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Objective: Explore perceptions and preoccupations regarding use of medical cannabis against chronic musculoskeletal pain, among
patients and physicians.

Design: Qualitative study using interviews with patients and physicians, based on the Theory of Planned Behavior (TPB).
Setting: The study was conducted in Quebec, Canada, in spring 2020.

Subjects: We included 27 adult patients and 11 physicians (GPs, anesthesiologists, psychiatrists, and a rheumatologist); the mean age
of patients was 48.2 years; 59.3% of patients and 36.4% of physicians were women; 59.3% of patients used no medical cannabis at the
time of study; 45.5% of physicians had never authorized it.

Methods: Semi-structured interviews were conducted, transcribed and for the qualitative analysis codes were developed in a hybrid,
inductive and deductive approach. Guided by the TPB, facilitators and barriers, perceived benefits and harms, and perceived norms
that may influence cannabis use or authorization were documented.

Results: Although medical cannabis is an interesting avenue for the relief of chronic musculoskeletal pain, doctors and patients agreed that it
remained a last line option, due to the lack of scientific evidence regarding its safety and efficacy. The norms surrounding medical cannabis also
play an important role in the social and professional acceptance of this therapeutic option.

Conclusion: Medical cannabis is seen as a last line option among interventions in the management of chronic pain, and attitudes and
prior experiences play a role in the decision to use it. Study results may contribute to improved shared decision making between
patients and physicians regarding this option.

Plain Language Summary: Little is known about the motivations, perceptions, and preoccupations of patients with chronic pain and their
physicians regarding the use of medical cannabis against chronic pain. A qualitative study was done on the attitudes and perceptions of these
patients and their physicians. We performed semi-structured interviews, guided by the Theory of Planned Behavior, with chronic pain patients
and with physicians treating such patients. Results indicate that both patients and physicians consider medical cannabis as a last line therapeutic
option against chronic pain. Also, both groups expressed a need for stronger evidence on the effectiveness and safety of medical cannabis, as well
as for more and clearer guidance on when and how to use this additional option in the treatment of chronic pain.
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Introduction

Chronic musculoskeletal (MSK) pain, defined as a condition persisting for at least three months, affects bones, muscles,
ligaments and joints and results from underlying diseases or health problems such as gout, tendonitis, osteoarthritis,
rheumatoid arthritis, and fibromyalgia, although in many cases the exact cause cannot be identified.' Chronic MSK pain
is frequently associated with a range of problems such as sleep disorder, depression, anxiety, fatigue, reduced quality of
life and inability to work or socialize.> Worldwide, 20% to 33% of the population is living with chronic MSK pain.?
Yelin and al. reported that one in two US Americans 18 and older lives with a musculoskeletal disease* and in Canada
approximately 17% of the adult population is affected, nearly half of whom (44%) is aged 65 years or older.' The number
of people suffering from chronic MSK pain is on a rise specifically among the older population.* Alongside non-
pharmacological interventions such as physiotherapy, exercise, and the biopsychosocial approach® pharmacological
interventions, including injections of cortisone or botox, are widely used against chronic MSK pain. However, there is
no optimal medication treatment strategy for pain relief for patients living with chronic MSK pain.® Pharmacological
pain relief thus is frequently suboptimal, based on non-steroidal anti-inflammatories, gabapentinoids, antidepressants
such as duloxetine or milnacipran, or opioids, and patients regularly encounter a wide range of adverse effect, including
dependance problems with opioids.”* It is therefore urgent to explore new treatment options to relieve pain in persons
affected by chronic MSK pain and thus improve their quality of life and well-being.'*""”

Many persons for whom chronic MSK pain is not satisfactorily relieved by existing treatment options are turning to
alternative therapies, which they want to discuss with their physician. In recent years, cannabis has increasingly been
perceived as an additional analgesic option.'®' The scientific literature, however, remains somewhat inconclusive®®
regarding the effectiveness and safety of cannabis products and cannabinoids for the management of chronic MSK pain,
with several systematic reviews and meta-analyses seeing little therapeutic potential,”'** while more recent reviews and
meta-analyses, using different methodologies and including wider pain definitions, come to more encouraging
results,”**> leading to careful recommendations for a therapeutic trial in some pain patients.’®?” Cannabis destined for
medical use may represent a new option to manage chronic MSK pain and attracts increasing attention, which parallels
growing possibilities for its prescribing and dispensing in several countries.?®

Historically, cannabis Sativa has been known for its analgesic and anti-inflammatory effects.”’ However, very few
cannabis-based products are approved as medications. Sativex®, Cesamet® and Marinol® are currently available in
several countries,”® but only Sativex®, a plant derived spray containing equal parts of delta-9-tetrahydrocannabinol
(THC) and cannabidiol (CBD), is indicated for pain treatment: Blake and al. (2006) reported a significant improvement
with Sativex”™, compared to placebo, in pain with movement, pain at rest and in quality of sleep. Physicians and patients
interested in cannabis to treat pain also turn towards herbal cannabis or an increasing number of other plant derived
products, such as oral oils or inhalators. In the remainder of this article, the term medical cannabis will include such
products and cannabinoids used for therapeutic purposes.

