
RESEARCH Open Access

Cannabinoid-mediated modulation of
neuropathic pain and microglial accumulation in
a model of murine type I diabetic peripheral
neuropathic pain
Cory C Toth1*, Nicole M Jedrzejewski1, Connie L Ellis1, William H Frey II2

Abstract

Background: Despite the frequency of diabetes mellitus and its relationship to diabetic peripheral neuropathy
(DPN) and neuropathic pain (NeP), our understanding of underlying mechanisms leading to chronic pain in
diabetes remains poor. Recent evidence has demonstated a prominent role of microglial cells in neuropathic pain
states. One potential therapeutic option gaining clinical acceptance is the cannabinoids, for which cannabinoid
receptors (CB) are expressed on neurons and microglia. We studied the accumulation and activation of spinal and
thalamic microglia in streptozotocin (STZ)-diabetic CD1 mice and the impact of cannabinoid receptor agonism/
antagonism during the development of a chronic NeP state. We provided either intranasal or intraperitoneal
cannabinoid agonists/antagonists at multiple doses both at the initiation of diabetes as well as after establishment
of diabetes and its related NeP state.

Results: Tactile allodynia and thermal hypersensitivity were observed over 8 months in diabetic mice without
intervention. Microglial density increases were seen in the dorsal spinal cord and in thalamic nuclei and were
accompanied by elevation of phosphorylated p38 MAPK, a marker of microglial activation. When initiated
coincidentally with diabetes, moderate-high doses of intranasal cannabidiol (cannaboid receptor 2 agonist) and
intraperitoneal cannabidiol attenuated the development of an NeP state, even after their discontinuation and
without modification of the diabetic state. Cannabidiol was also associated with restriction in elevation of
microglial density in the dorsal spinal cord and elevation in phosphorylated p38 MAPK. When initiated in an
established DPN NeP state, both CB1 and CB2 agonists demonstrated an antinociceptive effect until their
discontinuation. There were no pronociceptive effects demonstated for either CB1 or CB2 antagonists.

Conclusions: The prevention of microglial accumulation and activation in the dorsal spinal cord was associated
with limited development of a neuropathic pain state. Cannabinoids demonstrated antinociceptive effects in this
mouse model of DPN. These results suggest that such interventions may also benefit humans with DPN, and their
early introduction may also modify the development of the NeP state.

Background
Due to its recent epidemic, diabetes mellitus has
become the most common cause of peripheral neuropa-
thy worldwide, and approximately 50% of these patients
experience chronic neuropathic pain (NeP) [1]. The
mechanisms leading to NeP in diabetic peripheral

neuropathy (DPN) are likely multifold, but remain
poorly understood. As well, management of NeP in gen-
eral, including that associated with DPN, is inadequate
and unsatisfactory [2]. Of the current pharmacotherapies
for neuropathic pain, most are designed to block neuro-
transmission. This may limit their effectiveness as the
concomitant production of many inflammatory media-
tors continues to activate nociceptive neurons, contri-
buting to pain hypersensitivity. It has been
demonstrated that injuries and diseases of the nervous
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system resulting in NeP promote the presence of inflam-
matory mediators within the spinal cord. Pro-inflamma-
tory cytokines such as interleukin-1beta (IL-1b),
interleukin-6 (IL-6), and tumor necrosis factor-alpha
(TNFa) are mainly produced by non-neuronal cells,
such as with glial cells in the spinal cord, [3,4] and play
an unchecked role in the creation of a neuropathic pain
state.
The knowledge of the prominent role of glial cells in

the development and maintenance of NeP has evolved
over the past decade. Both microglia and astrocyte acti-
vation is observed in the spinal cord following either
peripheral nervous system (PNS) or central nervous sys-
tem (CNS) injury [5-7]. Glial activation has also been
demonstrated in post-traumatic models, inflammatory
models [8-10], central demyelinating disorders [11,12],
and in diabetes mellitus [13-15]. Escalating evidence
suggests that glial cells in the spinal cord play an impor-
tant role in facilitation of pain [16,17], associated with
profound morphological changes in microglia [18].
Furthermore, glial inhibitors or glia modifying drugs

such as fluorocitrate and propentofylline can modify
pain sensitivity [19,20]. Microglia are regarded as a main
source of such inflammatory mediators such as IL-1b,
IL-6, and TNFa in the central nervous system [21,22].
Gene regulation following peripheral nervous system
injury is dramatically altered in spinal microglia [23],
who are also subject to proliferation [24]. Microglia also
express a number of plasma membrane receptors whose
activation ledas to microglial cell activation [4,25] and
migration [4,25]. However, the details of signaling mole-
cules triggerring microglial cell activation and migration
are poorly understood.
One important microglial system is the family of can-

nabinoid (CB) receptors and its endogenous ligands.
Endocannabinoids modulate microglial cell migration
without disturbing their ability to phagocytose particles
or produce nitric oxide. Although endocannabinoids,
including anandamide and 2-arachidonoylglycerol
(2-AG) [26], act upon CB1 and CB2 receptors are
secreted by neurons, they are more prominently pro-
duced in microglial cells during neuroinflammatory con-
ditions. 2-AG promotes recruitment of microglial cells
by ligation of CB2, but not CB1 receptors [26]. This is
likely due to CB1 receptors being expressed predomi-
nately at neurons in the central nervous system [27-29],
while the CB2 receptor is expressed predominately by
immune cells such as microglia [30]. Although both
CB1 and CB2 receptors are expressed in activated
microglial cells, their cellular expression is different,
with CB2 receptors abundantly expressed at the leading
edges of activated microglia [26].
Tetrahydrocannabinol (THC), a component in mari-

juana, acts at both CB1 and CB2 receptors, but other

forms of cannabinoids such as cannabinol and cannabi-
diol act predominantly at CB2 receptors. Such CB2 ago-
nists may be potential anti-inflammatory therapies [31],
antagonizing the 2-AG-induced recruitment of microglia
and impacting upon development of an inflammatory
state. Such properties may permit the cannabinoids to
act in the prevention of microglial activation, perhaps
limiting the development of neuropathic pain.
We examined clinically available pharmacotherapies

for neuropathic pain to identify impact upon microglial
activation in a model of chronic neuropathic pain. The
aims of our study were to identify the activation of
microglia in mice with diabetes and confirmed diabetic
peripheral neuropathy. Next, we examined whether CB2
receptor ligation could prevent microglial activation and
migration. Finally, we assessed CB1 and CB2 receptor
agonists/antagonists in the management of pain and
microglial activation in diabetic mice with long standing
diabetic neuropathy. We also sought to compare intra-
nasal delivery to intraperitoneal delivery of CB1 and
CB2 receptor antagonists since targeted intranasal direct
delivery to the CNS may be more beneficial in pain
management. Our hypotheses were: (1) microglia activa-
tion occurs in spinal cords and thalami of mice with
diabetes and painful diabetic peripheral neuropathy; (2)
CB2 receptor agonists would prevent microglial activa-
tion, ameliorating the development of neuropathic pain;
(3) CB1 agonists would benefit pre-existing neuropathic
pain in animals with long standing diabetic peripheral
neuropathy and associated pain. Our final goal was to
determine if nabilone, a synthetic commercially available
cannabinoid with CB1 and CB2 agonism activity was
beneficial in the diabetic peripheral neuropathy state
and could prevent the development of neuropathic pain
in this chronic disease state.
In order to specifically target the central nervous sys-

tem for activation of microglia, cannabinoid agents were
intranasally delivered to the brain. Intranasal delivery
was first developed to bypass the blood-brain-barrier
and directly target growth factors and other therapeutic
agents to the central nervous system [32] of rodents
[33-35] and humans [34,35] with delivery occurring
along both the olfactory and trigeminal neural pathways
using extracellular pathways rather than axonal trans-
port [34]. Previous studies have demonstrated that intra-
nasal delivery of cannabinoids achieves both central
nervous system and systemic concentrations comparable
with systemic delivery [33].

Methods
Animals
All experiments were carried out using male CD1 mice
(Charles River Laboratories), weighing 25-30 g at inita-
tion. All protocols were reviewed and approved by the
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University of Calgary Animal Care Committee using the
Canadian Council of Animal Care guidelines. Experi-
mental study groups were randomized and behavioural
studies were performed by an experimenter who was
unaware of treatment groups.
In all cases, we studied CD1 male wildtype mice with

initial weight of 20-30 g housed in plastic sawdust covered,
pathogen-free cages with a normal light-dark cycle and
free access to mouse chow and water. CD1 mice were
selected due to lower rates of anticipated mortality in
long-term diabetic studies [36,37]. Mouse numbers were
selected to anticipate 25% and 40% mortality over the
course of 6 and 8 months of diabetes respectively. Mice
were anesthetized with pentobarbital (60 mg/kg) prior to
all terminal endpoints. At the age of 1 month, mice
intended to be diabetic were injected with streptozotocin
(Sigma, St. Louis, MO) intraperitoneally once daily for
each of three consecutive days with doses of 60 mg/kg, 50
mg/kg, and then 40 mg/kg, while mice intended to be
non-diabetic were injected with volume-matched carrier
(sodium citrate) for three consecutive days.
In all cases, whole blood glucose measurements were

performed monthly with puncture of the tail vein and a
blood glucometer (OneTouch Ultra Meter, LifeScan
Canada, Burnaby, BC, Canada). Hyperglycemia was veri-
fied 1 week after STZ injections, with a fasting whole-
blood glucose level of ≥ 16 mmol/l (normal 5-8 mmol/l)
being our definition for experimental diabetes. Mice that
did not meet these criteria for diagnosis of diabetes were
excluded from further assessment. All animals were
weighed monthly.

Intranasal and Systemic Delivery of Cannabinoid Agents
Intranasal delivery of the cannabinoid agents took place
over the indicated time points for each experiment.
While each mouse was held in supine position while in
neck extension, a total of 24 μl corresponding to doses
of each agent or 0.9% saline only was provided as four
drops of 6 μl each through an Eppendorf pipetter over
alternating nares every 1 minute. Intraperitoneal delivery
of either cannabinoid agents or 0.9% saline only was also
administered daily to either diabetic or non-diabetic
male CD1 mice as indicated with rotating sites used
over the abdomen for injections. Based upon our prior
experience with pharmacological delivery to the nervous
system [37,38], intranasal dosing was generally 1/10 that
of intraperitoneal dosing, which was selected based
upon published reports. We chose to use the low dose
intervention group as a control group for comparison to
higher doses of intranasal or intraperitoneal delivered
cannabinoid agents.
In order to determine appropriate infiltration of deliv-

ered cannabinoids to the nervous system, FITC fluores-
cence conjugation was performed (FluoroTag™ FITC

Conjugation Kit, Sigma-Aldrich Canada) and fluorescent
tagged molecules of cannabidiol and nabilone were
delivered through intranasal and intraperitoneal delivery
in 4 diabetic mice each, with surgical harvesting of brain
and spinal cord tissues of interest at 1, 6, and 24 hours.
An additional group of diabetic mice received unlabelled
saline both intranasally (n = 4) and intraperitoneally
(n = 4) for comparison.

