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Wykaz stosowanych skrotow

CBD — kannabidiol

CINV — nudnosci i wymioty wywotane chemioterapig (ang. Chemotherapy induced nausea and
vomitting)

ECS — uktad endokannabinoidowy (ang. the endocannabinoid system)
EFIC - Europejska Federacja Bolu (ang. European Pain Federation)
FHO — Fundacja Hospicjum Onkologiczne im. Sw. Krzysztofa w Warszawie

IASP — Miedzynarodowe Stowarzyszenie ds. Badania Bolu (ang. International Association for the
Study of Pain).

KBPN — Krajowe Biuro ds. Przeciwdziatania Narkomanii

MMDA - 5-metoksy-3,4-metylenodioksyamfetamina

NIK — Najwyzsza Izba Kontroli

NLPZ — niesteroidowe leki przeciwzapalne

ONZ — Organizacja Narodéw Zjednoczonych

OR —iloraz szans (ang. odds ratio)

THC — delta-9-tetrahydrokannabinol

WHO — Swiatowa Organizacja Zdrowia (ang. World Health Organization)

ZSRR — Zwigzek Socjalistycznych Republik Radzieckich



Streszczenie

W ostatnich latach, stosowanie do celéw leczniczych medycznej marihuany, tj. konopi
zwykle zawierajgcych tetrahydrokannabinol (THC), stato sie przedmiotem publicznej
debaty. Kontrowersje wokot jej wptywu na zdrowie, mozliwosci uzaleznienia oraz inne
implikacje rekreacyjnego stosowania zderzaty sie z argumentami zwolennikdw
przypisujgcych jej, nierzadko bez solidnych podstaw naukowych, wtasciwosci lecznicze i
prozdrowotne. W rezultacie tych dysput, medyczna marihuana stata sie legalna
juz w ponad 30 stanach USA, a rekreacyjna — ponad 10, ale liczba ta wcigz wzrasta.

Polska dofgczyta do krajéw dopuszczajgcych stosowanie konopi w celach medycznych
w listopadzie 2017 r. w rezultacie nowelizacji Ustawy ds. Przeciwdziatania Narkomanii.
Zgodnie z nig, konopie stanowig surowiec farmaceutyczny, ktory staje sie lekiem wskutek
samego aktu wydania go w aptece. W obecnym ksztatcie, regulacje dotyczace stosowania
konopi
w lecznictwie sg dos$¢ liberalne. Recepte moze wystawi¢ kazdy lekarz (w tym lekarz
nieposiadajacy specjalizacji) w dowolnym wskazaniu, a takze ilosci. Obecnie pacjent moze
bowiem posiada¢ zapas konopi wystarczajgcy mu na 90 dni leczenia, jednak limit ilosci
surowca nie zostat okreslony. Ponadto nie istnieje w Polsce lista wskazan do stosowania
konopi, ani przeciwwskazan do takiego leczenia, podczas gdy w wiekszosci krajéw
Europy sg one Scisle zdefiniowane. Brakuje takze wytycznych stworzonych przez
Ministerstwo Zdrowia lub Towarzystwa Naukowe, ktore utatwityby lekarzom stosowanie
konopi i lekdw zawierajgcych kannabinoidy w praktyce klinicznej.

Bol  jest gtdwng dolegliwoscia, bedacg powodem  wydania recepty
na medyczng marihuane na Swiecie. Stanowi on réwniez istotny problem kliniczny. Okoto
20% populacji dorostych zyje z przewlektym bélem - umiarkowanym lub silnym. Chociaz
jest
to jedynie zbiegiem okolicznosci, w 2017 r. — doktadnie w tym samym, w ktérym stworzono
uwarunkowania prawne umozliwiajgce stosowanie medycznej marihuany w Polsce,
uchwalono réwniez zmiane w ustawie o prawach pacjenta i Rzeczniku praw pacjenta.
Dodano do niej zapis o prawie pacjenta do leczenia bdlu, a na $wiadczeniodawcow
natozono obowigzek jego monitorowania oraz leczenia. Wskazuje to na rosngce
postrzeganie koniecznosci tagodzenia cierpienia oraz oceny bdlu nie tylko jako objawu, ale
takze jako samodzielnego problemu zdrowotnego.

Polski pacjent zmagajacy sie z bélem napotyka na wiele trudnosci w dostepnosci
do skutecznej terapii przeciwbdlowej. Wedtug raportu Najwyzszej Izby Kontroli pt.
,Dostepnosc Terapii Przeciwbdlowej”, sporzgdzonego w 2016 r., w 5 z 16 wojewddztw na
jedng poradnie leczenia bolu przypadato ponad 200 000 osdb, aw 8 z 16 — ponad 300 000
0s6b. Na terenie 266 sposrod 380 powiatéw (wliczajgc w to miasta na prawach powiatu)
nie funkcjonowata natomiast zadna poradnia leczenia bélu. Jednoczesnie dynamicznie
wzrosta liczba pacjentdow oczekujacych na leczenie. W 2015 r. do 30. marca w 7
kontrolowanych poradniach wynosita ona 447 oséb, podczas gdy w 2016 r. do 31 marca



juz 738 zapisanych pacjentéw oczekiwato na wizyte. Czas oczekiwania na konsultacje
wynosit nawet 123 dni. Znamiennym problemem jest kwestia finansowania poradnictwa
bolowego przez Narodowy Fundusz Zdrowia w obrebie podlegajgcych kontroli placéwek.
W 2015 r. przeznaczono na ten cel 1,3 min ztotych a w 2016r. —juz 1 min.

Kolejnym problemem w leczeniu bélu jest niedostateczne wykorzystywanie
dostepnych lekdw przeciwbdlowych, ktore w Polsce wcigz pozostaje na niskim poziomie w
porownaniu z krajami Europy Zachodniej. Przyczyn wspomnianych réznic w Europie
upatruje sie w czynnikach zwigzanych z polityka rzgdowg, ale takze w braku odpowiednie;j
Swiadomosci oraz edukacji pracownikdw ochrony zdrowia. Waznym aspektem sg takze
réznice kulturowe.

Kannabinoidy, podobnie jak opioidy, stanowig leki bedgce jednoczesnie
substancjami kontrolowanymi, majgcymi opinie ,niebezpiecznych narkotykow”. THC wcigz
pozostaje podtug litery prawa substancjg nalezgcg do grupy srodkdow psychotropowych [-P
— 0 wysokim potencjale do naduzywania oraz braku wartosci terapeutycznej.

W ostatnich latach rosngcg uwage poswieca sie badaniu opinii oraz postaw
personelu medycznego wobec terapeutycznego zastosowania kannabinoidéw. Zmiany
ustawodawcze dotyczgce medycznych zastosowan konopi nie pozostajg bez wptywu na
prace zawodowgq, a ze wzgledu na role lekarzy w systemie opieki zdrowotnej sg oni
kluczowymi uczestnikami owych przemian. Jednoczesnie, w debacie publicznej dotyczace;j
medycznej marihuany duzg role odgrywajg emocje, w miejsce kwestii merytorycznych. Stad
tez gtos Srodowiska lekarskiego, czesto studzacy sprzeczne uczucia zwolennikow i
przeciwnikow legalizacji, jest mniej styszalny. Dlatego w kazdym przypadku wprowadzania
zmian, ktére wptywajg na $wiadczenie ustug zdrowotnych, wazne jest poznanie perspektyw
kazdej podlegajacej im grupy spotecznej — nie tylko pacjentow, ale rowniez lekarzy. Do
ponizszej rozprawy doktorskiej wigczono publikacje rezultatow badan, ktére rozpatrujg
rozne aspekty zwigzane ze stosowaniem konopi oraz lekéw zawierajgcych kannabinoidy w
medycynie w opinii polskich lekarzy.

Cel pracy

Ogdlnym celem pracy byta ocena postaw, opinii oraz potrzeb edukacyjnych polskich
lekarzy w kontekscie nowej klasy koanalgetykow — kannabinoiddw. Ponizej przedstawiono
cele szczegdbtowe:

1. Ocena postaw i opinii lekarzy wzgledem rozwigzan systemowych zwigzanych
z legalizacjg tzw. medycznej marihuany.

2. Ocena postaw i opinii lekarzy dotyczacych klinicznych aspektéw stosowania
konopi w medycynie.

3. Ocena potrzeb lekarzy w zakresie edukacji oraz preferencji dotyczacych
rozwigzan systemowych obejmujacych medyczne zastosowania
kannabinoidow.
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Materiat i metody

W badaniach oceniano postawy oraz opinie lekarzy z Polski dotyczgce uzytecznosci
klinicznej kannabinoiddw, profilu ich bezpieczerstwa, a takze potrzeb edukacyjnych oraz
sugestii rozwigzan systemowych. Dla poréwnania omowiono rowniez dane pochodzace z
badan przeprowadzonych w innych krajach Europy. Cykl publikacji przedstawia
wieloptaszczyznowo problematyke stosowania substancji kontrolowanych w lecznictwie,
ukazujac je przez pryzmat nowej klasy koanalgetykdw — kannabinoidéw.

Uczestnikami badania byli lekarze rekrutowani podczas kursu medycyny paliatywnej
organizowanego przez Fundacje Hospicjum Onkologiczne im. Sw. Krzysztofa
w Warszawie (FHO), a takze za posrednictwem Okregowych Izb Lekarskich, branzowych
portali/newsletterow dla lekarzy oraz grup w social media, zrzeszajacych wytgcznie
przedstawicieli zawodow medycznych. tgcznie do badania zrekrutowano 173 lekarzy.
Ze wzgledu na wybuch pandemii COVID-19, ankieta zostata przeprowadzona online.
Uczestnicy zachowywali petng anonimowos$é — nie zbierano danych kontaktowych ani
adresow IP. Uczestnictwo w badaniu byto dobrowolne.

Kwestionariusz badawczy sktadat sie z 5 czesci tematycznych, zawierajgcych 57 pytan
dotyczgcych:

1) Danych demograficznych
2) Opini dotyczacych dostepnosci lekéw kannabinoidowych
3) Praktyki klinicznej
4) Checiiewentualnych motywéw dalszego ksztatcenia
)

2}

Osobistych doswiadczen w rekreacyjnym stosowaniu kannabinoidow i innych
substancji psychoaktywnych

W celu uzyskania odpowiedzi na postawione pytania badawcze przeprowadzono
analizy statystyczne przy uzyciu pakietu IBM SPSS Statistics w wersji 26. Za jego pomocg
wykonano pierwotnie analize podstawowych statystyk opisowych, a nastepnie testy
Manna Whitney’a, wielomianowg regresje logistyczng oraz testy chi kwadrat niezaleznosci
i doktadny test Fishera. Za poziom istotnosci statystycznej przyjeto klasyczny prég a = 0,05.

Wyniki

Od czerwca do pazdziernika 2020 roku do badania zrekrutowano 173 lekarzy
pochodzgcych z 15 wojewddztw. Najliczniejszg grupe wiekowg (43,9%; n = 76) stanowity
osoby w wieku 30-39 lat.

Poparcie dla legalizacji medycznej marihuany wyrazato 147 sposréd 173
przebadanych lekarzy (85,0%). Przewazajaca liczba nie zgadzata sie (78%; n=135) ze
stwierdzeniem ,nie jestem zainteresowany medycznymi zastosowaniami konopi”.
Podobnie wiekszos¢ uznata, iz leki zawierajgce kannabinoidy oraz susz konopny powinny
zosta¢ objete refundacjg (odpowiednio: 71,7%; n=124 i 52%; n=90). U wiekszosci
uczestnikdw nie spotkaty sie z aprobatg rozwigzania potencjalnie ograniczajgce dostep do
leczenia kannabinoidami, takie jak koniecznos¢ wnioskowania o rozpoczecie terapii do
stosownego organu/komisji (82,1%; n=142 przeciwko takiemu rozwigzaniu), oraz wymog
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konsultacji psychiatrycznej dla wszystkich pacjentéw rozpoczynajacych leczenie (62,4%;
n=108 przeciwko). Ponad potowa uczestnikow badania nie wyrazita poparcia dla
utworzenia rejestru pacjentow zazywajacych konopie
w celach medycznych lub podobnego rejestru dla lekarzy uprawnionych do przepisywania
na nie recept (dla obu pytan - 52,0%; n=90).

Najczesciej wybieranym wskazaniem do stosowania konopi przez badanych byt bol:
przewlekty zwigzany z nowotworem (n = 128), przewlekty nienowotworowy (n = 77)
i neuropatyczny (n = 60). Inne czesto wybierane wskazania, to fagodzenie skutkéw
ubocznych leczenia przeciwnowotworowego (n = 56) i wyniszczenie organizmu (n = 57).
Ogodlny profil bezpieczernistwa THC oceniono jako podobny do najczesciej stosowanych
lekow, w tym opioidédw, podczas gdy niesteroidowe leki przeciwzapalne (NLPZ) i
benzodiazepiny byty jednak postrzegane jako bezpieczniejsze.

Potowa uczestnikow badania deklarowata, ze w swojej praktyce ma pacjentéw,
ktérzy potencjalnie mogliby odnies¢ korzysci z terapii lekami kannabinoidowymi, a 53,8%
przyjeto przynajmniej jednego pacjenta aktywnie proszgcego o takie leczenie w ciggu
ostatnich szesciu miesiecy. Jednak tylko 15 (8%) badanych lekarzy kiedykolwiek przepisato
recepte na konopie lub inne leki zawierajgce kannabinoidy.

Wiekszos¢ uczestnikow badania nigdy uczestniczyta w szkoleniach czy wyktadach
na temat medycznej marihuany (60,1%; n=104), za$ 71,1% (n=123) zadeklarowato,
ze ich wiedza jest niewystarczajgca, aby doradzad¢ pacjentom w zakresie stosowania
kannabinoidow. Wiekszos¢ twierdzita, ze chciataby mieé¢ mozliwosé udzielenia odpowiedzi
na pytania pacjentow dotyczgce konopi (92,4%; n=160). Zdecydowana wiekszos¢ lekarzy
(93,1%; n=161) deklarowata potrzebe stworzenia jasnych wytycznych dotyczacych
stosowania kannabinoidéw w praktyce klinicznej.

Whnioski

1. Zdecydowana wiekszos¢ lekarzy popiera wprowadzenie na rynek medycznej
marihuany oraz refundacje lekdw zawierajgcych kannabinoidy. W mniejszym
stopniu popierano refundacje suszu konopnego. Natomiast rozwigzania
potencjalnie ograniczajgce dostep do takiego leczenia dla pacjentow,
jak koniecznos¢ wnioskowania o rozpoczecie terapii oraz wymaog dodatkowych
konsultacji specjalistycznych spotykat sie z niewielkg aprobatg wsrdd
badanych lekarzy.

2. Najczesciej wybieranymi wskazaniami do leczniczego zastosowania konopi byt
bol, w tym zwigzany z chorobg nowotworowg oraz bdl neuropatyczny.
Niemniej tylko nieliczni lekarze zastosowali kannabinoidy w przesztosci u
swoich pacjentow.

3. Lekarze postrzegajg swoéj poziom wiedzy jako niewystarczajgcy aby moc
odpowiadaé¢ na pytania pacjentow. Wiekszo$¢ chciataby dysponowaéd
odpowiednimi kwalifikacjami i wiedzg aby méc udziela¢ porad dotyczacych
stosowania kannabinoidow. Zdecydowana wiekszos¢ wskazuje na potrzebe
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utworzenia rekomendacji dotyczgcych stosowania konopi w praktyce
klinicznej.

Wiekszos¢ lekarzy nie uczestniczyta w jakimkolwiek szkoleniu lub wyktadach
poswieconych terapii kannabinoidami. Wskazuje to na potrzebe rozszerzenia
dziatan edukacyjnych dotyczacych medycznych zastosowan kannabinoiddw.
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Summary

Medical cannabis, i.e., cannabis typically containing tetrahydrocannabinol (THC)
for medicinal purposes, has recently become the subject of extensive public debate.
Controversy over its health effects, the potential for addiction, and other recreational use
implications have clashed with proponents' arguments attributing medicinal and health-
promoting properties to the cannabis plant, often without a sound scientific basis. As a
result of these disputes, medical cannabis has become legal in more than 30 U.S. states
and recreational marijuana in more than ten, but the number is still growing.

Poland joined the states in allowing the use of cannabis for medical purposes
in November 2017 due to an amendment to the Anti-Drug Addiction Act. According
to it, cannabis constitutes a pharmaceutical raw material, which becomes a drug as a result
of the very act of dispensing it in a pharmacy. As it stands, Polish legal regulations regarding
cannabis in medicine are quite liberal. Any physician may issue a prescription, including
a physician without a specialist title, for any therapeutic indication and an unlimited
quantity. Indeed, currently, a patient may possess a supply of cannabis sufficient for 90
days
of treatment, but there is no limit on the amount of raw material. There is no list of
permitted indications or contraindications for medical cannabis use in Poland, while in
most European countries, they are strictly defined. There is also a lack of guidelines created
by the Ministry of Health or Scientific Societies to help physicians use cannabis and
cannabinoid-containing drugs in clinical practice.

Pain is the leading complaint for which medical cannabis is prescribed worldwide,
and it is also a significant clinical problem. Approximately 20% of the adult population lives
with chronic moderate to severe pain. Although this is just a coincidence, in 2017 - precisely
the same year in which the legal conditions were created to allow the use of medical
cannabis in Poland, an amendment to the Act on Patients' Rights and Patients' Ombudsman
was also passed. A provision on the patient's right to pain treatment was then added, and
healthcare providers were required to monitor its intensity and treat it. That indicates a
growing awareness of the need to alleviate suffering and evaluate pain as a symptom and
a health problem
in its own right.

The Polish patient coping with pain encounters many difficulties accessing effective
analgesic therapy. According to the Supreme Chamber of Control’s report “Availability
of Analgesic Therapy”, compiled in 2016, 5 out of 16 provinces had more than 200,000
people per pain management clinic, and 8 out of 16 had more than 300,000 people.
However, no pain management clinic was available in 266 out of 380 counties (including
cities with county rights). At the same time, the number of patients on a waiting list for
pain treatment increased dynamically. In 2015, by March 30, in 7 controlled outpatient
clinics, 447 patients were awaiting consultation, whereas in 2016, by March 31 —738. The
waiting time for consultation reached 123 days. A significant problem is the issue of
financing pain counseling by the National Health Fund within the inspected facilities. In
2015, 1.3 million PLN was allocated for this purpose, and in 2016 it dropped to 1 million.
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Another problem with pain treatment in Poland is the underutilization of analgesics,
which remains low compared to Western European countries. These differences in Europe
are attributable to governmental policy factors and lack of awareness and education of
health care professionals. In addition to educational deficits, cultural differences also
contribute to Poland's situation. Like opioids, cannabinoids are also controlled drugs with
a reputation of being "dangerous drugs’. THC is still legally classified as an I-P psychotropic,
with a high potential for abuse and no therapeutic value.

In recent years, more attention has been paid to examining the opinions and
attitudes of medical professionals toward the therapeutic use of cannabinoids. Legislative
changes regarding the medical uses of cannabis are impacting their clinical practice, and
due to the role of physicians in the health care system, they are key players in these
changes. At the same time, the public debate on this topic is primarily driven by emotions
rather than reason. Therefore, the voice of the medical community, which often dampens
the conflicting feelings
of supporters and opponents of legalization, is less audible. Therefore, whenever changes
are made that affect the delivery of health services, it is essential to learn the perspectives
of each social group subject to the changes - not only patients but also physicians. The
following dissertation includes publications of research results, which consider various
aspects related
to the use of cannabis and medicines containing cannabinoids in medicine in the opinion
of Polish physicians.

Aim of the study

The overall aim of the study was to assess the attitudes, opinions, and educational
needs of Polish physicians in the context of a new class of co-analgesics - cannabinoids.
Specific aims are presented below:

1) To explore physicians' attitudes and opinions towards systemic solutions in the
scope of legalization of medical cannabis.

2) To understand the attitudes and opinions of physicians regarding the clinical
aspects of the use of cannabis in medicine.

3) To evaluate the needs of physicians in terms of education and preferences
for systemic solutions involving medical uses of cannabinoids.

Material and methods

The study describes the attitudes and opinions of physicians from Poland regarding
the clinical utility of cannabinoids, their safety profile, as well as educational needs,
and suggestions for systemic solutions. Data from studies performed in other European
countries are also discussed and compared. The series of publications presents a
multifaceted view on the use of controlled substances in medicine, showing it through the
prism of a new class of co-analgesics — cannabinoids.

Participants in the study were physicians recruited during a course in palliative
medicine organized by the St. Christopher's Oncological Hospice Foundation in Warsaw
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(FHO) and through District Medical Chambers, professional portals/newsletters for
physicians, and social media groups dedicated exclusively to medical professionals. A total
of 173 physicians were recruited for the study. Due to the COVID-19 pandemic outbreak,
the survey was conducted online. Participants remained fully anonymous - no contact
details or IP addresses were collected. Participation in the survey was voluntary.

. The survey consisted of 5 topic sections and included 57 questions:
1) Demographics
2) Opinions regarding the desired availability status of cannabinoid medications
3) Clinical practice
4) Willingness and factors motivating for further professional training

5) Personal experiences with recreational use of cannabinoids and other psychoactive
substances

In order to answer the research questions posed, statistical analyses were
performed using the IBM SPSS Statistics version 26. That software was used to analyze basic
descriptive statistics; afterward, Mann-Whitney tests, multinomial logistic regression, chi-
square tests of independence, and Fisher's exact test were performed. The classical
threshold of a = 0.05 was taken as the level of statistical significance.

Results
From June to October 2020, 173 physicians from 15 provinces were recruited for
the study. The largest age group (43.9%; n = 76) were 30-39 year-olds.

Support for the legalization of medical cannabis was expressed by 147 out of 173
physicians participating in the study(85.0%). An overwhelming number of physicians
disagreed (78%; n=135) with the statement, "I am not interested in medical uses of
cannabis". Similarly, a high proportion of physicians felt that cannabinoid drugs (71.7%;
n=124) and dried cannabis flowers (52%; n=90) should be reimbursed. The majority of
participants disapproved
of solutions that potentially restrict access to cannabinoid treatment, such as the need to
apply to an authority/committee to initiate treatment (82.1%; n=142 were against such a
solution) and the requirement of a psychiatric consultation for all patients prior to starting
cannabinoid therapy (62.4%; n=108 were against). More than half of the survey
participants did not support the establishment of a registry for patients using cannabis for
medical purposes or a similar registry for physicians authorized to prescribe cannabis (for
both questions, 52.0%; n=90).

The most frequently selected indication for cannabis use by respondents was pain:
chronic cancer-related (n = 128), chronic noncancer (n = 77), and neuropathic (n = 60).
Other frequently selected indications were relief of side effects of anticancer treatment (n
= 56)
and cachexia (n =57). The overall safety profile of THC was evaluated as similar to the most
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commonly used drugs, including opioids, while non-steroidal anti-inflammatory drugs
(NSAIDs) and benzodiazepines were perceived to be safer.

Half of the study participants said they had patients in their practice who could
potentially benefit from cannabinoid drug therapy, and 53.8% had admitted at least one
patient actively requesting such treatment in the past six months. However, only 15 (8%)
of the surveyed physicians had ever prescribed a prescription for cannabis or other
cannabinoid medications.

Most survey participants had never attended training or lectures on medical
cannabis (60.1%; n=104), whereas71.1% (n=123) reported having insufficient knowledge
to advise patients on cannabinoid use. However, the majority said they would like to be
knowledgeable enough to be able to answer patients' questions about cannabis (92.4%;
n=160). The vast majority of physicians (93.1%; n=161) stated the need for clear guidelines
on cannabinoid use in clinical practice.

Conclusions

1. The vast majority of physicians support the introduction of medical cannabis
on the market and reimbursement of drugs containing cannabinoids. There was less
support for the reimbursement of herbal cannabis. However, solutions potentially
limiting access to such treatment for patients, such as the need to apply for
initiation
of therapy and the requirement of additional specialist consultations, met with less
approval among the surveyed physicians.

2. The most common indications for the therapeutic use of cannabis were pain,
including cancer-related and neuropathic pain. However, only a few physicians had
used cannabinoids on their patients.

3. Physicians perceive their level of knowledge as insufficient to answer patients'
questions. Nevertheless, most of them would like to be qualified and
knowledgeable
to advise on cannabinoid use. The vast majority indicate the need for creating
recommendations on the use of cannabis in clinical practice.