A prior scoping review®' has shown that little research was performed to understand why patients with chronic MSK
pain and their physicians are trying a cannabis treatment or not,’* and has revealed severe knowledge gaps regarding
patients’ motivations. One conclusion was that it is difficult to access evidence-based information regarding efficiency,
safety, routes of administration, delivery methods or dosage on the most appropriate treatment for a given case.> >
Despite this lack of knowledge, both the use and, in Canada, the numbers of authorizations for medical cannabis or
cannabinoids have increased.> However, little is known on motivations and perceptions of both patients with chronic
MSK pain and their physicians regarding medical cannabis®' or cannabinoids. To fill this gap of knowledge and better
understand the motivations, perceptions and needs of patients and physicians regarding therapeutic cannabis for chronic
MSK pain, a study based on the Theory of Planned Behavior (TPB),***” was conducted.

Existing literature shows that the TPB can be used as a framework to explain cannabis use in different
populations.*®3? In our study, this framework can, on the one hand, explain and predict patients’ decisions to try
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cannabis or not and, on the other hand, physicians’ decisions to prescribe cannabis or not. For example, we expect that
the intention to use cannabis is determined by three variables: 1) personal attitudes (patients’ personal attitude towards
cannabis use); 2) subjective norms (perceptions about what family, friends and colleagues think about cannabis use);
and 3) perceived behavioral control (the extent to which patients believe they can control the use of cannabis). This
implies that the intention to use cannabis is greater when patients have a positive attitude towards this behavior, when
significant others approve the use of cannabis and when they believe they have the possibility of doing so. Specifically, as
recommended by the authors of the TPB,>® this study aims at identifying and documenting facilitators and barriers to the
use or authorization of medical cannabis, perceived benefits and harms, and perceived norms that may influence
cannabis use.

Methods
Setting

The study was performed in Canada, where recreational cannabis was legalized in 2018 in all provinces, giving legal
access to cannabis for the adult population through a variety of dispensaries, according to provincial regulations.*
Access to medical cannabis, regulated by the federal government for all provinces, is possible since 2001. The
coexistence of different regulations for recreational and therapeutic cannabis contributes to confusion around access to
medical cannabis among patients and physicians.*' In the province of Quebec, medical cannabis can only be obtained
through a physician’s authorization, which allows:

Buying directly from a federally licensed seller, registering with Health Canada to produce a limited amount of cannabis for

their own medical purposes, [or] by designating someone to produce it for them.****

In this context, specialized medical cannabis clinics, playing an intermediary role between physicians and the federal
government, were created to facilitate access for patients and physicians, particularly by offering consultations with
health professionals, including physicians with specialized knowledge on medical cannabis. Since 2018, the legalization
of recreational cannabis enabled self-medication for patients with products bought from the provincial dispensaries for
recreational cannabis.

Ethics

This project was approved by the Ethics Review Board of the Centre de recherche du Centre hospitalier universitaire de
Québec-Université Laval (MP-20-2020-4962). Each interviewed participant agreed to participate in the study and the
related interview on a voluntary basis. The participants gave verbal informed consent because, given the COVID
pandemic, interviews were performed by telephone. A consent statement was read to the participant and consent was
obtained before the interviewees participated in the interview, including agreement with the publication of anonymized
responses. A file was kept with contact and consent information for the participants in a closed file cabinet in the study
centre, accessible only to study team members. To preserve the anonymity of the participants, the personal data were
replaced by pseudonyms or numbers depending on the case.