Study Timelines, Animal Groups and Drug Administration
In Experiment 1, we first sought to study CD1 mice
with long term diabetes with comparison to non-dia-
betic littermates to determine expected levels of tactile
allodynia and thermal hyperalgesia as well as expected
levels of central nervous system microglial activation
(Figure 1). A total of 40 male CD1 wildtype mice were
induced diabetic while 25 male CD1 wildtype mice were
studied as citrate-injected control littermates over the
course of 8 months of diabetes (9 months of life) with-
out delivery of any other agents. These mice were stu-
died with bimonthly sensory behavioral testing, and with
monthly sensory nerve conduction studies. Their spinal
cords were harvested after 1, 3, 5, and 8 months of dia-
betes for immunohistochemical and molecular
investigations.
In Experiment 2, we examined the impact of CB2

receptor activation or blockade upon microglial densities
in the central nervous system in the presence of painful
diabetic peripheral neuropathy. Life span in this experi-
ment was chosen to reflect the onset and duration of
neuropathic pain identified in Experiment 1. A total of
96 male CD1 wildtype mice were induced diabetic while
16 male CD1 wildtype mice were studied as citrate-
injected control littermates over the course of 4.5
months of diabetes (5.5 months of life). A total of 18
diabetic mice received intranasal cannabidiol (selective
CB2 agonist) (Cayman Chemical) [39] (n = 6, 0.1 mg/kg;
n = 6, 1 mg/kg; n = 6, 2 mg/kg) beginning at one week
after STZ injection when diabetes was confirmed with
this therapy continued for 3 months. Meanwhile, 18 dia-
betic mice received intranasal SR144528 (Aztra-Zeneca),
a selective CB2 receptor antagonist (n = 6, 0.01 mg/kg;
n = 6, 0.1 mg/kg; n = 6, 0.2 mg/kg), again starting at
the time of confirmation of diabetes at 1 week post-STZ
injections for the duration of 3 months. In order to
examine the effect of CB2 receptor agonism in the pre-
sence of an established chronic neuropathic pain state,
an additional 6 diabetic mice received intranasal canna-
bidiol (2 mg/kg) and 6 diabetic mice received intranasal
SR144528 (0.2 mg/kg) beginning at 4 months of age
(3 months of diabetes) for one month. Intraperitoneal
delivery was performed for comparison of effect of
intranasal delivery. A total of 18 diabetic mice received
intraperitoneal cannabidiol (selective CB2 agonist)
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(n = 6, 1 mg/kg; n = 6, 10 mg/kg; n = 6, 20 mg/kg) and
a total of 18 diabetic mice received intraperitoneal
SR144528 (n = 6, 0.1 mg/kg; n = 6, 1 mg/kg; n = 6, 2
mg/kg) for 3 months after confirmation of diabetes. An
additional 6 diabetic mice received intraperitoneal can-
nabidiol (20 mg/kg) and 6 diabetic mice received intra-
peritoneal SR144528 (2 mg/kg) beginning at 4 months
of age (3 months of diabetes) for one month for the
comparison to intranasally delivered groups. Age- and
sex-matched non-diabetic littermates were given either

intranasal saline at equal volumes (n = 4) or intraperito-
neal saline at equal volumes (n = 4) beginning at one
week following STZ injections for 3 months, or after
3 months of diabetes (n = 4 each) for one month.
During Experiment 3, we sought to determine the

impact of CB1 receptor ligation prior to and after estab-
lishment of a chronic neuropathic pain state. A total of
144 male CD1 wildtype diabetic mice and 16 male CD1
non-diabetic littermate wildtype mice were studied over
the course of 4.5 months of diabetes (5.5 months of life).

Figure 1 Timelines for experiments performed. Experiment 1 examined the natural history of nociception and microglial presence over 8
months of diabetes. Experiment 2 examined the intranasal and intraperitonel delivery of CB2 agonists/antagonists either at diabetes initiation or
after diabetic peripheral neuropathy-mediated neuropathic pain has initiated. Experiment 3 examined the intranasal and intraperitonel delivery of
CB1 agonists/antagonists (as well as one CB1 and CB2 agonist) either at diabetes initiation or after diabetic peripheral neuropathy-mediated
neuropathic pain has initiated.
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In diabetic mice, therapies were initiated at one week
after STZ injections when diabetes was confirmed. A
total of 18 received intranasal nabilone solution (non-
selective CB1 and CB2 agonist) (Valeant Canada) (n = 6,
0.01 mg/kg; n = 6, 0.03 mg/kg; n = 6, 0.06 mg/kg) and a
total of 18 diabetic mice received intranasal WIN55212-2
(selective CB1 agonist) (Sigma Aldrich Canada) (n = 6,
0.01 mg/kg; n = 6 0.03 mg/kg; n = 6, 0.06 mg/kg), both
beginning at one week after STZ injection when diabetes
was confirmed and continued for 3 months. WIN55212-
2 has higher affinity than Δ9-Tetrahydrocannabinol for
the CB1 receptor [40], but with a shorter half life. Eigh-
teen diabetic mice received intranasal delivery of the
selective CB1 cannabinoid antagonist SR141716A (GE
Healthcare) (n = 6, 0.01 mg/kg; n = 6, 0.1 mg/kg; n = 6,
0.2 mg/kg) beginning at confirmation of diabetes and
continued for 3 months. In order to examine the effect of
CB1 receptor agonism in the presence of an established
chronic neuropathic pain state, an additional 6 diabetic
mice received intranasal WIN55212-2 (0.06 mg/kg), 6
mice received intranasal nabilone (0.06 mg/kg), and 6
diabetic mice received intranasal SR141716A (0.2 mg/kg)
beginning at 4 months of age (3 months of diabetes) for
one month. Intraperitoneal delivery was again performed
for comparison of effect of intranasal delivery. Of the dia-
betic mice, a total of 18 received intraperitoneal nabilone
(n = 6, 0.01 mg/kg; n = 6 0.3 mg/kg; n = 6, 0.6 mg/kg)
while a total of 18 diabetic mice received intraperitoneal
WIN55212-2 (selective CB1 agonist) (n = 6, 0.01 mg/kg;
n = 6 0.3 mg/kg; n = 6, 0.6 mg/kg), each beginning after
diabetes confirmation and continued for 3 months. Eigh-
teen diabetic mice received intraperitoneal delivery of the
selective CB1 cannabinoid antagonist SR141716A (n = 6,
0.1 mg/kg; n = 6, 1 mg/kg; n = 6, 2 mg/kg) for the
3 months beginning after diabetes confirmation. An addi-
tional 6 diabetic mice received intraperitoneal
WIN55212-2 (0.6 mg/kg) and 6 diabetic mice received
intraperitoneal SR141716A (2 mg/kg) beginning at
4 months of age (3 months of diabetes) for one month
for the comparison to intranasally delivered groups. Age-
and sex-matched non-diabetic littermates were given
either intranasal saline at equal volumes (n = 4) or intra-
peritoneal saline at equal volumes (n = 4) beginning at
one week following STZ injections for 3 months, or after
3 months of diabetes (n = 4 each) for one month.
In all cases, animals were inspected for nasal conges-

tion, injection site infection, and for excessive sedation
on a daily basis. Weight was monitored monthly to
assess for cannabinoid-induced weight gain.

Behavioural testing
In all cases, baseline testing was done immediately prior
to STZ injections, and then immediately prior to canna-
binoid agent administration. During maintenance

therapy, behavioural testing was performed 12 hours
after the daily administration was performed. A mini-
mum of 1 hour was provided between forms of sensory
testing, and a minimum of 5 mice underwent beha-
vioural testing at each time point.
Mechanical Sensitivity
Mechanical withdrawal thresholds were tested using a
Dynamic Plantar Aesthesiometer (Ugo-Basile, Milan). In
brief, animals were placed in clear acrylic boxes (22 ×
16.5 × 14 cm) with a metal grid floor in a temperature
controlled room (22°C) and acclimatized for 15 min
before testing. The stimulus was applied via a metal fila-
ment (0.5 mm) which applied a linearly increasing force
ramp (2.5 g/s) to the plantar surface of the hind paw. A
cut-off of 50 g was imposed to prevent any tissue
damage. The force necessary to elicit a paw withdrawal
was recorded. The paw withdrawal threshold (PWT)
was calculated as the average of three consecutive tests
with at least 5 min between each test. Mechanical allo-
dynia was defined as reduced threshold after induction
of diabetes compared to a baseline PWT before STZ
injection.
Thermal Hyperalgesia
To quantitatively assess the thermal threshold of the
hindpaw, mice were placed on the glass surface of a
thermal testing apparatus with acclimatization for 30
minutes before testing. A mobile radiant heat source
(Hargreaves apparatus) located under the glass was
focused onto each of both hindpaws of each mouse.
A radiant heat source was applied individually to the
middle of either hindpaw for up to 60 seconds, with the
latency (seconds) to withdrawal measured. Heating rate
ramped from 30°C to 58°C over 60 seconds in consistent
fashion on each occasion. The cutoff of 60 seconds was
used to prevent potential tissue damage. Paws were
inspected before and after thermal testing to ensure that
no evidence of thermal damage was present. The with-
drawal latency of both hindpaws from three consecutive
trials was averaged, and the mean value was used as the
thermal threshold. There were 5 minute intervals pro-
vided between trials.

Electrophysiological testing
Electrophysiological assessment of sciatic nerve function
was performed as previously described [38] under
halothane anaesthesia. Initial baseline studies were car-
rier out prior to STZ or carrier injections. At least
4 mice in each intervention group underwent monthly
electrophysiological testing beginning prior to induction
of diabetes and after 1, 2, 4, 6, and 8 months of diabetes,
as possible. For orthodromic sensory conduction studies,
the sural nerve was used with a fixed distance of 30 mm
from platinum subdermal stimulation needle electrodes
(Grass Instruments, Astro-Med, West Warwick, RI) to
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the sciatic notch where recording electrodes were placed
to measure the sensory nerve action potential (SNAP)
amplitude and sensory nerve conduction velocity
(SNCV). Near-nerve temperature was kept constant dur-
ing testing at 37 ± 0.5°C using a heating lamp.

