes patients who state 
that they use these drugs out of necessity rather than choice.2

Historically, cannabis has been used for the treatment of various 
ailments.5 However, modern cannabinoid research is still a relatively 
young field; discovery of the human endocannabinoid system has 
occurred mainly within the last three decades. In large part, this is 
due to the complexity of the cannabis plant. Initial investigation was 
difficult, given the variability between chemical varieties and grow-

ing conditions, and methods of delivery. Of the over 400 chemical 
entities found in cannabis to date, scientists have characterized the 
pharmacology of only a few, and still have an incomplete under-
standing of how these cannabinoids function when combined.6 Use 
of newer synthetic cannabinoids has also provided challenges, often 
because of off-target effects at previously unknown or uncharacter-
ized receptors.7,8 In addition, our understanding of the changes in 
the endocannabinoid system in pathologic states is still incom-
plete.9 To answer these complex questions, much more research 
must be done. However, aside from the regulatory hurdles required 
to acquire cannabinoids for study, negative perceptions associated 
with basic and clinical cannabinoid research continue to hamper 
research progress and have, in the past, restricted funding availabil-
ity for cannabinoid research.10

In this context, hesitation from health care practitioners is 
understandable. Clearly, more research is needed to provide bet-
ter guidelines about use. However, lack of evidence is not often a 
result of negative data, but it occurs because the research has 
yet to be carried out in large enough or properly controlled clini-
cal studies.5 The type of research that is needed to address these 
unanswered questions will not occur or will be more difficult to 
justify if cannabinoid-based therapeutics continue to be dis-
missed without full consideration.10
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KEY POINTS
• Recreational and medical cannabis are not equivalent and, 

therefore, should have different frameworks for access.

• Although there are still substantial gaps in knowledge 
surrounding medical use, a separate medical framework 
provides an essential route to inform future policy decisions 
regarding the health of Canadians.

• This separate framework would support patients and health 
care providers by helping to reduce stigma, provide 
standardized systems for ongoing patient monitoring and 
facilitate continued education for health care providers.

• A separate framework would also provide incentives to 
strengthen research beyond harms reduction, including 
research into efficacy and safety of use, as well as to drive 
development of novel cannabinoid-based therapeutics that are 
eligible for drug identification numbers.
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There is substantial evidence that supports use of cannabi-
noid-based therapeutics for muscle spasticity, chronic pain, and 
lessening chemotherapy-induced nausea and vomiting, and 
moderate evidence supporting these therapeutics as sleep aids 
in several secondary sleep disturbances.5 However, there is a 
large body of low-quality and anecdotal evidence showing effec-
tive use of cannabinoids in the treatment of various other dis-
orders, such as reducing symptoms of anxiety, posttraumatic 
stress disorder and Tourette syndrome, after other conventional 
treatments have failed.5,6 More research is required in some of 
these areas to strengthen efficacy evidence; however, existing 
data indicate important therapeutic possibilities.

Continuing with a separate supported medical stream after 
legalization would reduce risk to patients; this would enable 
informed decisions as to whether or not a cannabinoid-based 
treatment is the most appropriate option for their health needs. 
Maintaining a separate medical stream for cannabis would also 
provide additional incentives for continued studies that further 
knowledge about the endocannabinoid system and its potential 
as a therapeutic target, outside of harms reduction. As recom-
mended by the task force, these projects could be funded 
through revenue from the taxed sale of cannabis, possibly 
through priority-status granting schemes by the Canadian Insti-
tutes of Health Research. Further research in this area can pro-
vide clearer answers on safety and efficacy, and lead to the 
development of appropriate cannabinoid-based pharmaceuti-
cals with drug identification numbers.

A separate medical stream would also support infrastructure 
to provide increased and continued education for health care 
practitioners on the latest advances in cannabinoid research, 
including physicians, pharmacists and nurse practitioners, all of 
whom could work in tandem to ensure maximal monitoring and 
education of patients.

Maintaining a separate medical stream is not without costs and 
administrative hurdles; however, it is our opinion that these costs 
would be outweighed by the substantial benefits resulting from 
medical research and education that would help to shape future 

health policies. For example, patients would be able to have 
informed discussions with nurse practitioners or physicians about 
how a cannabinoid-based approach may or may not be appropri-
ate for them given their medical history, and pharmacists could 
provide information about different forms of delivery or formula-
tions. Physicians and nurse practitioners could provide ongoing 
monitoring that involves screening the patient for efficacy, with 
dose and formulation adjustment if necessary, and also risk fac-
tors of abuse.

Having a separate medical stream does not mean an endorse-
ment of cannabinoid-based therapeutics as a cure-all. It is about pro-
viding the infrastructure to make informed choices for the patient 
and health care practitioner, and prioritizing a path to more concrete 
answers. The recommendations by the task force about maintaining 
a separate medical stream provide the best route to ensure greater 
patient safety and effective disease treatment.
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