Study Population

Physicians

Physicians were recruited via the professional network of the research team, based on their medical specialties and
clinical expertise. We first aimed to recruit 15 physicians with at least a third of them having authorized medical
cannabis. We did not aim for representativeness, but for coverage of most relevant perceptions or saturation of
information. We reached out to 12 physicians to participate in the project, but one of them declined to participate.
After interviews with 11 physicians and following preliminary analyses of transcriptions, we realized that no new topics
or different content had been added in the last two interviews (data saturation), and it was decided to stop recruitment of
physicians. In qualitative research a sample size leading to saturation of data is deemed sufficient to examine a given
subject thoroughly.*® More specifically, the sample included 4 women and 7 men from 4 medical specialties. Five family
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physicians (1 woman and 4 men), two psychiatrist (1 woman and 1 man), three anesthetists (2 women and 1 man) and
one rheumatologist (man). Five of 11 never authorized medical cannabis, four had already authorized it but not as
a common practice, including two who had only cannabinoids, and two who authorize medical cannabis frequently in
their practice.

Patients

Patients were recruited through posters in the Saint-Sacrement Hospital in Québec City and through ads posted on social
networks, ie the Facebook groups of the Quebec Network on Research in Pain, the Centre d’excellence sur le
vieillissement de Québec, and on one of the co-author’s LinkedIn webpage. For the first half of the recruitment period,
we mentioned medical cannabis on the recruitment poster. For the second half, we specifically searched for patients
living with chronic MSK pain but without allusion to cannabis, to include patients not having used medical cannabis in
our study. Patients 18 years and older, speaking French, living with chronic MSK pain (>3 months) were eligible. We
aimed to recruit 30 patients with at least a third of both women and men having used medical cannabis. We did not aim
for representativeness, but for coverage of most or all relevant perceptions, or saturation of information. We recruited 29
patients, but two of them could not be reached (no return to our phone call despite completion of preliminary steps and
study consent). After interviews with 27 patients and following preliminary analyses of transcriptions, it was decided to
stop further patient recruitment since the point of data saturation had been reached, ie no new information was gained
from additional interviews. The patient sample included 16 women and 11 men aged from 24 to 75 years (mean age
47.63 years; median age 48 years). All patients indicated to be suffering from chronic MSK pain; 15 of 27 suffered from
one or multiple physical or psychological comorbidities. Sixteen of 27 patients were not using cannabis for their chronic
MSK pain at the time of the interview and 11 were using cannabis. For 4 of 11 patients, medical cannabis had been
authorized, while 7 out of 11 patients self medicated. Among the 11 patients using medical cannabis, the modes of use
were: smoked (n=4); oral (n=4); vaporized (n=1), and 2 or more modes of use (n=2).

Data Collection

The study interviews were performed in Quebec City, Canada, in February and May 2020, and both patients and
physicians came from different parts of the province. Semi-structured interviews, based on the TPB framework, were
conducted with both patients and physicians until data saturation. The interview questions were validated by the research
team, which included three clinicians and a patient partner, ie a chronic pain patient interested in medical cannabis and
participating in this study. Interviews were conducted by the team’s research professional and a postgraduate student,
who were both trained and experienced in interviewing and qualitative research. All interviews were recorded using
a voice recorder and transcribed integrally.

Physicians

Interviews with physicians began with a general question: “Could you briefly describe the characteristics of your
practice?”, before investigating topics related to their usual treatments of patients with chronic MSK pain and regarding
authorization of medical cannabis. The interviews aimed to identify advantages and disadvantages, social and group
norms, as well as facilitators and perceived barriers influencing the authorization of medical cannabis for their patients
with chronic MSK pain. Interviews for physicians were conducted by telephone except for two: one was conducted in
person and one by Zoom. The average duration was 29 minutes.

Patients

Interviews with patients began with a general question: “Can you describe yourself briefly?”. Subsequently, three themes
were investigated: 1) chronic MSK pain and their general health; 2) medication and non-medication treatment; and 3) use
or not of medical cannabis. The interviews aimed to identify advantages and disadvantages, social and group norms, as
well as facilitators and the perceived barriers influencing the use or not of therapeutic cannabis in the management of
chronic MSK pain. Interviews for patients were conducted in the research teams’ offices at the Saint-Sacrement Hospital
or by telephone, depending on patients’ preferences. The average duration was 42 minutes.
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Data Analysis

All initial data analyses were performed using the French language interviews. The results section of this manuscript was
then written in English. The coding of the interviews and their analyses were carried out by the research professional and
the postgraduate student using NVivo 11 software (QSR International Pty Ltd version 11). A hybrid approach of
inductive and deductive coding was used in our study. Based on the interviews, a code table was developed by two
coders for one third of the interviews. The codes were then classified under five broad themes inspired by the TPB: 1)
facilitators and barriers; 2) perceived benefits and harms; 3) and perceived norms for medical cannabis use or
authorization. Another third of the interviews were coded according to the major themes (step 1) and sub-themes
(step 2) to ensure that all content was captured. In this second step, sub-themes were added if they were missing. Finally,
the last third was coded by two coders without adjustments to the code table All the interviews were coded by two people
to reach a consensus on the codebook and increase the fidelity of the coding. At each step the coded interviews and the
codebook were validated by the research team members and clinician collaborators. The entire process of codifying and
analyzing data was developed in collaboration with a qualitative analyst (SP). Extracts from verbatim transcripts are used
in this article to illustrate representative results of the general ideas put forward by the interviewees. The verbatim
transcripts were collected and analyzed in French. For this article, they have been translated into English by

a professional translator.