Surgical harvesting
Following 1, 3, 4.5, 5 or 8 months of diabetes, as indi-
cated, mice from each cohort were sacrificed using pen-
tobarbital intraperitoneal injections. A total of 0.5 ml of
whole intracardiac blood was obtained for HbA1C mea-
surements to be performed with latex agglutination inhi-
bition rate assay (Calgary Laboratory Services). The
following tissues were harvested: dorsal lumbar spinal
cord from L2-S1, and bilateral thalami. Left-sided tissues
were placed in 2% Zamboni’s fixative for later immuno-
histochemistry, while right-sided tissues were immedi-
ately fresh frozen at -80°C (Invitrogen, Burlington, ON)
and stored at -80°C for later protein identification.

Immunohistochemistry
After spinal cord and thalamus specimens were fixed in
2% Zamboni’s fixative overnight at 4°C, they were
washed in PBS, kept overnight in 25% glucose PBS solu-
tion, and then embedded in optimal cutting temperature
embedding solution, before storage at -80°C until sec-
tioning. Cryostat transverse and longitudinal nerve sec-
tions (10 μm) were placed onto poly-l-lysine and
acetone-coated slides. Antigen retrieval was performed
with slides placed in sodium citrate in an 80°C water
bath, a PBS wash for 5 min, blocking with 10% goat
serum for 1 h, and further PBS washing. In all cases,
slides were incubated with primary antibody overnight
at 4°C. After PBS washing, secondary fluorescent anti-
body was applied with incubation for 1 h at room tem-
perature, followed by PBS washing and slide mounting.
Primary antibodies used were goat anti-ionized cal-

cium-binding adaptor molecule 1 (Iba-1; 1:1000; Abcam,
Cambridge, MA) for microglial identification, rabbit
anti-cannabinoid receptor 1 antibody (CB1 receptor,
1:500, Sigma Aldrich Canada), rabbit anti-cannabinoid
receptor 2 antibody (CB2 receptor, 1:500, Sigma Aldrich
Canada), rabbit anti-phosphorylated p38 Mitogen Acti-
vated Protein Kinase (p-p38 MAPK; 1:100; Cell Signal-
ling Technology, USA), and rabbit anti-microtubule
associated protein-2 antibody produced in rabbit (MAP-
2, 1:500, M3696, Sigma Aldrich Canada) for neuronal
identification. Secondary antibodies used were either
anti-rabbit IgG fluorescein isothiocyanate (FITC)
labelled (1:100; Zymed, San Francisco, CA) or donkey
anti-goat IgG CY3 labeled (1:200, Fitzgerald Industries,
Concord, MA). Slides were cover-slipped with Vecta-
shield mounting medium (Vector Laboratories, CA,
USA) and visualised under a Zeiss Imager Z1 (Zeiss,

UK) fluorescence microscope. Iba-1, p-p38 and GFAP-
positive cells were determined by counting the number
of profiles (cell bodies).
Slides were examined under fluorescence microscopy

(Zeiss Axioskope, Axiovision and Axiocam, Zeiss
Canada, Toronto, Canada) at 200×. Calculation of the
number of immunofluorescent profiles as well as the
relative luminosity was performed using Adobe Photo-
shop (Adobe Photoshop 9.0, Adobe, San Jose, CA,
2005). In both thalamic and dorsal spinal cord regions,
the total numbers of microglia per transverse section, as
well as the numbers of microglia with positive immuno-
labelling for markers of interest. In the ventral postero-
lateral nucleus (VPL) ventral posteromedial (VPM) and
reticular (Rt) thalamic nuclei, microglia were identified
using Iba-1 immunohistochemistry, while tertiary neu-
rons were also identified using MAP-2 positivity along
with study of positive immunolabelling for markers of
interest. In the lumbar segment, the lateral, central and
medial dorsal horn regions, representing laminae 1-3,
were examined. When double immunolabelling was not
possible within a single specimen due to antibodies
deriving from identical species, consecutive slides were
instead used and overlapped. Luminosity was classified
as none-low (luminosity value of 0-150), moderate (150-
250) or high (>250) using Adobe Photoshop software
(scale of 0-255 with arbitrary units). For cellular densi-
ties, a box measuring 104 μm2 was placed onto areas of
dorsal horn for regions between L2 and S1 and within
thalamic nuclei of interest. A quantitative estimate (pro-
portional area) of changes in the activation state of
microglial cells was performed [41-43] in the VPL thala-
mic nucleus and dorsal spinal cord based on atlas
boundaries and after subtraction of background signal.
A resting microglia was classified as having a small,
compact soma with long, thin, ramified processes. Acti-
vated microglia, in contrast, exhibit marked cellular
hypertrophy, and retracted processes with process length
less than soma diameter. Furthermore, microglia activa-
tion was assessed using a previously described qualita-
tive scale: - for baseline staining; + for mild response;
and ++ for moderate response [44]. All measurements
were performed by a single examiner blinded to the
group identity. A total of 25 randomly chosen areas of
dorsal spinal cord and thalamus, from a minimum of 4
animals per cohort group were examined.

Western Immunoblotting
Tissue portions from the dorsal spinal cord and thala-
mus were homogenized using a RotorStator Homoge-
nizer in ice-cold lysis buffer (10% glycerol, 2% SDS, 25
mM Tris-HCl, pH7.4, Roche Mini-Complete Protease
Inhibitors). Centrifugation of samples at 10,000G fol-
lowed for 15 minutes and equal amounts (15 μg) of
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protein were separated by SDS-PAGE using 10% polya-
crylamide gels under conditions previously described
[38]. Blots were probed with Iba-1 (1:1000), CB1
(1:1000), CB2 (1:1000) and p-p38 MAPK (1:1000). For
housekeeping, anti-b-actin (1:100, Biogenesis Ltd.
Poole, UK) was applied to separate blots. Secondary
anti-rabbit, anti-mouse, or anti-human IgG HRP
Linked antibody (Cell Signaling) was applied at 1:5000
in each case as appropriate. Signal detection was per-
formed by exposing of the blot to enhanced chemi-
luminescent reagents (Amersham) for two minutes.
The blots were subsequently exposed and captured on
Kodac X-OMAT K film. In each case, three blots were
performed from different composites of mice, and ana-
lyzed with Adobe Photoshop (Adobe Photoshop 9.0,
Adobe, San Jose, CA, 2005) for semi-quantification of
blotting density.

Data analysis
Two-way repeated ANOVA measurements followed by
Tukey’s test were performed for analysis of behavioural
studies. We chose to analyze behavioral data based
upon comparison of either high or medium dosed inter-
vention to low dose of the same intervention. We also
chose to analyze behavioral data in mice with estab-
lished diabetes and late intervention with comparison to
diabetic mice who had received delivery of the same
agent and with the same route in early intervention stu-
dies. One-way ANOVA followed by Tukey’s test was
used for immunohistochemistry. Data collected in the
groups were expressed as mean ± standard error in all
cases. For immunohistochemistry comparisons

demonstrated as low/medium/high intensity, the indivi-
dual values were compared using unmatched ANOVA
testing.

Results
Experiment 1
Maintenance of Diabetes
After STZ injection, mice developed diabetes within 1
week in greater than 90% of animals, and in each case,
diabetes was maintained over the length of the study.
Diabetic mice were smaller than non-diabetic mice
within 1 month after STZ injection and diabetic mice
had smaller body weights throughout life (Table 1).
Mouse glycated haemoglobin was increased in all dia-
betic mice after 9 months of life (Table 1). The mortal-
ity rate in diabetic mice was significantly higher than in
non-diabetic mice (Table 1).
Development of Diabetic Peripheral Neuropathy and
Neuropathic Pain
Diabetic mice developed tactile allodynia and thermal
hyperalgesia at 7 and 9 weeks of diabetes respectively
(Figure 2). After approximately 23 weeks of diabetes,
hypersensitivity during these forms of testing disap-
peared in diabetic mice, and was followed by relative
hyposensitivities. Electrophysiological testing demon-
strated a loss of sensory nerve action potential ampli-
tude and slowing of sensory nerve conduction velocity
after 3 and 2 months of diabetes respectively (Figure 2).
Development of Increased Microglial Density and Activation
Microglial quantification over the duration of diabetes
identified increased microglial density in the dorsal
spinal cord regions after 3 and 5 months of diabetes

Table 1 Murine weights, fasting glycemia levels, glycated haemoglobin levels, and survival numbers in diabetic and
non-diabetic mice

Timepoint Injection of STZ/
Carrier

Month 1 Month 3 Month 5 Month 8

Murine Weight

Non-Diabetic Mice 25.9 +/- 2.8 (n = 25) 33.8 +/- 3.8 (n = 20) 34.7 +/- 3.8
(n = 15)

41.9 +/- 3.9*
(n = 10)

46.8 +/- 4.2* (n = 5)

Diabetic Mice 26.1 +/- 3.2 (n = 40) 26.9 +/- 4.2 (n = 33)
(2 non-diabetic)

28.4 +/- 4.3
(n = 26)

30.6 +/- 5.7
(n = 18)

31.5 +/- 5.8 (n = 6)

Murine Glycemia and 8
Month HbA1C

Injection of STZ/
Carrier

Month 1 Month 3 Month 5 Month 8 (Numbers in brackets indicate
glycated haemoglobin levels)

Non-Diabetic Mice 5.4 +/- 2.2 5.7 +/- 2.6 6.0 +/- 2.6 6.1 +/- 3.2 6.4 +/- 3.1* (5.4% +/- 1.8%)

Diabetic Mice 5.5 +/- 2.0 32.1 +/- 5.3 32.5 +/- 5.1 32.4 +/- 5.8 32.6 +/- 5.4 (14.7% +/- 2.1%)&

Murine Survival Numbers Injection of STZ/
Carrier

Month 1 Month 3 Month 5 Month 8

Non-Diabetic Mice 25/25 (100%) 20/20 (100%) 15/15 (100%) 10/10* (100%) 5/5 (100%)*

Diabetic Mice 40/40 (100%) 33/33 (2 non-
diabetic, 100%)

26/30 (87%) 18/25 (72%) 6/20 (30%)

