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Medical Marijuana Today
Twenty-three states and the District of Columbia, have passed laws since 1996 legalizing the use
of medical marijuana for qualifying patients under state law. While state medical marijuana
programs differ from one another in significant ways, most allow medical marijuana for the
treatment of severe, intractable pain. Opioids remain the most commonly prescribed medicine
to treat severe, chronic pain and are an important tool in the medical arsenal. However, many
people do not want to take opioids given the side effects and risks associated with their use.
Cannabis, effective in treating certain kinds of pain, affords new options.
Safety and Efficacy of Medical Marijuana
Marijuana’s medical safety and efficacy is incontrovertible – particulary for the treatment of
various types of severe and chronic pain.1
In February 2010, the University of California Center for Medicinal Cannabis Research released
a report of its findings after a decade of randomized, double-blind, placebo-controlled clinical
trials on the medical utility of inhaled marijuana. The studies concluded that marijuana should
be a “first line treatment” for patients with painful neuropathy and other serious and
debilitating symptoms, who often do not respond to other available medications. Among the
Center’s trials, four studies assessed smoked marijuana’s potential to relieve chronic,
neuropathic pain – a type of nerve pain associated with cancer, diabetes, HIV/AIDS, spinal cord
injury and many other serious conditions. Each of the studies that the Center’s investigators
conducted found that marijuana consistently reduced patients’ pain levels to a comparable or
better degree than currently available treatments.2 The researchers concluded, “The results
from these four studies have been convergent, with all four demonstrating a significant decrease
in pain after cannabis administration. The magnitude of effect in these studies…was comparable
to current therapies.”3
Another trial assessed the use of marijuana as a treatment for patients suffering from multiple
sclerosis. That study determined that “smoked cannabis was superior to placebo in reducing
spasticity and pain in patients with MS, and provided some benefit beyond currently prescribed
treatments.”4 A literature review of 38 studies evaluating medical marijuana’s efficacy for
treating pain found that “71 percent (27) concluded that cannabinoids had empirically
demonstrable and statistically significant pain relieving effects, whereas 29 percent (11) did not.”
Of major significance, the review concluded, ““[F]or notoriously difficult to treat conditions such
as HIV neuropathy, … cannabinergic pain medicines, particularly inhaled cannabinoid
botanicals, are one of the only treatments that have been shown to be safe and effective with the
highest levels of evidence.”5 In fact, a 2015 meta-analysis of 79 studies found a 30 percent or
greater reduction of pain with the use of cannabinoids compared to placebos.6
Another authoritative review article summarizing the state of the research indicated smoked
marijuana reduces symptoms of chronic/neuropathic pain, spasticity associated with multiple
sclerosis, and other conditions – and does so with an acceptable safety profile. The article
recommends that doctors be allowed to weigh the benefits against risks of medical marijuana
therapy – just as they do with any other medicine.
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The article concludes by recommending marijuana rescheduling, writing: “The classification of
marijuana as a Schedule I drug as well as the continuing controversy as to whether or not
cannabis is of medical value are obstacles to medical progress in this area.
Based on evidence currently available the Schedule I classification is not tenable; it is not
accurate that cannabis has no medical value, or that information on safety is lacking. It is true
cannabis has some abuse potential, but its profile more closely resembles drugs in Schedule III
(where codeine and dronabinol are listed). The continuing conflict between scientific evidence
and political ideology will hopefully be reconciled in a judicious manner.” 7
Medical Marijuana & Prescription Opioids
Not only is medical marijuana effective for treating chronic and intractable pain, but inhaled
marijuana has also been found to complement prescription opioid pain medicines well,
enhancing the efficacy of (and safely interacting with) these more powerful narcotic
medications. Used in combination with opioid analgesics, cannabis can lower opioid sideeffects, cravings and withdrawal severity as well as enhance the analgesic effects of opioids,
thereby allowing for lower doses and less risk of overdose. 8,9 An important recent study
reported that their subjects' pain "was significantly decreased after the addition of vaporized
cannabis", and suggested that cannabis treatment “may allow for opioid treatment at lower
doses with fewer [patient] side effects." The authors concluded that their results “demonstrate
that inhaled cannabis safely augments the analgesic effects of opioids."10 Research published last
year found 80 percent of medical marijuana users reported substituting cannabis for prescribed
medications, particularly among patients with pain-related conditions11 A retrospective survey of
244 medical cannabis patients in Michigan found that cannabis use was associated with a “64%
lower opioid use in patients with chronic pain” and fewer side effects than opioid medications12.
Another study of 200 licensed medical cannabis patients in Rhode Island found that over twothirds (69%) used cannabis to treat chronic pain, and more than half (56 %) indicated that they
had “used cannabis as a substitute for pharmaceutical drugs, primarily opioids”, with over 90%
of respondents noting that “cannabis was associated with fewer side effects”13
Such findings are increasingly common, prompting a recent journal commentary to note, "There
is sufficient evidence of safety and efficacy for the use of [marijuana] in the treatment of nerve
pain relative to opioids…[that] where medicinal cannabis is legal, physicians who treat
neuropathic pain with opioids should evaluate their patients for a trial of cannabis and prescribe
it when appropriate prior to using opioids.” The com mentary went on to suggest that,
“Prescribing cannabis in place of opioids for neuropathic pain may reduce the morbidity and
mortality rates associated with prescription pain medications and may be an effective harm
reduction strategy"14
A 2014 study published in the Journal of the American Medical Association found that states
with medical marijuana laws are associated with a significant reduction in mortality from opioid
abuse; these states saw a 25 percent reduction in opioid overdose deaths, compared to states
without such laws, resulting in 1,700 fewer deaths in 2010 alone.15 Another working paper from
the RAND BING Center for Health Economics notes that “states permitting medical marijuana
dispensaries experienced a 15 to 35 percent decrease in substance abuse admissions and opiate
overdose deaths.16 Similarly, another recent report by Castlight Health, an employee health
benefits platform provider, found almost double the rate of opioid abuse in states that did not
permit access to medical marijuana. Specifically, in those states, 5.4 percent of individuals with
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an opioid prescription qualified as abusers of the drug, whereas only half or 2.8 percent of
individuals with an opioid prescription living in medical marijuana states qualified as opioid
abusers 17
Finally, cannabis use has been shown to improve outcomes among participants undergoing
treatment for opioid dependency. In a 2015 study, researchers at Columbia University found
that “patients who consumed cannabis during the outpatient treatment phase were more readily
able to sleep, reported experiencing less anxiety, and were more likely to complete their
treatment as compared to those subjects who did not” and “were more likely to remain in
[outpatient treatment] as compared to those who were not using marijuana, regardless of
whether they were taking dronabinol or placebo”18 This finding replicates two prior studies
conducted in 2001 and 2009 which found “greater treatment adherence among subjects who
consumed cannabis intermittently during outpatient therapy”19
Several elected officials, including Senator Elizabeth Warren20 and Congressman Earl
Blumenauer21, have recently expressed their support for the use of medical marijuana to treat
chronic pain as a way to help address the opioid crisis. Given medical marijuana’s pain-relieving
benefits, it presents a promising solution to reducing the morbidity and mortality associated
with prescription opioid use in New York State, creating broader access to medical marijuana for
patients in need, and should be included as a qualifying condition in its medical marijuana
program.
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