Results

The sample of interviewees consisted of 27 patients and 11 physicians, some of whom had used/authorized medical
cannabis and some of whom had not. Although medical cannabis is seen as an interesting avenue for the relief of chronic
musculoskeletal pain, doctors and patients agree that it remains a last line option due to the lack of scientific evidence
regarding its safety and efficacy. Both women and men were interviewed; however, the content analyses of the interviews
did not allow identifying gender related differences regarding factors related to cannabis use or authorization. An analysis
specific to the role of gender was beyond the scope of this work.

Facilitators

Physician

Most interviewed physicians saw medical cannabis as a last line option for relief of chronic MSK pain, if any of the
previous treatment options had failed to relieve patients of their chronic MSK pain: this was the only facilitator for the

authorization of medical cannabis.

I don’t want to get to that option, in my own sense, until I’ve tried what I have more experience with and more study on.
(Anesthetist, has never authorized cannabis)

Patients
The main facilitator cited by patients was having access to health professionals with specific knowledge about medical
cannabis to advise them about this option. Such an access is seen as a comforting function for patients choosing this

therapeutic option.

[.] In general, I trust the specialists. If my doctor suggested it and gave me all the information, I would really listen. (31 years
old, does not use medical cannabis)

The possibility of having access to products that can be consumed orally was the second facilitating factor in patients’
perspective, since they cause fewer pulmonary and cardiac adverse effects than smoking.

I figure, if a cigarette isn’t good for your health, I guess this is (not) too. Regarding oil, I figure it’s not as bad. (48 years old,

uses medical cannabis)
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Finally, similarly to the stances of physicians, medical cannabis was seen as a last line option for relief of chronic MSK
pain by most of the interviewed patients as well. The failure of any of the previous treatment options, therapeutic or non-
therapeutic, to relieve their chronic MSK pain was a facilitator for exploring other options.

I couldn’t find effective solutions in medication or physical therapy. Massage therapy feels good, but it feels good for an hour. [.] it was
really because of the lack of effectiveness of other alternatives proposed by the medical teams. (27 years old, uses medical cannabis)

Barriers

Physicians

Each interviewed physician mentioned the lack of evidence-based knowledge as a barrier to authorizing medical cannabis
for their patients with chronic MSK pain. More specifically, the lack of evidence about the efficacy, the safety and the
innocuity of medical cannabis was identified by many participants. This lack of evidence-based data on medical cannabis
for chronic MSK pain inspires caution for most physicians, decreasing the probability for them to authorize it.

I am someone [.] who really waits for studies to be conclusive before testing new medications. Medical cannabis has not been

an obvious panacea for me until now. (Psychiatrist, has never authorized cannabis)

This precautionary attitude is partly caused by the strong wish to not induce adverse effects or long-term negative
consequences for their patients (“primum non nocere”). The lack of evidence on long-term effects and consequences
thus acts as a barrier to the authorization of medical cannabis.

We don’t have any studies on people who take this for 10, 15, 20 years. I was one of those people in the 90s, during my
residency, who prescribed opiates without limits or almost without limits because that’s what we were told, that’s what we knew
at that time. [...] We caused a lot of problems for a lot of patients and now we’re trying to manage it. I find that we are very
poorly equipped in terms of cannabis to inform patients of the long-term consequences, because we don’t know. For that reason,
I tend to try most of the other options available before I go. So that means that, yes, I have theoretical information, but I have
little clinical experience. At the clinic, the consultations that come in for medical cannabis are returned to the sender, it’s not
something you see. (Anesthetist, has never authorized cannabis)

More precisely, physicians seemed to be especially careful regarding smoking of cannabis, which may induce adverse
respiratory and effects. This popular method of use of medical cannabis was seen as a barrier to its authorization since
some physicians did not have much knowledge about other available methods of consumption.