All measures are mean +/- SEM for weights, glycemia levels, and haemoglobin A1C levels. * indicates significance at p < 0.05 with comparison of non-diabetic
and diabetic mice cohort groups for weight and glycemic measures (non-matched ANOVA tests, F-values range between 5.68-137.9 for indicated groups and
time points, DF ≥ 7,4, n ≥ 5-10 at each time point as indicated. Glycated haemoglobin values are presented in italics in the 8 month column for glycemia levels.
Note that 5 diabetic and non-diabetic mice were harvested each month as per protocol) or for survival (Kaplan-Meier Survival statistics, n values indicated).
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when compared to non-diabetic specimens (Table 2).
Interestingly, there was a fall in microglial density after
8 months of diabetes, but diabetic specimens still main-
tained greater microglial quantities than non-diabetic
specimens. In the thalamic regions, increased microglial
density did occur after 5 months of diabetes, but was
not identified at other time points; the extent of

increased microglial density was considerably smaller
than in the dorsal spinal cord regions. Iba-1 protein
expression increased over time in diabetic spinal cord
specimens (Figure 3) as compared to non-diabetic speci-
mens. There was a non-significant trend towards
increased levels of CB1/CB2 receptor expression in dia-
betic spinal cord specimens over time, while p-p38

Figure 2 Tactile (A) and thermal (B) sensory testing data mice with or without diabetes. Significant differences were detected between
the diabetic mouse and non-diabetic mouse groups (non-matched ANOVA tests, F-values range between 6.18-9.72 for indicated groups and
time points, n ≥ 5, p < 0.05). Area under the curve (AUC) measurements were also significantly different between for the first 21 weeks of study
(p < 0.05) [n = 5-10 mice in each mouse cohort for each time point]. Diabetic mice have a significant loss of sensory nerve action potential
(SNAP) amplitudes (C) and sensory nerve conduction velocity (SNCV) (D) when compared to the non-diabetic mouse cohorts (non-matched
ANOVA tests, F-values range between 2.13-5.88 for indicated groups and time points, n ≥ 5, p < 0.05) after 2-3 months of diabetes [n = 4-6 mice
in each mouse cohort for each time point].

Table 2 Quantitative and qualitative analysis of microglia density within the dorsal horn and thalamus after indicated
time points of diabetes

Mouse Cohort Microglial Density in Ventral Lumbar Spinal Cord (number/mm2)

1 Month 3 Months 5 Months 8 Months

Non-Diabetic 167.3 ± 14.9 (-) 154.1 ± 11.3 (-) 142.1 ± 15.8 (-) 139.2 ± 13.4 (-)

Diabetic 183.8 ± 16.7 (-) 227.5 ± 14.2* (+) 308.4 ± 19.6* (+) 256.4 ± 22.5* (+)

Microglial Density in Thalamic Nuclei (number/mm2)

1 Month 3 Months 5 Months 8 Months

Non-Diabetic 108.6 ± 10.2(-) 104.3 ± 9.8(-) 101.2 ± 9.6 (-) 99.5 ± 8.4 (-)

Diabetic 113.2 ± 12.4(-) 123.0 ± 11.4 (+/-) 128.3 ± 10.1* (+/-) 116.3 ± 13.7 (-/+)

All measures are mean +/- SEM for microglial densities. * indicates significance at p < 0.05 with comparison of non-diabetic and diabetic mice cohort groups
(non-matched ANOVA tests, F-values range between 1.08-13.9 for indicated groups and time points, DF ≥ 7,4, n ≥ 4 at each time point. Microglial activation is
indicated using a qualitative scale: - for baseline staining; + for mild response; and ++ for moderate response, with the statistical mode response indicated in
brackets, or where two values were similar, the greater response is shown in front of the second most common value.
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Figure 3 During 8 months of diabetes, Western blotting (A) identified mild increasing levels of Iba1 (B), beginning at 3 months of
diabetes, when compared to non-diabetic littermates. As well, phosphorylated p38 MAPK elevates during diabetes until 5 months of time
(C). Sample protein blots are demonstrated in A from a total of 3 sample blots identified for each marker and each time point. Multiple ANOVA
tests were performed in each case, with * indicating significant difference (p < 0.05) between diabetic and non-diabetic cohorts.
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MAPK expression elevated during the course of diabetes
until the final time point when it declined (Figure 3).
There were no increases in comparative protein levels
within the diabetic thalamus (data not shown).
We identified sufficient changes to indicate microglial

activation in the diabetic dorsal spinal cord and lesser
degrees of activation with the diabetic thalamus to pro-
ceed to further manipulation of the CB1/CB2 receptor
system.

Experiment 2
Diabetic mice were again smaller than non-diabetic mice
within 1 month after STZ injection regardless of canna-
binoid agent delivery. There was a non-significant trend
towards larger weights in diabetic mice treated with
intranasal or intraperitoneal cannabidiol. Mouse glycated
haemoglobin levels remained increased in all diabetic
mice after more than 9 months of life and were
unchanged with cannabinoid agent delivery. Electrophy-
siological changes developed as witnessed in Experiment
1, without cannabinoid agents influencing the severity of

electrophysiological changes developing with diabetes
(data not shown). No systemic adverse effects were
identified, and there was no excessive sedation detected
to impact upon movement or food ingestion in any
group.
Fluorescently tagged cannabidiol was visualized in the

thalamus after 1 and 6 hours and in the dorsal spinal
cord after 6 and 24 hours (Figure 4) post-delivery when
compared to saline delivery.
Assessment of Neuropathic Pain
Diabetic mice receiving intranasal cannabidiol at moder-
ate or high doses beginning at onset of diabetes or
receiving intraperitoneal high dosing were subject to
alleviation of development of thermal hypersensitivity
and tactile allodynia. This effect was maintained during
cannabidiol delivery and for the additional four assess-
ments over 2 months following discontinuation of can-
nabidiol (Figure 5). Meanwhile, diabetic mice receiving
intranasal or intraperitoneal SR144528 at the onset of
diabetes had no measureable effect upon the develop-
ment of either thermal hypersensitivity or tactile

Figure 4 Fluroescent labeled cannabidiol (A) was visible within diabetic mouse thalamus 6 hours after delivery, with saline
intervention leading to no comparable fluorescence (B). Fluroescent labeled nabilone (C) was also visible within diabetic dorsal spinal cord
6 hours after delivery, with saline intervention leading to no comparable fluorescence (D). Bar = 10 μm.
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Figure 5 Tactile (A) and thermal (B) sensory testing data for diabetic mice receiving either intranasal or intraperitoneal cannabidiol at
low, medium, or high dose, with comparison to non-diabetic mice and saline delivery. Diabetic mice receiving medium or high doses of
intranasal or intraperitoneal cannabidiol had amelioration of both tactile allodynia and thermal hyperalgesia after 7 weeks when nociceptive
behaviors began. This protection against the development of the neuropathic pain state was also noted continually after the stoppage of
cannabidiol at week 14. For both tactile (A) and thermal (B) testing, significant differences were detected between the diabetic mouse group
receiving medium (g) or high doses (θ) of intranasal cannabidiol or high (Ψ) doses of intraperiteonal cannabidiol when compared to the diabetic
mouse group receiving low dose intranasal or intraperitoneal cannabidiol respectively (non-matched ANOVA tests, F-values range between 0.88-
4.13 for indicated groups and time points, n ≥ 4, p < 0.05). Area under the curve (AUC) measurements were also significantly different between
the same comparison groups in each case (p < 0.05). [n = 4-10 mice in each mouse cohort for each time point].
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allodynia (Figure 6). In mice with established neuro-
pathic pain due to diabetic peripheral neuropathy,
neither intranasal/intraperitoneal cannabidiol nor
SR144528 had any effect upon already present
and chronic thermal hypersensitivity or tactile allodynia
(Figure 7).
Development of Increased Microglial Density and Activation
Those mice receiving medium or high doses of intrana-
sal/intraperitoneal cannabidiol demonstrated lower den-
sities of microglia in the dorsal spinal cord (Table 3,
Figure 8) at endpoint. Expression of p-p38 MAPK was
also diminished in these mice. Diabetic mice receiving
intranasal/intraperitoneal SR144528 had no detectable
changes in microglia density or p-p38 MAPK expres-
sion. Qualitative assessment of microglial activation
revealed no definite differences between cohort groups.
Western blotting confirmed lower levels of both Iba-1
and p-p38 MAPK protein expression in the dorsal spinal
cord (Figure 8) of mice who received cannabidiol at dia-
betes onset. There were no changes in microglial density
or protein expression identified with interventions for
thalamic tissue specimens. There were also no observed
changes in microglial density or protein expression
when late interventions were provided to mice with long
standing diabetes.

Experiment 3
As in Experiment 2, diabetic mice were smaller than
non-diabetic mice, and had characteristic electrophysio-
logical changes and elevated HbA1C at endpoint; these
measures were unchanged with cannabinoid agent deliv-
ery (data not shown).
Fluorescently tagged nabilone was also visualized in

the thalamus after 1 and 6 hours and in the dorsal
spinal cord after 6 and 24 hours (Figure 4) post-delivery
when compared to saline delivery.
Assessment of Neuropathic Pain
Diabetic mice receiving intranasal/intraperitoneal nabi-
lone or WIN55212-2 solution in moderate-high doses at
onset of diabetes demonstrated alleviation of both tactile
allodynia and thermal hyperalgesia (Figure 9). This
dose-dependent benefit was only observed during the
weeks of nabilone or WIN55212-2 delivery, and tactile
allodynia and thermal hyperalgesia of greater magnitude
developed in the weeks following discontinuation of
nabilone. In contrast, intranasal/intraperitoneal
SR141716A delivery failed to impact upon the develop-
ment of tactile allodynia or thermal hyperalgesia in any
amount (data not shown). No systemic adverse effects
were identified, and no excessive sedation was noted to
impact upon movement or food ingestion.
In mice with chronic diabetic peripheral neuropathy

and established neuropathic pain, high dose intranasal/
intraperitoneal nabilone or WIN55212-2 partially

alleviated existing tactile allodynia and thermal hyperal-
gesia, but there was no observed effect with any inter-
vention using SR141716A (Figure 10).
Development of Increased Microglial Density and Activation
Despite transient improvement in neuropathic pain
measures, diabetic mice receiving intranasal/intraperito-
neal nabilone, WIN55212-2, or SR141716A had no dif-
ferences noted for microglial densities (Table 3) and no
visible changes in protein expression of Iba-1 or p-p38
MAPK within the dorsal spinal cord (Figure 11). There
were no identified changes in microglial density or pro-
tein expression for mice receiving interventions within
thalamic tissue specimens. There were also no observed
changes in microglial density or protein expression
when late interventions were provided to mice affected
by long standing diabetes.