4. The majority of physicians have not attended any training or lectures on
cannabinoid therapy, which indicates a need to expand educational efforts
regarding the medical uses of cannabinoids.
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Wstep

Historia konopi w medycynie

Pierwsze europejskie uprawy Cannabis sativa datowane sg na 5000 lat p.n.e.[1].
Natomiast udomowienie konopi miato miejsce znacznie wczesniej - ponad 10 000 lat temu
[2]. Rodlina ta dostarczata cennych surowcéw w postaci wtdkien do wyrobu tkanin, papieru,
oraz wyrobu lin. Resztki rosliny sg wykorzystywane jako pasza dla zwierzat oraz materiat
opatowy, a nasiona — do ttoczenia oleju o wysokich wtasciwosciach odzywczych. Cannabis
sativa znalazta zastosowanie w rolnictwie, przemysle, medycynie, a nawet w kosmetyce
(3].
W medycynie, konopie majg zdecydowanie krotszg tradycje niz w przemysle, jednak siega
ona juz czasow starozytnego Egiptu [1,4]. Juz za czasdw cesarza Chin, Shen-Nonga zyjgcego
2 000 lat p.n.e., konopie miaty ugruntowang pozycje leku o licznych wtasciwosciach, a ich
opis znalazt swoje odzwierciedlenie w pierwszej na $wiecie farmakopei [4 - 6].

Relacje zachodniej medycyny z leczniczymi konopiami sg burzliwe i zmienne [4]. W
XIX wieku stosowanie konopi oraz ich przetwordw byto szeroko zalecane w rozlicznych
dolegliwosciach, takich jak neuralgie, padaczka, dna moczanowa, bolesne miesigczkowanie
czy kaszel. Za wiele z tych zastosowan odpowiada obecno$é¢ psychoaktywnego
kannabinoidu - THC (delta-9-tetrahydrokannabinolu), ktory zostanie wyizolowany dopiero
w latach 60" XX wieku[1, 4, 7].

Stawa orientalnego panaceum dotarta takze na krélewskie dwory. Na ztagodzenie
boldw menstruacyjnych stosowata go krélowa Zjednoczonego Krélestwa Wiktoria, a
cesarzowa austriacka Elizabeth (znana szerzej jako ,Sissi”) - aby stymulowad apetyt [4].
Produkcjg wyciggdw z konopi zajmowaty sie w tamtym czasie znane do dzis koncerny
farmaceutyczne,

w tym Elli Lilly czy Merck[8]. Po tym krotkim etapie fascynacji za sprawg zainspirowanych
wschodnimi tradycjami lekarzy (sposréd ktérych najbardziej znanym byt William
O’Shaughenssey), w poczatkach XX wieku, konopie znalazty sie na liscie kontrolowanych
substancji w zwigzku z Miedzynarodowa Konwencjg ds. Opium z 1925 r., dzielgc tym samym
los innych $Srodkdw o orientalnych korzeniach — opiatéw [1, 4]. Rozpoczeta w drugiej
potowie XX w. przez prezydenta USA Richarda Nixona ,wojna z narkotykami”,
ktora przede wszystkim byta czescig jego kampanii politycznej, eskalowata w nastepnych
dekadach, a umieszczenie marihuany w kategorii | (ang. schedule | drug) na dtugo
przesgdzito o postrzeganiu kannabinoidow jako wyjgtkowo niebezpiecznych narkotykdw.
Klasyfikacje

te utrzymano, pomimo iz powofana przez rzgd USA w latach 70’ Komisja Schafera
(Narodowa Komisja ds. Marihuany i Narkotykéw, ang. National Commission on Marihuana
and Drug Abuse) nie znalazta dowoddw na to, iz zazywanie marihuany wigze sie z agresjg i
niebezpiecznymi zachowaniami, a nawet zaproponowata jej dekryminalizacje [8, 9].
Pomimo wysokich sankcji grozgcych za posiadanie lub uprawe marihuany, osoby siegajgce
po nig ze wzgleddw medycznych — najczesciej pacjenci onkologiczni — nadal
eksperymentowali z leczeniem
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na wtfasng reke, a doniesienia o jej skutecznosci nierzadko trafiaty nawet do prasy
medycznej [10].

Obecnie, konopie pozostajg najczesciej uzywanym narkotykiem w skali swiata [11].
Przed legalizacjg konopi, w USA kazdego roku aresztowano ponad 850 tys. osdéb w zwigzku
z przestepstwami dotyczacymi Cannabis, z czego 80% 0s0b za jej posiadanie. Za uprawe
rosliny grozita kara pozbawienia wolnosci dtuzsza, niz za morderstwo czy gwatt [12]. W
ostatnich latach jednak, stosowanie medycznej marihuany, tj. konopi zwykle zawierajgcych
THC stafo
sie przedmiotem publicznej debaty. Kontrowersje wokadt jej wptywu na zdrowie, mozliwosc
rozwoju uzaleznienia oraz inne implikacje jej rekreacyjnego stosowania zderzaty
sie z argumentami zwolennikdw przypisujgcych jej, nierzadko bez solidnych podstaw
naukowych, wifasciwosci lecznicze i prozdrowotne. W rezultacie tych dysput, medyczna
marihuana stata sie legalna w ponad 30 stanach USA, a rekreacyjna — ponad 10, a liczba ta
wcigz wzrasta [13, 14].

Wspotczesne zastosowania medycznej marihuany

Cannabis sativa zawiera ponad 600 substancji chemicznych, z czego ponad 120
stanowig kannabinoidy [15]. Substancjami aktywnymi obecnymi w konopiach i majgcymi
dobrze udokumentowane dziatanie terapeutyczne sg THC (tetrahydrokannabiniol) oraz
CBD (kannabidiol), nalezgce do fitokannabinoidéw (od greckiego phytos — roslina) [16].
Gtownymi wskazaniami do stosowania THC sg bdl (w szczegdlnosci neuropatyczny i
nowotworowy), spastyczno$¢ miesni, tagodzenie dziatan niepozadanych chemioterapii
przeciwnowotworowej (w szczegdlnosci nudnosci i wymiotdw wywotanych chemioterapia
[ang. chemotherapy induced nausea and vomitting CINV]), wyniszczenie, oraz zaburzenia
snu i nastroju wywotane inng chorobg [16 - 19]. THC ze wzgledu na jego ograniczong site
dziatania przeciwbolowego oraz dodatkowe wtasciwosci, najlepiej mozna okresli¢ mianem
koanalgetyku, w szczegdlnosci jedli weimie sie pod uwage rowniez jego dziatanie
synergistyczne z opioidami [20]. CBD
ma natomiast udowodnione dziatanie anksjolityczne oraz przeciwdrgawkowe [21, 22]. Z
tych dwdch substancji jedynie THC odznacza sie wifasciwosciami psychoaktywnymi, a
objawy intoksykacji okreslane sg potocznie mianem ,haju” (ang. high). CBD natomiast nie
tylko pozbawiony jest takich wtasciwosci, a nawet znosi w pewnym zakresie dziatanie
psychoaktywne THC [23]. W miare stosowania tetrahydrokannabinolu moze rozwingé
sie tolerancja wzgledem jego dziatan psychoaktywnych, co moze wymagac stopniowego
zwiekszania dawki (miareczkowania) [24]. Na podstawie dostepnych obserwacji mozna
jednak wywnioskowaé, ze zjawisko tolerancji nie dotyczy jednak efektéw terapeutycznych
THC. Obserwacje z krajow, w ktérych prowadzone sg programy leczenia konopiami,
pacjenci stosujg statg dawke na przestrzeni wielu miesiecy, a nawet lat [17, 25].

Kannabinoidy egzogenne oraz endogenne (anandamid czy 2-arachidonoylglycerol)
wywotujg swoje dziatanie na organizm poprzez uktad endokannabinoidowy (ang. the
Endocannabinoid System — ECS) [26]. Jest on odpowiedzialny za regulacje licznych
procesoéw fizjologicznych, uczestniczgc m.in. w rozwoju uktadu nerwowego, termogenezie,
regulacji apetytu, trawienia, rytmu snu i czuwania, procesow zapalnych, a takze funkcji
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wyzszych takich jak odczuwanie emocji oraz pamiec¢ [27]. ECS petni dla nich role
moderatora i jest potencjalnym celem dla nowych lekow i terapii [28, 29].

Legalizacja medycznych konopi w Europie i w Polsce

W Europie wiele $rodkdow tzw. psychotropowych, ktére mogg miec zastosowanie
w lecznictwie, znajduje sie pod scistg kontrolg w zwigzku z obowigzujgcymi konwencjami
Organizacji Narodéw Zjednoczonych (ONZ). Ustanowiona w 1961 r. Konwencja ONZ ustala
warunki dotyczgce uprawy konopi innych niz wtdknista, a z kolei Konwencja z 1971 r. -
regulacje dotyczgce — THC [30, 31]. Jednak w ostatnich latach liczne kraje zniosty restrykcje
ograniczajgce medyczne zastosowanie konopi. Wedtug ankiety przeprowadzonej przez
Europejskg Federacje Bolu (EFIC — ang. European Pain Federation), w 2018 r. az 21 z 31
uczestniczgcych w niej krajow europejskich dopuszczato medyczne stosowanie konopi. Dla
kontrastu, w 2001 r. Holandia byfa jedynym krajem majgcym program leczenia medyczng
marihuang [16]. Natomiast w 2020 r. Komisja ds. Srodkéw Odurzajacych Organizacji
Narodow Zjednoczonych zadecydowata o reklasyfikacji C. sativa usuwajac jg z
listy najniebezpieczniejszych substancji narkotycznych, jednoczesnie uznajgc jej potencjat
terapeutyczny [32].

Polska dofgczyta do krajéw dopuszczajgcych stosowanie konopi w celach medycznych
w listopadzie 2017 r. w rezultacie nowelizacji Ustawy ds. Przeciwdziatania Narkomanii [33].
Zgodnie z polskim prawem, konopie stanowig surowiec farmaceutyczny, ktory staje sie
lekiem w skutek samego aktu wydania w aptece. W obecnym ksztatcie, regulacje dotyczgce
stosowania konopi w lecznictwie sg dos¢ liberalne. Recepte na nie moze wystawi¢ dowolny
lekarz, w tym lekarz nieposiadajgcy specjalizacji, w dowolnym wskazaniu, a takze ilosci.
Obecnie pacjent moze bowiem posiadac zapas konopi wystarczajacy na 90 dni leczenia,
jednak konkretny limit ilosci surowca nie zostat okreélony [34]. Nie istnieje réwniez lista
dopuszczonych wskazan
do stosowania ani przeciwwskazan, ktore w wiekszosci krajow Europy sg scisle
zdefiniowane [35]. Brakuje takze wytycznych stworzonych przez Ministerstwo Zdrowia lub
Towarzystwa Naukowe, ktére utatwityby lekarzom stosowanie konopi i lekdw
zawierajgcych kannabinoidy
w praktyce klinicznej.

Rola kannabinoidéw w leczeniu bolu

Bdl jest najczestszg dolegliwoscig, bedgcg powodem wydania recepty na medyczng
marihuane na Swiecie [36, 37]. Okoto 20% populacji dorostych zyje z przewlektym bdélem
umiarkowanym lub silnym [38]. Wedtug zmodyfikowanej w 2020 r. definicji
Miedzynarodowego Stowarzyszenie ds. Badania Bélu IASP (; ang. International Association
for the Study of Pain), ,bdl stanowi nieprzyjemne doznanie zmystowe i emocjonalne
zwigzane z, lub przypominajgce, rzeczywiste albo potencjalne uszkodzenie tkanek” [39].
Nowa definicja podkresla, iz doswiadczanie bolu nie jest synonimiczne z nocycepcjg i moze
by¢ przezywane indywidualnie, bez wzgledu na to, w jaki sposéb (werbalny czy
niewerbalny)jest komunikowane.
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Chociaz jest to jedynie zbiegiem okolicznosci w 2017 r. — doktadnie w tym samym,
w ktérym wprowadzono do stosowania medyczng marihuane w Polsce, uchwalono réwniez
zmiane w Ustawie z dnia 6 listopada 2008 r. o Prawach Pacjenta i Rzeczniku Praw Pacjenta,
dodajac do niego Art. 20 a. ,,Prawo do leczenia bdlu”. Naktada on na swiadczeniodawcow
obowigzek monitorowania dolegliwosci bélowych oraz ich leczenia [40]. Wskazuje
to na rosngce postrzeganie koniecznosci tagodzenia cierpienia oraz oceny bdélu nie tylko
jako objawu, ale takze jako samodzielnego problemu zdrowotnego.

Zjawisko , opioidofobii”, ,morfinofobii” i ,kannabinoidofobii”

Analgetyki opioidowe stanowig drugi (stabe opioidy) oraz trzeci (silne opioidy) stopien
drabiny analgetycznej zalecanej przez WHO (Swiatowa Organizacje Zdrowia - ang. World
Health Organization). Koanalgetyki, tj. leki adjuwantowe w leczeniu bdlu, sg to leki nalezgce
do innych klas niz leki przeciwbodlowe. Mogg byé stosowane razem z klasycznymi lekami
przeciwbélowymi (NLPZ i opioidami) lub w wybranych wskazaniach — samodzielnie [41].
THC, ze wzgledu
na sredniej mocy dziatanie przeciwbdlowe oraz dodatkowe dziatania (m.in.
przeciwwymiotne, sedatywne, nasenne) moze petni¢ role leku uzupetniajgcego leczenie
przeciwbdlowe (czyli koanalgetyku), a w wybranych sytuacjach by¢ stosowany
samodzielnie [42]. Wedtug EFIC, istniejg wystarczajgce dowody naukowe uzasadniajgce
stosowanie kannabinoiddow jako trzeciej linii leczenia w bolu przewlektym o charakterze
neuropatycznym, zaréwno w potgczeniu
z innymi lekami jak i w monoterapii [35].

Stosowanie lekéw przeciwbdlowych opartych na substancjach kontrolowanych w
Polsce pozostaje przedmiotem wielu kontrowersji. W teorii, recepta na leki
kannabinoidowe, podobnie jak inne leki przeciwbdlowe oparte na substancjach
kontrolowanych (tj. opioidy) jest tatwo dostepna. Obecnie moze jg wystawic kazdy lekarz,
w tym réwniez nieposiadajgcy specjalizacji. W razie braku skutecznosci prowadzonego
leczenia, lekarz (zaréwno podstawowej opieki zdrowotnej, jak i specjalista), ktory napotyka
trudnosci w opanowaniu dolegliwosci bolowych pacjenta, moze go skierowa¢ do poradni
leczenia bdlu [33, 43-45]. Pomimo iz rozwigzania prawne oraz systemowe zdajg sie sprzyjac
dostepowi do terapii przeciwbdlowej, takze w przypadku znacznie nasilonych dolegliwosci
wymagajgcych zastosowania lekdw na bazie substancji kontrolowanych, w praktyce,
pacjent zmagajacy sie z bélem napotyka jednak na wiele trudnosci w kwestii dostepnosci
do skutecznej terapii przeciwbdlowe;.

Wedtug raportu Najwyzszej Izby Kontroli (NIK) ,,Dostepnosé Terapii Przeciwbolowej”,
sporzadzonego w 2016 r., w 5 sposréd 16 wojewddztw na jedng poradnie leczenia bélu
przypadato ponad 200 000 osdb, a w 8 z 16 — ponad 300 000 osdb. Na terenie 266 z 380
powiatéw (wliczajgc w to miasta na prawach powiatu) nie funkcjonowata zadna poradnia
leczenia bdlu [46]. Jednoczesnie dynamicznie wzrasta liczba pacjentdow oczekujgcych na
takg terapie. W 2015 r. do 30 marca w siedmiu kontrolowanych poradniach byto to 447
0s0b, podczas gdy do korica marca 2016 r. w kolejce czekato juz 738 pacjentow,

21



a czas oczekiwania na konsultacje wynosit nawet 123 dni. Trudno jest zaakceptowad tak
dtugi okres oczekiwania, biorgc pod uwage, iz czesto pacjentami sg osoby odczuwajgce
znaczne cierpienie, a ktérych dolegliwosci bélowe nie zostaty dotychczas opanowane
standardowym postepowaniem [46].

Problem leczenia bdélu dotyczy nie tylko opieki ambulatoryjnej, ale réwniez szpitalne;.
W 94% skontrolowanych przez NIK placéwek medycznych nie prowadzono ewidencji
leczenia
i monitorowania natezenia bodlu, takze w przypadku pacjentéw po operacjach
chirurgicznych. Jedynie trzy sposréd skontrolowanych szpitali (9%) udostepniaty
pacjentom, w formie innej niz ustna, informacje dotyczgce mozliwosci, korzysci i zagrozen
zwigzanych z leczeniem bélu, co ma istotny wptyw na zrozumienie ich przez pacjenta. Jak
wskazujg lekarze, ordynatorzy oddziatéw oraz administracja skontrolowanych placowek,
duzym problemem jest kwestia finansowania poradnictwa bélowego przez Narodowy
Fundusz Zdrowia w obrebie podlegajgcych kontroli placéwek. W 2015 r. na opieke
pacjentow przeznaczono 1,3 min ztotych a w 2016 r. — juz 1 min [46].

Kolejnym problemem w leczeniu bdlu jest niedostateczne wykorzystywanie
dostepnych lekow przeciwbdlowych, co ilustrujg statystyki dotyczgce zuzycia opioiddw.
W Polsce wcigz pozostaje ono na niskim poziomie w pordéwnaniu z krajami Europy
Zachodniej
i nie jest w stanie sprosta¢ potrzebom w zakresie leczenia silnego bdélu [38]. Co istotne,
wiekszos¢ (59%) stosowanych opioidéw w Polsce stanowig tzw. ,stabe” opioidy, cechujgce
sie efektem putapowym, powyzej ktdrego nie znoszg juz one odczué bélowych. Najczesciej
stosowanym opioidem w Polsce, pozostaje tramadol, ktéry choé ma szeroki zakres
terapeutyczny — zaliczany jest do stabych opioidéw [47, 48]. Wieksze natezenie bdlu
wymaga natomiast stosowania opioidéw silnych, takich jak morfina, oksykodon czy
fentanyl. W Polsce, srednie zuzycie silnych opioidéw (okreslane jako s-DDD — ang. standard
defined daily dose podawana w przeliczeniu na 1 min mieszkancéw) w latach 2014-2016
plasowato sie na poziomie 1 840 s-DDD i ulegto wzrostowi jedynie o 35,6% w poréwnaniu
z okresem 2004-2006. Zuzycie opioidéw w Polsce w 2016 r. byto porownywalne z innymi
krajami bytego bloku sowieckiego, takimi jak totwa (1 652 s-DDD), Litwa (1 360 s-DDD)
czy Serbia (1312 s-DDD). Niemniej w tych krajach odnotowano wieksze niz w Polsce
zwiekszenie zuzycia opioidow o odpowiednio 144,7%, 98,2% oraz 69,1% w pordéwnaniu z
latami 2004-2006. Ponadto zwraca uwage fakt, ze w innych krajach, ktére znajdowaty sie
w strefie wptywu Zwigzku Socjalistycznych Republik Radzieckich (ZSRR), takich jak
Republika Czeska czy Stowacja, uzywa sie ponad 2-krotnie wiecej opioidéw na 1 min
mieszancéw niz w Polsce (odpowiednio 4 614 s-DDD i 5 305 s-DDD), a w niektérych krajach
zachodnich — blisko 10-krotnie wiecej (m.in. w Szwajcarii czy w Holandii) [38].

Przyczyn wspomnianych réznic pomiedzy krajami Europy upatruje sie w czynnikach
zwigzanych z politykg rzgdows, ale takze w braku odpowiedniej $wiadomosci oraz edukacji
pracownikdw ochrony zdrowia. O ile wtasnie rozwigzaniami legislacyjnymi, stanowigcymi
bariere w dostepie do opioidow mozna ttumaczy¢ ich ograniczone zastosowanie na totwie
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oraz Litwie [49], o tyle w Polsce na gtowny plan wysuwajg sie rdznice kulturowe oraz brak
wystarczajgcej edukacji w tym obszarze. W pewnym uproszczeniu sytuacje te mozna
okresli¢ jako wspdtistnienie w Polsce dwdch odrebnych zjawisk — ,morfinofobii” oraz
,opioidofobii”. To pierwsze zwykle odnosi sie do pacjentéw, dla ktérych bardziej
akceptowalna jest terapia innymi silnymi opioidami niz morfina (np. fentanyl, oksykodon)
[47]. z kolei
o ,opioidofobii” czesciej mowi sie w odniesieniu $rodowiska lekarzy i farmaceutow,
w kontekscie przekonan dotyczacych zaréwno ich stosowania, jak i dziatan niepozadanych.
Podobnie jak opioidy, kannabinoidy takze sg substancjami kontrolowanymi, majgcymi
opinie ,niebezpiecznych narkotykéw”. THC wcigz pozostaje podtug litery polskiego prawa
substancjg nalezacg do grupy $rodkdéw psychotropowych I-P — o wysokim potencjale do
naduzywania oraz braku wartosci terapeutycznej. Do tej samej grupy nalezy mefedron,
psylocybina, 5-metoksy-3,4-metylenodioksyamfetamina (MMDA) oraz meskalina [44].
Chociaz z perspektywy lekarza-praktyka ta prawna klasyfikacja jest czysto teoretyczna, to
w wymiarze symbolicznym pokazuje jednak, jak postrzegane jest THC, a tym samym —
konopie.

Prowadzono dotychczas badania oceniajgce poziom wiedzy na temat opioidow wsréd
polskich lekarzy, studentdow kierunku lekarskiego oraz przedstawicieli innych zawoddw
medycznych. Wspomniane prace ukazujg koniecznos¢ prowadzenia dziatan edukacyjnych,
nie tylko z zakresu stosowania opioiddw, ale rowniez zalecen oraz zasad dotyczacych
leczenia bdélu. Wcigz wiele kontrowersji wzbudza stosowanie opioidéw w leczeniu bolu
nienowotworowego, chociaz polskie towarzystwa naukowe zalecajg ich uzywanie w
przypadkach, gdy inne leki sg Zle tolerowane lub nie przynoszg pacjentowi dostatecznej ulgi
[50]. Dla kannabinoidow przeprowadzono jedynie dwa takie badania — wsrdd studentow
kierunkdow medycznych Warszawskiego Uniwersytetu Medycznego [51] oraz studentdow
farmacji w Polsce [52]. Zadnym z nich nie objeto praktykujgcych lekarzy.

Do ponizszej rozprawy doktorskiej wtgczono publikacje rezultatéw badan, ktére
rozpatrujg rozne aspekty zwigzane ze stosowaniem konopi oraz lekdw zawierajgcych
kannabinoidy
w medycynie. Badania opisujg postawy oraz opinie lekarzy dotyczgce uzytecznosci
klinicznej kannabinoidow, profilu bezpieczenrstwa, a takze potrzeb edukacyjnych oraz
sugestii rozwigzan systemowych. Omdwiono takze dane pochodzgce z badan
przeprowadzonych w innych krajach Europy. Cykl publikacji przedstawia wiec
wieloptaszczyznowo problematyke stosowania substancji kontrolowanych w lecznictwie,
ukazujac je przez pryzmat nowej klasy lekdw — kannabinoidéw.
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Zatozenia i cel pracy

W ostatnich latach coraz wiekszg uwage poswieca sie badaniu opinii oraz postaw
lekarzy wobec nowych rozwigzan w medycynie. Zmiany ustawodawcze dotyczgce
terapeutycznych zastosowan konopi nie pozostajg bez wptywu na ich prace zawodowg, a
ze wzgledu na role w systemie opieki zdrowotnej lekarze sg kluczowymi uczestnikami
owych przemian [53]. Jednoczesnie, w debacie publicznej dotyczacej tego tematu duzg role
odgrywajg emocje, a nie kwestie merytoryczne. Stad tez gtos $rodowiska lekarskiego,
czesto studzacy sprzeczne uczucia zwolennikdw i przeciwnikéw legalizacji kannabinoidow,
jest mniej styszalny. Dlatego w kazdym przypadku wprowadzania zmian legislacyjnych
wptywajgcych
na system opieki zdrowotnej oraz Swiadczenie ustug medycznych, wazne jest poznanie
perspektyw kazdej podlegajgcej im grupy spotecznej — nie tylko pacjentow, ale réwniez
lekarzy.

Ogdélnym celem pracy byta ocena postaw, opinii oraz potrzeb edukacyjnych lekarzy
w kontekscie nowej klasy koanalgetykdw — kannabinoiddéw. Nalezy podkredli¢, iz nie
przeprowadzono dotad takich badan wsrdd polskich lekarzy.

Cele badania oraz pytania badawcze opisano szczegdétowo ponizej. Nadrzednym
celem byto scharakteryzowanie oraz opisanie perspektyw polskich lekarzy i wypetnienie
tym samym luki w dostepnej literaturze. Ze wzgledu na autorski charakter narzedzia
badawczego (ankiety), tworzenie go pod kgtem konkretnych hipotez mogto negatywnie
wptyngc na obiektywizm badania. Z tego wzgledu, w zwigzku z brakiem standaryzowanych
kwestionariuszy, nie poczyniono konkretnych zatozen. W ich miejsce postawiono pytania
badawcze, ktére zostaty szczegdtowo omowione ponize;j.

Cel 1:
Ocena postaw i opinii lekarzy wzgledem rozwigzan systemowych zwigzanych z legalizacjg
tzw. medycznej marihuany.

Pytanie badawcze 1.1.: Czy lekarze popierajg legalizacje konopi i lekdw na bazie konopi
do celéw medycznych?