Medical cannabis, for me, is cannabis that is smoked. Maybe I’'m wrong, it could be consumed orally, but I must admit that
(about) this part I am less knowledgeable. I don’t want to give an opinion because I haven’t informed myself. (Family physician,
authorized cannabinoids but not cannabis)

Furthermore, for about half of the physicians interviewed, the mistrust of the cannabis industry was due to the lobbying
and publicity around the product. Medical cannabis companies were perceived as financing biased studies presenting
their product favorably but using unreliable data. This contributed to the perceived lack of knowledge and evidence
around medical cannabis for chronic MSK pain.

There are studies being done, but they are studies done by the producing companies, so they are not worth much. (Anesthetist,

has never authorized cannabis)

Their lack of trust towards medical cannabis was also related to the way it came to the market. Usually, new medications are
rigorously tested before being approved by governmental authorization bodies and only then are they commercialized. Physicians
point out that the opposite is true for medical cannabis. This fast commercialisation seems to have created a strong lobbying in the
general population. Patients are interested in medical cannabis after being exposed to its publicity, but physicians feel that they
cannot give them the information they need because of the lack of solid knowledge on it.

It’s going to be extremely difficult to get rigorous studies, except for those funded by Health Canada or whatever. I feel like

we’re almost 30 years behind where we were with the pharmaceutical companies and the doctors. [...] But I still believe in this
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product because, yes, I have [seen] patients who have improved [with medical cannabis], and I have not had to increase the
doses [of other medication]. Nothing miraculous, but it has its place. It’s a place that is not very big, but now the commercial
side and the lack of rigour on that side, in my opinion, we are running away from the medical side. (Anesthetist, has authorized
cannabis)

Patients

Like physicians, interviewed patients cited a lack of knowledge and information as a barrier to using medical cannabis
against chronic MSK pain. Specifically, the lack of knowledge and information about the efficacy, safety, and security of
medical cannabis made patients cautious about using it for therapeutic purposes.

First, there’s a lack of information. Clearly, I would benefit from more education. [.] I have questions. I wonder, if I take it, let’s
say, am I fit to work when I’'m on medical cannabis? [...] I don’t know, in the long term, what it can do to the body. (24 years

old, doesn’t use medical cannabis)

This cautious attitude is reinforced by the lack of professional resources with specific knowledge prescribing medical
cannabis.

There was a pharmacy [.] that had it, but it took a prescription from a doctor, but the doctor didn’t know what to prescribe me
[.]. It was: I don’t know, ask your pharmacist; I don’t know, ask your doctor. everyone was throwing the ball around. (46 years
old, uses medical cannabis)

Furthermore, for many patients, difficulties in access to medical cannabis through health care channels represents
a barrier to its use.

Yes, it was difficult. I researched on the Internet, I called doctors. Even in private clinics, they didn’t really know, or they didn’t
want to. I finally found a site called Doctor Cannabis.it took time. (48 years old, uses medical cannabis)

Perceived Benefits of the Use of Medical Cannabis

For Patients using medical cannabis, it represents an aid to better pain management and improved quality of life. This therapeutic
option is often seen as something that provides a moment of respite for people living with chronic MSK pain. Few adverse
physical effects are perceived, representing an advantage to its use. Most adverse effects are perceived as minor in comparison to
opiates. Participants reported that medical cannabis hardly interferes with domestic tasks and patients remain “functional”. The
mode of consumption appeared to have a major influence. Compared to oil, the inhaled mode of cannabis consumption may be an
advantage for some patients using it. They report being able to control the product’s effect rapidly and efficiently and to stop
before they feel a “buzz”, so that they mostly perceive a relaxing effect which helps them manage their pain. This “buzz”,
however, is of concern for non-users.

All the negative effects, which I had [with] traditional medication, are gone with medical cannabis. It makes me feel better.
Physically, it eases some of the pain, it allows me to do my yoga, do little things. (48 years old, uses medical cannabis)

The only problem I have with Sativex is that I have a dry mouth. I must chew a lot of gum. Also, the throat. Those are the only
drawbacks I have with these medications. (65 years old, uses medical cannabis)

The problem with other modes of consumption [others that vaping] [.] it’s much harder to gauge the magnitude of the effect.
When I’'m vaping, I'm able to feel when I’'m a little too high. [.]. (28 years old, uses medical cannabis)

Physicians

They reported establishing the treatment plan in collaboration with patients, focusing on their needs and preferences and
aiming to empower them. Therefore, if patients want to try medical cannabis which can be integrated into the treatment
plan, physicians may be more willing to authorize it, hoping it may contribute to an improved quality of life. In
accordance with a patient centered care approach, such an improvement is one of the main advantages in authorizing
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medical cannabis against chronic MSK pain. To reach this goal, physicians considered medical cannabis as
a complementary approach to reduce their patients’ chronic MSK pain. Existing treatments for these health conditions
may lack in efficacy, and the addition of medical cannabis to these treatments, for an improved the quality of life, was

seen as an advantage.