Discussion
STZ-induced diabetes and subsequent tactile allodynia/
thermal hypersensitivity can be ameliorated with CB1
and CB2 receptor agonists. In addition, the CB2 agonist
cannabidiol provided at the onset of diabetes and prior
to identified neuropathic pain limited the development
of later neuropathic pain and prevented increases in
microglial density. These results verified our hypothesis
that CB2 receptor ligation prevents microglial accumula-
tion after development of a neuropathic pain state,
although we did not identify any obvious differences in
qualitative assessment of microglial activation nor differ-
ences in electrophysiological detection of diabetic neuro-
pathy. Along with smaller numbers of accumulated
microglia, we observed an increase in the phosphory-
lated form of p38 MAPK which was diminished in dia-
betic mice receiving CB2 receptor agonist, suggesting a
more limited state of microglial activation. Meanwhile,
provision of higher doses of CB1 agonists were effective
in relieving tactile allodynia/thermal hypersensitivity, but
failed to impact upon later neuropathic pain once dis-
continued and failed to impact upon microglial num-
bers. Therefore, the CB1 agonists transiently benefitted
a developing or pre-existing neuropathic pain state in
this model of diabetic peripheral neuropathy. It was
anticipated that nabilone, a CB1 and CB2 receptor ago-
nist may impact upon the development of neuropathic
pain, but it was only associated with transient improve-
ment in neuropathic pain parameters.

Microglial Activation
Microglia, functionally equivalent to peripheral macro-
phages, entangle with central neurons and play a key
role in pathophysiological pain [45]. Activation of spinal
microglia can be observed in a number of neuropathic
pain models following peripheral nerve injury [5,7]. It
has been demonstrated that intrathecal delivery of
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Figure 6 Tactile (A) and thermal (B) sensory testing data for diabetic mice receiving either intranasal or intraperitoneal SR144528 at
low, medium, or high dose, with comparison to non-diabetic mice and saline delivery. There were no effects upon either tactile allodynia
or thermal hyperalgesia development or maintenance in any group at any dose (non-matched ANOVA tests, p NS). [n = 4-10 mice in each
mouse cohort for each time point].
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Figure 7 Tactile (A) and thermal (B) sensory testing data for mice with established diabetes receiving either intranasal or
intraperitoneal cannabidiol or SR144528 at low high dose, with comparison to non-diabetic mice receiving intranasal or
intraperitoneal saline. There were no effects upon either tactile allodynia or thermal hyperalgesia development or maintenance in any group at
any dose (non-matched ANOVA tests, p NS). [n = 4-10 mice in each mouse cohort for each time point] despite early intervention studies for
cannabidiol demonstrating protection against development and maintenance of neuropathic pain.
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minocycline or systemic propentofylline, compounds
inhibiting microglia activation, reduces the development
of induced sensory hypersensitivity in post-traumatic
nerve injury models [46,47]. CB2 agonists also appear to
limit microglia accumulation and activation in a murine
chronic neuropathic pain state.

The signal by which nerve injury or disease may lead
to microglial activation is unclear, but may relate to
acute release of ERK, an enzyme that plays a critical
role in intracellular signal transduction and neuronal
plasticity. When ERK activates within damaged neurons,
it may set into motion a series of neuronal changes that
lay the foundations for altered sensory processing [48].
In the hours following an acute injury, ERK becomes
activated in surrounding microglia where it remains
active for days and weeks, upholding microglial support
of the pain phenotype. Later, activation within astrocytes
may also occur. This pattern of ERK activation following
nerve injury likely influences ionotropic channel redistri-
bution along the damaged neuron and its neurites, per-
haps contributing to hypersensitive behaviors [48]. An
example of this is the increased expression of Nav1.3
channels within second-order spinal cord dorsal horn
neurons and third-order thalamic neurons after trau-
matic nerve injuries; these likely contribute to amplifica-
tion of hyperexcitability and unfortunate maintenance of
the pain state [16]. In addition, integrative functions,
such as signal gating [49,50], within the dorsal horn
modulate sensory signals on their travels from the per-
ipheral nervous system to the brain. Modifications in
ERK and channel function may lead to in appropriate
amplification of signals, contributing to central sensitiza-
tion. Another marker of microglial activation, increased
phosphorylation of the p38 MAPK [14] was also
observed in spinal microglia following development of
diabetes during a chronic neuropathic pain state. Pre-
vious shorter duration studies of diabetes in rats [3]
were not able to demonstrate change in the levels of
p38 MAPK phosphorylation in the spinal cords [15].
Such changes in p38 MAPK phosphorylation seem to be
limited to microglia, [51] which demonstrate substantial
increased expression, and occur across many painful
conditions[52].

Microglial Activation in Diabetes
In addition to acute traumatic injury models, diabetic
mice also exhibit enhanced microglial cell densities in
the dorsal horn of the spinal cord, accompanied by
some mild qualititative morphological changes, felt to be
related to diabetic peripheral neuropathy pain. Morpho-
logical changes similar to ours reported here have been
demonstrated in four week STZ-induced diabetic rats
[15]. In our model, there is no acute or sudden injury to
the nervous system as with a traumatic nerve injury
model, so diabetes seemed to lead to a more gradual
rise in microglia and p-p38 MAPK elevation than seen
in other models. It appears as though with progression
of the disease, enhanced p38 phosphorylation occurs
within months, but then may wane in the late time
points of our murine diabetic model. This rise and fall

Table 3 Quantitative and qualitative analysis of microglia
density within the dorsal horn and thalamus with
cannabinoid interventions

Mouse Cohort Microglial Density (number/mm2)

Ventral Lumbar Spinal Cord Thalamic Nuclei

Non-Diabetic

Intraperitoneal

Saline 147.3 ± 17.2 (-) 99.2 ± 9.9 (-)

Intranasal

Saline 136.1 ± 19.2 (-) 105.3 ± 9.3 (-)

Diabetic

Intraperitoneal

Early Intervention

Cannabidiol 228.6 ± 15.3* (+) 116.5 ± 9.4 (+/-)

SR144528 316.6 ± 17.8 (+) 127.5 ± 11.3 (+/-)

Nabilone 309.3 ± 18.2 (+) 125.6 ± 10.5 (+/-)

WIN55212-2 305.7 ± 20.5 (+) 124.4 ± 9.7 (+/-)

SR141716A 314.7 ± 16.9 (+) 130.0 ± 10.4 (+/-)

Late Intervention

Cannabidiol 314.2 ± 18.8 (+) 118.2 ± 10.8 (+/-)

SR144528 312.5 ± 19.4 (+) 125.6 ± 9.5 (+/-)

Nabilone 319.5 ± 19.9 (+) 124.5 ± 9.2 (+/-)

WIN55212-2 311.3 ± 18.9 (+) 131.2 ± 11.2 (+/-)

SR141716A 325.3 ± 17.7 (+) 129.0 ± 9.0 (+/-)

Intranasal

Early Intervention

Cannabidiol 209.5 ± 14.8* (+) 114.7 ± 12.2 (+/-)

SR144528 302.3 ± 18.2 (+) 125.4 ± 11.3 (+/-)

Nabilone 301.1 ± 16.5 (+) 132.5 ± 11.7 (+/-)

WIN55212-2 319.1 ± 18.4 (+) 126.1 ± 8.9 (+/-)

SR141716A 316.3 ± 17.8 (+) 130.5 ± 9.6 (+/-)

Late Intervention

Cannabidiol 314.5 ± 18.1 (+) 120.0 ± 9.5 (+/-)

SR144528 322.6 ± 20.5 (+) 133.4 ± 11.6 (+/-)

Nabilone 328.1 ± 19.9 (+) 125.6 ± 11.1 (+/-)

WIN55212-2 321.1 ± 18.0 (+) 122.0 ± 9.0 (+/-)

SR141716A 312.6 ± 18.4 (+) 124.6 ± 9.4 (+/-)

All measures are mean +/- SEM for microglial densities. *indicates significance
at p < 0.05 with comparison of diabetic mice cohort groups receiving high and
low dose cannabidiol through either intranasal or intraperitoneal routes (non-
matched ANOVA tests, F-values range between 1.89-3.92 for indicated groups
and time points, DF ≥ 7,4, n ≥ 4 at each time point. Microglial activation is
indicated using a qualitative scale: - for baseline staining; + for mild response;
and ++ for moderate response, with the statistical mode response indicated in
brackets, or where two values were similar, the greater response is shown in
front of the second most common value.
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of p-p38 MAPK expression also parallels microglial den-
sity fluctuations. Although more easily detected in acute
injury models, this greater duration of time to achieve
microglial density increases and activation may also pro-
vide a greater window for therapeutic management. It
may also be possible to modulate p38 MAPK to contri-
bute to antinociceptive effects [14,46], although this may
also affect glycemic levels, confounding the purported
mechanism by which p38 MAPK may affect nociception.
The diabetic mouse model used showed latency to

onset of neuropathic pain features and late resolution of
allodynia and hyperpathia with replacement by anesthe-
sia. Although this latency in NeP onset may be due to
gradual accumulation and activation of microglia, other
mechanisms are likely contributory as well. Central sen-
sitization with activity-dependent changes in synaptic
activity at the dorsal horn and other central nervous sys-
tem structures likely develop [53]. Ectopic activity
occurring due to excessive activity in voltage gated cal-
cium and sodium channels also contributes to sensitiza-
tion [54,55]. Time-dependent trafficking of receptors or
ion channels may also have delayed onset with pro-
longed effects. After prolonged diabetes, human DPN
patients may have remission of associated NeP [56]

similar to the phenomenon seen in our model - this
may be due to the more complete loss of intraepidermal
nerve fibers at this time witnessed in murine models of
DPN [38]. Overall, the STZ mouse model used provides
a good approximation of human diabetic neuropathy,
justifying its study for pathogenesis of NeP.