Pytanie badawcze 1.2.: Jakie sg czynniki wptywajgce na poziom akceptacji konopi do celow
medycznych?

Dotad nie przeprowadzono badan, ktore opisywatyby nastawienie polskich lekarzy
— praktykéw do stosowania lekéow kannabinoidowych. Dostepne doniesienia dotyczgce
innych substancji kontrolowanych — opioiddw, skupiajg sie przede wszystkim na ocenie
Swiadomosci $rodowiska medycznego z zakresu regulacji prawnych oraz wiedzy
akademickiej. Nie opisujg one opinii oraz postaw jakie prezentujg lekarze w tym zakresie.
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Badania dotyczace konopi medycznych przeprowadzone w innych krajach (m.in. w
USA, Kanadzie czy lIzraelu) opisujgce postawy lekarzy i innych przedstawicieli zawoddéw
medycznych dajg heterogenne wyniki. Wykazano, iz na ksztatt opinii lekarzy o
kannabinoidach ma wptyw wiele czynnikow, zarowno kulturowych (takich jak
przynaleznosc religijna), osobniczych (pteé, wiek), jak i zwigzanych z gtéwnym obszarem
specjalizacji [54]. Przyktadowo, onkolodzy oraz specjalisci medycyny paliatywnej zwykle
deklarowali wieksze poparcie dla stosowania lekdw zawierajgcych kannabinoidy, niz
neurolodzy, lekarze rodzinni czy psychiatrzy [55 - 57]. Z kolei dla innych czynnikow
demograficznych, wyniki byty nierzadko sprzeczne — w niektérych badaniach wykazano
zaleznos¢ pomiedzy dtuzszym stazem zawodowym a wiekszg akceptacjg kannabinoidow,
podczas gdy w innych nie obserwowano takiego efektu [58, 59]. W Polsce, kraju ktéry na
przestrzeni ostatnich dziesiecioleci byt swiadkiem licznych transformacji ustrojowych oraz
spotecznych, réwniez stosowanie innych lekow zawierajgcych substancje kontrolowane
spotyka sie z niskim poziomem akceptacji. Z tych powoddw zbadanie zjawiska, jakim jest
legalizacja konopi do celéw medycznych oraz zgtebienie wiedzy na temat czynnikéw
mogacych wptywaé¢ na poziom ich akceptacji wsrdd lekarzy wydaje sie szczegdlnie
interesujgce pod wzgledem naukowym.

Cel 2:

Ocena postaw i opinii lekarzy dotyczacych klinicznych aspektow stosowania konopi
w medycynie.

Pytanie badawcze 2.1.: Jak lekarze postrzegajg uzytecznos$¢ kliniczng oraz bezpieczenstwo
stosowania medycznej marihuany w leczeniu?

Pytanie badawcze 2.2.: Jakie sg doswiadczenia kliniczne lekarzy w stosowaniu
kannabinoidow?

Bezpieczenstwo oraz skutecznos¢ kliniczna kannabinoidéw sg tematem
intensywnych badan, jednak wcigz wiele istotnych obserwacji dostarcza praktyka kliniczna
[24]. Jest ona zrédtem cennych doswiadczen dotyczgcych stosowania kannabinoiddw, ze
wzgledu
na to, iz pacjenci kwalifikowani do takiego leczenia zwykle stanowig bardzo heterogenng
grupe chorych, nierzadko prezentujgc dolegliwosci atypowe, oporne na standardowo
stosowane leki [60]. Czesto gtéwnym wskazaniem do rozpoczecia leczenia konopiami jest
wyczerpanie innych mozliwosci terapeutycznych, czemu moze towarzyszy¢ brak tolerancji
dziatan niepozgdanych rutynowo stosowanych lekéw [35, 61]. Trzyletni okres od legalizacji
medycznej marihuany
w Polsce (a nawet dtuzszy w przypadku jednego z lekéw zawierajgcych kannabinoidy —
Sativexu) powinien by¢ wystarczajgcy aby lekarze mogli zebraé pierwsze wtasne obserwacje
oraz doswiadczenia kliniczne. Jednoczesnie okres ten jest na tyle krotki, iz zdecydowano,
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aby nie uwzglednia¢ w badaniu pytan dotyczacych postrzegania skutecznosci
kannabinoidow.

Rownie istotne w kontekécie praktyki lekarskiej jest takze postrzeganie
bezpieczenstwa kannabinoidéw. Ze wzgledu na mitologizacje marihuany jako wyjatkowo
niebezpiecznego narkotyku, obawy przed dziataniami niepozgdanymi mogg w istotnym
stopniu ogranicza¢ postrzegang uzytecznosé kliniczng [9]. Oceny takiej mozna dokonaé na
podstawie pordownania do innych lekéw majgcych ugruntowang pozycje kliniczng, a w
szczegdlnosci, dlatego, ze bodl stanowi najczestsze wskazanie do stosowania konopi
medycznych — do opioidowych oraz nieopioidowych lekdw przeciwbdlowych.

Cel 3:

Ocena potrzeb lekarzy w zakresie edukacji oraz preferencji dotyczacych rozwigzan
systemowych dotyczacych medycznych zastosowan kannabinoiddw.

Pytanie badawcze 3.1.: Jak lekarze oceniajg swoj poziom wiedzy o medycznych
zastosowaniach kannabinoidow?

Pytanie badawcze 3.2.: Jakich rozwigzan systemowych, interwencji edukacyjnych oraz
narzedzi oczekujg lekarze, aby odpowiednio wykorzysta¢ kannabinoidy w leczeniu
pacjentow?

Legalizacja medycznej marihuany byfta dynamicznym procesem w skali Europy.
Zmiany legislacyjne byty wprowadzane w pospiechu, a jednym z kluczowych czynnikow
sprawczych byty dziatania aktywistow oraz organizacji pacjentéw. Jednak stosunkowo
krotki okres w jakim dokonata sie legalizacja sprawit, iz nie byto mozliwosci aby przygotowad
srodowisko medyczne na jej skutki [62,6 3]. W Polsce nie przeprowadzono kampanii
edukacyjnej adresowanej dla ogdtu spoteczenstwa, czy tez przedstawicieli zawoddéw
medycznych. Lokalnie brakuje takze rzetelnych oraz niezaleznych Zzrdodet wiedzy dla
profesjonalistow. Jednoczesnie na srodowisko medyczne wywierane sg naciski ze strony
pacjentow, ktérzy nierzadko dzielg nierealistyczne oczekiwania wobec skutecznosci
leczenia kannabinoidami, 0 ktorych dowiadujg sie
z Internetu lub mediéw [65 - 67]. Ocena poziomu wiedzy oraz potrzeb edukacyjnych lekarzy
w odniesieniu do kannabinoidéw umozliwi zaprojektowanie dziatan mogacych poprawic
wykorzystanie tych lekow w sposdb zgodny z obecng wiedzg i standardami medycznymi.
Mogg je stanowic nie tylko szkolenia, ale rowniez stworzenie wytycznych uwzgledniajgcych
lokalne uwarunkowania prawne.
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Podsumowanie i wnioski

Zaprezentowane w cyklu artykutdw badania potwierdzajg otwartos¢ lekarzy
na stosowanie kannabinoiddw w terapii. Przedstawione publikacje sg pierwszymi probami
okreslenia stosunku rodzimego $rodowiska medycznego do kannabinoiddéw, obejmujac
przedstawicieli réznych grup wiekowych oraz specjalnosci, pochodzgcych z kazdego
obszaru Polski (wschodniej, centralnej i zachodniej). Wiekszo$¢ badanych popierata
legalizacje marihuany do celow medycznych, bez wzgledu na miejsce zamieszkania,
specjalizacje, wiek czy pte¢ (mediana odpowiedzi 5 w skali od 1- catkowicie sie nie zgadzam,
5- w petni sie zgadzam). Chec¢ zastosowania konopi w leczeniu bdlu u siebie lub swoich
najblizszych byta czesciej deklarowana przez badanych, ktdrzy zazywali kannabinoidy w
przesztosci (iloraz szans [OR] 2,17 w pordwnaniu z osobami niemajgcymi osobistego
doswiadczenia z zazywaniem konopi). Historia osobistego uzywania kannabinoidéw
wigzata sie takze z istotnie wyzszym poparciem dla legalizacji konopi oraz dla zwiekszania
liczby dostepnych na rynku produktéw leczniczych zawierajgcych kannabinoidy (p<0,001)
w pordownaniu z osobami, ktére nigdy ich nie zazywaty. Lekarze mtodsi (<50 lat) w
poréwnaniu ze starszymi (250 lat), oraz pracujgcy w duzym miescie (=100, 000
mieszkancéw) w pordwnaniu z pracujgcymi w mniejszych miejscowosciach (<100 000
mieszkancéw), rowniez istotnie czesciej wyrazali poparcie wzgledem legalizacji konopi do
celdw medycznych oraz che¢ stosowania ich w leczeniu (p<0,05 dla wszystkich poréwnan).

Mozna odnies¢ wrazenie, iz przedstawione w ramach rozprawy wyniki badan
wskazujg, iz ze strony lekarzy nie ma istotnych barier dotyczacych stosowania
kannabinoidow wynikajgcych z negatywnego nastawienia do stosowania ich w lecznictwie.
W literaturze miedzynarodowej lekarze czesto wskazujg, iz istotnym ograniczeniem w
stosowaniu konopi jest ich potencjat uzalezniajacy, obawa przed naduzywaniem oraz
negatywne skutki dla psychiki (w tym mozliwos¢ indukcji objawdw psychotycznych); wiele
z tych uprzedzen wynika z stereotypowego postrzegania kannabinoidow jako
,hiebezpiecznych narkotykéw” [59, 68 - 71]. Inaczej problem ten postrzegajg lekarze w
Polsce. Jak wykazano w publikacji dotyczacej ich pogladéw na kliniczne zastosowania
kannabinoidow, kluczowg przeszkodg w ich stosowaniu nie sg obawy zwigzane z
bezpieczenstwem ich stosowania, ale brak wtasnego, praktycznego doswiadczenia w ich
stosowaniu. Dysponowali nim nieliczni lekarze (8,7% badanych). Druga
zidentyfikowang w badaniach barierg jest brak umiejetnosci oraz przygotowania,
niezbednych do wprowadzenia lekow kannabinoidowych do rutynowej praktyki kliniczne;.
Ankietowani lekarze najczesciej oceniali swoéj poziom wiedzy na temat stosowania
kannabinoidow jako niewystarczajgcy, aby moc doradzaé pacjentom. Zwraca tez uwage
fakt, iz jedng z wazniejszych motywacji do ksztatcenia byta che¢ udzielania odpowiedzi na
pytania pacjentéw. Drugim powodem byta potrzeba leczenia pacjentéw, ktorym obecnie
stosowana terapia nie przynosi odpowiednich rezultatow lub jest Zle tolerowana.

Kolejnym problemem zgtaszanym przez lekarzy jest brak jednoznacznych
wytycznych
i standardow, ktére mogtyby stanowié¢ dla nich przewodnik po stosowaniu konopi w
praktyce klinicznej. Utworzenie takich rekomendacji datoby lekarzom mozliwos¢ zdobycia

28



doswiadczenia z nowa klasg lekéw. Oba powyzsze — brak doswiadczen oraz dostepnych w
polskiej literaturze medycznej standarddw leczenia potegujg sie wzajemnie, poniewaz brak
wiedzy oraz wytycznych prowadzi do niestosowania kannabinoiddw, co z kolei skutkuje
brakiem doswiadczen wtasnych. Wynikiem tego jest sytuacja, w ktorej recepte na tzw.
medyczng marihuane mogg otrzymywac pacjenci, ktdérzy majg przeciwwskazania do jej
stosowania, natomiast nie otrzymujg ci, ktorzy odniesliby wymierne korzysci z jej
przyjmowania.

Innym waznym aspektem jest postrzeganie bezpieczenstwa stosowania
kannabinoidow przez lekarzy. Bezpieczenstwo stosowania THC, kannabinoidu
wzbudzajgcego najwiecej kontrowersji, zostato przez nich ocenione jako poréwnywalne z
siinymi opioidami i mniejsze niz lekéw z grupy NLPZ (niesteroidowych lekéw
przeciwzapalnych) czy paracetamolu. W istocie, skutki przedawkowania opioidowych jak i
nieopioidowych lekéw przeciwbdlowych mogg by¢ niebezpieczne, a nawet potencjalnie
Smiertelne. Supresja o$rodka oddechowego jako wynik podania opioidow jest
eksponowana  juz na  etapie ksztatcenia studentéw  medycyny [72].
Z kolei zatrucie paracetamolem stanowi przyczyne nawet 70% przypadkow ostrej
niewydolnosci watroby oraz 50% przypadkow uszkodzenia watroby zwigzanego
z przyjmowaniem lekow [73]. THC natomiast odznacza sie wysokim marginesem
bezpieczenstwa. Dawka S$miertelna dla dorostego cztowieka o wadze 70 kg zostata
oszacowana na 4g. Wedtug ekspertéw WHO absorbcja takiej ilosci nie jest mozliwa ani
wskutek palenia/waporyzacji suszu ani doustnego spozycia [74]. Biodostepnos$¢ THC jest
stosunkowo niska przy drodze inhalacyjnej (30%) i bardzo niska (4 - 12%) w przypadku drogi
doustnej, gdzie pojawia sie réwniez kwestia efektu pierwszego przejscia (THC
metabolizowany jest w watrobie) [75]. Mata toksyczno$¢ THC jest prawdopodobnie
rowniez wynikiem niskiej koncentracji receptorow CB1 w obszarze pnia mozgu
kontrolujgcym czynnosci uktadu sercowo-naczyniowego [74, 75].

Wiekszos¢ uczestnikow badania, w tym takze ci nieliczni, ktorzy wystawiali w
przesztosci recepty na kannabinoidy wymieniata rézne rodzaje bdlu (w szczegdlnosci
przewlekty bdél nowotworowy i nienowotworowy oraz bél neuropatyczny) jako gtéwne
wskazania terapeutyczne. Biorgc jednak pod uwage, iz wiekszo$¢ lekarzy oceniata swaj
poziom wiedzy jako zbyt niski, aby mdc udziela¢ pacjentom porad na temat stosowania
kannabinoidéw (71%, n=123), a 60,1% (n=104) ankietowanych nie uczestniczyto nawet w
pojedynczym wyktadzie dotyczacym tego tematu, konieczna wydaje sie dodatkowa
edukacja w zakresie medycznych zastosowan kannabinoiddéw. Kwestia edukacji zyskuje
dodatkowo na znaczeniu, poniewaz leczenie bdlu, nierzadko wymagajace stosowania
silnych lekéw takich jak opioidy i koanalgetykow (ktérych funkcje petnig kannabinoidy), jest
istotnym problemem zaréwno klinicznym, jak i spotecznym. Jak wynika z doniesien
Swiatowych, co pigta osoba cierpi z powodu dolegliwosci bolowych, a ograniczony dostep
do poradni leczenia bélu sprawia, ze potrzebujgcy pomocy chorzy pojawiajg sie w praktyce
lekarzy wszystkich specjalnosci — nie tylko anestezjologii czy medycyny paliatywne;.
Legalizacja medycznej marihuany stanowi zatem dogodng okazje do zwiekszenia wiedzy i
Swiadomosci lekarzy w zakresie nie tylko kannabinoidéw czy innych koanalgetykow, ale
medycyny bélu w ogdle.
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W przytoczonych w ramach rozprawy badaniach polscy lekarze do$é jednoznacznie
okreslili swoje preferencje dotyczace rozwigzan systemowych. Wiekszos¢ zgadzata sie
ze stwierdzeniem, iz kannabinoidy powinny by¢ refundowane. To istotne, poniewaz
obecnie koszt terapii jest bardzo wysoki. Jedno opakowanie o gramaturze 10 g kosztuje
okoto 650 zt. Przecietne zuzycie suszu we wskazaniach takich jak bdl to okoto 2 g dziennie
[25]. Dodatkowym kosztem jest zakup waporyzatora — dla tych posiadajgcych medyczne
certyfikaty cena oscyluje w okolicach 1200 zt. Nie mniejsze kwoty dotyczg stosowania
sprayu zawierajgcego wycigg roslinny THC i CBD (Sativex), ktorego jedno opakowanie
kosztuje okoto 2 700 zt. Dla wielu pacjentow jest to cena zbyt wysoka, szczegdlnie, ze
leczenie ma w tych przypadkach zwykle charakter przewlekty. Nalezy podkresli¢, ze
kandydatami do leczenia kannabinoidami sg czesto chorzy, ktdérzy wyczerpali inne formy
terapii, a w zwigzku z tym — poniesli koszty licznych, dodatkowych wizyt lekarskich i
wczesniejszego, nieskutecznego leczenia  (zaréwno  farmakologicznego jak i
niefarmakologicznego). Lekarze uczestniczagcy w badaniu byli natomiast przeciwni
tworzeniu rejestrow pacjentéw uprawnionych do stosowania medycznych konopi.
Tworzenie zbioréw danych dotyczgcych kwestii zdrowotnych wymaga zapewnienia
odpowiednich zabezpieczen. Nie mozna wykluczy¢ ryzyka ujawnienia informacji na temat
zdrowia pacjentéw, co mogtoby by¢ powodem ich stygmatyzacji i nierdownego traktowania
np. przez pracodawcow i ubezpieczycieli [76 - 79]. Tego rodzaju dyskryminacja zostata
opisana m.in. w Kalifornii, gdzie pacjenci przyjmujgcy Cannabis borykajg sie z opinig
narkomanow, strachem przed samym aktem kupna konopi w aptekach, a takze
koniecznoscig usprawiedliwiania swojego leczenia przed znajomymi oraz rodzing. Prowadzi
to do opdznienia rozpoczecia terapii, wycofania spotecznego oraz przewlektego stresu,
ktory wigze sie z dodatkowymi, negatywnymi konsekwencjami dla zdrowia[77]. Z
podobnymi problemami mierzg sie takze pacjenci z bdlem przewlektym oraz osoby w
trakcie leczenia substytucyjnego uzaleznienia od opioidéw [80, 81]. Zwiekszanie
Swiadomosci na temat psychologicznych skutkdw negatywnego postrzegania pacjentow
przyjmujacych substancje kontrolowane w ramach leczenia powinno takze by¢ czescig
dziatan edukacyjnych kierowanych do personelu medycznego zajmujgcego sie opiekg nad
pacjentem.

Marihuana jest najbardziej rozpowszechnionym narkotykiem na swiecie — siega po
nig az 147 miliondw osdéb rocznie [11]. Wedtug raportu polskiego KBPN (Krajowe Biuro
ds. Przeciwdziatania Narkomanii) ,Stan Narkomanii w Polsce 2020”, ponad 12% populacji
ogolnej kiedykolwiek siegneto po ten narkotyk, a wérdd uczniow szkdt ponadgimnazjalnych
byto to ponad 37%. W tym samym raporcie zwraca takze uwage fakt, ze 23% uczniow w
2019 r. uznato, ze dostep do konopi i ich przetwordw na czarnym rynku jest tatwy.
Jednoczesdnie spada odsetek osdb uznajgcych ich zazywanie za bardzo ryzykowne [82].
Bioragc jednak pod uwage odsetek lekarzy, ktérzy zadeklarowali, ze zazywali rekreacyjng
marihuane w przesztosci
w badaniach bedacych czescig tej pracy doktorskiej (39% badanych), dane KBPN
sg prawdopodobnie niedoszacowane, a rozpowszechnienie tego narkotyku — moze byc¢
wieksze niz sie uwaza. tatwa dostepnosc rekreacyjnej marihuany ma potencjalne powazne
reperkusje dla pacjentéw. Leki zawierajgce kannabinoidy, takze w formie suszu konopnego,
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sg poddawane kontroli ilosciowej (celem okreslenia zawartosci substancji czynnej) oraz
jakosciowej (aby wykluczy¢ obecnos¢ zanieczyszczen metalami ciezkimi, pestycydami lub
innymi ksenobiotykami) [83].

W przypadku marihuany kupionej z nielegalnego Zrédfa nie mozna mieé pewnosci
nie tylko co do deklarowanej zawartosci THC/CBD, ale tez obecnosci zanieczyszczen. Brak
znajomosci zawartosci kannabinoidéow (a wiec — substancji czynnych) uniemozliwia
wtasciwe dawkowanie i sprzyja incydentom przedawkowania czego objawem jest tzw.
,haj” (ang. high), mogacy by¢ przyczyng m.in. upadkdéw i zwigzanych z nimi urazow.
Niektére zanieczyszczenia,
w tym $rodki ochrony roslin, w przypadku zazywania marihuany wziewnie dostajg sie do
ptuc
w niezmienionej formie [84]. W kupowanej nielegalnie marihuanie mogg by¢ obecne takze
zanieczyszczenia innymi substancjami psychoaktywnymi. Szczegdlnie niebezpieczne
sg te sprzedawane w postaci suszu. Wsrdd nich znajdujg sie dopalacze — m.in. K2, Spice,
znany w naszym kraju jako ,Mocarz”, o sile dziatania kilkaset razy wiekszej od THC [85, 86].
Opisano przypadki zgondw po jego zazyciu, podczas gdy w przypadku marihuany
przedawkowanie
ze skutkiem smiertelnym jest uwazane za niemozliwe [86, 87].

W praktyce zdarzajg sie sytuacje, w ktdrych starszy pacjent przyznaje sie do
zazywania konopi pochodzgcych z nielegalnego Zrddta, do czego jest zwykle naktaniany
przez swoich mtodszych bliskich z powodu np. dolegliwosci zwigzanych z leczeniem
choroby nowotworowe] lub przewlektego bdlu. Zjawisko ,samoleczenia” jest
obserwowane w wielu krajach, w ktérych zalegalizowano medyczng marihuane. Jego
istnienie jest ugruntowane wieloczynnikowo. Pomimo legalizacji medycznej marihuany,
dostep do kannabinoidow na recepte nadal bywa utrudniony. Przyczyny tego stanu mogg
by¢ systemowe (zwigzane z organizacjg opieki zdrowotnej) lub pozasystemowe.

e Systemowe dotyczg sytuacji, gdy recepte na kannabinoidy mogg wystawiaé
wytgcznie konkretni specjalisci, a cena konsultacji lub czas oczekiwania
na nieodpfatng wizyte jest znacznie wydtuzony. W warunkach polskich
mozna wymieni¢ tu ograniczony dostep do poradni specjalizujgcych sie w
leczeniu bdlu, zwigzany z ich matg liczbg oraz duzym zapotrzebowaniem.

e Do pozasystemowych czynnikdw ograniczajgcych dostep do konopi
medycznych nalezy zaliczy¢ m.in. czynniki psychologiczne, takie jak obawa
pacjenta przed byciem ocenianym przez lekarza lub przeswiadczenie
chorych o niecheci samych lekarzy do wystawiania recept na kannabinoidy.
Jest mozliwe, ze to wtasnie psychologiczne bariery odgrywajg wiodacg role
w generowaniu zjawiska samoleczenia pacjentdow suszem konopnym
nielegalnego pochodzenia, jednak wymagatoby to dalszych badan.

W badaniach przeprowadzonych w Wielkiej Brytanii, gdzie w pierwszych dwadch
latach od legalizacji wypisano mniej niz 100 recept na susz konopny, wykazano, ze okoto
2% populacji potwierdza zazywanie marihuany z powodow zdrowotnych. Badani
deklarowali jednak,
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iz woleliby mie¢ dostep do lekarza, ktéry prowadzitby takie leczenie [14, 88].
Nie przeprowadzono w tej materii badan wsrdd polskich pacjentdw, niemniej
doswiadczenia wskazujg, iz rowniez w naszym kraju obecne jest zjawisko ,samoleczenia”
konopiami. Wskazuje to na potrzebe przeprowadzenia oceny tego zagadnienia z
perspektywy pacjenta.

Whnioski

1. Zdecydowana wiekszos¢ lekarzy popiera wprowadzenie na rynek medycznej
marihuany oraz refundacje lekdw zawierajgcych kannabinoidy. W mniejszym
stopniu popierano refundacje suszu konopnego. Natomiast rozwigzania
potencjalnie ograniczajagce dostep do takiego leczenia dla pacjentow, jak
koniecznos¢ wnioskowania o rozpoczecie terapii oraz wymog dodatkowych
konsultacji specjalistycznych spotykat sie z niewielkg aprobatg wsrdd
badanych lekarzy.

2. Najczesciej wybieranymi wskazaniami do leczniczego zastosowania konopi byt
bol, w tym zwigzany z chorobg nowotworowg oraz bdl neuropatyczny.
Niemniej tylko nieliczni lekarze zastosowali kannabinoidy w przesztosci u
swoich pacjentow.

3. Lekarze postrzegajg swoj poziom wiedzy jako niewystarczajacy, aby moc
odpowiadaé na pytania pacjentéw. Niemniej, wiekszos¢ z nich chciataby
dysponowac odpowiednimi kwalifikacjami i wiedzg, aby mdc udziela¢ porad
dotyczgcych stosowania kannabinoidéw. Zdecydowana wiekszos¢ wskazuje
na potrzebe utworzenia rekomendacji dotyczgcych stosowania konopi w
praktyce kliniczne;.