But I think that, in most cases, to see them as true partners in the management of problems that, after all, are their own, [.] that’s
what’s going to make a more significant difference in the management of their pain. That would be a collateral benefit perhaps

to the use of cannabis. (Rheumatologist, man, has authorized cannabis)

We talk about medical cannabis as a complementary approach and not as an alternative to the conventional medications used for
this condition. [.] The main thing I tell my patients is to improve their quality of life, that’s my main goal. [.] the elimination of

conventional drugs is not our goal when we start out. (Anesthetist, has authorized cannabis)

Harms

Physicians

Interviewed physicians listed barriers, as shown above, but few harms effecting the authorization of medical cannabis for
chronic MSK pain. Observed harms mostly relate to rare episodes of psychosis among young patients.

Patients

The mode of use “smoking”, while mentioned as a barrier, is also cited as a disadvantage. This disadvantage does not
prevent people from using cannabis, but they do mention that a mode of consumption with less pulmonary and cardiac
impact and less odour nuisance would be preferable.

For example, you go somewhere, then you meet people you wouldn’t want to see. They smell that you’ve been smoking, that’s
not so funny. There are people who are not in favor of that. (58 years old, uses medical cannabis)

The patients interviewed were aware that medical cannabis is not a curative solution to their condition. Although it
provides temporary relief, they agree that a therapy to cure their chronic MSK pain, or a medication without adverse
effects, would be preferable to medical cannabis.

I’ll roll my joint and then I'll smoke it outside. Then I go back inside and I’m fine. After 2—-3 hours the pain comes back. It
doesn’t last, it’s not a medication [.] (58 years old, uses medical cannabis)

If a traditional medication took away my pain and I didn’t have adverse effects, [.], if it was equivalent, probably I’d go for that
(48 years old, uses medical cannabis)

Finally, the adverse effect of anxiety was mentioned by some patients during the interviews.

With THC, I get very anxious. [.]. It makes me think a lot, a lot, a lot. (48 years old, uses medical cannabis)

Norms

Physicians

For the interviewed physicians, norms around medical cannabis had an important influence regarding its authorization.
This influence was positive when peers also authorized it and physicians could get advice from a colleague who already
had experience with authorizing medical cannabis for chronic MSK pain.

... it’s reassuring to talk to someone whom you can ask questions of and who can reassure you about different types of patients
they have seen. (Family physician, has prescribed cannabis)

In contrast, social norms had a negative influence on the authorization of medical cannabis against chronic MSK pain
when physicians thought they were the only ones in their setting to do so. Going against the norms of their setting by
authorizing medical cannabis could have a stigmatizing effect on them and the authorization would be harder to justify.
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For sure, having guidelines and knowing that others are doing it would make you more comfortable, because when you’re alone
doing something, doctors hesitate, whereas when it’s recommended or it’s proven, it’s easier to justify it at that point. (Family
physician, has prescribed cannabis)

Patients

For the interviewed patients, norms around medical cannabis had an important influence regarding its use, like for
physicians. First, the use of medical cannabis is perceived more favorably by patients, whether they use it or not, than the
use of recreational cannabis. Specifically, due to the social norms surrounding cannabis use, patients tend to feel that they
need to have an authorization from their doctor for a valid medical condition.

I felt illegal [when recreational cannabis was not legalized], I didn’t like it. [.] I thought I needed a prescription to make me feel
good about my situation and to make it easier for people around me to accept (48 years old, uses medical cannabis)

Furthermore, some patients mention that social norms have a negative influence on their use of medical cannabis against
chronic MSK pain. The stigma of cannabis as such thus limits their propensity to use this therapeutic option.

To them, people who smoked cannabis, were people who were on drugs. That was really what it was. That’s why I was
reluctant. (48 years old, uses medical cannabis)

Finally, many patients would like to be able to discuss this option with their medical team. However, due to stigmatisa-
tion, they do not know how to approach the subject with their health care team.