Cannabinoids and Their Receptors
Cannabinoids have a diverse range of effects on the cen-
tral nervous system, mediated by the activation of the
CB receptors coupled to G-proteins ligated by endogen-
ous ligands, the endocannabinoids. The endocannabi-
noids have a unique mode of action, with retrograde
synaptic inhibition of the release of neurotransmitters
such as glutamate [57]. CB2 receptors are associated
with immune cells, microglia and have been identified
in the peripheral nervous system. CB2 agonists success-
fully modulate inflammatory responses [58]. Both CB1
and CB2 receptors are expressed in activated microglial
cells, but their cellular localization differs. Modifications
in the cellular localization of CB receptors are associated
with a change in their functionality, particularly with
CB2 receptors [59], suggesting that functionality is regu-
lated by plasmalemma translocation. Such changes may

Figure 8 After several months of diabetes, microglia accumulation can be noted within dorsal spinal cord and to a lesser degree
within thalamic nuclei. Compared to non-diabetic age-matched mice (A), immunohistochemistry identified a mild but significant accumulation
of microglia within the thalamus after 5 months of diabetes (B). Microglial accumulation and activation (evaluated qualitatively) was more
substantial in the dorsal spinal cord of diabetic mice. Treatment with intranasal high dose cannabidiol (C) attenuated the microglial
accumulation identified in age-matched diabetic mice reciving no intervention (D) or receiving intranasal (E) or intraperitoneal (F) WIN55212-2
(see Tables 2 and 3). Bar = 50 μm

Toth et al. Molecular Pain 2010, 6:16
http://www.molecularpain.com/content/6/1/16

Page 16 of 22



impact upon functions such as migration, as CB2 recep-
tors abundantly accumulate at the leading edges of acti-
vated microglia [26]. There is certainly an inflammatory
component in neuropathic pain models, although it is
not yet understood if ongoing inflammation or inflam-
matory mediators maintain chronic neuropathic pain.
The microglial accumulation in the dorsal spinal cord in
our experiments indicates that such changes also occur
in prolonged diabetes. After 8 months of diabetes in our
murine model, microglial numbers began to fall, so neu-
roinflammation in a chronic pain model may peak
before waning after a lengthy duration. The pro-inflam-
matory actions of glia are involved in neuropathic

hypersensitivity [7], and the anti-inflammatory effects of
CB2 agonists had a central role in our study in the pre-
vention of neuropathic pain development.
There is a large body of evidence that cannabinoids

are effective analgesics in pain, including forms of acute
pain, inflammatory pain and neuropathic pain [60]. Pre-
vious studies with CB2 agonists have demonstrated
development of anti-nociception [61]. Selective CB2
agonists modulate tactile allodynia in nerve injured rats
and mice [62], and a CB2 agonist was also of benefit in
our model of chronic diabetes and diabetic peripheral
neuropathy. CB2-mediated antinociception also occurs
in inflammatory hyperalgesia and acute nociception

Figure 9 Tactile (A) and thermal (B) sensory testing data for diabetic mice receiving either intranasal or intraperitoneal nabilone at
low, medium, or high dose, with comparison to non-diabetic mice and saline delivery is shown. Those diabetic mice receiving medium
or high doses of intranasal or intraperitoneal nabilone had amelioration of both tactile allodynia and thermal hyperalgesia beginning at week 7
when nociceptive behaviors began. This protection against the development of the neuropathic pain state disappeared after discontinuation of
nabilone at week 14. Tactile (C) and thermal (D) sensory testing data for mice with diabetes receiving either intranasal or intraperitoneal
WIN55212-2 at low, medium, or high dose, with comparison to non-diabetic mice receiving intranasal or intraperitoneal saline is also
demonstrated. Those diabetic mice receiving high doses of intranasal or intraperitoneal WIN55212-2 had amelioration of tactile allodynia
beginning at week 7 when nociceptive behaviors began, while thermal hyperalgesia was modulated by either medium or high doses of
intranasal or intraperitoneal WIN55212-2. This protection against the development of the neuropathic pain state disappeared after
discontinuation of nabilone at week 14, after which all diabetic mouse cohorts had comparable levels of tactile allodynia and thermal
hyperalgesia. For both tactile (A, C) and thermal (B, D) testing, significant differences were detected between the diabetic mouse group
receiving medium (g) or high doses (θ) of intranasal nabilone/WIN55212-2 or medium (�) high (Ψ) doses of intraperiteonal nabilone/WIN55212-2
when compared to the diabetic mouse group receiving low dose intranasal or intraperitoneal nabilone/WIN55212-2 respectively (non-matched
ANOVA tests, F-values range between 0.76-3.07 for indicated groups and time points, n ≥ 4, p < 0.05). Area under the curve (AUC)
measurements were also significantly different in each case (p < 0.05) for weeks 1-13, but not for assessment of tactile allodynia in mice
receiving any dose/route for WIN55212-2 (C). [n = 4-10 mice in each mouse cohort for each time point]
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Figure 10 Tactile (A) and thermal (B) sensory testing data for mice with established diabetes receiving either intranasal or
intraperitoneal cannabinoid agents, with comparison to non-diabetic mice and saline delivery. Diabetic mice receiving medium and high
doses of intranasal nabilone or WIN55212-2 had improvement of thermal hyperalgesia +/- tactile allodynia beginning at week 13 when
interventions began. Stoppage of cannabinoid agents saw resumption of the full neuropathic pain state at week 21. For both tactile (A) and
thermal (B) testing, significant differences were detected between the diabetic mouse group receiving moderate (g) or high doses (θ) of
intranasal cannabidiol or medium (c) or high (τ) doses of intraperiteonal cannabidiol when compared to the diabetic mouse group receiving
low dose intranasal or intraperitoneal cannabidiol at outset respectively (non-matched ANOVA tests, F-values range between 0.95-2.85 for
indicated groups and time points, n ≥ 4, p < 0.05). Area under the curve (AUC) measurements were also significantly different between the
same comparison groups in each case (p < 0.05). [n = 4-10 mice in each mouse cohort for each time point]
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Figure 11 During 5 months of diabetes, Western blotting (A) identified mild increased levels of Iba1 (B) in diabetic mice. As well,
phosphorylated p38 MAPK was elevated during diabetes at 5 months of time (C). Sample protein blots are demonstrated in A (total of 3
sample blots identified for each marker and each intervention at the final time point). Only intranasal or intraperitoneal cannabidiol administered
at the onset of diabetes was associated with suppression of Iba1 and phosphorylated p38 MAPK levels at endpoint (B, C). Multiple ANOVA tests
were performed in each case, with *indicating significant difference (p < 0.05) between diabetic cohorts receiving intranasal cannabidiol and no
intervention after 5 months of diabetes.
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[61,63,64] as well as in more chronic diseases such as
with experimental diabetes [65]. The mechanism by
which CB2 receptor agonists modulate neuropathic pain
is uncertain, but is likely to be related to inhibition of
inflammatory cell activity. Neuropathic pain requires
ongoing sensitization due to a constant afferent bom-
bardment emenating from the injured nervous system
[66] or changes in the dorsal root ganglion such as with
sympathetic sprouting [67]. Cannabinoids may suppress
such ectopic input and alter central sensitization by
modifying inflammatory activity at the site of nervous
system injury. It is entirely possible that other CB2-
mediated mechanisms exist as well. In our study, it was
only the selective CB2 agonist which led to diminished
microglial densities and p-p38 MAPK expression within
the dorsal spinal cord, associated with at least partial
protection against development of neuropathic pain
even after the CB2 agonist was withdrawn. This effect
can be antagonized by concurrent CB2 antagonists [62]
or selective CB1 antagonists [68] in some studies. It was
somewhat unanticipated in our results that the CB2
antagonist and the CB1 antagonist were not pronocicep-
tive; similar results have been demonstrated in traumatic
nerve injury models of neuropathic pain [69]. This lack
of effect may have been related to insufficient dosing or
choice of delivery routes. The lack of effect of both CB1
and CB2 antagonists may also relate to persistant tonic
activity in the endogenous cannabinoid system [60].

Intranasal Delivery for Painful States
Although intranasal delivery has been initiated for
potential therapy of cognitive dysfunction, ischemic dis-
ease, or demyelinating diseasethe use of intranasal agent
delivery for pain management has been limited to the
use of fentanyl [70] and ketamine [71]. These results
demonstrate that in mice, intranasal delivery of cannabi-
noid agents is at least as effective as intraperitoneal
delivery. Future human studies may assist in the further
assessment of the roles of cannabinoids in chronic pain
prevention and alleviation.

Limitations of the Present Study
There are limitations to the present study that require
discussion. It is possible that the response to different
acute or chronic nociceptive stimuli such as tactile and
thermal stimuli may not involve cannabinoid-sensitive
peripheral components. Our investigations were limited
to specific agonists and antagonists at three doses, but
other cannabinoid agonists/antagonists and doses may
lead to different behavioural and inflammatory results
than presented here. Concentrations selected for use
were based upon prior publications and may not have
been most optimal for calculation of intranasal dosing,
although our selected doses were associated with

definite behavioural changes. Although we describe dia-
betic peripheral neuropathy pain as the main stimulus
for migroglial density increases, it is conceivable that
diabetes itself could lead to the changes.

Conclusions
The present data confirm the efficacy of cannabinoid
agonists, both for the CB1 and CB2 receptor, in modu-
lation of acute thermal and tactile hypersensitivity as
features of neuropathic pain. Furthermore, CB1 agonism
from the onset of the offending stimulus (diabetes) nor-
mally leading to neuropathic pain ameliorated the devel-
opment of a neuropathic pain state. In contrast, we did
not demonstrate worsening of the neuropathic pain
state with CB1 or CB2 antagonists. Overall, this suggests
a greater role for CB2 receptors in neuropathic pain,
including a chronic diabetic peripheral neuropathy state,
than has previously been described. Such selective tar-
geting with either CB2 selective agonists may play a role
in the prevention of neuropathic pain states if treatment
could be delivered at the time of neural injury or
disease.

Abbreviations
2-AG: 2-arachidonoylglycerol; ANOVA: Analysis of variance; CB: Cannabinoid
receptor; CB1: Cannabinoid receptor-1; CB2:Cannabinoid receptor-2; CNS:
Central nervous system; DPN: Diabetic peripheral neuropathy; FITC:
Fluorescein isothiocyanate; HbA1C: Glycated haemoglobin A1C; Iba-1:
ionized calcium binding adaptor molecule 1; IL-1b: Interleukin-1beta; IL-6:
Interleukin-6; MAP-2: Microtubule associated protein-2; MAPK: Mitogen-
activated protein kinase; NeP: Neuropathic pain; PBS:Phosphate Buffered
Solution; PNS: Peripheral nervous system; Rt: Reticular thalamic nucleus; SDS-
PAGE:Sodium dodecyl sulfate polyacrylamide gel electrophoresis; SNAP:
Sensory nerve action potential; SNCV: Sensory nerve conduction velocity;
STZ: Streptozotocin; TNFa: Tumor necrosis factor-alpha; THC:
Tetrahydrocannabinol; VPL: Ventral posterolateral nucleus; VPM: Ventral
posteromedial nucleus.

Author details
1Department of Clinical Neurosciences and the Hotchkiss Brain Institute,
University of Calgary, Calgary, Alberta, Canada. 2Alzheimer’s Research Center
at Regions Hospital, HealthPartners Research Foundation, St. Paul, Minnesota,
USA.