4. Wiekszos$¢ lekarzy nie uczestniczyta w jakimkolwiek szkoleniu lub wyktadach
poswieconych terapii kannabinoidami. Wskazuje to na potrzebe rozszerzenia
dziatan edukacyjnych dotyczacych medycznych zastosowan kannabinoiddw.
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Background: Since the introduction of the National Medical Cannabis Programme in The Netherlands, many other
countries in Europe have made medical cannabis (MC) and cannabis-based medicines (CBMs) available. How-
ever, each of them has implemented a unique legal framework and reimbursement strategy for these products.
Therefore, it is vital to study healthcare professionals’ knowledge level (HCP) and HCPs in-training regarding
both medical uses and indications and understand their safety concerns and potential barriers for MC use in
clinical practice.

Methods: A comprehensive, systematic literature review was performed using PubMed/MEDLINE, EMBASE, and
Google Scholar databases, as well as PsychINFO. Grey literature was also included. Due to the high diversity in
the questionnaires used in the studies, a narrative synthesis was performed.

Results: From 6995 studies retrieved, ten studies, all of them being quantitative survey-based studies, were
included in the review. In most studies, the majority of participants were in favor of MC and CBMs use for
medical reasons. Other common findings were: the necessity to provide additional training regarding medical
applications of cannabinoids, lack of awareness about the legal status of and regulations regarding MC among
both certified physicians, as well as prospective doctors and students of other medicals sciences (e.g., nursing,
pharmacy).

Conclusions: For most European countries, we could not identify any studies evaluating HCPs’ knowledge and
attitudes towards medicinal cannabis. Therefore, similar investigations are highly encouraged. Available evi-
dence demonstrates a need to provide medical training to the HCPs in Europe regarding medical applications of
cannabinoids.

1. Background

Cannabis sativa L. has accompanied humans for centuries. The first
medical uses of cannabis were recorded in ancient Egypt in the sixteenth
century BC (Zias et al., 1993). However, more thorough descriptions
were included in the first known Pharmacopeia authored by the Chinese
emperor Shen-Nung about 800 years BC (Pisanti and Bifulco, 2019). Its
use in western medicine was propagated by an Irish physician, Sir
William Brooke O’Shaughnessy, due to his travels to India, where he

became fascinated by the broad spectrum of ailments that C. indica
might be used for (MacGillivray, 2017). It was just in the last century
that the possession and use of cannabis were prohibited upon The United
Nation’s Single Convention on Narcotic Drugs in 1961 in Europe and
North America. (Englund et al., 2017), and an earlier Revised Interna-
tional Opium Convention of 1925 (Lipnik- Stangelj and Razinger, 2020).

The primary active components of cannabis are tetrahydrocannab-
inol (THC) and cannabidiol (CBD). Contrary to what is believed, CBD
was discovered as the first cannabinoid in 1940, and THC, the primary

Abbreviations: CBD, canabidiol; CBM, cannabis-based medicine; CCM, cannabinoid-containing medicine; ECS, the endocannabinoid system; EU, European Union;
MC, medical cannabis; HCP, healthcare professional; PTSD, post-traumatic stress disorder; THC, tetrahydrocannabinol; UK, United Kingdom.
* Corresponding author at: Fundacja Hospicjum Onkologiczne $w. Krzysztofa w Warszawie, ul. Rotmistrza Witolda Pileckiego 105, 02-761 Warszawa, Poland.

E-mail address: m.hordowicz@gmail.com (M. Hordowicz).

https://doi.org/10.1016/j.drugalcdep.2021.108652

Received 14 November 2020; Received in revised form 20 January 2021; Accepted 17 February 2021

Available online 26 February 2021
0376-8716/© 2021 Elsevier B.V. All rights reserved.



M. Hordowicz et al.

psychoactive component of cannabis - a few decades later (Nichols and
Kaplan, 2020). To date, around 120 cannabinoids (or phytocannabi-
noids) have been identified (Morales et al., 2017). Their activity is pri-
marily an effect of binding to the endocannabinoid system (ECS)
receptors, mainly CB1 and CB2. It was recently proposed that other
G-coupled orphan receptors might pertain to the ECS (Hauser et al.,
2018). Other constituents of cannabis, such as terpenoids, could
modulate the effects triggered by active components in an “entourage
effect” (Russo, 2011).

Both THC, as well as CBD, have been found to have therapeutic
properties. Strong evidence exists that THC or its addiction to other
drugs as an adjuvant therapy might decrease chronic pain, particularly
cancer and neuropathic pain, with a possible opioid-sparing effect
(Abrams, 2018; Hauser et al., 2018; Le Foll, 2020; Whiting et al., 2015).
THC-containing medicines are currently considered a third-line therapy
in neuropathic pain by European Pain Federation (EFIC) (Hauser et al.,
2018). Some reviews indicate that cannabinoids, mainly THC, reduce
chemotherapy-induced nausea and vomiting (Whiting et al., 2015).
There is also a moderate level of evidence that cannabinoids, including
THC, improve anxiety and post-traumatic stress disorder (PTSD),
Tourette’s syndrome, and spasticity in multiple sclerosis (Abrams, 2018;
Black et al., 2019). For CBD, the main indication for its use is epileptic
seizures, particularly in Dravet and Lennox-Gastaut syndromes (Lattanzi
et al., 2020). Some studies suggest that CBD might be useful for treating
mental disorders, as it exerts anti-psychotic, anxiolytic,
anti-inflammatory, and neuroprotective properties (Hoch et al., 2019).

Cannabinoids are available in various forms — pills, mucosal sprays,
extracts, and herbal (Hauser et al., 2018). More than 700 cultivars were
described to date with distinct ratios of CBD to THC and other canna-
binoids, as well as varying terpenoid profiles (Hazekamp et al., 2013;
Small, 2015). Their chemical composition might classify the plant and
other medicines into THC-dominant type, CBD-dominant type, or a
balanced THC: CBD ratio close to 1:1 (Hauser et al., 2018). Contrary to
what is believed by many HCPs and patients, medical (or pharmaceu-
tical) grade cannabis term does not refer to THC and/or CBD’s content
but to the manufacturing practices ensuring consistency in terms of
chemical composition and quality (Hazekamp et al., 2006; Office of
Medicinal Cannabis, 2019). Herbal cannabis is very distinct from
“classic” medications, with a character resembling traditional, herbal
medicaments, and it is difficult to find the right place for it in modern
medicine (Ablin et al., 2016). More importantly, research possibilities
are limited, as according to the European Monitoring Centre for Drugs
and Drug Addiction, cannabis remains a Schedule I drug with no medical
properties. Comparison of existing clinical trials’ results is further
complicated by the difficulties in preparing a placebo comparator, with
an appearance and smell resembling of the’ real’ plant (Kowal et al.,
2015), distinct methods of administration (inhaled, vaporized, oral),
and amount of active components (Whiting et al., 2015). Other
plant-derived standardized preparations available in Europe are nabix-
imols (Sativex, an oromucosal spray with THC: CBD ratio close to 1:1)
(Hauser et al., 2018). Nabiximols were approved for use in 21 EFIC
countries through a non-centralized procedure (i.e., without the Euro-
pean Medicines Agency) and reimbursed in 10 (European Monitoring
Centre for Drugs and Drug Addiction, 2018; Krcevski-Skvarc et al.,
2018). For several reasons are more likely to be accepted by medical
professionals. In clinical trials, their results are simpler to reproduce in
comparison with herbal cannabis. Its abuse potential is lower than
equivalent doses of THC; this could result from CBD presence, which
antagonizes THC’s psychotropic effects (Niesink and van Laar, 2013).
However, it is unsure whether nabiximols have equivalent effects to
herbal cannabis. Some recently published reports suggested that herbal
cannabis might improve the response rate to treatment in former users of
other CBMs in refractory patients, including nabiximols (Sacca et al.,
2016).

From a legislative point of view, it has become established to classify
the plant in its chemical composition. THC content allows
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discrimination between the ‘legal’ (hemp) and ‘illegal’ cannabis (mari-
juana). (Jin et al., 2017; Small, 2017). Hemp (the industrial type, with
THC content not exceeding 0.2 % as per European Union regulation
1307/2013) can be cultivated for fiber, seeds, and as food for animals.
This type might contain CBD, which does not possess the psychotropic
activity and abuse potential according to WHO, and therefore is not
prohibited (European Monitoring Centre for Drugs and Drug Addiction,
2017; WHO - Cannabidiol, a critical review, 2018). Although the
distinction between legal and illegal cannabis is uniform, the diversity
and inconsistency of legislative solutions implemented across member
countries of the European Union (EU) regarding the medical and rec-
reational use of cannabis or ‘marijuana’, as well as its cultivation,
demonstrate that C. sativa as a plant remains an ongoing controversy. As
an example, even though the cultivation and supply of low-THC,
fiber-type cannabis are not prohibited in Europe, in some countries, it
is required to obtain official permission from the government, and only
thoroughly selected strains can be seeded (European Monitoring Centre
for Drugs and Drug Addiction, 2017; Ustawa z dnia 29 lipca, 2005 r. o
przeciwdziataniu narkomanii, 2005; Ustawa z dnia 14 czerwca, 1960 r.
Kodeks postgpowania administracyjnego).

Regulations regarding marijuana (cannabis with THC content above
0.2 %) are even more inconsistent than those which apply to fiber-type
cannabis (European Monitoring Centre for Drugs and Drug Addiction,
2017). In several European countries, it is ‘decriminalized’ (a drug does
not become legal, but some non-criminal penalty can be imposed, e.g.,
drug confiscation) or ‘depenalised’ (no legal sanctions for possessing the
drug). Both solutions permit the personal use of cannabis (to some
extent), including recreational use. However, it is the country’s re-
sponsibility to define these concepts and limits (European Monitoring
Centre for Drugs and Drug Addiction, 2017, 2018). In Belgium,
possession of 1 plant would not be formally prosecuted, whereas in
Cyprus — up to 3 plants (European Monitoring Centre for Drugs and Drug
Addiction, 2017). As for ‘legalization’, currently, no country in Europe
has decided to choose this pathway. Even in the Netherlands, the only
country in the EU commonly thought to have legalized cannabis, it is
tolerated that high-THC cannabis is sold through coffeeshops; however,
the drug itself is still considered illegal (Transnational Institute, 2019).

On the contrary, CBD-only products in the EU and the United
Kingdom (UK) are not treated as controlled substances. According to the
Home Office’s guidance (the UK’’ s body responsible for Cannabis laws)
and in the EU, they are considered a novel food under the European
Novel Food Regulation applicable from January 2018 (Tallon, 2020).

Similar to criminal punishments associated with recreational use,
solutions regarding medical applications of cannabis and medicines
containing cannabinoids remain the responsibility of individual states of
EU (European Monitoring Centre for Drugs and Drug Addiction, 2017,
2018; Krcevski-Skvarc et al., 2018). Even though the UN convention of
1961 and the 1971 UN Convention on Psychotropic Substances, and the
subsequent 1988 UN Convention Against Illicit Traffic in Narcotic Drugs
and Psychotropic Substances do not ban the cultivation of Cannabis
sativa for medicinal purposes, only several selected countries in Europe
allow it, including Austria, Czech Republic, Italy, Germany, Greece,
Malta, The Netherlands and Portugal (Lipnik-Stangelj and Razinger,
2020). Availability, approved indications list, and reimbursement stra-
tegies for medications containing cannabinoids and registered
medical-grade cannabis strains vary significantly across Europe, as
evidenced by a recent review (Krcevski-Skvarc et al., 2018). Cannabis is
made available for patients through compassionate use programmes,
which allows prescription of MC by a certified HCP or expanded access
programmes, which are managed by country-specific regulatory bodies
(European Monitoring Centre for Drugs and Drug Addiction, 2018). In
the Netherlands, The Office of Medicinal Cannabis is responsible for
oversight of the production of cannabis for medical and research pur-
poses (de Jong, 2009). In Germany, a similar role is attributed to the
Cannabis Agency established in 2017 (Cremer-Schaeffer and and Knoss,
2019).
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professionals. Screening of the grey literature and references of included
papers did not identify any additional records. The literature search
results are presented as a flow diagram in Fig. 1a and Fig. 1b.

3.2. Study characteristics

Ten studies met the inclusion criteria, and all were survey-based
cross-sectional studies. One study meeting the inclusion criteria was
removed because it was based on the same study published earlier
(Gritsenko et al., 2020a; Gritsenko et al., 2020b). No qualitative studies
were identified. All of the papers were published between 2017—-2020.
Among the identified studies, one was from Ireland, two from Poland,
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one from Belarus, one from the Russian Federation, one from Norway,
one from Spain, and three from Serbia. Two concerned physicians, one —
nursing students, two — pharmacy students, one a mixed group of stu-
dents of medical faculties, and the remaining four — medical students
from different years. Other study characteristics are presented in
Table 2.

3.3. Risk of bias
Using the AXIS tool, six studies were ranked as ‘good quality’, and

the other four as ‘fair’. None of the studies intended to characterize non-
respondents, mainly because it would have been methodologically not
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In this setting, healthcare workers in Europe must know both local
medical and legal requirements for MC prescription, given their heter-
ogenicity among European countries (European Monitoring Centre for
Drugs and Drug Addiction, 2017, 2018; Lipnik- Stangelj, 2020). Lack of
knowledge about indications, dosing, and available administration
methods has been identified as a significant barrier for the recommen-
dation of the use of cannabinoids and MC (Ablin et al., 2016; Corroon
etal., 2019; Jacobs et al., 2019; McLennan et al., 2020; Ziemianski et al.,
2015). Reimbursement status also plays a major role as this treatment
might constitute a significant cost for patients (Krcevski-Skvarc et al.,
2018). Awareness of existing research and recommendations and
available formulations might also influence physicians’ prescribing
patterns (de Hoop et al., 2018; Schlag et al., 2020).

This systematic review aims to synthesize the attitudes and beliefs
towards MC and other products containing cannabinoids among physi-
cians and other healthcare professionals (including students of medical
sciences) from European countries, as well as their level of knowledge of
cannabinoids and legal aspects surrounding cannabinoids’ use in clinical
practice. We also aim to compare the indications for use reported by
study participants and the perceived safety concerns in the context of
medical use. Lastly, we also want to identify other possible barriers to
MC use.

For this review, we decided to apply the European Pain Federation
(EFIC) definitions where medical cannabis (MC) refers solely to the
herbal cannabis, and cannabis-based medicines (CBMs) is an ampler
group of medications containing one or more cannabinoids that have a
standardized cannabinoid content and are plant-derived (Hauser et al.,
2018). Both herbal cannabis, CBMs, and synthetic cannabinoids will be
described as cannabinoid-containing medicines (CCMs).

2. Methods

This systematic review protocol was registered in PROSPERO (In-
ternational Prospective Register of Systematic Reviews) (identification
number: CRD42020203502). The study results are reported according to
the PRISMA (Transparent Reporting of Systematic Reviews and Meta-
analyses) guidelines. The primary aim is to evaluate the opinions and
beliefs of HCPs on the medical use of cannabinoids in a survey- or semi-
structured interview-based studies. In case such data were identified, we
wanted to investigate whether there are any patterns related to the legal
status of CBMs, their availability, self-assessment of the level of
knowledge, and HCPs self-evaluated preparedness and willingness to
prescribe and to counsel patients. Additionally, we wanted to identify
evidence gaps, i.e., lack of studies from certain areas in Europe.

This systematic literature search was performed using EMBASE,
PubMed/Medline, and Google Scholar. The selection of databases was
made based on the Bramer et al. (Bramer et al., 2017) estimation that
such combination would result in an overall recall of 95-98 %. Addi-
tionally, a search in PsychNET was performed, and Google was used to
search the grey literature to increase the probability of incorporating all
relevant research.

The inclusion and exclusion criteria are listed in Table 1. We did not
limit the publication dates in our search. The key limiters were the group
of participants (whether they were HCPs or prospective HCPs or not)
and the region where the study was performed (Europe and other areas).
All international studies where the European physicians’ group data
could not be extracted were not included in this review.

Each database’s search strategy was similar, meaning that the same
set of keywords was used, but adjusted to each database’s requirements.
We used a broad but targeted set of keywords referring to the target
group (e.g., physicians, healthcare professionals, doctors), content (e.g.,
knowledge, attitudes, perspectives), method (e.g., questionnaire, sur-
vey), and others. The full search strategy for each database is provided in
Supplementary Table 1 (S1).

After results’ retrieval, two reviewers independently judged if the
publications were suitable for full-text review. In problematic cases, a
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Table 1
Inclusion and exclusion criteria.

INCLUSION CRITERIA EXCLUSION CRITERIA

Publication date: all studies published
before conduction of this search
Region: Studies covering European
countries, including intercontinental
studies where the data about European
physicians can be extracted
Language: Published in English, Polish
or Spanish

Methodology: Survey-based, cross-
sectional studies and qualitative
studies based on semi-structured
interviews

Participants: healthcare professionals,
including all medical specialties,
nurses, as well as other individuals
acting as advisors for patients
Interventions: studies focused on both
herbal cannabis use, as well as
cannabinoid containing medicines
(such as nabiximols, dronabinol, CBD
oils and herbal extracts)

Area of focus: studies with primary
focus on substance abuse, illicit drug
use, and recreational use,
Participants: other groups than
specified in “the inclusion criteria (e.
g., Patients, general population)
Methodology: systematic reviews

and/or meta-analyses of literature,
single-author opinions (for e.g.
including letters to the editor)

THC - tetrahydrocannabinol; CBD — cannabidiol.

third reviewer facilitated discussion and decision to include or exclude
the paper. The third reviewer also confirmed if selected papers are
suitable for this review. References to the papers suitable for review
were also checked for additional sources. The data extracted was then
presented in the tables, in which the following sections are listed: the
country where the study was conducted, study sample description and
its size, response rate, knowledge level, attitudes, concerns, and barriers
for use. As the preliminary, non-systematic literature review has iden-
tified significant discrepancies in the study’s’ methodology and ques-
tionnaires used for assessing healthcare professionals’ knowledge, all
data were presented descriptively. Therefore, it was not feasible to
conduct a meta-analysis, and we performed a narrative synthesis of
available data.

The risk of bias and quality was assessed by two reviewers using the
Appraisal Tool for Cross-Sectional Studies (AXIS) (Downes et al., 2016).
This tool contains 20 items, with a critical focus on the methods section
of the study. There are three possible answers — yes/no/don’t know. Two
items of the AXIS tool were not used for assessment, as they did not
apply to these studies, i.e., risk factors measurement (item 8) and
characteristics of non-respondents (item 14). As the tool does not pro-
vide a numerical scale for assessing the quality of the study, we decided
to rank studies that meet the majority of the criteria as good (>14), fair
(9-13), and poor (<8).

3. Results
3.1. Literature review results

The literature search was performed between the mid-August —
September 2020. In summary, a total of 6995 studies were identified in
the primary search. However, as Google Scholar displays only the first
1000 results (out of 1830 indicated by this search engine), only this
amount of papers was available for review. Two reviewers screened the
titles and/or abstracts from each database to classify if the studies
concerned groups of interest and removed studies from other regions
than Europe. Afterward, studies underwent full-text review against the
inclusion and exclusion criteria for 28/1134 papers from PubMed, 12/
1000 from Google Scholar, and 7/1668 from EMBASE underwent full-
text screening. The first reviewer conducted screening of PubMed and
Google Scholar, the other — EMBASE and PsychNet. Because two re-
viewers were working in parallel, the duplicates were removed in the
last step. None papers from the PsychNET database involved healthcare
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First author, the
year of
publication

Country

Target population

Total sample size
selected for participation

Sample characteristics, tools used, data collection
methods; time of conducting the research.

The response
rate

Crowley et al.
(2017)

Stojanovic¢ et al.
(2017)

Vujcic et al.
(2017)

Kusturica et al.
(2019)

Khamenka et al.
(2019)

Arnfinsen and
Kisa (2020)

Bielski et al.
(2020)

Gazdowicz et al.
(2020)

Gritsenko et al.
(2020b)

Pereira et al.
(2020)

Ireland

Serbia

Serbia

Serbia

Belarus

Norway

Poland

Poland

Russian
Federation

Spain

General practitioners
(physicians)

Pharmacy students

Medial students

Medical students of
3 5™ and 6™ year.

Medical students

Doctors

Students:

Medicine, nursing,
emergency medicine,
obstetrics, dietitians.

Pharmacy students
Medical students, all

years (156

Nursing students’
years 1—-4

The number was not given

The number was not given

The number of all participants
enrolled was not given.

350

The number of all participants
enrolled was not given.

334

The number of all participants
enrolled was not given.

All pharmacy students were
invited to participate, but the
total number of participants
was not given

463 out of 4296 enrolled.
Others excluded due to origin
other than Russian (e.g.,
Middle East, Asia).

578

Physicians from the Irish College of General
Practitioner (ICGP) database. Direct invitation
via email and access provided on the ICGP
website. Self-developed questionnaire. No dates
were given.

Students from the final pharmacy year; Faculty of
Medicine, University of

Novi Sad. Paper questionnaires

were administered between August 1, 2017.

and August 15, 2017.

The 4™ year students: a questionnaire was based
on previously conducted studies; paper form.
21-25 December 2015

All registered students of the 3", 5™ and 6™-
year. Survey base on the instrument used by
Vujicic et al., 2017 and Moeller et al., 2015. Data
collected between November 1 st, 2017, and
December 15th, 2017.

All medical students willing to participate were
eligible. The questionnaire developed by
Regional Alcohol and Drug Abuse Research
(RADAR) Center and Belarus State Medical
University prepared an adaptation of a
questionnaire used in a study of the University of
Colorado, Anschutz Medical Campus. online
survey; January 2019

A non-random convenience sample of physicians
from

the Oslo University Hospital. The electronic
questionnaire was developed based on previous
research. The questionnaire sent to all
department heads across the hospital, who
distributed it to

sampled physicians in February and March of
2018

Randomly selected sample among all the
students; the method of randomization was not
described. A self-developed paper questionnaire
was used. Timing of data collection was not
given.

A self-developed online survey was available
between 25.02—19.04 (year not given) and
distributed via online discussion groups, forums,
and email.

All medical students were eligible. Survey-based
on a previously used questionnaire by Regional
Alcohol and Drug Abuse Research (RADAR)
Center and the University

of Colorado, Anschutz Medical Campus (CU)
instrument. Paper questionnaire. March to April
2019, voluntary survey. No compensation was
given.

All students enrolled in a nursing degree. And an
adaptation of the “Medical Marijuana”
questionnaire by Moeller et al. 2015.
Questionnaire both in paper and in online form
was collected from January and May of 2019

15 % (565)

Not given, a total of 80
participants

87.3 % (418)

903% (316/350)

6.5% of all medical students;
n = 450 (students from
Belarus — 333; foreign origin
-127)

341% (114/334)

The response rate was not
given. Selected sample: 311
(52 -medicine; 117 -nursing,
22 -dieticians, 66 -obstetrics,
emergency medicine- 54)
The response rate not given;
132 persons participated in
the study

Not given

Response rates: 63 %: 88.2 %
of

the first year, 60.9 % of the
second year, 72.4 % of the
third year, and 29.7 % of the
fourth year

plausible because the participants’ responses were anonymized. There-
fore it was not possible to identify which subjects from the entire
selected cohort filled out the questionnaire. However, some of the
studies did not report the response rate either (Stojanovic et al., 2017;
Khamenka et al., 2019; Bielski et al., 2020; Gritsenko et al., 2020b;
Gazdowicz et al., 2020), making it difficult to judge if the sample was
representative. All but one study (Pereira et al., 2020) did not calculate
the sample size. In none of the studies, conflicts of interest and funding
sources as declared by authors could impact the results negatively. The
assessment in detail may be found in Supplementary Table 2 (52).

3.4. Opinions on medical cannabis and cannabinoid-containing medicines

The overview of the studies included may be found in Table 3. In
most papers, the majority of participants were supportive of the use of
cannabinoids and incorporating them in the clinical practice or opted for
the legalization of CBMs in countries where at the time of the study,
cannabis was illegal (Arnfinsen and Kisa, 2020; Crowley et al., 2017;
Kusturica et al., 2019; Pereira et al., 2020; Stojanovic et al., 2017; Vujcic
et al., 2017). Of note, medical students in Eastern Europe showed much
less support for MC (Gritsenko et al., 2020b; Khamenka et al., 2019).
Medical students from Belarus indicated that more evidence is needed,
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Overview of studies included in the review.
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First author Country Opinions on cannabis- Knowledge level and Use of cannabinoids in Barriers for use and Safety concerns

name and containing medicines gaps clinical practice and prescription of regarding cannabinoids

year of indications for use cannabinoids in clinical

publication practice

Crowley Ireland Over half of Irish GPs Not investigated Over 60 % agreed that Not investigated Around 80 % of both
etal supported the legalization cannabis may have a role in genders supported the
(2017) of cannabis for medical use palliative care (68.5 %), view that MC use has a

(58.6 %). Older GPs (>50 pain management (63.5 %), significant effect on

yr.) were more supportive and treatment of multiple patients’ mental health
than younger colleagues. sclerosis (MS) (62.3 %). (82.7 %) and increases
Irish GPs did not support the the risk of schizophrenia.
decriminalization of (77.3 %). Most agreed
cannabis (56.8 %). GPs with that cannabis has
advanced addiction significant adverse
specialist training (level 2) effects on physical health
agreed/strongly agreed that (60.0 %)

cannabis should be

decriminalized (54.1 vs.

