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Evidence shows that cannabis 
has fewer relative harms than 
opioids

In an article in CMAJ, Fitzcharles and col-
leagues1 raise a number of important con-
cerns stemming from the need for more 
rigorous research into therapeutic appli-
cations of cannabinoids. Unfortunately, 
their arguments are undermined by their 
unsubstantiated claims about the relative 
risks of cannabis compared with opioids.

The authors acknowledge there are sev-
eral symptoms and conditions for which 
cannabis has shown to be effective (e.g., 
severe childhood epilepsy, chemotherapy-
induced nausea, palliation at end of life) 
and suggest that the evidence is not suffi-
cient to support other conditions that are 
commonly thought to improve with can-
nabis, including chronic noncancer pain. 
This conclusion is debatable, especially in 
light of the recent consensus reached by 
the US National Academies of Sciences, 
Engineering, and Medicine that there is 
substantial evidence to support canna-
binoids for the treatment of chronic pain.2 
We take particular issue with the authors’ 
assertions that the relative lower harms of 
cannabinoids as compared with opioids 
are merely public “perception” and that 
without more cannabis research, we may 
see “a potential disaster similar to the opi-
oid epidemic in North America.”1

We agree that more high-quality 
research is needed on the possible health 
benefits and acute and chronic harms of 
cannabis use. We are one of many research 
groups in Canada planning or conducting 
experimental trials into cannabinoid -
based therapies. However, suggesting that 
cannabis might spark a public health prob-
lem on the level of the current opioid over-
dose crisis is not supported by scientific 
evidence. Although cannabis use is neither 
risk free nor a panacea, the risks it poses of 
physical dependence and accidental over-
dose compared with opioid use are sub-
stantially lower — indeed, fatal overdose 
with cannabis has never been documented 
and is thought to be impossible.3 Espe-
cially in the era of the opioid overdose cri-
sis, the common sequelae of opioid use 

disorder (e.g., fatal overdose, acquisition 
or transmission of blood-borne diseases) 
are hardly comparable to those of canna-
bis use disorder at either individual or 
popu lation levels. The lower relative risks 
associated with cannabis are reflected in 
substantially lower rates of cannabis- 
associated morbidity, mortality and soci-
etal costs compared with opioids in 
 Canada, despite much higher levels of 
exposure.4 Simply put: it is not perception 
that cannabis has fewer relative harms 
than opioids; it is evidence.

The authors’ viewpoint also overlooks an 
emerging body of preliminary research 
(including some from controlled trials) 
describing beneficial relationships between 
cannabis use or access and rates of opioid 
use and related harms, including overdose. 
For example, population-level research from 
the United States has reported lower rates 
of opioid-related mortality,5 opioid analgesic 
dispensations,6,7 and opioid-related hospital 
admissions8 in jurisdictions with licit access 
to medical cannabis. Multiple studies of peo-
ple who use medical cannabis have docu-
mented both ad hoc and intentional reduc-
tions in opioid use, often in the context of 
chronic pain.9,10 Recent experimental trials in 
humans have shown that lower doses of opi-
oids co-administered with cannabinoids 
achieved analgesia equivalent to higher 
doses of opioids,11 and administration of 
cannabidiol reduced cue-induced opioid 
craving among people with opioid use dis-
order.12 In our 3 prospective cohorts of peo-
ple at high risk of opioid overdose in Van-
couver, we have found a number of 
beneficial long itudinal associations with 
consistent cannabis use, such as superior 
engagement in opioid agonist therapies for 
opioid use disorder,13 reduced frequency of 
illicit opioid use in the context of chronic 
pain14 and lower rates of exposure to 
fentanyl.15

We strongly agree with the authors’ 
views that governments, regulators and 
other stakeholders must support high-
quality independent research into canna-
bis in order to mitigate its harms and maxi-
mize its potential benefits. However, these 
clinical, public health and regulatory 
research priorities are likely to miss the 

mark without a clear-eyed and accurate 
appraisal of the existing scientific evidence 
on cannabinoids and human health — 
however limited it may be.
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