Authors’ contributions
CT conceived of the study, participated in its design and coordination and
drafted the manuscript carried out. CT also performed the surgeries and
molecular studies related to the project. NP and CE carried out the delivery
of agents and performed behavioral testing in all cases, and assisted with
surgeries. WF participated in study design and helped to draft the
manuscript. All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 28 September 2009 Accepted: 17 March 2010
Published: 17 March 2010

References
1. Toth C, Lander J, Wiebe S: The prevalance and impact of chronic pain

with neuropathic pain symptoms in the general population. Pain Med
2009, 10(5):918-929.

Toth et al. Molecular Pain 2010, 6:16
http://www.molecularpain.com/content/6/1/16

Page 20 of 22

http://www.ncbi.nlm.nih.gov/pubmed/19594844?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19594844?dopt=Abstract


2. Carter GT, Galer BS: Advances in the management of neuropathic pain.
Phys Med Rehabil Clin N Am 2001, 12(2):447-459.

3. Wodarski R, Clark AK, Grist J, Marchand F, Malcangio M: Gabapentin
reverses microglial activation in the spinal cord of streptozotocin-
induced diabetic rats. Eur J Pain 2009, 13(8):807-11.

4. Bruce-Keller AJ: Microglial-neuronal interactions in synaptic damage and
recovery. J Neurosci Res 1999, 58(1):191-201.

5. Scholz J, Woolf CJ: The neuropathic pain triad: neurons, immune cells
and glia. Nat Neurosci 2007, 10(11):1361-1368.

6. Watkins LR, Milligan ED, Maier SF: Glial proinflammatory cytokines
mediate exaggerated pain states: implications for clinical pain. Adv Exp
Med Biol 2003, 521:1-21.

7. Watkins LR, Maier SF: Glia: a novel drug discovery target for clinical pain.
Nat Rev Drug Discov 2003, 2(12):973-985.

8. Qin M, Wang JJ, Cao R, Zhang H, Duan L, Gao B, Xiong YF, Chen LW,
Rao ZR: The lumbar spinal cord glial cells actively modulate
subcutaneous formalin induced hyperalgesia in the rat. Neurosci Res
2006, 55(4):442-450.

9. Raghavendra V, Tanga FY, DeLeo JA: Complete Freunds adjuvant-induced
peripheral inflammation evokes glial activation and proinflammatory
cytokine expression in the CNS. Eur J Neurosci 2004, 20(2):467-473.

10. Sweitzer SM, Colburn RW, Rutkowski M, DeLeo JA: Acute peripheral
inflammation induces moderate glial activation and spinal IL-1beta
expression that correlates with pain behavior in the rat. Brain Res 1999,
829(1-2):209-221.

11. Beiter T, Artelt MR, Trautmann K, Schluesener HJ: Experimental
autoimmune neuritis induces differential microglia activation in the rat
spinal cord. J Neuroimmunol 2005, 160(1-2):25-31.

12. Luongo L, Sajic M, Grist J, Clark AK, Maione S, Malcangio M: Spinal changes
associated with mechanical hypersensitivity in a model of Guillain-Barre
syndrome. Neurosci Lett 2008, 437(2):98-102.

13. Wodarski R, Clark AK, Grist J, Marchand F, Malcangio M: Gabapentin
reverses microglial activation in the spinal cord of streptozotocin-
induced diabetic rats. Eur J Pain 2009, 13(8):807-811.

14. Daulhac L, Mallet C, Courteix C, Etienne M, Duroux E, Privat AM, Eschalier A,
Fialip J: Diabetes-induced mechanical hyperalgesia involves spinal
mitogen-activated protein kinase activation in neurons and microglia via
N-methyl-D-aspartate-dependent mechanisms. Mol Pharmacol 2006,
70(4):1246-1254.

15. Tsuda M, Ueno H, Kataoka A, Tozaki-Saitoh H, Inoue K: Activation of dorsal
horn microglia contributes to diabetes-induced tactile allodynia via
extracellular signal-regulated protein kinase signaling. Glia 2008,
56(4):378-386.

16. DeLeo JA, Yezierski RP: The role of neuroinflammation and neuroimmune
activation in persistent pain. Pain 2001, 90(1-2):1-6.

17. Marchand F, Perretti M, McMahon SB: Role of the immune system in
chronic pain. Nat Rev Neurosci 2005, 6(7):521-532.

18. Garrison CJ, Dougherty PM, Kajander KC, Carlton SM: Staining of glial
fibrillary acidic protein (GFAP) in lumbar spinal cord increases following
a sciatic nerve constriction injury. Brain Res 1991, 565(1):1-7.

19. Watkins LR, Martin D, Ulrich P, Tracey KJ, Maier SF: Evidence for the
involvement of spinal cord glia in subcutaneous formalin induced
hyperalgesia in the rat. Pain 1997, 71(3):225-235.

20. Sweitzer SM, Schubert P, DeLeo JA: Propentofylline, a glial modulating
agent, exhibits antiallodynic properties in a rat model of neuropathic
pain. J Pharmacol Exp Ther 2001, 297(3):1210-1217.

21. Hanisch UK: Microglia as a source and target of cytokines. Glia 2002,
40(2):140-155.

22. Tsuda M, Inoue K, Salter MW: Neuropathic pain and spinal microglia: a
big problem from molecules in “small” glia. Trends in Neurosciences 2005,
28(2):101-107.

23. Griffin RS, Costigan M, Brenner GJ, Ma CH, Scholz J, Moss A, Allchorne AJ,
Stahl GL, Woolf CJ: Complement induction in spinal cord microglia
results in anaphylatoxin C5a-mediated pain hypersensitivity. J Neurosci
2007, 27(32):8699-8708.

24. Echeverry S, Shi XQ, Zhang J: Characterization of cell proliferation in rat
spinal cord following peripheral nerve injury and the relationship with
neuropathic pain. Pain 2008, 135(1-2):37-47.

25. Becher B, Prat A, Antel JP: Brain-immune connection: immuno-regulatory
properties of CNS-resident cells. Glia 2000, 29(4):293-304.

26. Walter L, Franklin A, Witting A, Wade C, Xie Y, Kunos G, Mackie K, Stella N:
Nonpsychotropic cannabinoid receptors regulate microglial cell
migration. J Neurosci 2003, 23(4):1398-1405.

27. Mallet PE, Beninger RJ: The cannabinoid CB1 receptor antagonist
SR141716A attenuates the memory impairment produced by delta9-
tetrahydrocannabinol or anandamide. Psychopharmacology (Berl) 1998,
140(1):11-19.

28. Hampson RE, Deadwyler SA: Cannabinoids reveal the necessity of
hippocampal neural encoding for short-term memory in rats. J Neurosci
2000, 20(23):8932-8942.

29. Huestis MA, Gorelick DA, Heishman SJ, Preston KL, Nelson RA, Moolchan ET,
Frank RA: Blockade of effects of smoked marijuana by the CB1-selective
cannabinoid receptor antagonist SR141716. Arch Gen Psychiatry 2001,
58(4):322-328.

30. Munro S, Thomas KL, Abu-Shaar M: Molecular characterization of a
peripheral receptor for cannabinoids. Nature 1993, 365(6441):61-65.

31. Perez-Reyes M, Timmons MC, Davis KH, Wall EM: A comparison of the
pharmacological activity in man of intravenously administered delta9-
tetrahydrocannabinol, cannabinol, and cannabidiol. Experientia 1973,
29(11):1368-1369.

32. Reger MA, Craft S: Intranasal insulin administration: a method for
dissociating central and peripheral effects of insulin. Drugs Today (Barc)
2006, 42(11):729-739.

33. Valiveti S, Agu RU, Hammell DC, Paudel KS, Earles DC, Wermeling DP,
Stinchcomb AL: Intranasal absorption of Delta(9)-tetrahydrocannabinol
and WIN55,212-2 mesylate in rats. Eur J Pharm Biopharm 2007,
65(2):247-252.

34. Thorne RG, Pronk GJ, Padmanabhan V, Frey WH: Delivery of insulin-like
growth factor-I to the rat brain and spinal cord along olfactory and
trigeminal pathways following intranasal administration. Neuroscience
2004, 127(2):481-496.

35. Reger MA, Watson GS, Green PS, Wilkinson CW, Baker LD, Cholerton B,
Fishel MA, Plymate SR, Breitner JC, DeGroodt W, Mehta P, Craft S: Intranasal
insulin improves cognition and modulates beta-amyloid in early AD.
Neurology 2008, 70(6):440-448.

36. Francis G, Martinez J, Liu W, Nguyen T, Ayer A, Fine J, Zochodne D,
Hanson LR, Frey WH, Toth C: Intranasal insulin ameliorates experimental
diabetic neuropathy. Diabetes 2009, 58(4):934-945.

37. Francis GJ, Martinez JA, Liu WQ, Xu K, Ayer A, Fine J, Tuor UI, Glazner G,
Hanson LR, Frey WH, Toth C: Intranasal insulin prevents cognitive decline,
cerebral atrophy and white matter changes in murine type I diabetic
encephalopathy. Brain 2008, 131(Pt 12):3311-3334.

38. Francis G, Martinez J, Liu W, Nguyen T, Ayer A, Fine J, Zochodne D,
Hanson LR, Frey WH, Toth C: Intranasal Insulin Ameliorates Experimental
Diabetic Neuropathy. Diabetes 2009.

39. Mechoulam R, Peters M, Murillo-Rodriguez E, Hanus LO: Cannabidiol–
recent advances. Chem Biodivers 2007, 4(8):1678-1692.

40. Kuster JE, Stevenson JI, Ward SJ, D’Ambra TE, Haycock DA:
Aminoalkylindole binding in rat cerebellum: selective displacement by
natural and synthetic cannabinoids. J Pharmacol Exp Ther 1993,
264(3):1352-1363.

41. Popovich PG, Wei P, Stokes BT: Cellular inflammatory response after
spinal cord injury in Sprague-Dawley and Lewis rats. J Comp Neurol 1997,
377(3):443-464.

42. Hains BC, Waxman SG: Activated microglia contribute to the
maintenance of chronic pain after spinal cord injury. J Neurosci 2006,
26(16):4308-4317.

43. Zhao P, Waxman SG, Hains BC: Extracellular signal-regulated kinase-
regulated microglia-neuron signaling by prostaglandin E2 contributes to
pain after spinal cord injury. J Neurosci 2007, 27(9):2357-2368.

44. Colburn RW, DeLeo JA, Rickman AJ, Yeager MP, Kwon P, Hickey WF:
Dissociation of microglial activation and neuropathic pain behaviors
following peripheral nerve injury in the rat. J Neuroimmunol 1997,
79(2):163-175.