31.5 %; p = 0.021).

Stojanovic¢ Serbia 75 % agreed that, based on 51.3 % declared that they =~ 91.2 % agreed that cannabis ~ 31.2 % of students were 38.8 % agreed that MC
et al. the experiences of the are aware of the possible  and its derivatives could familiar with the current ~ might cause addiction.
(2017) countries that have therapeutic effects of potentially have therapeutic  legalization status of MC 55 % did not think that

approved MC and CCMs for ~ cannabis. 51.3 % did not  effects. The majority of the in Serbia. Less than 90 %  using MC or CBMs for
therapeutic purposes, itsuse ~ obtain information about  respondents (86.2 %) of the respondents therapeutic purposes
in those purposes should be MC in medical school. thought that the use of MC declared that it is could serve as a “gateway
approved in Serbia. 76.3 % and CCMs was justified in necessary to create clear  drug,” leading to the
of the respondents thought the case of terminal patients.  guidelines for the use of consumption of other
that doctor’s prescription is MC/CBMs for illegal substances such as
necessary. 71.3 % thought therapeutical purposes. heroin or cocaine. 31.3 %
that cannabis and its (33.8 %) thought that of pharmacy students
derivatives should not be issuing these believed that MC, as well
sold as OTC medications. medications in the as CCMs, have a potential

pharmacy could exposea  for abuse, and a similar

pharmacist to particular percentage of

dangers (issuing without ~ respondents

adoctor’s prescription or

robbery). 676% mostly

or entirely agreed that

dispensing cannabis and

its derivatives in the

pharmacy requires

additional education and

knowledge about the

therapeutic effect of

cannabis.

Vujcic et al. Serbia 63.4 % of students Students supporting MC The most common Not investigated 63.9 % raised concerns
(2017) supported MC legalization, legalization had better indications for cannabis use, that MC legalization

and only 20.8 % supported knowledge about according to students, were might increase
its legalization for indications, but those cancer (90.4 %) and chronic recreational use; there
recreational use who were not for pain (74.2 %). Around 40 % were no statistically
legalization showed of participants also significant differences
better knowledge about indicated muscle spasms, between both groups.
side effects. nausea and vomiting, MS, More than 50 % of the
Students indicated that and glaucoma. students (both supportive
the information about Approximately 20 % and unsupportive of MC
medical cannabis was indicated cachexia and HIV/ legalization) mentioned:
found mainly on the AIDS. Among off label memory impairment,
Internet (54.8 %), TV, indications, hypertension dizziness, paranoia,
and radio (53.8 %). 30 %  and disputes were most hallucinations,
declared that their source ~ commonly indicated. tachycardia, depression,
was medical literature, Overall, students for MC anxiety, eye disorders,
and slightly below 20 % -  legalization were more respiratory disorders.
lectures at the university. ~ knowledgeable of the Students against MC
indications. legalization could name
more side effects than
those who supported MC
legalization.

Kusturica Serbia 96 % of students believed 81.6 % stated that they Students claimed that MC More than 90 % of 64.9 % considered
et al. that approved CBMs should  are familiar with the fact  has therapeutic properties students believed that themselves familiar with
(2019) be issued as prescription- that there are approved in: clear guidelines need to the side effects of

only medications.

indications for cannabis.
The only two approved
indications identified
correctly by more than
50 % of medical students

chronic pain (75.2 %)cancer
(73.6

%)

muscle spasm (36.4 %).
Students of the final year

be formulated,
regardless of their past
use of cannabis and year
of study. Less than half of
3™ and 6™M-year students

cannabis use. The most
commonly named side
effects of cannabis were:
memory impairment
(57.1 %), tachycardia

(continued on next page)
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First author Country Opinions on cannabis- Knowledge level and Use of cannabinoids in Barriers for use and Safety concerns

name and containing medicines gaps clinical practice and prescription of regarding cannabinoids

year of indications for use cannabinoids in clinical

publication practice

were the use of cannabis could name more (40%) and 505% of 5th (53.2 %), nausea (49.8
in the treatment of indications for cannabis use year students knew that %)

cancer and chronic pain. and its side effects (p = MC was illegal in Serbia hallucinations (49.3 %).
Students who reported 0.049). at the time of the study. Students without a
previous cannabis use history of recreational
were more familiar with use of cannabis more
MCs’ therapeutic and often indicated that MC
side effects (p < 0.001). might have an abuse
Students of all study potential and serve as a
years were mostly gateway drug to harder
informed about cannabis drugs or might cause
therapeutic use through addiction (p < 0.001).
the media (96.7 % a fifth

year, 86.2 % the third

year, and 81.1 % a sixth

year). Only 242% of

students of the last years

(5" and 6™ and 7% of

3™ year attended

dedicated workshops

and/or conferences, and

only 26% of the last years

students claimed that

they have learned about

medical cannabis in the

regular curriculum.

Khamenka Belarus Belarus-origin students less 48.8 % of the students According to the Cannabis users, when The risk of addiction was
et al. frequently reported reported they were ready  participants, MC is effective compared to non-users, the critical concern
(2019) personal cannabis use (10.6  to answer patient/client for: were more likely to identified among medical

%; 23.8 %; p < 0.001) and questions about MC use chronic pain (76.0 %), recommend MC if legal students.
showed less support for for pain treatment. cancer (63.1 for patient care (85.9 %; (84.7 %). A significant
legalization of MC Most participants %) 61.8 %; p < 0.001) percentage claimed that
(33.2 %; 58.5 %; p < 0.001)  reported a lack of formal fibromyalgia (48.9 %), MC use leads to serious
than foreign students. ; education (79.2 %) and arthritis (38.1 %),MS (33.7 physical (68.8 %) and
However, most claimed that clinical training (77.5 %) %). mental health
additional research on MC about MC. Perceived benefits were not complications (72.2 %)
should be encouraged (86.8  Sources of knowledge on  related to age, gender, or
%). MC indicated by religiosity.
Cannabis users, when students:
compared to non-users, medical literature (48.0
were significantly more %), university class (31.5
likely to recommend MC if % of foreigners; 180%
legal for patient care (85.9 students from Belarus; p
%; 61.8 %; p < 0.001) < 0.01), clinical practice

settings (25.2 % -

foreigners; 1.1 % among

students from Belarus; p

< 0.001), contact with

patients (33.9 %

foreigners ; 8.7 % Belarus

students; p < 0.001)

Arnfinsen Norway Physicians generally agreed  Self-evaluated Most participants agreed The key concerns of Psychosis (14.1 %),
and Kisa that MC is a legitimate knowledge: 70.2 % of that MC has therapeutic physicians that would hallucinations (12.9 %),
(2020) treatment option. 37 % of physicians ranked their potential for treating cancer ~ prohibit them from addiction (12.7 %),

males indicated yes, and 18
% indicated ‘no’ when
asked whether they would
prescribe MC if they could
do so. 22 % of females
indicated yes, and 32 %
indicated no to the same
question. 44.1 % of males
and 44.8 % of females
answered that they were
uncertain whether they
would prescribe MC.

current knowledge level
on MC as a treatment
option as either no
knowledge (23.7 %) or
little knowledge (46.5
%). The most frequently
reported source of
information that the
physicians obtained their
knowledge of MC from
was news and television
(39.5 %), followed by
medical literature (27.1
%), healthcare providers
(16.9 %), lectures and
seminars (7.3 %), and
friends and family (7.3
%).

and chemotherapy-induced
side effects (86 %), and it
might reduce unnecessary
opioid use in patients with
chronic pain (39.2 %).

Only 4 physicians (3.9 %)
informally recommended
cannabis to patients, and 22
physicians (21.6 %)
reported they were
consulted by patients or next
of kin about MC. Of these,
the majority (90.1 %) were
approached by 10 or fewer
patients or next of kin. The
majority of respondents
noted the therapeutic value.
of MC for cancer and
chemotherapy-induced side

prescribing MC were:
risk of increased drug
abuse (17.7 %), political
reasons(18.1 %), lack of
clinical studies on the
therapeutic effects of
cannabis (17.0 %),
adverse effects of
cannabis (15.6 %). Less
than 10 % indicated
other reasons:
stigmatization of
cannabis users (9.6 %),
lack of information on
dosing (9.6 %), and
potential interaction
with other drugs (9.6 %),
and financial expenses
for patients (1.0 %).

anxiety (11.4 %),
dizziness (10.6 %),
depression (10.2 %),
impaired memory (10.0
%), dry mouth (7.9 %),
respiratory diseases (6.1
%), and cancer (2.9 %)
were most commonly
mentioned side effects of
cannabis.

(continued on next page)
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First author Country Opinions on cannabis- Knowledge level and Use of cannabinoids in Barriers for use and Safety concerns

name and containing medicines gaps clinical practice and prescription of regarding cannabinoids

year of indications for use cannabinoids in clinical

publication practice

effects The main justifications
(88 %), followed by MS for not making cannabis
(64.0 %), complications of available by prescription
HIV/AIDS (43.0 %), in Norway included a
autoinflammatory disease risk of increased drug
(12.2 %),Parkinson’s (5.6 abuse (33.3 %), the
%), glaucoma (4.7 %), adverse effects of
anorexia(4.1 %), epilepsy cannabis (33.3 %), the
(3.2 lack of information
%), eating disorders about cannabis as a
(3.2 %), and depression (2.0 treatment
%). option (nL.13, 22.8 %),
the perception that
cannabis has no
therapeutic effects (1.7
%), and the belief that
cannabis
bears too much stigma
(1.7 %).
the current legislation
inhibits patients from
the optimal quality of
care (25.7 %)

Bielski et al. Poland Opinions were not Medical students had the ~ Around 50 % of respondents ~ Only 365% of medical Not investigated

(2020) investigated highest number of among medical students students 214% of nurses
correct answers (35 %), correctly answered most knew that there is a
although the overall questions about indications possibility to prescribe
result from all groups for cannabis (e.g., cannabis for medical
was much lower (24 %). Parkinson’s disease, loss of purposes; 288% of
65 % of medical students  appetite, tolerance of side medical students and
could not answer the effects, and interactions 588% of nurses
questions correctly or with opioids and other erroneously thought that
chose ‘I do not know.’ substances). only selected specialists
This percentage was could prescribe
slightly higher cannabis.

(70—80%) apart from
dieticians (almost 90%).

Gazdowicz Poland Opinions were not 80 % of pharmacy The most common clinical Only 20 % of pharmacy A significant proportion
et al. investigated in the study. students indicated that uses of MC, according to students were aware of of the students indicated
(2020) they did not obtain study participants, were: MC’s legal regulations at  anxiety (46 %),

sufficient knowledge on cancer-related pain (93 %), the time of this study in hallucinations (43 %),
MC in their curriculum, refractory epilepsy (72 %), Poland, and only 11 % memory impairment (43
and only 13 % said they MS (71 %), and migraine (55 said that it is available %), and vertigo (33 %) as
did. Half of the %). Less than half of the on prescription; in the main side effects of
respondents could not respondents also indicated contrast, almost all knew  cannabis. Some of the
identify any adverse Parkinson’s disease (42 %) that recreational respondents marked
effects of cannabis, and and nausea and vomiting cannabis was not legal. incorrect answers
students had trouble (42 %). regarding cannabis safety
indicating which and indicated
administration methods constipation (14 %),

are used in medical hemorrhagic events
conditions (only 27 % (3%), or cataracts (1%).
indicated sublingual/

mucosal spray, 50 % -

vaporized, and 40 %

smoked cannabis).

Gritsenko Russian 267% males and 417% of More than 34 % (n = 41.1 % of the students 86.9 % indicated there is Female students were
et al. Federation females claimed they would  149) indicated they did believed MC acceptable alack of education about ~ more likely to claim that
(2020b) recommend cannabis for not know cannabis form of therapy for chronic MC. cannabis is not addictive

patients (p < 0001). Secular
students were also more
likely to recommend
cannabis than religious
students (57.6 % vs. 97 %; p
< 0001). Secular students
reported more positive
attitudes than non-secular
students and supported the
legalization of recreational
cannabis (36.6 % vs. 21.8
%; p = .003) towards MC
use than those who reported
being religious. They were

applications in medical
conditions of chronic
pain as well as cancer,
arthritis, and MS; and
48.3 % (n = 219) said
they were ready to
answer patient/client
questions about medical
cannabis

Sources of MC
knowledge: medical
literature (47.1 %)
university classes and

pain, and 24.6 % (n = 107)
unacceptable for patient
treatment.

(30.7 % vs. 16.5 %; p <
.001) and does not pose
serious physical (39.8 %
vs. 22.6 %; p < .001) or
mental health (34.6 % vs.
20.2 %; p = .001) risk in
comparison with male
students.

(continued on next page)
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First author Country Opinions on cannabis- Knowledge level and Use of cannabinoids in Barriers for use and Safety concerns
name and containing medicines gaps clinical practice and prescription of regarding cannabinoids
year of indications for use cannabinoids in clinical
publication practice

more inclined to lectures (20.1 %). fellow

recommend MC for patient physicians. (14.3 %)

treatment (57.6 % vs.27.0

%; p < .001), believed it has

benefits for physical (54.3

% vs.28.2

%; p < .001) and mental

health.
Pereira et al. Spain More than 75 % of students Only 3 nursing students Cancer (654%) MS (393%) Only 25 % of students Paranoia (805%),

(2020) supported MC legalization,

and 30.8 % agreed with its received information on

legalization for recreational ~ medicinal cannabis as a

use. part of their curriculum.
In general, nursing
students laced
confidence when
answering questions
regarding uses, safety,
and other fundamental
aspects of using cannabis
for medicinal purposes.
87.6 % claimed that
professors should include
information about MC in
their classes.

admitted that they had

knew that the use of
medical marijuana was
approved in Spain.

and muscle spasms (332%)
were the most commonly
named authorized
indications. Other (nausea
and vomiting, HIV,
stimulation of the appetite)
were indicated by less than
10 % of students. Among
non-authorized, most
commonly, the students said
that cannabis might be used
in the management of
migraines (525%),
amyotrophic lateral sclerosis
(445%), and Parkinson’s
disease (288%).

dizziness (764%), and
hallucination (742%)
were the most common
cannabis side effects
identified by nursing
students. 33 % of
participants thought
marijuana had fewer
adverse effects than
alcohol, tobacco, or even
other drugs.

OTC - over-the-counter, GP — general practitioner; MC — medical cannabis; CBM - cannabis-based medications, CCM — cannabinoid-containing medicine, MS — multiple

sclerosis.

and 869% claimed that research on MC should be encouraged (Kha-
menka et al., 2019). Two studies from Poland did not examine personal
views on the use and legalization of MC (Bielski et al., 2020; Gazdowicz
et al., 2020). Key messages from the studies included are described in
Table 3.

As legal frameworks implemented in the countries where identified
studies were conducted were diverse, we have summarized available
information in Table 4. In some publications, no or only limited infor-
mation was given. In such cases, we added essential information from
other sources under the table (Krcevski-Skvarc et al., 2018; European
Monitoring Centre for Drugs and Drug Addiction, 2018) for more clarity.

Concerning factors influencing perspectives on MC and CCMs, past
use of cannabis for any reason (including recreational use) was the most

Table 4

common one to positively influence participant’s attitudes (Khamenka
et al., 2019; Kusturica et al., 2019; Pereira et al., 2020; Vujcic et al.,
2017). Gender might also be important, as females were less likely to
support medical cannabis (Arnfinsen and Kisa, 2020; Crowley et al.,
2017), but other studies reported contrary results (Gritsenko et al.,
2020b). Two studies examined religiousness’s influence with contra-
dictory results (Gritsenko et al., 2020b; Khamenka et al., 2019).

In the Irish study, older GPs were more supportive of MC than their
younger colleagues (79.6 % vs. 71.1 %; p = 0.044), but the majority did
not support decriminalization for recreational use, regardless of age
(<50y vs. > 50y - 29.7 % vs. 37.3 %; p = 0.082). On the other hand,
physicians who received the specialist title in treating addictions were
more inclined towards decriminalization than those without such

Legal regulations regarding medical cannabis and cannabinoid-containing medicines as reported by included studies.

Country Registered medicines The reimbursement status of medicines ~ Herbal (medicinal) cannabis status Reimbursement of MC
containing cannabinoids* containing cannabinoids
Ireland” Nabiximols NG Decriminalization under debate*““ n/a
Serbia Dronabinol, nabilone, NG™ Legal, available on prescription only from a registered NG™
nabiximols physician in certain medical conditions
Belarus NG NG Illegal n/a
Norway* NG** NG** Legal on individual prescription by a specialist (limited ~ Possible for individual
number of patients) application
Poland* Nabiximols No Legal (legal in the form of ‘pharmaceutical raw No
material’, including strains with high THC)
Russian None available n/a Illegal n/a
Federation
Spain* Nabiximols NG” Legal, available on prescription NG

CBMs - cannabis-based medicines, MC - medical cannabis, n/a — not applicable, NG — not given.

& not reimbursed.
&&

standard treatment.

in 2017, the Ministry of Health has announced that MC will be available through an Access Programme in selected indications if a patient does not respond to

* in countries marked by an asterisk, other medicines unmentioned in the table (e.g., dronabinol, nabilone) might be imported for individual cases (for compas-

sionate use) or approved only for selected indications.

" medicines such as nabiximols or nabilone might be individually requested for a patient by a prescribing physician, but reimbursement applications are rarely

accepted.
# reimbursement is possible for individual patients.
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training (54.1 % vs. 31.5 %; p = 0.021) (Crowley et al., 2017). Physi-
cians from Norway who had the specialist title were more inclined to-
wards MC use in patients than physicians under specialist training (p <
0.05) (Arnfinsen and Kisa, 2020).

It is essential to highlight a clear distinction in terms of support for
medical or recreational use. In general, the support for non-medical use
of cannabis was lower (Crowley et al., 2017; Pereira et al., 2020; Vujcic
et al., 2017;) or registration of cannabis as a drug without prescription
(Crowley et al., 2017; Stojanovi¢ et al., 2017).

3.5. Knowledge level and gaps

In the Norwegian study, the physicians assessed their knowledge as
very low (70.2 %) (Arnfinsen and Kisa, 2020). In the Polish study,
medical students had the highest proportion of correct answers
compared to other faculties’ students (34 % vs. a mean of 24 %).
However, the correct response rate was low in all groups (Bielski et al.,
2020). However, it should be highlighted that some of the questions
were very detailed, e.g., the question about the mode of action of can-
nabinoids in glaucoma and Parkinson’s disease, recommendations on
the use of a combination of opioids and cannabinoids. However, no
references were given for the correct answers, and currently, in Poland,
there are no official recommendations for the use of cannabinoids. In the
second study from Poland involving pharmacy students, most had
problems mentioning administration methods correctly (i.e., only 1 in 4
could indicate that cannabinoids can be administered on mucosa as in
the case of nabiximols). They also had problems listing their adverse
effects. 80 % of the pharmacy students claimed that they did not receive
sufficient training regarding cannabinoids at the university (Gazdowicz
et al., 2020). Nursing students from Spain admitted that they did not feel
confident answering questions about medical cannabis use’s funda-
mental aspects, including indications (Pereira et al., 2020).

Interestingly, although medical students from Belarus were not for
the legalization of MC, almost half of them (48.8 %) claimed that they
feel confident enough to answer patients’ questions regarding MC use
for pain. They also often pointed out that their source of knowledge was
medical literature (48.8 %) (Khamenka et al., 2019); a similar propor-
tion of Russian medical students also indicated this source as primary
(47.1 %), but contrarily to Belarus’ medicine students, they ranked their
knowledge level as low (over 1/3 of the respondents) (Gritsenko et al.,
2020b). In other studies, media, radio, the internet, and TV were the
primary sources of knowledge (Arnfinsen and Kisa., 2020; Vujcic et al.,
2017). At the same time, study participants declared that they did not
obtain their knowledge as part of their curricula (Gazdowicz, 2020;
Pereira et al., 2020; Stojanovic et al., 2017) and would like to receive
such information at the university (Pereira et al., 2020). Also, most
doctors from Norway stated that they would like to receive more edu-
cation about MC (71 %) (Arnfinsen and Kisa, 2020).

Among medical university students, those reporting past cannabis
use (Stojanovic et al., 2017) or those who supported its legalization
(Vujcic et al., 2017) were more knowledgeable of MC. However, medical
students who did not advocate for MC use were more knowledgeable of
its side effects (Vujcic et al., 2017).

3.6. Use of cannabinoids in the clinical practice and indications for use

Most physicians from Ireland and Norway agreed that cannabis
might be useful in palliative care and oncology (68.5 % and 86 %,
respectively) and multiple sclerosis (62.3 % and 64 %) (Crowley et al.,
2017; Arnfinsen and Kisa, 2020). Pain management was also frequently
mentioned (63.5 % and 39.2 %). Opinions about other indications were
not examined in the Irish study. In the Norwegian study, physicians
listed other indications, but with lesser frequency: complications of HIV
infection (43 %), autoinflammatory diseases (12.2 %), glaucoma (4.7
%), anorexia (4.1 %), and epilepsy (3.2 %) (Arnfinsen and Kisa, 2020).

Among medical students and nursing and pharmacy students,
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palliative care or cancer were also the most frequently mentioned in-
dications (Bielski et al., 2020; Gazdowicz et al., 2020; Pereira et al.,
2020; Vujcic et al.,, 2017;). On the contrary, medical students from
Belarus and Russia, although most of them were not in favor of using
cannabis in medicine, chronic pain was the most commonly named
indication (76 % vs. 41.1 %) (Gritsenko et al., 2020b; Khamenka et al.,
2019).

Barriers to use and prescribing cannabinoids in the clinical practice

Barriers to medical cannabis use could be grouped to side effects
(both physical and mental), the abuse potential of MC and/or increase in
recreational consumption, and legal issues for the healthcare provider,
including lack of knowledge of the legal requirements for prescribing
medical cannabis.

Among the legal concerns, the most common was the lack of
awareness of existing regulations (Bielski et al., 2020; Gazdowicz et al.,
2020; Kusturica et al., 2019; Stojanovic et al., 2017). For example, in the
Polish studies, less than 40 % of medical students knew about the
reimbursement status of CCMs, and which doctors can make such pre-
scription. Only about one in four could indicate that cannabis requires a
specific prescription form (as used for drugs based on controlled sub-
stances, i.e., opioids in Poland), and little more than 1 out of 10 re-
spondents among pharmacy students were aware that MC is available on
prescription (Bielski et al., 2020; Gazdowicz et al., 2020). The per-
centage of correct answers to the same questions among the nursing
students and emergency medicine students was even lower, with only 50
% being aware that cannabis is legal in Poland (Bielski et al., 2020).

3.7. Safety concerns regarding cannabinoids

Psychiatric complications, such as an increased risk of schizophrenia,
hallucinations, paranoia, were repeatedly indicated by approximately
half or more participants in most studies (Arnfinsen and Kisa, 2020;
Crowley et al., 2017; Gazdowicz et al., 2020; Khamenka et al., 2019;
Kusturica et al., 2019; Pereira et al., 2020; Vujcic et al., 2017).

Around 80 % of Irish physicians, regardless of their age group (<50y
vs. > 50y), gender, and training in the treatment of addictions agreed
that the use of cannabinoids poses a severe threat to mental and physical
health (Crowley et al., 2017). On the other hand, physicians from Nor-
way indicated severe side effects of cannabis with lesser frequency.
Among those, psychosis (14.1 %), hallucinations (12.9 %), and addic-
tion (12.7 %) were mentioned most frequently (Arnfinsen and Kisa,
2020). The risk of abuse and increased recreational use due to easier
access to the drug was often noted as barriers for MC, and related
medicines use in clinical practice (Gritsenko et al., 2020b; Khamenka
et al., 2019; Vujcic et al., 2017). In the Serbian study among pharma-
cists, the participants expressed fear that dispensing MC to the patient at
the pharmacy could put them at the risk of robbery or fraud if the pre-
scription is fake (Stojanovic et al., 2017). In summary, safety concerns
were part of most studies. Many of them were also mentioned as barriers
to MC implementation in clinical practice.