I would feel more comfortable asking him: what do you think about cannabis? Maybe he’d be embarrassed, [.] there’s [.] a kind
of collective perception that comes to influence how you approach it with the doctor. [.]. I think I’m able to get past some of the
prejudices [.], but is the doctor able to do the same thing? [.]. (42 years old, doesn’t use medical cannabis)

Discussion

This study, based on the TPB, identified perceived facilitators and barriers, norms, benefits and harms, among patients

with chronic pain and their physicians, influencing the use or authorisation of medical cannabis for chronic MSK pain.
The main facilitator for use or authorization of medical cannabis was using it as a last-line therapeutic option, which

42,44

is in accordance with most national guidelines, endorsing it as a second or third-line treatment, in specific pain

conditions. This guidance is explained by the lack of robust evidence on the effectiveness and safety of medical cannabis,
preventing it from being part of regular treatment plans.®'®!72!

Patients and physicians identified different barriers for the use or authorization of medical cannabis. The most
important barrier for physicians was the lack of evidence-based knowledge, consistent with the results of a systematic
review by Gardiner et al*> highlighting a universal lack of self-perceived knowledge about medical cannabis in different
healthcare professionals. The low quality of available primary evidence was also stated in multiple systematic reviews
about the efficacy, safety and innocuity of medical cannabis.®'®!”?! Four other identified barriers were related to the lack
of high-quality evidence. First, the cautious attitude to authorization reported by many physicians was linked to the
absence of certainty regarding the effectiveness of cannabis against chronic MSK pain. Second, physicians were
concerned about the negative effects of cannabis, particularly in the long-term, which agrees with the Agency for
Healthcare Research and Quality’s living systematic review,'’ stating that the medium to long-term consequences of
medical cannabis are unknown. Third, the “smoked” method of use was a barrier to cannabis authorization considering
its respiratory effects; some physicians felt they did not know about other available methods for use. Lastly, the publicity
and lobbying around medical cannabis created a climate of mistrust towards its producers.*® Physicians were wary of the
industry’s efforts to affiliate physicians to their websites, given the possibility of strong conflicts of interest. The fast
commercialization of medical cannabis products also put physicians in an uncomfortable position. Patients ask for
authorization for medical cannabis, while physicians felt that not enough reliable evidence was available to answer their
questions and justify authorization.*”
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All advantages identified by physicians concerned patient centered care.*® Medical cannabis was seen as an option to
improve patients’ quality of life, and as a possible complementary treatment to reduce chronic MSK pain. This view is
reflected in an overview of empirical evidence about common treatments for the management of chronic pain, by Turk,*’
concluding that there was no cure for chronic pain and that one single intervention was often not enough to manage
patients’ pain, placing the treatment focus on improving quality of life and symptom relief, including alternate treatments
or combining them with conventional ones.

Interestingly, the physicians interviewed for this study named barriers to the authorization of medical cannabis for chronic
MSK pain, but they identified no harms. According to the TPB,*’ barriers influence perceived behavioral control. If the
barriers faced by physicians, such as the lack of knowledge about medical cannabis, were diminished, they might then
perceive more ease in authorizing it. Similarly, a scoping review" identified that health care trainees do not receive any
structured education on this topic and that it is up to them to find knowledge resources. By adding medical cannabis to their
curriculum, this barrier might be lessened, making professionals more comfortable counselling their patients with chronic
MSK pain about medical cannabis.

Finally, physicians indicated social norms around medical cannabis authorization as an important factor of influence,
which is consistent with the TPB.?’ If physicians collaborate with colleagues authorizing medical cannabis for chronic
MSK pain, they feel more positive towards it, and the contrary holds too. In the past years, interest in medical cannabis
has increased following different forms of legalization in many countries, and while recommendations from different
instances have been made, there still is need for more regulation and clinical practice guidelines.** This need has been
identified by the interviewed physicians, who sometimes feared stigmatization if they went against the norms of their
place of practice and authorized medical cannabis without clear guidelines backing them.

Patients
Patients reported additional facilitators for the use of medical cannabis against chronic MSK pain which were somewhat
associated with the barriers mentioned by physicians, such as lack of knowledge. Better knowledge by physicians may
facilitate the use of medical cannabis for the patients. Furthermore, access to oral cannabis products is considered as
a facilitator.

Another barrier patients identified is the lack of professional resources with precise knowledge on how to use medical
cannabis, as well as difficulties with access to it through the usual channels of the health system. This agrees with the
review of Zeng®' which mentioned that cost, legal status and accessibility of medical cannabis all played a role in the
preference of patients. Patients also mentioned adverse effects as a barrier to using medical cannabis, such as cognitive
impairment, drowsiness, dizziness, nausea and impaired attention.>'