45. Zhuang ZY, Wen YR, Zhang DR, Borsello T, Bonny C, Strichartz GR,
Decosterd I, Ji RR: A peptide c-Jun N-terminal kinase (JNK) inhibitor
blocks mechanical allodynia after spinal nerve ligation: respective roles
of JNK activation in primary sensory neurons and spinal astrocytes for
neuropathic pain development and maintenance. J Neurosci 2006,
26(13):3551-3560.

Toth et al. Molecular Pain 2010, 6:16
http://www.molecularpain.com/content/6/1/16

Page 21 of 22

http://www.ncbi.nlm.nih.gov/pubmed/11345017?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18977160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18977160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18977160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10491582?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10491582?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17965656?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17965656?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12617561?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12617561?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14654796?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16759728?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16759728?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15233755?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15233755?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15233755?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10350552?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10350552?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10350552?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15710454?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15710454?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15710454?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18448252?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18448252?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18448252?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18977160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18977160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18977160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16868181?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16868181?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16868181?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18186080?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18186080?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18186080?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11166964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11166964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15995723?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15995723?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1723019?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1723019?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1723019?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9231865?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9231865?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9231865?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11356948?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11356948?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11356948?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12379902?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15667933?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15667933?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17687047?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17687047?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17560721?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17560721?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17560721?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10652440?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10652440?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12598628?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12598628?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9862397?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9862397?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9862397?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11102504?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11102504?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11296091?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11296091?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7689702?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7689702?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4761242?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4761242?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4761242?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17171192?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17171192?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17014999?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17014999?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15262337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15262337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15262337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17942819?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17942819?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19136650?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19136650?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19015157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19015157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19015157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19136650?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19136650?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17712814?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17712814?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8450470?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8450470?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8989657?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8989657?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16624951?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16624951?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17329433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17329433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17329433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9394789?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9394789?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16571763?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16571763?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16571763?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16571763?dopt=Abstract


46. Sweitzer SM, Medicherla S, Almirez R, Dugar S, Chakravarty S, Shumilla JA,
Yeomans DC, Protter AA: Antinociceptive action of a p38alpha MAPK
inhibitor, SD-282, in a diabetic neuropathy model. Pain 2004,
109(3):409-419.

47. Tawfik VL, Nutile-McMenemy N, Lacroix-Fralish ML, Deleo JA: Efficacy of
propentofylline, a glial modulating agent, on existing mechanical
allodynia following peripheral nerve injury. Brain Behav Immun 2007,
21(2):238-246.

48. Svensson CI, Marsala M, Westerlund A, Calcutt NA, Campana WM,
Freshwater JD, Catalano R, Feng Y, Protter AA, Scott B, Yaksh TL: Activation
of p38 mitogen-activated protein kinase in spinal microglia is a critical
link in inflammation-induced spinal pain processing. J Neurochem 2003,
86(6):1534-1544.

49. White FA, Sun J, Waters SM, Ma C, Ren D, Ripsch M, Steflik J, Cortright DN,
Lamotte RH, Miller RJ: Excitatory monocyte chemoattractant protein-1
signaling is up-regulated in sensory neurons after chronic compression
of the dorsal root ganglion. Proc Natl Acad Sci USA 2005,
102(39):14092-14097.

50. Clark AK, Yip PK, Grist J, Gentry C, Staniland AA, Marchand F, Dehvari M,
Wotherspoon G, Winter J, Ullah J, Bevan S, Malcangio M: Inhibition of
spinal microglial cathepsin S for the reversal of neuropathic pain. Proc
Natl Acad Sci USA 2007, 104(25):10655-10660.

51. Ji RR, Suter MR: p38 MAPK, microglial signaling, and neuropathic pain.
Mol Pain 2007, 3:33.

52. Boyle DL, Jones TL, Hammaker D, Svensson CI, Rosengren S, Albani S,
Sorkin L, Firestein GS: Regulation of peripheral inflammation by spinal
p38 MAP kinase in rats. PLoS Med 2006, 3(9):e338.

53. Torebjork HE, Lundberg LE, LaMotte RH: Central changes in processing of
mechanoreceptive input in capsaicin-induced secondary hyperalgesia in
humans. J Physiol 1992, 448:765-780.

54. Djouhri L, Koutsikou S, Fang X, McMullan S, Lawson SN: Spontaneous pain,
both neuropathic and inflammatory, is related to frequency of
spontaneous firing in intact C-fiber nociceptors. J Neurosci 2006,
26(4):1281-1292.

55. Devor M, Seltzer A, Wall PD, Melzack R: Pathophysiology of damaged
nerves in relation to chronic pain. Textbook of pain Churchill Livingstone:
EdinburghWall PD, Melzack R 1999, 129-164.

56. Benbow SJ, Chan AW, Bowsher D, MacFarlane IA, Williams G: A prospective
study of painful symptoms, small-fibre function and peripheral vascular
disease in chronic painful diabetic neuropathy. Diabet Med 1994,
11(1):17-21.

57. Kreitzer AC, Regehr WG: Retrograde inhibition of presynaptic calcium
influx by endogenous cannabinoids at excitatory synapses onto Purkinje
cells. Neuron 2001, 29(3):717-727.

58. Calignano A, La Rana G, Giuffrida A, Piomelli D: Control of pain initiation
by endogenous cannabinoids. Nature 1998, 394(6690):277-281.

59. Bouaboula M, Poinot-Chazel C, Marchand J, Canat X, Bourrie B, Rinaldi-
Carmona M, Calandra B, Le Fur G, Casellas P: Signaling pathway associated
with stimulation of CB2 peripheral cannabinoid receptor. Involvement of
both mitogen-activated protein kinase and induction of Krox-24
expression. Eur J Biochem 1996, 237(3):704-711.

60. Pertwee RG: Cannabinoid receptors and pain. Progress in Neurobiology
2001, 63(5):569-611.

61. Malan TP Jr, Ibrahim MM, Deng H, Liu Q, Mata HP, Vanderah T, Porreca F,
Makriyannis A: CB(2) cannabinoid receptor-mediated peripheral
antinociception. Pain 2001, 93(3):239-245.

62. Scott DA, Wright CE, Angus JA: Evidence that CB-1 and CB-2 cannabinoid
receptors mediate antinociception in neuropathic pain in the rat. Pain
2004, 109(1-2):124-131.

63. Calignano A, La Rana G, Piomelli D: Antinociceptive activity of the
endogenous fatty acid amide, palmitylethanolamide. Eur J Pharmacol
2001, 419(2-3):191-198.

64. Rice AS, Farquhar-Smith WP, Nagy I: Endocannabinoids and pain: spinal
and peripheral analgesia in inflammation and neuropathy. Prostaglandins
Leukot Essent Fatty Acids 2002, 66(2-3):243-256.

65. Bujalska M: Effect of cannabinoid receptor agonists on streptozotocin-
induced hyperalgesia in diabetic neuropathy. Pharmacology 2008,
82(3):193-200.

66. Sheen K, Chung JM: Signs of neuropathic pain depend on signals from
injured nerve fibers in a rat model. Brain Research 1993, 610:62-68.

67. McLachlan EM, Janig W, Devor M, Michaelis M: Peripheral nerve injury
triggers noradrenergic sprouting within dorsal root ganglia. Nature 1993,
363(6429):543-546.

68. Fox A, Kesingland A, Gentry C, McNair K, Patel S, Urban L, James I: The role
of central and peripheral Cannabinoid1 receptors in the antihyperalgesic
activity of cannabinoids in a model of neuropathic pain. Pain 2001,
92(1-2):91-100.

69. Bridges D, Ahmad K, Rice AS: The synthetic cannabinoid WIN55,212-2
attenuates hyperalgesia and allodynia in a rat model of neuropathic
pain. Br J Pharmacol 2001, 133(4):586-594.

70. Kress HG, Oronska A, Kaczmarek Z, Kaasa S, Colberg T, Nolte T: Efficacy and
tolerability of intranasal fentanyl spray 50 to 200 microg for
breakthrough pain in patients with cancer: a phase III, multinational,
randomized, double-blind, placebo-controlled, crossover trial with a 10-
month, open-label extension treatment period. Clin Ther 2009,
31(6):1177-1191.

71. Huge V, Lauchart M, Magerl W, Schelling G, Beyer A, Thieme D, Azad SC:
Effects of low-dose intranasal (S)-ketamine in patients with neuropathic
pain. Eur J Pain 2009.

doi:10.1186/1744-8069-6-16
Cite this article as: Toth et al.: Cannabinoid-mediated modulation of
neuropathic pain and microglial accumulation in a model of murine
type I diabetic peripheral neuropathic pain. Molecular Pain 2010 6:16.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Toth et al. Molecular Pain 2010, 6:16
http://www.molecularpain.com/content/6/1/16

Page 22 of 22

http://www.ncbi.nlm.nih.gov/pubmed/15157702?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15157702?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16949251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16949251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16949251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12950462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12950462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12950462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16174730?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16174730?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16174730?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17551020?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17551020?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17974036?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16953659?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16953659?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1593489?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1593489?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1593489?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16436616?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16436616?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16436616?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8181246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8181246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8181246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11301030?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11301030?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11301030?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9685157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9685157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8647116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8647116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8647116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8647116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11164622?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11514083?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11514083?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15082134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15082134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11426841?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11426841?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12052040?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12052040?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18810243?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18810243?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8518931?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8518931?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8505981?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8505981?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11323130?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11323130?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11323130?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11399676?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11399676?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11399676?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695386?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695386?dopt=Abstract

	Abstract
	Background
	Results
	Conclusions

	Background
	Methods
	Animals
	Intranasal and Systemic Delivery of Cannabinoid Agents
	Study Timelines, Animal Groups and Drug Administration
	Behavioural testing
	Mechanical Sensitivity
	Thermal Hyperalgesia

	Electrophysiological testing
	Surgical harvesting
	Immunohistochemistry
	Western Immunoblotting
	Data analysis

	Results
	Experiment 1
	Maintenance of Diabetes
	Development of Diabetic Peripheral Neuropathy and Neuropathic Pain
	Development of Increased Microglial Density and Activation

	Experiment 2
	Assessment of Neuropathic Pain
	Development of Increased Microglial Density and Activation

	Experiment 3
	Assessment of Neuropathic Pain
	Development of Increased Microglial Density and Activation


	Discussion
	Microglial Activation
	Microglial Activation in Diabetes
	Cannabinoids and Their Receptors
	Intranasal Delivery for Painful States
	Limitations of the Present Study

	Conclusions
	Author details
	Authors' contributions
	Competing interests
	References