4. Discussion
4.1. Main findings

In this systematic review, we aimed to identify available literature
regarding views, knowledge, and barriers to the use of medicinal
cannabis and its derivatives among European HCPs and prospective
HCPs. Studies included in this review were variable in methodology and
used different questionnaires; therefore, a direct comparison was not
possible in most aspects. We have found that there is a significant evi-
dence gap as there were no studies identified in numerous European
countries that met the inclusion criteria (e.g., UK, The Netherlands,
Germany, France), which makes forming any definite conclusion diffi-
cult. The studies’ quality (as assessed by the AXIS tool) is also a concern
because almost half of them were ranked only ‘fair’ (4/10). Given this, it
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demonstrates that this topis (including prospective HCPs) is neglected
and would require further studies, especially given the increasing
availability of such medications (Krcevski-Skvarc et al., 2018). Only two
studies that included physicians were identified, and others were con-
ducted among prospective healthcare professionals. Although most
participants favored cannabis legalization in most studies, knowledge
about the indications and side effects was scarce. It was also subjected to
numerous confounding factors, such as past cannabis use, which was
likely to influence the attitude towards both medical and recreational
cannabis.

Studies included in this review demonstrated that physicians (and
prospective physicians) supported using cannabinoids and MC in clin-
ical practice. Still, they did not feel confident enough to prescribe it and
advise their patients about their use (Arnfinsen and Kisa, 2020; Crowley
et al., 2017; Gritsenko et al., 2020b; Kusturica et al., 2019; Stojanovic¢
et al.,, 2017; Vujcic et al., 2017). Most healthcare professionals and
students do not receive enough training and information from profes-
sional sources (Arnfinsen and Kisa, 2020; Gazdowicz et al., 2020; Per-
eira et al., 2020; Stojanovic et al., 2017; Vujcic et al., 2017). Physicians’
clinical experience with cannabis was assessed only in one study. About
one in five respondents (21.6 %) reported that they had consulted their
patients or relatives, and only 1 in 10 from this group made more than
ten such consults (Arnfinsen and Kisa, 2020). Lack of formal, unbiased
training resources is also a concern. In many surveys, the principal
source of knowledge was media (including the internet), which raises
concerns about resources’ credibility (Macedo et al., 2020). It can be
hypothesized that this could explain why there was significant vari-
ability in known indications and the perceived safety profile of canna-
binoids. Authors of similar studies among prospective doctors in the USA
and Canada or other regions also raised this concern (Benavides et al.,
2020; Elkrief et al., 2020; Evanoff et al., 2017; St Pierre et al., 2020).

In summary, when physicians approach a real patient, even though
they declare much support for MC use, it might not translate into its use
in clinical practice as they lack the expertise and confidence to advise
their patients for or against their use. As a result, patients who might
benefit from such treatment would not obtain a prescription, and those
for whom cannabinoids could be harmful, would not receive advice
against their use. It was demonstrated that physicians might influence
patients’ decisions to use or not to use MC (McTaggart-Cowan et al.,
2020). Lack of advice and oversight of a qualified HCP might also
encourage patients to seek treatment and advice on their own or turn to
illegal sources of cannabis. Furthermore, patients consuming illegal
cannabis to alleviate their symptoms might also incur legal conse-
quences because recreational cannabis remains illegal in most European
countries. Patients may also face other problems such as drug abuse and
dependence (European Monitoring Centre for Drugs and Drug Addic-
tion, 2017; Preuss et al., 2020). It also raises concerns about patients’
safety due to ‘street’ cannabis quality, including possible contaminants
(Couch, 2020; Grotenhermen and Schnelle, 2003).

Many sources indicate that even after the legalization of MC,
numerous patients in Europe struggle to obtain a prescription (de Hoop
et al., 2018; Grotenhermen et al., 2003; Schlag et al., 2020). The
Netherlands was the first country in Europe to introduce MC on 1 st
January 2003. Still, cannabis was readily available since 1970’ due to
the reclassification of cannabis as a schedule II drug, meaning that it was
considered ‘less harmful’. The criminal offenses and penalties were
diminished, and the unique network of ‘coffeshops’ granted access to it.
(Transnational Institute, 2019). In the years 2003-2016, only 16 000
patients received a prescription for medicinal cannabis in the
Netherlands, but it is unsure how many more purchase it in the coffe-
shops for medical reasons (de Hoop et al., 2018). According to a recent
report, there have been only 60 prescriptions issued in the UK since
medical cannabis was approved as an off-label medicine in 2018 (Schlag
et al., 2020). Simultaneously, a patient survey conducted by the Centre
of Medical Cannabis estimated that almost 1,5 mln patients use cannabis
illegally for medicinal purposes, constituting 2% of the entire
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population. Participants of the survey declared that they would prefer to
have a medical professional’s oversight, and most would prefer to obtain
a prescription (Couch, 2020). Other previously published European
papers have also revealed that the scale of illegal cannabis use for me-
dicinal purposes was large. In Germany, THC containing dronabinol was
made available for prescription in 1998, but the price was ten times
higher than illegal cannabis products. A survey published in 2002
(Grotenhermen et al., 2003) revealed that only a little more than 1/3
(87.1 %) of the patients using THC for medical purposes asked their
doctor for a prescription, but only half successfully obtained it. For half
of those with prescriptions, the insurer did not cover the costs of treat-
ment. German patients, both without ‘doctor’s prescription and those
with the insurance companies’ refusal to cover the costs of treatment,
have decided to obtain herbal cannabis from illegal sources (Gro-
tenhermen and Schnelle, 2003). Of note, although The Netherlands has
the longest history of medical cannabis use in Europe, no studies from
this country were identified in this systematic review. It is also con-
cerning that no studies from the UK were identified, given the consid-
erable gap between the number of prescriptions and the number of
citizens declaring cannabis use for medical reasons (Schlag et al., 2020).
Therefore it is essential to conduct studies among physicians in these
countries to explain these discrepancies’ rationale. Some of them, such
as lack of education and confidence in counseling the patients, might be
fixed with an educational intervention.

None of the two studies we identified involving physicians’ investi-
gated their views on different forms of CCMs and/or MC strains and their
experience, which is important from patients’ perspectives. In theory,
nabiximols might be more appealing to the clinicians, as the dosing and
safety profile is more predictable and well-studied, and the product is
available in most European countries. (Hauser et al., 2018; Krcev-
ski-Skvarc et al., 2018). However, patients’ preferences are frequently
different. In the 2002 German study, 71.3 % preferred natural (herbal)
cannabis over the THC-containing medication dronabinol (Grotenher-
men, 2002). Both older (Hazekamp, 2016; Waissengrin et al., 2015) and
newer studies confirm that inhaled herbal cannabis remains the main
administration route preferred by over half of respondents in patient
surveys (Hawley and Gobbo, 2019; Lucas et al., 2019). However, it has
to be emphasized that medical-grade cannabis and illegal ‘marijuana’,
although both might contain the same active ingredients, are not equal.
In this setting, physicians’ supervision and education of patients using
cannabis cannot be underestimated. Countries with National Cannabis
Programmes have implemented strict MC quality and standardization
regulations to ensure patients’ safety (Hazekamp, 2016). On the con-
trary, an analysis of cannabis coming from Dutch coffeeshops has
revealed that all samples were contaminated with bacteria and fungi,
and often various chemicals presence was confirmed, such as pesticides
and fungicides, and heavy metals (Hazekamp et al., 2006). Some of these
contaminants could constitute a particular risk to patients’ health, e.g.,
mycotoxin-producing species Aspergillus spp. and Penicillium spp., as
carcinogenic alphatoxins are not destroyed even with heat produced
during smoking (Jerushlami, 2020; Hazekamp et al., 2006). Such con-
taminants were not present in samples of medicinal-grade cannabis
supplies by the Office of Medicinal Cannabis. The lack of impurities,
consistent potency, and other quality parameters are strictly controlled
(Hazekamp et al., 2006).

In this review, apart from the Irish study’s addiction specialists, no
other surveys investigating differences between representatives of
different medical specialties (e.g., oncology, palliative care) were found.
Therefore, it was impossible to conclude if any differences among Eu-
ropean physicians, from different medical backgrounds, on their atti-
tude and willingness to prescribe cannabinoids. It is crucial, as studies
from other continents have clearly shown that support and experience in
medical cannabis use highly vary by medical specialty. Palliative care
specialists and oncologists are more supportive of cannabinoids use in
terminal illnesses (Costantino et al., 2019; Philpot et al., 2019; Zolotov
et al., 2018, 2019) than for other indications such as refractory epilepsy
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in children (Elliott et al., 2020), psychiatric conditions (Jacobs et al.,
2019; Zullino et al., 2008).

Lastly, another vital issue identified is the lack of knowledge of Eu-
ropean physicians and medical sciences’ students about legal regula-
tions regarding cannabis (Bielski et al., 2020; Kusturica et al., 2019;
Stojanovi¢ et al., 2017). This finding is not surprising, as there is no
harmonization in terms of legal aspects of medical cannabis in Europe.
In the last 20 years, Europe has undergone a significant shift regarding
the legalization of medical cannabis. Currently, many countries in
Europe allow the use of medical cannabis in some way. The European
Medicines Agency (EMA) has authorized the use of 4 medications con-
taining cannabinoids: Sativex (nabiximols), Marinol (dronabinol),
Cesamet (Nabilone), and dried flowers (Bedrocan) (European Moni-
toring Centre for Drugs and Drug Addiction, 2017). Recently, in the
second half of 2019, another drug - Epidiolex (CBD extract), was
granted EMA approval (European Pharmaceutical Review, 2019).
However, a review by Skwarc et al. identified discrepancies between
access to these medications among different European countries
(Krcevski-Skvarc et al., 2018). Countries of the EU that legalized
cannabis in herbal form and other CBMs have implemented a diversity of
legal frameworks. Some countries allow the use of registered medica-
tions. Others also permit raw cannabis or magistral preparations.
Reimbursement policies also vary by country (Lipnik- Stangelj, 2020;
Krcevski-Skvarc et al., 2018). There are restrictions regarding the in-
dications for use in some localizations, doctors’ specialization permitted
to prescribe CCMs, (European Monitoring Centre for Drugs and Drug
Addiction, 2018). As a result, even assuming that physicians have
enough knowledge and confidence in prescribing cannabinoids,
regardless of pharmaceutical form, they would not prescribe CCMs -
even to the patients who could benefit from such treatment, if they have
no awareness about the existing legal regulations.

4.2. Strengths and limitations

This report was prepared using the PRISMA guidelines. Additionally,
we have published a protocol for the review before the literature search
in PROSPERO. The results obtained from databases were reviewed in
parallel by two reviewers independently without removing the dupli-
cates after the primary search to increase the chance that all relevant
papers were included.

This review has several limitations. First of all, most studies meeting
the inclusion criteria might not represent the whole population of HCPs
(and prospective HCPs). Many studies relied on convenience samples, or
the response rate was not reported (Arnfinsen and Kisa, 2020; Kha-
menka et al., 2019; Stojanovic¢ et al., 2017). Not all of the studies
examined personal points of view about cannabis. The methodology of
knowledge level assessment in studies such as Bielski et al. might also be
a concern (Bielski et al., 2020).

We might have been unable to identify all relevant papers, as we did
not include all existing databases. However, we aimed to optimize their
selection using the results of the analysis performed by Bramer et al.
(Bramer et al., 2017). Additionally, restriction in terms of language
could also decrease the number of identified papers, as evidenced by the
two polish reports, which were the only surveys involving populations
from this country. Lastly, although the AXIS tool was developed to
evaluate survey-based studies, the tool’s authors did not establish a
scoring, enabling quality assessment. It remained subjective and was a
subject of extensive discussions among the coauthors.

5. Conclusions

There is an urgent need to update medical curricula to deliver pro-
fessional training on the medical application of cannabinoids for the
medical professionals, physicians, and other HCPs in-training, free from
bias and conflicts of interest. This is important not only from the clinical
practice perspective but also for patients’ well-being and safety. As legal
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frameworks regarding cannabinoids are rapidly evolving in Europe,
more studies should be conducted to diagnose HCPs’ needs and concerns
regarding these medications. Since we were unable to find studies from
most European countries, there is a vital need to study the attitudes and
concerns, and knowledge gaps among HCPs, to address their medical
training needs.
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Abstract: Introduction: Medical cannabis’ importance in Poland increased dramatically following its
legalization as the 12th country in Europe in 2017. However, no studies have been published to give
insight into Polish physicians’ opinions about medical cannabis. Objectives: To investigate physician’s
opinions about cannabinoids’ utility in clinical practice, concerns regarding their safety profile, and
their clinical experience with cannabinoids. Methods: The survey using a self-developed tool was
conducted online; participants were physicians with or without specialist training. Participation was
voluntary. Physicians were recruited through personal networks, palliative care courses, and Medical
Chambers. Results: From June to October 2020, we recruited 173 physicians from 15/16 voivodeships.
The largest age group (43.9%; n = 76) was 30-39 year-olds. A similar proportion declared they never
used cannabis and did not receive any training regarding cannabinoids (60% for both). Only 15 (8%)
ever prescribed medical cannabis, although about 50% declared knowing suitable patients for such
therapy, and 53.8% had at least one patient proactively asking for such treatment in the last 6 mo.
The most common indication chosen was pain: chronic cancer-related (n = 128), chronic non-cancer
(n =77), and neuropathic (n = 60). Other commonly chosen conditions were alleviation of cancer
treatment side-effects (1 = 56) and cachexia (1 = 57). The overall safety profile of THC was assessed
as similar to most commonly used medications, including opioids; NSAIDs and benzodiazepines
were, however, perceived as safer. Conclusions: Polish physicians favored the legalization of medical
cannabis. However, it is of concern that a limited number have any experience with prescribing
cannabis. The creation of clear guidelines to advise physicians in their routine practice and education
about pain management and the risks related to the consumption of recreational cannabis for medical
conditions are needed.

Keywords: physicians; opinion; medical cannabis; cannabinoids; Polish; clinical aspects

1. Introduction

The use of cannabinoids by humans for alleviating pain and other symptoms dates
back to 5000 y ago [1]. Western medicine has used cannabinoids from the XIX Century until
the mid-XX Century when Cannabis sativa-based tinctures and extracts spread thanks to Sir
William O’Shaughnessy, Sir William Gowers, and other physicians. Its use was propagated
in treating various conditions, including epileptic seizures, muscle spasms in the course of
tetanus, Parkinson’s disease, and migraines [2].

Cannabis sativa contains over 100 phytocannabinoids, which are most important from
the medical and legislative point of view [3]. Cannabis, including the industrial type, bears
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the stigma of a dangerous drug, a serious hazard to human health [4,5]. International laws
introduced throughout the XX Century oblige European countries to introduce control
measures over psychoactive substances. The 1961 Convention of the United Nations set
principles for Cannabis sativa cultivation for purposes other than industrial, whereas the
1971 Convention established standards for control over tetrahydrocannabinol (THC) [5,6].
They created barriers to medical cannabis use in the following decades, although none
of these prohibit the use of cannabinoids to treat medical symptoms and conditions per
se. However, some organizations have already begun to challenge the status quo. In
June 2018, the World Health Organization (WHO) declared in their critical report that that
there is no evidence to prove that cannabidiol (CBD) has any abuse potential or causes
dependence [7]. Furthermore, the Expert Committee of Drug Dependence (ECDD) of
the WHO made several recommendations that might lift some of the restrictions that
have halted its medical uses and research. In December 2020, the United Nations (UN)
Commission on Narcotic Drugs decided to reclassify Cannabis sativa, acknowledging its
therapeutic potential [8]. These statements might have created momentum for further
changes in policies related to cannabis in countries belonging to the UN, including Poland.

Recently, numerous countries have lifted national restrictions and legalized medical
cannabis under diverse legal frameworks [6]. New countries have adapted regulations
rapidly, driven by patient organizations, advocacy groups, and medical associations [9].
According to a 2018 survey conducted by the European Pain Federation (EFIC), 21 countries
out of 31 countries participating in the survey had made medicines containing cannabinoids
available. In contrast, in 2001, the Netherlands was the only such country in Europe [9]. The
healthcare community was left unprepared for these sudden changes with no background
education and a low availability of reliable, independent sources of knowledge [10]. There
is pressure from patients who often have unrealistic expectations regarding treatment with
cannabis because they can share general misconceptions about its healing properties.

Although more than three decades have passed since the fall of the Soviet Union and
communism in Poland, there are still profound differences in many fields of medicine be-
tween countries of the former Soviet bloc and Western Europe. This has been demonstrated
by the approach towards other controlled substances, such as opioids [11,12]. For compari-
son, the average use of opioids measured by defined daily doses for statistical purposes
(s-DDD) in Denmark or the Netherlands exceeds 12,000 s-DDD. In Poland, consumption of
opioids is lower than 2000 s-DDD, similar to other countries belonging to the former Soviet
Union [11].

Poland allowed herbal cannabis for medical purposes in 2017 as a pharmaceutical raw
material, and the first strain was approved in late 2018 [13,14]. Sativex, a spray containing
tetrahydrocannabinol (THC) and CBD, was registered in 2012 [15]. Before this time, medical
cannabis was available solely through targeted import for a single patient [16]. The patient
having to pay the full cost of treatment has restricted the number of those who could benefit
nationwide. According to 2017 regulations, raw cannabis became a magistral preparation
by being dispensed by the pharmacy. It might be used to prepare other formulations, e.g.,
for topical applications. Just as in the case of all magistral preparations, pharmacists are
responsible for dispensing the right drug and instructing the patient about it, as THC is a
psychoactive substance [13]. However, there are several problems with this approach. As
the Polish Ministry of Health admitted, some critical excipients for preparing magistral
preparations are unavailable in Poland. The current Polish (and European) Pharmacopeia
has no description of herbal cannabis [17]. Polish pharmacists, therefore, rely solely on
the German edition of the Pharmacopeia. The definition of the upper limit of THC that
can be dispensed to the patient (quantity sufficient for a maximum of 90 d of treatment)
is also vague [14,17]. Additionally, dispensing cannabis in the original package has led to
secondary, illicit trading of this on the black market, which contains recreational cannabis
sold as the medical one [17]. More importantly, there are no official guidelines created
by medical associations or governmental agencies to guide clinicians in implementing
cannabinoids into their practice [9].
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Given the short timeframe in which cannabinoids in medicine regained popularity
worldwide, which has led to their legalization, it becomes urgent to explore the perceptions
of the medical community on the clinical aspects of cannabis and cannabinoids. Studies
investigating healthcare professionals’ perspectives on cannabinoids give conflicting results.
In short, there is no consensus among the medical community, and the opinions about the
clinical utility of cannabis are mixed and vary by age, gender, medical specialty, and other
factors such as religiousness and the location where the study was conducted. Participants
of most of these studies consider the self-assessed level of knowledge insufficient for using
cannabinoids in routine clinical practice [18,19]. In some surveys, most physicians claimed
that medical cannabis has little or no benefit to human health, while others reported contrary
results [19-21]. In several studies, the participants voiced concerns about the misuse of
cannabis as a recreational drug and opted firmly against decriminalizing cannabis [20,22].
Therefore, collecting insights from different countries and medical professionals with
miscellaneous backgrounds, training, and experience seems well justified.

Research involving European healthcare practitioners remains scant, and no studies
have been conducted among certified physicians from Central-Eastern Europe. Most of the
available literature concerns medical professionals from the Americas—the USA [23-29],
Canada [19,20,30-32], and Israel [19]. A systematic review published in 2020 identified
only two such surveys conducted among physicians from Europe [18]. The review revealed
profound differences between Eastern Europe and Western countries [18]. In surveys
conducted among prospective physicians in Belarus and Russia [33,34], they declared much
less support for medical applications of cannabinoids and much lower willingness to use
them in clinical practice than HCPs from Western countries. By contrast, nursing students
from Spain and physicians from Norway declared more support for cannabis legalization
for medical purposes [21,35].

A 3y period following the legalization of medical cannabis in Poland should be
sufficient to allow for the opinions of physicians to mature and take shape. To date, only
research among students of medical faculties has been conducted [36,37]; however, both
were designed as a knowledge test and did not investigate opinions, fears, and the general
perception of using cannabinoids in clinical practice. Our study is the first conducted in
Poland among physicians. It aimed to investigate their perception of cannabinoids’ utility
in clinical practice, perceptions and concerns regarding their safety profile, and their clinical
experience with cannabinoids. We also aimed to identify possible factors that contributed
to their choices.

2. Materials and Methods

The survey was conducted online; participants were physicians with or without
specialist training. Participation was voluntary, and no incentives were offered to the
physicians. Due to the coronavirus pandemic outbreak in March 2020, we decided to
conduct the study using a digital platform. The recruiting took place between June and
October 2020. We used Google Forms for data collection. The report of this study was
based on the recommendations included in the Checklist for Reporting Results of Internet
E-Surveys (CHERRIES) [38].

The protocol for this study was prepared concerning the recommendations of the
Declaration of Helsinki. It was approved by the Bioethics Committee of the Medical
University of Warsaw (IRB statement from 3 February 2020 Number AKBE /22 /2020).

2.1. Recruitment of Study Participants

Statistically, an average medical doctor in 2017 in Poland was 52 years old [39]. Know-
ing that the minimal time required to acquire specialist training is 12+ y, most currently
practicing physicians attended university in the 1980s. At that time, Poland was still under
Soviet influence, which ended after 1989. This age group is less likely to use social media;
therefore, we targeted them through Medical Chambers and online courses. Younger
physicians were recruited mainly through a professional newsletter and social media. We
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employed a wide range of sources allowing the participation of doctors from varying
medical backgrounds, different age groups, and geographical localization.

Only a direct link could be used to access the questionnaire. We recruited the partici-
pants of the study by sharing a link with:

o  Regional Medical Chambers in Poland. There are 16 Chambers, 1 in each voivodeship.
It is currently mandatory that each medical doctor be a member of one located in
his/her primary workplace. Each has its website and a newsletter sent to every
member. We sent invitations for participation to all of them;

e Attendees of the online palliative medicine for physicians course organized in the
Hospice of St. Christopher in Warsaw. There were two courses in total, run in June
and October 2020;

e  “Residents Agreement” Facebook group. This is a closed group, and the administrators
verify each new member’s professional background. We obtained their permission
to share the link with a description of the study aims and information about the
researchers’ organization;

o  The owners of a newsletter for young medical doctors sent by an organization that
helps physicians prepare for professional and specialization exams;

e  Among a personal network of physicians from different medical backgrounds.

In order to ensure the anonymity of participants, we did not collect the data allowing
for tracking of participants (such as personal and contact data, IP address). We decided
that the whole dataset would be reviewed manually to detect double or accidental entries
by non-medical professionals and medical professionals and excluded them from the
dataset. Identification of individual users was possible thanks to the open-ended questions
included in the questionnaire, such as questions about medical specialty, years of practice,
and additional specialties. In the case of identifying a person with the same answers, we
could further compare answers related to age group, gender, and location to check if we
identified a true double entry.

2.2. Survey Questions and Development

The complete study questionnaire consisted of 57 items grouped into 5 different topics.
This report focused only on those dedicated to clinical practice, preferences regarding
cannabinoids’ use, and the perception of safety compared to other available medicines. The
parts dedicated to educational needs and systemic solutions were described elsewhere [40].

We included both open (e.g., where we asked the participants to write out their medical
background) and closed questions (containing multiple-choice answers and Likert scales).
The questions about clinical aspects were adapted from another questionnaire developed
for a study commissioned by the National Bureau for Drug Prevention (NBDP).

The survey was tested before study initiation by medical doctors from the research
group. Afterward, they corrected the wording of items or the mechanics of the survey, i.e.,
type of questions where necessary. We made it mandatory to fill out all the fields before the
answers could be submitted to avoid incomplete records.

2.3. Statistical Analysis

Statistical analysis was performed using the IBM SPSS Statistics ver. 26. The conven-
tional threshold of p = 0.05 was used as the level of statistical significance. An analysis
of the basic descriptive statistics was performed. In order to answer the research ques-
tions, we used basic descriptive statistics, including normality of distribution tests, and
Mann-Whitney tests and multinomial logistic regression.

In the first step of the analysis, the distributions of the quantitative variables were
checked. For this purpose, basic descriptive statistics and the Kolmogorov-Smirnov test
examining the normality of the distribution were calculated. The next step of the statistical
analyses tested differences in attitudes toward cannabinoids according to the sociodemo-
graphic variables of the physicians studied. For this purpose, Mann—Whitney tests were
performed.
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Multinomial logistic regression was performed to verify how sociodemographic vari-
ables and other characteristics predicted participants’ choices regarding the first-line treat-
ment of pain. The reference group for the dependent variable was the choice of cannabi-
noids as the first-choice treatment. Pearson’s x? test was used for this purpose.

3. Results

There were 173 physicians from Poland who completed the survey: 86.7% (n = 150)
were less than 50 years old; 64.7% (n = 112) lived in cities with more than 100,000 inhabitants.
Participants came from almost all (15 out of 16) voivodeships (macro-regions). Western
(n = 66; 38.15%), central (n = 59; 34.1%), and eastern macro-regions (n = 48; 28.78%) were
represented by a similar number of participants. Approximately 1/5 (n = 36; 20.8%)
declared the private sector as the primary workplace.