Both patients and physicians recognized the advantage of medical cannabis as a therapeutic option giving patients
a better quality of life. Most patients mentioned that it gives them a moment of respite from their pain. This observation
agrees with a systematic review finding moderate to high certainty evidence that medical cannabis gives patients
symptoms relief.?* Importantly, the mode of consumption of medical cannabis may be part of patients’ perceived
advantage of this strategy. Indeed, inhalation of cannabis allows better control of the psychoactive effect that comes
with many cannabis products. Similarly, losing control was found to be a disincentive for use of medical cannabis in
a review by Zeng.>' It is thus not surprising that patients named this mode of consumption as an advantage. However,
inhalation may also be seen as a disadvantage. Some patients said that they would prefer a mode of consumption with
less pulmonary and cardiac adverse effects and less odour nuisance. Anxiety was another adverse effect named as
disadvantage, which agrees with a critical review by Andreae.’ 2 Furthermore, the mentioned advantage of a short respite
is only temporary, and patients suggested they would rather have a cure or a long-lasting pain treatment, rather than only
short periods of respite in their day.

Finally, social norms affect the behavior of patients in a similar way as the behavior of physicians, as also reported by Zeng.”'
Social norms mostly had a negative effect on both groups’ propensity to use or authorize medical cannabis. Even if medical
cannabis could help reduce patients’ pain, the stigmatization surrounding it can play a major role in the decision to try it or not.
Consequently, for patients, a medical authorization increases the acceptability of medical cannabis in their social environments,
making this type of document important for several patients, and even more so in a place where recreational cannabis is not
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legalized. Ultimately, negative social norms regarding the use of medical cannabis may sufficiently worry patients about the
health team’s reaction to refrain them from discussing this option. Certainly, decreasing the stigma, with a better understanding of
the medical purpose of cannabis, may contribute to better acceptance and to encouraging patients to initiate meaningful
discussions about cannabis with their health care providers.

Limitations

This qualitative study, relying on the theoretical framework of the TPB, highlighted the factors that prompted physicians to try
medical cannabis as a therapeutic option in the management of chronic MSK pain, as well as patients’ motivations for use. The
study is limited to patients and physicians in the province of Quebec, Canada, and there may be other or additional factors at play
in different countries. In Canada, however, legal norms hold country-wide and regulations, which are similar across the country
although enacted by the provinces. Specialized cannabis clinics exist in most provinces and the training curricula of health care
professionals are comparable (Committee on Accreditation of Canadian Medical Schools.>® Although information obtained
through the interviews had reached the point of saturation, we cannot exclude that for individual patients or physicians, additional
factors may be important regarding medical cannabis for chronic MSK pain. Also, interviewed physicians may have views
differing from other Canadian physicians or from physicians elsewhere. According to the laws and regulations in different
countries and jurisdictions, medical cannabis might be authorized, prescribed or distributed by health professionals other than
physicians, and we believe that the perceptions, needs and attitudes expressed by physicians in this study may, at least partly, also
apply to these other health professionals.

Despite these limitations, it is apparent that many physicians are open to the therapeutic option of medical cannabis if
it may improve their patients’ quality of life. However, they express the need for more high-quality knowledge and for
specific guidance to be comfortable authorizing. Some patients not having found sufficient pain relief with conventional
treatments were inclined to try medical cannabis but did not know how to talk about this with their physicians, feeling
a lack of knowledge and information from health professionals to guide them.

Conclusions

The voices of patients highlighted the need for health professionals’ improved knowledge about medical cannabis, a need for oral
cannabis products, ambiguity regarding smoked cannabis and preoccupations with social norms surrounding these products.
Physicians mentioned the lack of large, rigorous, randomized, controlled trials on the effectiveness and safety of medical
cannabis to manage specific types of chronic musculoskeletal pain. Their wish for more robust and specific research underlined
the urgent need for high quality primary research on which constituents in the cannabis plant may show effectiveness against
specific forms of chronic pain, in which forms and dosage, and with which adverse effects. This view of physicians, echoed in

t3]

recent publications,”*>> has been voiced together with the medical paradigm of “primum non nocere”,*® the strong wish to not
use treatments possibly inflicting more harm than benefit.

The need for improved management of chronic pain also calls for careful and cautious guidance on the use of medical
cannabis to manage chronic pain, for both patients and their care providers. Some progress has recently been made in this

regard, eg by the Arthritis Foundation of Canada (https://arthrite.ca/search?q=cannabis), the Mayo Clinic’s website

(https://www.mayoclinic.org/search/search-results?q=cannabis) and by our team in French (bd-cannabis-12-2022.pdf

(gerermadouleur.ca) and English (https://www.ciusss-capitalenationale.gouv.qc.ca/sites/d8/files/docs/ProfSante/CEVQ/

BD-Medical-cannabis-chronic-pain.pdf).
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