Despite successful trials of synthetic cannabis,
it is still no match for the drug itself.

Ross Coomber explains why the availability
of pharmaceutical cannabis preparations

will not prevent the smoking of cannabis by
therapeutic users.

ECENT events have marked a shift in public

attitude towards cannabis in the UK. Major

reports by the British Medical Association, the

House of Lords' and the Police Foundation

Inquiry have respectively suggested that the
dangers of cannabis are exaggerated.

They suggest cannabis should at least be made
available for therapeutic purposes and that current
punitive policies do more harm than the drug itself.
More recently, the government’s Advisory Committee
on Drug Misuse™ (ACMD) supported the Home Affairs
Select Committee on the reclassification of cannabis.
Several high profile police officers believe that scarce
resources would be put to better use trying to combat
the more serious drug problems posed by drugs such
as heroin and cocaine.

In 2002, the Metropolitan police, pre-empting any
official government policy, all but decriminalised
cannabis use in Lambeth — a scheme now supported by
the Association of Police Chief Officers (ACPO) and
likely to be rolled out to all forces in England and
Wales by early 2003."

Other recent statements by the government suggest
the UK won't be too far behind the Dutch and Canadian
governments who have introduced legislation allowing
the use of cannabis for therapeutic purposes.

For many this would be a great leap forward for the
chronically ill and disabled who are de-facto
criminalized when using cannabis to obtain the broadly
accepted” therapeutic benefits from it. But would it?

Is the direction of policy really changing sufficiently
for those who are criminalized by the use of cannabis
for therapeutic purposes? The research reported here
involving 33 therapeutic users of cannabis and their
experiences of using an illegal drug for medical
purposes, suggests not.

CANNABIS NOT CANNABINOIDS

A consistent position from UK governments has been
to support clinical trials of synthetic cannabinoids not
of cannabis itself. The position is understandable but
not, as we shall see, necessarily realistic. {ronically it is
this very lack of pragmatism and the maintenance of
ethical (medical) principles that ultimately produce a
contradictory outcome and undermine the very
principles themselves.

By and large the medical profession is against any
medicine that has to be burnt/smoked, as this is
carcinogenic. And this is certainly true of a cannabis
joint.

If, as the argument goes, a synthetic medicine that

Ross Coomber isolates the primary active ingredients of cannabis but
is Principal Lecturer  avoids the unwanted side effects can be produced, this
e is ethically more acceptable to medics and

the University of .
Plymouth government. This all makes good sense. In fact many
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why the joint
will prevail

of the individuals that took part in our research did not
want to have to smoke cannabis to obtain the
beneficial effects.

The problem however is not in the principles
behind government and medical thinking, it is in the
practicality of that thinking and the likely outcome for
prescribing policy. Campaigners have long argued that
it is cannabis itself, a complex combination of over 400
compounds and 60 cannabinoids, which produces an
effective painkiller, relaxant, anti-sickness medicine
and reliever of numerous other symptoms for the
chronically ill and disabled.

Most of the respondents of this research have found
the smoking of cannabis to be more effective than any
synthetic drugs, whether cannabinoids or other
medications prescribed for the relief of symptoms. They
feel cannabis is more flexible in its application (as a
reliever of multiple symptoms) and easier to control in
dosage terms. That these experiences may or may not
represent a ‘clinical reality’ (some researchers claim that
there is little evidence that cannabis is more effective)"i
is not really the issue at stake.

LISTEN TO THE PATIENTS
Policy cannot be divorced from the social context in




which it exists. Therapeutic users of cannabis use it
because they think it works. For many of them the
chosen route of administration is smoking because it
delivers the best route to symptom relief, offers greater
control over the dose and, because it is self-
administered, provides them with a certain amount of
self-determination. In the current climate where the
clinical judgements of the medical profession have
been increasingly questioned, the value of patient
perceptions should not be underestimated.

As one Consultant in Clinical Psychology has put it,
‘In procuring a “treatment” denied by government, the
law and the medical profession, the person is able to
perceive themselves as taking control [and that] ... the
very act of seeking and “using” cannabis is likely to
increase the person’s self esteem, decrease feelings of
helpless and hopelessness, and “taking control of one’s
destiny” will, initially, alleviate anxiety and
depression.’ ¥

Cannabis is also perceived by many in the research
to be more ‘natural’ and therefore preferable to
pharmaceutically based products, reflecting the wider
enthusiasm for complimentary or alternative therapies
that currently contest areas of conventional medicine.
Respondents also reported that the unwanted side-

effects from much of their prescribed medicine were
often severe enough for them to discontinue its use.

MAGIC BULLET

The situation then is that the users of cannabis for
therapeutic purposes, interviewed in this research,
report that they will continue to smoke cannabis
whether or not it is an illegal substance. They argue
that the benefits that they perceive from its use are
worth the risk of criminal prosecution despite the fact
that many do actually fear and are wary of the law.
They also welcome the research being undertaken
into cannabinoids and hope for a ‘magic bullet’
pharmaceutically produced that is as effective as
cannabis, with as few side effects, as malleable in its
application and able to be taken orally.

The problem is, as they well know, this magic
bullet is not yet available. Cannabinoids that have
been tested on the respondents in this research are not
perceived to be as effective as cannabis itself.

Therapeutic users, therefore, will remain

criminalized and stigmatised. Indeed, it may take MOSt have

longer to approve cannabinoids for therapeutic use

than it does to reclassify cannabis for normal personal found

use, as the former is dependent upon successful smoking

clinical trials. :
For many terminally ill patients, any potential long- cannabis

term effects of smoking cannabis are entirely irrelevant, Q@ be more

so long as it relieves pain and helps disabilities. .
Making cannabinoids as opposed to cannabis a effeCtlve

prescription drug will be a halfway house policy that than any

succumbs to all the right pressures and allows synth eti C

principle to remain intact, but fails to help the very
people who need it most. If we can see our way to
effectively decriminalising the casual non-therapeutic
user, let’s properly and fully legalise the use of
cannabis by prescription to those who really need it.
We need to take away any stigma that might surround
it and allow the medical profession to integrate it
within health care rather than turn a supportive blind
eye to it as many do at present.

Meanwhile, the medical and pharmaceutical
professions could continue to research and trial
cannabinoid substitutes and be able to properly
compare their efficacy with an existing legal
medicine. ™
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