We present other characteristics of the study participants in Table 1. The most common
medical specialties were internal medicine and general practitioners (GPs), oncology-
related, and anesthesiologists. It is essential to highlight that one physician might have
multiple specialties (some more than three, e.g., internal medicine, pediatrics, GP); therefore,
the number in the “medical specialty” section of Table 1 exceeds the total number of
participants.

Table 1. Study participant’s characteristics.

N %
<30 years 41 23.7
Age group 30-39 years 76 43.9
4049 years 33 19.1
50-65 years 23 13.3
Male 59 34.1
Gender

Female 114 65.9

Internal medicine (and a;spciated specialties) and 58

general practitioners (GPs)
Oncology and hematology (e.g., radiotherapy, 16
oncology surgery)
Anesthesiology and intensive therapy 16
Medical specialty Psychiatry 1
Neurology (adult and ped)
Palliative care

None/during medical training (unspecified) 28

Other ¢ 42

Medical internship 5

Town/villages up to 10,000 habitants 12 9

Towns from 10,000-20,000 habitants 15 8.7
Primary workplace Cities 20,000-50,000 habitats 9 5.2
Larger cities 50,000-100,000 habitants 25 14.5
Large cities > 100,000 habitants 112 64.7
Public 136 78.6
Primary sector of work Private 36 20.8

No data 1 0.6
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Table 1. Cont.
N %
Contact with persons with addictions in clinical Yes 76 43.9
practice No 97 56.1
Declare use of recreational cannabis in the past Users 68 39.9
Nonusers 105 60.7
Obtained any professional education in medical Yes 69 39.9
uses of cannabinoids @ No 104 60.1

GP—general practitioner. # Includes a course about cannabinoids for healthcare workers, participation in a lecture
about cannabinoids, and/or a conference for medical professionals dedicated solely to cannabinoids and other
forms. P Includes participants during specialist training, but who did not declare in which medical field (1 = 20)
and those who did not have any specialist title (n = 6). Doctors without specialist training are allowed to practice
general medicine. This group also includes two dentists (who, according to local regulations, are also medical
doctors, but have a different scope of authority). ¢ Includes a variety of medical specialists; in most cases, these

)

were sole representatives of this medical field. Examples include: “radiotherapy”, “emergency medicine”, nuclear
medicine”, and “balneotherapy”.

During the review, we did not find any double entries, which can be defined as entries
from a person having a title in the same field(s) of medicine, belonging to the same age
group, having the same gender, and coming from the same micro-region of Poland.

3.1. Clinical Experiences with Cannabinoids

Most participants (91.3%; n = 158) declared having no previous clinical experience
with cannabinoids. Only four (2.3%) participants had significant clinical experience with
cannabinoids and treated more than ten patients, while only eight (4.6%) admitted prescrib-
ing cannabinoids in the past. At the same time, almost half of the participants claimed that
some of their patients could benefit from cannabinoid therapy (49,7%; n = 86). More than
half saw at least one patient who asked about cannabinoid therapy in the last 6 mo (53.8%;
n=93). More details about the clinical aspects are presented in Table 2.

Table 2. Clinical aspects of medical cannabis and cannabinoids.

Answer N (%)
No 19 (11%)
In your clinical practice, do you have contact with Rather not 57 (39.9%)
patients addicted to drugs/psychoactive substances? Yes, but not regularly 70 (40.5%)
Yes, often 27 (15.6%)
None 80 (46.2%)
How many patients asked about medical 15 72 (41.6%)
cannabis/cannabis o0il /nabiximols or other medicines 5-10 12 (6.9%)
containing cannabinoids in the last six months?
Ten or more 6 (3.5%)
Numerous patients (much more than 10) 3 (1.7%)
None/minimal experience 158 (91.3%)
Do you have clinical experience with cannabinoids? Yes, I have used cannabis to treat up to 10 cases 11 (6.4%)
Yes, I have used cannabis to treat more than 10 patients 4(2.3%)
No 152 (87.9%)
Rather not 9 (5.2%)
In your clinical practice, do you prescribe CCMs? Neither agree nor disagree 4(2.3%)
Rather yes 0 (0%)
Yes 8 (4.6%)
No 32 (18.5%)
Rather not 19 (11%)
Do you have patients who could benefit from - -
treatment with cannabinoids in your clinical practice? Neither agree nor disagree 36 (20.8%)
Rather yes 42 (24.3%)

Yes 44 (25.4%)
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3.2. Indications for Cannabis Use

Physicians chose indications for cannabis use from a multiple-choice list included in
the survey. They could choose an unlimited number of conditions in which they would
use cannabinoids and added their suggestions to the list. This included both well-studied
indications, such as different kinds of pain or epilepsy, and potential indications that require
further research (such as most psychiatric conditions).

Conditions selected by participants were in principle related to oncology and terminal
care. Only 20 participants declared having no intention to use cannabinoids in clinical
practice. The most commonly listed indications were pain, especially chronic cancer-
related pain (1 = 128). A similar number of participants chose chronic non-cancer pain and
neuropathic pain (77 and 60 participants, respectively). These conditions were also chosen
by the fifteen clinicians who prescribed cannabinoids in the past. Frequently, participants
chose cancer-related cachexia (n = 57) and chemotherapy-induced nausea and vomiting
(CINV) (n = 56). In contrast, other common kinds of pain, such as lower back pain (n = 25)
and joint pain (1 = 21), were chosen by less than 15% of clinicians.

A smaller proportion of physicians chose diseases from other medical fields as indica-
tions for cannabinoids’ use. Psychiatric conditions, such as insomnia (1 = 22), depression
(n = 20), anxiety (n = 22), and post-traumatic stress disorder (PTSD) (1 = 15), were among
the rarest conditions picked by physicians. furthermore, neurologic conditions, such as
multiple sclerosis (1 = 51), epilepsy (n = 40), and Alzheimer’s disease (n = 11), were chosen
relatively rarely. More details are shown in Table 3.

3.3. Evaluation of the Safety Profile of Cannabinoids

We asked to compare a perceived safety profile of THC to other commonly used drugs
classes, including controlled substances. We used a five-point Likert scale, where “1” meant
that the safety profile was much worse and “5” much better compared to THC.

On average, THC's safety profile was thought to be similar to weak opioids (tramadol)
and buprenorphine. This option was chosen by 74 (42.8%) and 70 participants (40.5%),
respectively. Potent opioids’ safety in relation to THC was ranked as three, similar to THC
(n = 65; 37.8%), “(much) better than THC"” (n = 56; 32.4%), and “(much) worse than THC”
(n = 52; 30.1%) by a similar number of participants.

The only classes of drugs whose safety profile was assessed as better than THC were
non-steroid anti-inflammatory drugs (NSAIDs), acetaminophen, and benzodiazepines
(BDZs), where the most commonly picked answer was “4—better than THC”. However,
the median was “3—similar to THC” in both cases. The full results are presented in Table 4.

To evaluate the clinical significance of THC’s most common side-effects, we asked the
participants to pick those clinically meaningful in their opinion, then rank them on a scale
from one to five: “1” marked a clinically nonsignificant problem, whereas “5” was reserved
for the most significant.

The possibility of triggering psychotic symptoms and worsening psychiatric condi-
tions was chosen by 92% and 91.9% of participants, respectively. However, psychotic
disorders were most often claimed as a clinically significant problem (mode = 5; 40.5% of
the total number of participants), whereas worsening psychiatric conditions were most
often considered “rather significant” (mode = 4; n = 25).

Short-lasting adverse effects of THC such as euphoria, motor impairment, vertigo and
dizziness, and sedation were chosen by 85.5%, 89%, 84.4%, and 82.7%, respectively. Their
impact was most often ranked as “moderate” (mode = 3), except euphoria, which was not
thought to be a major problem (mode = 1). Inmediate adverse effects of THC were chosen
by a smaller proportion of participants than psychiatric complications, possible interactions,
and developmental issues, including low body weight (LBW) and brain development. More
details can be found in Table 5.
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Table 3. Indications for cannabinoids’ use according to survey participants.

If I Were to Use Cannabinoids in My

Clinical Practice in the Future, T I Have Prescribed Cannabinoids in

My Clinical Practice in the Past in the

Indications for Cannabinoids’ Use Would Use Them in the Following Following Conditions
Indications (Ng— 15)
(N=173)? -
Chronic cancer pain 128 5
Chronic non-cancer pain 77 1
Neuropathic pain 60 2
Cachexia related to cancer 57 1
CINV and other cancer treatment
gty 56 2
complications
Multiple sclerosis 51
Spasticity 44 1
Epilepsy 40
Fibromyalgia 35 1
Cachexia related to AIDS 26
Lower back pain 25 1
Anxiety disorders 22
Insomnia 22
Parkinson’s disease 22
Joint pain 21 1
Depression 20
I am not using/not going to use
IR e b 20
cannabinoids in my clinical practice
Tourette’s syndrome 16
PTSD 15
inflammatory bowel disease 14
Alzheimer’s disease 1
Pelvic pain 1
Migraine 1

CINV—chemotherapy-induced nausea and vomiting; PTSD—post-traumatic stress disorder; AIDS—acquired
immunodeficiency syndrome. ® Doctors declaring prescribing cannabis in the past could also answer a question
about potential future uses; the list about future uses was different (more robust) than on past uses. ® Doctors
could write an explanation giving various reasons, e.g., “I work with children”, “I am a radiologist”, or “I do not
feel qualified enough”.

Table 4. Safety of cannabinoids in comparison with other classes of drugs.

Ho“égfoeg?:flzrell:lcélf: the M}o_rsl\él ?lf:n 3}; IYV]O]I:[S& 3:)8{%1(1:“ i:f%ttHeé Bsezgf ?}f:n Mean STD (£) Median Mode
Comparison with ... THC THC
antipsychotics 12 34 84 34 9 2.97 0.94 3 3
SSRI 14 37 76 34 12 2.96 1.01 3 3
SNRI 14 35 82 32 10 2.94 0.97 3 3
NSAIDs 13 45 50 54 11 3.03 1.06 3 4
acetaminophen 15 39 48 51 20 3.13 115 3 4
tramadol 19 27 74 42 11 2.99 1.05 3 3
buprenorphine 16 34 70 46 7 2.97 1 3 3
Strong opioids (other than 16 36 65 a 15 3.02 1.08 3 3
uprenorphine)
Tacrﬁistriil;g;l?ri:g 15 40 67 2 9 294 102 3 3
BDZs 24 35 45 49 20 3.03 1.23 3 4
gabapentinoids 10 31 89 37 6 2.99 0.88 3

Z-drugs 15 40 56 50 12 3.02 1.07 3 3

THC—tetrahydrocannabinol; NSAIDs—non-steroid anti-inflammatory drugs; TCA—tricyclic antidepressants;
BDZs—benzodiazepines; Z-drugs—nonbenzodiazepines.
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Table 5. Clinical significance (and level of) of potential adverse effects of cannabis.
. Interactions  Worsening N LBW (in
Euphori Motor Im- Vertigo PSyChgsls with Other of III\Inegattl vi Case of
uphoria oto an anc . Sedation Addiction Drugsand  Psychiatric pact o Use in
or High pairment Dizziness Psychotic Sub- Condi- Brain De- Preg-
Disorders stances tions velopment nancy)
Unchosen  25(145%)  19(11.0%) 27 (15.6%) 14 (8.0%) 30 (17.3%) 22 (12.7%) 17 (9.8%) 14 (8.1%) 25 (145%) 35 (20.2%)
1—the
least 47 (27.2%) 9 (5.2%) 11 (6.4%) 10 (5.8%) 14 (8.1%) 25 (14.5%) 13 (7.5%) 9 (5.2%) 16 (9.2%) 16 (9.2%)
significant
2—rather
not 42 (243%)  38(22.0%) 30 (17.3%) 13 (7.5%) 27 (5.6%) 35(202%) 23 (13.3%) 15 (8.7%) 12 (6.9%) 14 (8.1%)
significant
3—
moderately 33 (19.1%) 41 (23.7%)  52(30.1%) 30 (17.3%)  51(29.5%)  34(19.7%) 43 (24.9%)  32(185%)  42(243%) 37 (21.4%)
significant
s‘lig_nri?itg‘;ft 15 (8.7%) 40 (231%)  40(23.1%)  36(20.8%)  35(202%)  34(19.7%) 53 (30.6%)  69(39.9%)  34(19.7%) 37 (21.4%)
5—the
most 11 (6.7%) 26 (15%) 13 (7.5%) 70 (40.5%) 16 (9.2%) 23(14.3%)  24(139%)  34(19.7%) 44 (254%) 34 (19.7%)
significant
Median 2.00 3.00 3.00 4.00 3.00 3.00 3.00 4.00 4.00 4.00
Mean 2.33 3.23 3.10 3.90 3.08 2.97 3.33 3.65 3.53 3.43
SD 1231 1170 1066 1233 1129 1319 1155 1091 1291 1284
Mode 1 3 3 5 3 2 4 4 5 3

2 There was more than one mode; the lowest value is given in the table. CNS—central nervous system; LBW—low
body weight.

3.4. Attitudes towards Cannabis Legalization

We investigated the point of view of medical cannabis legalization and use and factors
that might influence doctors” opinions. We applied a five-point Likert scale from one
(strongly disagree) to five (strongly agree).

In total, Polish physicians favored legalizing medical cannabis and declared that they
would want to use it for self-treatment or their family members (median for both—5.0,
“strongly agree”). Nonetheless, they were less supportive of increasing the number of
available medicines containing cannabinoids (median—4.0, “agree”).

We also tested for differences between physicians in subgroups. Groups were identi-
fied by gender, age, work location (small vs. larger cities), primary work sector (public vs.
private), participation in educational activities, and contact with people with addiction in
clinical practice. Mann-Whitney tests were performed for each subgroup.

Personal use of recreational cannabis was a factor that statistically significantly influ-
enced attitudes toward legalization, use, and increasing the diversity of products containing
cannabis in Poland (p < 0.001 for each comparison). Age also proved to be a differentiating
factor in attitudes toward cannabinoids. Comparisons were made between physicians
under 50 years of age and physicians 50 years of age and older. Younger physicians
expressed more positive attitudes toward cannabinoids, i.e., their use for treating close
relatives (p = 0.036) and legalization of medical marijuana (p = 0.009), than older physicians.
Similarly, physicians from larger cities (with a population of at least 100,000) were more
likely to use cannabinoids to treat themselves or their family members and more supportive
of legalizing marijuana for medical purposes than physicians from smaller cities. These
differences were also statistically significant (p = 0.046 and p = 0.036, respectively). For
physicians who have contact with people addicted to drugs or psychoactive substances,
compared to physicians without such contact, the results were statistically significant only
for the question about the number and variety of these cannabis-based medicinal products
should be greater (p = 0.042).

No statistically significant differences were found between the genders as a factor
differentiating attitudes towards cannabinoids (for all questions, p > 0.05) and similarly
when comparing physicians working primarily in the public and private sectors and
physicians who had attended any lecture or training on the medical uses of cannabinoids
(p > 0.05 for all comparisons).
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All comparisons are presented in Table 6.
Table 6. Factors linked with support for cannabis use in clinical practice and its legalization.
Question Median p-Value
All participants
Would you use cannabinoids in the treatment of 5.0
yourself or your family members? :
Do you support the legalization of cannabis for 5.0
medical purposes? :
Do you think that the number of registered medical 40
cannabis products should be increased in Poland? :
Gender Female (n =114) Male (n = 59)
Would you use carmabinoid.s in the treatment of 40 50 0.245
yourself or your family members?
Do you support the'z legalization of cannabis for 50 50 0126
medical purposes?
Do you think that the number of registered medical 50 50 0788
cannabis products should be increased in Poland? : ’ ’
Age group <50 years (n = 150) >50 years (n = 23)
Would you use cannabinoid's in the treatment of 40 40 0.036
yourself or your family members?
Do you support thg legalization of cannabis for 5.0 40 0.009
medical purposes?
Do you think that the number of registered medical 5.0 40 0.050
cannabis products should be increased in Poland? : ) ’
Main localization of work Cities < 100,000 habitants (1 = 61) Cities > 100,000 habitants (n = 112)
Would you use cannabinoid.s in the treatment of 40 45 0.046
yourself or your family members?
Do you support th? legalization of cannabis for 50 50 0.036
medical purposes?
Do you think that the number of registered medical 40 50 0.062
cannabis products should be increased in Poland? . ’ ’
Primary work sector Working mainly in the public sector (1 = 136) Working mainly in the private sector (1 = 36)
Would you use cannabinoid.s in the treatment of 40 35 0.063
yourself or your family members?
Do you support thg legalization of cannabis for 50 50 0413
medical purposes?
Do you think that the number of registered medical 50 45 0.347
cannabis products should be increased in Poland? : ’ ’
Past cannabis use No past cannabis use (1 = 105) Past cannabis use (1 = 68)
Would you use cannabinoids in the treatment of 40 50 <0.001
yourself or your family members?
Do you support the': legalization of cannabis for 5.0 50 <0.001
medical purposes?
Do you think that the number of registered medical 40 50 <0.001
cannabis products should be increased in Poland? : ’ ’
Education Participated in any medical training/lecture Did not participate in medical
on cannabinoids (n = 104) training/lecture on cannabinoids (1 = 69)
Would you use cannabinoids in the treatment of 40 40 0.466
yourself or your family members?
Do you support tht'a legalization of cannabis for 50 50 0.394
medical purposes?
Do you think that the number of registered medical 5.0 50 0325
cannabis products should be increased in Poland? : ’ ’
Contact with patients with addiction in clinical No contact with patients with addictions in Contact with patients with addictions in
practice clinical practice (n = 76) clinical practice (n = 97)
Would you use carmabinoid.s in the treatment of 40 40 0343
yourself or your family members?
Do you support the': legalization of cannabis for 50 50 0207
medical purposes?
Do you think that the number of registered medical 40 50 0.042

cannabis products should be increased in Poland?
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3.5. First Choice Treatment

We also asked about the first-choice treatment in the case of intense pain for partici-
pants and relatives. The majority opted for the selection of opioids (1 = 98; 56.6%); however,
a significant proportion also chose cannabinoids (1 = 48; 27.7%). Therefore, we decided to
investigate whether any factors might have influenced such choices.

Multinomial logistic regression was performed. The reference group for the dependent
variable was the choice of cannabinoids as the first-choice treatment. Pearson’s x2 test
was used for this purpose. The analysis showed a satisfactory fit according to both tests
(Pearson’s chi-squared: x%(106) = 125.20; p = 0.098; variance: x%(106) = 125.51; p =0.130). In
contrast, the model with all predictors was not significantly different in terms of data fit
from the model containing only a constant: X2(14) =15.75; p = 0.329; Nagelkerke R2 = 0.10.

Despite the statistically insignificant model, past cannabinoid use emerged as a signifi-
cant predictor for choosing cannabinoids vs. opioid medications as the first-line treatment.
If study physicians had used recreational cannabinoids in the past, they were 2.17-times
more likely to choose cannabinoids over opioid medications as the first-line treatment
for themselves and their relatives than if they had no experience with cannabinoids. The
results are shown in Table 7.

Table 7. Factors correlated with cannabinoids as the first-choice treatment for significant pain
(for participants or their relatives) and the OR of using opioids/no medication in reference to
cannabinoids.

p OR (95% CI)

Primary Choice—All Participants

Cannabinoids Opioid medication None of them
48 (27.7%) 98 (56.6%) 27 (15.6%)
Choosing cannabis vs.
Gender 0.209 0.62 (0.30; 1.31)
Age 0.420 0.60 (0.18; 2.07)
Place of living 0.846 0.92 (0.41; 2.07)
Public/private sector 0.307 1.66 (0.63; 4.37)
opioid medication - -

Prior education 0.323 1.46 (0.69; 3.11)

Contact with pts with
addiction in clinical 0.332 0.70 (0.34; 1.45)

practice

Past use of cannabis 0.046 0.46 (0.22; 0.99)
Gender 0.207 0.52 (0.19; 1.44)
Age 0.967 0.97 (0.21; 4.58)
Place of living 0.078 0.40 (0.14; 1.11)
Neither cannabinoids Public/private sector 0.856 0.88 (0.22; 3.50)
nor opioids Prior education 0.714 0.82 (0.29; 2.34)

Contact with pts with
addiction in clinical 0.522 0.73 (0.27; 1.94)

practice

Past use of cannabis 0.558 0.73 (0.26; 2.08)

The results (OR) are presented using cannabinoids as a reference point.

4. Discussion

Medical cannabis’ clinical importance in Poland increased dramatically following its
legalization in 2017 as the 12th country in Europe [13]. It is expected that Poland will play
a crucial role in expanding the European cannabis market. Even before the legalization of
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THC-containing cannabis, there had been an increase in interest in industrial hemp-based
products. The demand was created through intensive marketing of CBD oils, cosmetics,
food, and other products. According to the 2019 report, it is estimated that the total value
of the cannabis market will reach USD 2 billion in 2028 [41].

The Polish legal framework in which cannabis is considered a raw pharmaceutical
material is unique in Europe [42]. On the one hand, it implies no restrictions for cannabis
use in terms of gender, symptoms, or age. However, hospice and hospital pharmacies
cannot dispense cannabis because they cannot make magistral preparations, limiting access
to an important target group, namely palliative patients [13,17]. Additionally, there are no
approved indications list, contraindications, or national recommendations to define the
dosing and other vital aspects for making magistral preparations of adequate quality [40].

Given the complex legislative solutions and growing patient demand, increasing the
awareness, knowledge, and skills among prescribing physicians seems necessary. Although
physicians generally favored cannabis legalization, 91.3% declared they had no (or minimal)
clinical experience with cannabinoids. At the same time, 49.7% declared they had patients
for whom cannabinoids might be beneficial, and 53.8% of participants admitted they had
at least one patient asking about cannabinoid therapy in the last 6 mo. While medical
doctors declared they would use cannabinoids for pain treatment (77 /173—chronic non-
cancer pain; 60/173—neuropathic pain) and cancer-related symptoms (pain—128/173;
57—cachexia related to cancer; CINV and other—56/173), only 15 of them had prescribed
cannabis in the past.

Notably, on average, Polish physicians agreed with the statement that the number
of products containing medical cannabis should be increased and strongly agreed that
the legalization of cannabis is the right move. More than a quarter also declared that
cannabinoids would be the first-choice treatment for high-intensity pain for themselves
or their relatives. We also confirmed that past cannabis use increased the odds for select-
ing cannabinoids in these instances and favoring legalization. We found that younger
physicians were more open to legalization and increasing the number of products and use
of cannabis in the treatment of their relatives. However, an Irish study among general
practitioners found the opposite effect of age, and older physicians were more inclined
towards medical cannabis [22]. Furthermore, Crowley et al. found that those with training
in addictions declared more support for medical uses of cannabis, and we observed a
contrary effect [22]. Other reports have suggested that gender might also play a role in
perspectives on cannabis, but we did not observe such a correlation [21,22,33]. Surprisingly,
doctors working primarily in the private sector were not different from those in the public
sector. Knowing that patients pay the total cost of treatment, those who can afford such
therapy would rather use private healthcare, which is easier to access and offers a shorter
waiting time for a consult than public healthcare. Nonetheless, the sector of work was not
found to influence physicians’ perspectives.

It might be concerning that almost 40% of Polish physicians participating in this study
had used cannabis in their lifetime. According to the 2019 report by Polish National Office
for Counteracting Drug Addiction, 7.8% of the Polish population aged 15 y or more used
cannabis in the last year; this makes cannabis the most prevalent illicit drug in Poland [43].
In studies conducted in other countries, the proportion of users was similar. In a 2012
study, the average proportion of the population aged 15 y or more declaring cannabis use
in the EU for the adult population was 23.3%, ranging from 1.6% in Romania to 40.9% in
France [44]. This is higher than the population’s average for Poland (12.2%) and lower than
that found in our study [44]. Nonetheless, in other studies, such discrepancies between the
official reports were also identified. In a study by Perreira et al., 48.9% of nursing students
from Spain had used cannabis. In contrast, in official statistics, it reaches 30% [35]. In a
study conducted among medical students from Serbia, a country that used to be a part of
the Soviet Union, the proportion of users of cannabis also exceeded the one found in official
reports similarly to our findings (34.9% vs. 12.4%) [45]. A plausible explanation is that
most of our participants were from larger cities, where illicit substances are more accessible.
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In contrast, medicine students from other countries from the former Soviet Union, such as
Belarus and Russia, rarely consume cannabis for recreational purposes (10.6% and 3.3%,
respectively) [33,34]. That might indicate some social changes arising between counties of
the former Soviet bloc: some are now drifting towards the Western countries of Europe,
and some are more inclined towards the East. Nonetheless, other possible explanations
could be investigated in other research.

Past use of recreational cannabis is an important factor influencing perspectives on
medical cannabis in numerous studies. We found that it increases the odds of using
cannabinoids as the first-choice therapy for severe pain by 2.17-times. It was also shown
that these physicians presented a more positive attitude toward legalization, use in the
treatment of their relatives or themselves, and increasing the number of cannabinoid-
containing medicines in Poland (p < 0.001 for comparison with nonusers). In other studies,
it was also demonstrated that this factor has a significant influence on opinions. In a study
among nursing students in Spain, users were more inclined towards medical cannabis
legalization than nonusers (85.4% vs. 72.6%; p = 0.003), as well as recreational (44.3% vs.
17.7%; p < 0.0001) [35]. In Belarus, medicine students who used marijuana more often
declared they would recommend cannabis to patients in the case it was legal (85.9%; 61.8%;
p < 0.001) and more rarely admitted that it could be addictive (33.9%; 12.1%; p < 0.001),
that it has the potential to cause serious side-effects, and is dangerous for physical (53.1%;
27.9%; p < 0.001) and mental health (55.6%; 23.3%; p < 0.001) [45]. A similar relationship
was identified in Serbia for medical and recreational cannabis legalization [34].

In the authors’ opinion, Polish physicians’ optimistic attitude towards the legalization
of medical cannabis is a positive finding, given that pain is one of the most common qualify-
ing conditions for such treatment in numerous reports from patient registries [46-48]. Pain
treatment was also the most frequently chosen indication for using cannabinoids by Polish
physicians. In previous studies involving physicians, it was consistently ranked among the
best-known indications for cannabis use, together with palliative care and multiple sclero-
sis [18,19]. Sixty-three percent of Irish GPs agreed that cannabis is a legitimate treatment
option for chronic pain, and almost forty percent of Norwegian physicians believe that
its addition to the treatment schedule can reduce opioid consumption [21,22]. Moreover,
almost 80% of primary care physicians from Minnesota agreed that cannabis should be
offered for cancer pain and almost 70% for both pain as a symptom and pain refractory
to treatment [24]. A similar proportion was found among physicians from New York [23].
In another study comparing the perceptions of clinicians and patients from San Francisco,
both groups admitted that cannabis could alleviate pain, at least to some extent, and both
groups were less concerned about co-use of cannabis and prescription pain medication
than cocaine or opioid abuse [27]. The clinicians in that study reported that they were less
likely to ask or conduct cannabinoid tests than for other controlled substances.

Despite the openness and encouraging attitude towards medical cannabis use, a
limited proportion (8%; n = 15/173) have ever issued a prescription. Similarly, access to
adequate pain treatment in Poland is limited, as evidenced by official reports; however, it
is estimated that 20% of the 38 mln Polish population lives with chronic pain [49]. That
topic was raised on numerous occasions by the Ombudsman, Patient Ombudsman, and
parliamentary interpellations [16,49]. The National Institute of Audit published a report
revealing that in 94% of hospitals inspected, no evidence of regular pain evaluation was
documented, and almost 70% did not establish any procedures to treat pain effectively,
including patients undergoing surgical interventions. In addition, they revealed that the
inhabitants of 266 out of 373 counties that were distinguished in Poland in 2016 did not
have access to public pain treatment centers [49,50]. While countries of the West report
higher use and aim to introduce more control measures in the case of opioids, in Poland,
many patients struggle to receive adequate medication for pain of strong intensity [11,12].
The bad reputation of opioids makes them stigmatized by society, including healthcare
professionals, which was raised by one of the regional consultants in palliative care in an
open letter in 2017 [51].
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When access to pain treatment is limited and the knowledge about controlled sub-
stances is low among healthcare professionals, this might have severe consequences for
patients who decide to self-medicate to alleviate their symptoms. It has been observed
that patients devoid of professional pain treatment tend to overuse over-the-counter (OTC)
pain relievers, mainly non-steroid anti-inflammatory drugs (NSAIDs) and paracetamol.
In a study conducted by the Chief Statistical Office, 33% of surveyed Polish citizens took
OTC pain medication in the previous 14 d and a similar proportion OTCs for the common
cold and its symptoms [52]. In most cases, these medications also contain acetaminophen
and ibuprofen (or other NSAIDs). According to a 2016 paper, 1 admits to modifying the
recommended doses of NSAIDs [53]. The poisonings with OTC pain medication, namely
acetaminophen, are responsible for up to 70% of acute liver failure cases in Europe and
more than 50% of drug-induced liver damage [54]. This class of drugs was considered
safer than THC in our study, although the consequences of an overdose of NSAIDs might
be severe and even fatal, while most side-effects for medical users of cannabinoids are
short-lasting, and a fatal overdose is extremely unlikely [53-55]. The OTC status of some
pain medications might give a false sense of safety to both patients and healthcare workers,
and the stigma surrounding pain medications based on controlled substances leads to sub-
optimal prescription rates [11]. This leads to inadequate pain treatment (or self-treatment
with OTC medications) for severely ill patients and overdose-related side-effects [11,52-55].
We believe that the introduction of medical cannabis is a reasonable opportunity to initiate
comprehensive education for physicians on pain management, which would also help
identify the right place for cannabinoids in daily practice.

An essential complication for a smooth introduction of medical cannabis into regular
clinical practice is the lack of consensus of medical society in its recommendations. In
the case of Poland, there is a lack of local recommendations that would consider local
specifics [9,40]. Although pain treatment is the most studied and least controversial of the
indications for cannabis use, its place in clinical practice is yet to be defined. Available
recommendations in Europe are primarily heterogeneous, even for indications without
mounting evidence to support cannabis use, such as pain [9,56-58]. The British National
Institute for Health and Care Excellence (NICE) and the Finnish Medical Association
have stated that they are not in support of the use of cannabis-based products for pain,
whereas EFIC, the Dutch Office of Medicinal Cannabis (OMC), and the German Pain
Society list chronic pain as one of the possible indications for use, especially neuropathic
and cancer-related pain [9,56,57]. Still, the recommendations from these organizations are
different in many aspects, with some restricting cannabis use to unspecified, refractory cases,
while EFIC proposes cannabinoids as the third-line treatment in neuropathic pain, after
gabapentinoids and lidocaine [58]. Although a considerable population could potentially
benefit from using cannabinoids, the availability of such medications remains limited
for many patients [59,60]. That could be improved by creating clear recommendations,
standardizing the use of cannabinoids, acknowledging local legislative solutions, and
educating healthcare professionals involved in patient care.

According to physicians’ declarations, our results and previous studies might give
the illusion that there are few (if any) barriers to cannabinoids’ use for the most studied
indications. A lack of experience is one of them. Most participants (91.3%) reported having
no clinical experience with cannabis. Furthermore, Arnfinsen et al. demonstrated that only
four out of three-hundred thirty-four doctors ever recommended cannabis to a patient [21].
However, data from other papers revealed that there might be other factors than personal
opinion and experiences that limit access to medical cannabis [18,19]. We hypothesize that
one of them is a lack of awareness by medical professionals of the hazards related to illegal
cannabis consumption and the perception that prescribing such a prevalent drug is not
a burning need. Patients who are denied access to such treatment turn to illegal sources,
creating a gap between the number of official prescriptions and the number of people
declaring the use of cannabis for medical reasons. Discrepancies between the number of
cannabis users and prescriptions are becoming evident in other countries. In the U.K,,
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2 y after the legalization of cannabis for medical purposes, only 60 prescriptions in total
were issued, whereas the target population was estimated at 1.5 mIn (2% of the total
population) [59,61]. In The Netherlands, only 16,000 patients benefited from the Medical
Cannabis Programme from its beginning until 2016 [62]. At the same time, other reports
demonstrated that numerous users of recreational cannabis take it for medical reasons [61].
That is disturbing as recreational cannabis of unknown sources is likely to be contaminated
with herbicides, pesticides, heavy metals, and other substances absorbed to the lungs when
inhaled [63,64]. In contrast, pharmaceutical-grade cannabis is routinely tested to exclude
its presence.

In recent years, a new hazard has emerged of so-called “designer drugs”. Synthetic
cannabinoids and other new psychoactive substances (NPSs) are sold as herbal cannabis
on the black market. Usually, herbal material is sprayed with these substances [65]. Some
of them, such as “Spice” or “K2”, are now widely available in Europe [66]. It is worth
highlighting that the patients declare that they would prefer to have qualified physicians’
supervision and obtain a legal prescription; this has been observed in the authors’ clinical
practice [61]. Considering that the risk associated with cannabinoids” use was considered
equal to the most commonly used classes of medicines by Polish physicians, education
about the potential health hazards related to the consumption of illegal cannabis (including
medical purposes) is vital.

Although it is likely a coincidence, in 2017, the same year when the use of medical
cannabis was permitted, the Patient Rights Act was updated with a statement that each pa-
tient has the right to proper pain management [16]. The Ministry of Health draft legislation
debated at that time, which was meant to improve pain management in patients, did not
come into force [49]. A new project prepared in 2020 was also meant to standardize the
management of patients with pain, but was not welcomed by the medical society because
of the extra workload and no additional financing [67,68]. However, our study revealed
that Polish physicians are open to new options for managing pain and other symptoms
that cannabinoids might alleviate. They also declared that the safety profile is comparable
to other commonly used classes of medication. In summary, it becomes urgent to enable
Polish patients to access adequate pain treatment by increasing the number of trained
medical professionals and medical facilities that would provide medical advice and care.

This study has certain limitations. One of the most important is the small sample
size; therefore, we did not recruit enough representatives of different medical specialties
to enable subgroup analysis. We did not include nurses, pharmacists, and representatives
of other medical professions involved in direct patient care. The correlation between past
cannabis use and a more positive attitude towards cannabinoids found in our study might
have influenced the overall result. Nonetheless, we demonstrated that the nonusers (60% in
our group), when considered separately, were also in favor of medical cannabis legalization
and use in the treatment of relatives.

5. Conclusions

This was the first study to investigate the perspectives of Polish physicians about
medical cannabis in both clinical aspects and their educational needs and opinions about
systemic solutions (reported elsewhere) [40]. On average, they favored allowing medical
cannabis use, regardless of age, gender, professional background, and past experiences with
cannabis, but the magnitude of such support varied slightly among some of these groups.
Nevertheless, it is of concern that a limited number has any experience with prescribing
cannabis, given that most have patients actively asking for such treatment. Awareness
of the safety profile of THC is low. Our results might indicate that there is a need to
create tools, such as clinical guidelines, to advise physicians in their routine practice. More
research could shed light on the differences among representatives of different medical
backgrounds and other medical professions.
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Abstract: (1) Background: In November 2017, medical cannabis was legalized in Poland. Until now,
there have been no studies conducted to examine the perspectives of Polish physicians about their
preferences regarding medical cannabis legal status and educational needs. (2) Methods: The survey
was a self-developed online questionnaire with 57 participants. Participation was voluntary. The link
was shared through a personal network of medical doctors, regional medical chambers, and with
doctors attending palliative care courses organized by our research group. Results: Between June and
October 2020, 173 HCPs from Poland completed the survey. More than half of the study participants
never received any education on medical cannabis (60.1%); 71.1% declared their knowledge was
insufficient to counsel patients about medical cannabis use. The majority claimed that they would
like to be able to answer patient questions (92.4%); 93.1% declared a need to create clear guidelines
for using cannabinoids in clinical practice. Furthermore, 71.7% believed that medicines containing
cannabinoids and 52.0% that herbal cannabis should be reimbursed (3). Conclusion: Most medical
doctors do not feel prepared for patient counseling. They could benefit from targeted educational
interventions. We have also identified physicians’ preferences that might inspire the stakeholders
involved who are critical for shaping policies regarding cannabis-based therapeutics.

Keywords: medical cannabis; Poland; physicians; perspectives; survey; cannabinoids; education

1. Introduction

On the 1 November 2017, the legal status of herbal cannabis in Poland changed. It
became legal as a pharmaceutical raw material for preparing prescription drugs material
under the Act of Counteracting Drug Addiction in Poland [1]. Physicians may prescribe
cannabis under the same conditions as other controlled substances. Several strains are
available in Poland, with varying THC: CBD (tetrahydrocannabinol: cannabidiol) ratio and
terpenoid and flavonoid profile. Sativex, oromucosal spray with THC, i.e., a CBD ratio
close to 1:1, is also registered in Poland for symptom improvement in auld patients with
moderate to severe spasticity due to MS (multiple sclerosis) [2,3]. The Ministry of Health
(MoH) did not grant the refund to any medicine containing cannabinoids, which means
that the patients pay the total, relatively high cost of treatment. There were only a few
exceptions where patients were granted financing from MoH through a compassionate
use program.

Current Polish regulations classify THC as a substance with a high probability of abuse
and low therapeutic value (II-P group). Herbal cannabis, other than fiber-type cannabis
(with THC content >0.2%), is classified under the I-N category, defined as a substance with
high abuse potential, which may have therapeutic applications [4,5]. There are no defined
limits on the quantity of possessed cannabis for treatment purposes. However, it should be
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no higher than the amount required for 90 days of treatment, which is calculated based on
dosing on the prescription of THC, with no upper limit; this regulation does not apply to
other cannabinoids, such as CBD [6].

The cultivation of cannabis, including culture by patients’ medical needs, is not
allowed on Polish territory. Therefore, the whole market relies on deliveries of cannabis
from foreign countries by marketing authorization holders (MAHs) registered in Poland,
originating from Canada or Germany. The sole exception is the culture of cannabis for
research purposes, but such permission is granted only in exceptional situations by the
Chief Sanitary Inspectorate [6].

The Polish the Agency for Health Technology Assessment and Tariffication (HTA&T)
has repeatedly recommended against reimbursement of herbal cannabis on numerous
conditions: chemotherapy-induced nausea and vomiting; multiple sclerosis; chronic pain;
epilepsy, including treatment-resistant epilepsy; Dravet syndrome; Jacobsen syndrome, and
glaucoma due to Sturge-Weber Syndrome [7-10]. All the HTA&T statements point out that
there is no evidence demonstrating the effectiveness of specific, CBD-rich cannabis strains
in refractory epilepsy. However, they admit that there is evidence of the benefits of this
active compound from clinical trials of other medicines in both Dravet and Sturge—Weber
Syndromes [7,8]. A similar narrative the HTA agency used to decline reimbursement of
THC-containing strains of cannabis (with or without CBD) in indications such as chronic
pain, complex regional pain syndrome (CPS), and phantom pain. The agency admitted
that the available evidence is limited and does not justify any form of copayment (i.e.,
reimbursement) by the Ministry of Health [10].

The regulations regarding treatment with cannabinoids are murky and split into
numerous law acts; as a result, many physicians avoid prescribing cannabis, even when
the treatment has already been prescribed by another qualified healthcare professional.
Technically, every medical doctor in Poland is permitted to prescribe cannabis, regardless
of having a specialist’s title or professional training, similarly to other medicines based
on controlled substances, such as opioids [1,2,4-6]. On the other hand, the decision to
initiate treatment and the responsibility for choosing proper indication and dosing relies
solely on the prescribing physician because no official guidelines define these [11]. Patients
receiving cannabinoids as therapy do not obtain official documents, such as certificates. No
registry of patients taking cannabinoids exists to track prescriptions, overall consumption
rates, or outcomes. There are also no official lists of physicians authorized to prescribe
cannabis [1,2,4-6]. No independent source of education for physicians is available, and the
medical uses of cannabinoids and the physiological basis of their mode of action are not
part of medical curricula for medicine students. In the current setting, prescribing cannabis
might be considered risky, especially given the lack of educational resources available to
the HCPs. To date, no studies have been conducted in Poland to reveal the educational
needs and preferences for systemic solutions to control the medical cannabis market.

Surveys regarding medical cannabis were conducted worldwide among certified med-
ical doctors, pharmacists, and medical faculty students [12-30]. Most of these studies reveal
problems with the lack of local clinical standards or knowledge about the legal status of
medical cannabis [12,13]. In studies that included such questions, most respondents ranked
their level of knowledge as low or insufficient in the context of clinical practice [14-17].
Furthermore, both students of medical faculties, including medicine, nursing, or pharmacy,
and certified physicians declare they would like to receive more education. The students
participating in these studies from other European countries (Spain, Poland, Serbia) also
admit that they would like to have some classes at the university [19-21]. Previous studies
demonstrate that, although most medical doctors accept using cannabis for medical reasons,
recreational uses do not get as much support. Studies also show that views vary by medical
specialty, gender, age, and religiosity [12,13]. Oncologists and palliative care specialists
usually advocate strongly for the use of medical cannabis, family medicine, and neurology
specialists are more conservative [12,13,22-28]. There are also slight differences in the
acceptance of incorporating cannabinoids in clinical practice between doctors and medical
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students living in different geographical locations [12]. In both studies conducted among
general practitioners in Ireland or Minnesota, 58% of physicians supported the legalization
of cannabis for therapeutic purposes, and among Spanish nursing students—75% [18,19,23].
In Eastern Europe, this proportion was generally lower, reaching 33% in medical students
of Belorussian origin. In Russia, only 26% of male students of medicine declared they
would recommend medical cannabis to a patient in the event of its legalization [12]. These
differences might be explained by personal experiences, professional training, and cultural
differences. Previous studies have shown profound differences in illicit drugs and alcohol
consumption among different European countries. There are also significant differences
between the consumption of controlled substances in medicine between Eastern (less than
1000 defined daily dose (DDD) of morphine) and Western Europe (over 10,000 DDD) [29].

Medical cannabis remains an ongoing controversy in conservative countries of East-
Central Europe; however, none of the studies mentioned above involved medical doctors
from Poland. Poland has been a member of the United Nations (UN) since 1999, and of
the European Union (EU) since 2004. Considering that the average age of medical doctors
in Poland in 2017 was 52 years [30], and the time required to acquire specialist training,
most attended university in the 80’. At that time, Poland was still under Soviet influence,
which ended after 1989. Therefore, Polish citizens in recent decades have been under
the influence of contrary cultures, which shaped their beliefs, perspectives, and actions.
We decided to investigate their views on medical cannabis and legislative solutions and
their self-evaluated knowledge level, educational needs, and motives for expanding their
knowledge on medical applications of cannabinoids. This study aims to provide insights
from medical practitioners to inform their views on the medical cannabis policy in Poland
approximately three years after its legalization. We aim to use the results to inform relevant
stakeholders about educational activities necessary to increase competence and knowledge
and to motivate physicians to attend such events.

2. Materials and Methods

This study report was written based on the the Checklist for Reporting Results of
Internet E-Survey (CHERRIES) guidelines [31]. It was an open survey, and participation
was voluntary. Access to the questionnaire was only possible through a direct link. We
offered no incentives for participation.

2.1. Survey Development

We initially aimed to perform the survey in traditional (paper) form; however, the
form was switched to digital because of the coronavirus pandemic outbreak. We used
Google Forms as a data collection platform. Two medical doctors from the research group
tested the online survey before the links were shared with participants. They introduced
minor corrections to the wording and mechanics of the survey, i.e., type of questions.

We based the survey on two self-developed questionnaires. One was previously
distributed during a conference about medical cannabis in January 2019 organized by
Hospice of St. Christopher in Warsaw. Questions regarding systemic solutions were
adapted from that survey. These questions asked about the attitude towards medical
cannabis legalization and formal restrictions and requirements for cannabis prescribing.
The second survey was developed to investigate attitudes and knowledge about opioids
among physicians, commissioned by the National Bureau for Drug Prevention (NBDP).
Results from the survey about opioids were reported separately (the report is owned by
NBDP and is not publicly available). We adapted and adjusted the questions regarding
clinical aspects from that questionnaire on opioids, but we plan to report these results in a
separate paper.

2.2. Survey Design

The study’s aims, information about the researchers’ organization, and a short survey
description were displayed before the questions. The study questionnaire consisted of
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57 items grouped in five parts: demographic data, legal aspects, and access to medication
containing cannabinoids; cannabinoids’ use; clinical practice; educational needs; and per-
sonal experiences with controlled substances. There were open questions (about medical
specialty or to allow participants to explain their answer in more detail) and closed ques-
tions (some using Likert 5-point scale or single- and multiple-choice answers). Questions
were not randomized. The survey form forced its completion before submitting the result.
All participants could check and correct their answers before submitting.

2.3. IRB Approval

The study protocol was prepared in line with the recommendations of the Helsinki
Declaration. It was approved by the Bioethics Committee of the Medical University of
Warsaw (IRB statement from the 3 February 2020, number AKBE /22 /2020).

2.4. Participants

The survey participants were medical doctors with or without specialization. The
participants were recruited from June to October 2020 in the following ways:

e From an online palliative medicine course in June and October 2020, which our
research group organized in the Hospice of St. Christopher in Warsaw.

e  From a closed Facebook group for young medical doctors during specialization (res-
idents) known as “Residents Agreement”, with the group’s owner verifying the
professional background of group members.

e  Through a newsletter for medical doctors known as “Young Medical Professionals”,
led by an organization which helps in the preparation of professional examination for
prospective physicians.

Through a personal network of physicians from different medical backgrounds.

We sent a request to share the link to the questionnaire with all regional medical
chambers in Poland. There are 16 chambers, one in each voivodeship. It is cur-
rently mandatory that each medical doctor is a member of one located in his primary
workplace. Each has its website and a newsletter sent to every member.

The diversity of sources should enable the participation of a broad group of physicians
representing different medical backgrounds from different age groups and geographical
localization. In Poland, there are essential differences in terms of political preferences,
religiosity between the eastern and western parts of Poland, with the east being more
conservative and catholic and the west showing contrary tendencies. These factors influ-
ence choices and opinions about cannabis; therefore, it was vital to reach physicians using
various channels.

We did not collect personal and contact data. To ensure the complete anonymity of
the survey users, the IP was not collected. Each set of answers was reviewed manually for
completeness and any random/accidental entries. None were identified.

We would exclude any entries made by physicians or double entries identified based
on the open-ended answers. There were no exclusion criteria in terms of time spent on
filling out the questionnaire. The survey forced the respondent to fill out all fields, and
incomplete records were not saved.

2.5. Statistical Analysis

Statistical analysis was performed using the IBM SPSS Statistics ver. 26 (IBM Corp.,
Armonk, NY, USA). An analysis of basic descriptive statistics was performed.

3. Results
3.1. Response Rates

Due to the limitations of the online platform, which does not enable the removal of
duplicates, it was necessary to review all records manually. Because some questions (e.g.,
medical specialty, years of practice, answers to some questions in the clinical part) had to
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be introduced by the survey participant in writing (e.g., medical specialties), it was possible
to identify unique visitors. No duplicates were found.

3.2. Basic Characteristics

Between June and October 2020, 173 physicians from Poland completed the survey.
Most participants (1 = 150; 86.7%) were less than 50 years old and lived in large cities with
more than 100,000 inhabitants (n = 112; 64.7%). Only a limited proportion declared they
work mainly in the private sector (n = 36; 20.8%). The most common MDs with specialist
titles were general practitioners (GPs), internal medicine, and oncology-related.

The participants were from 15 out of 16 voivodeships (macroregions) of Poland. A
similar proportion of participants were recruited from western voivodeships in Poland
(n = 66; 38.15%), central (n = 59; 34.1%), and eastern regions (n = 48; 28.78%). We presented
other characteristics of the study participants in Table 1.

Table 1. Demographic data.

<30 Years 41 23.7
30-39 years 76 43.9
Age Group 40-49 years 33 19.1
50-65 years 23 13.3
Male 59 341
Gender Female 114 65.9
Internal medicine (and associated specialties) 38
GP 20
Oncology and hematology (e.g., radiotherapy. oncology surgery) 14
Psychiatry 11
Anesthesiology and intensive therapy 16
Neurology (adult and pediatric) 7
Medical background Gynecology >
Surgical 6
Palliative care 3
Hematology 2
None/during medical training (unspecified) 28
Other 24
pediatrics 7
Medical internship 5
Town/villages up to 10,000 habitants 12 9
Towns from 10-20,000 habitants 15 8.7
Primary workplace Cities 20-50,000 habitants 9 5.2
Larger cities 50-100,000 habitants 25 14.5
Large cities 112 64.7
Public 136 78.6
Primary sector Private 36 20.8
No data 1 0.6
Yes 76 439

Contact with persons with addictions
No 97 56.1
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Table 1. Cont.
Yes 68 39.9
Past use of recreational cannabis
No 105 60.7
Yes 15 8.7
Clinical experience with cannabinoids
No 158 91.3

GP—general practitioner.

3.3. Education Level on Cannabinoids and Medical Cannabis

More than half of the study participants never received any education regarding
medicinal cannabis (1 = 104; 60.1%). The most mentioned educational activity was a lecture
about cannabinoids attended at a conference dedicated to another medical subject (1 = 49).
Few participants participated in a conference (1 = 7), or a course (n = 10) dedicated entirely
to medical cannabis and cannabinoids before taking part in the study. When asked if their
knowledge was sufficient to counsel patients on medical cannabis use, roughly 10% of
doctors said they did (17/173) and 71.1% (123/173) said they did not. More details can be
found in Table 2.

Table 2. Education on medical cannabis and cannabinoids.

Answer N (%)
Did you receive any education on medical No 104 (60.1%)
cannabis and cannabinoids in the past? Yes 69 (39.9%)
A conference dedicated to cannabis/cannabinoids 7
Course on medical cannabis and cannabinoids 10
What kind of education was it? *
A lecture on cannabinoids during another conference 49
Other 22
No 80 (46.2%)
Rather not 43 (24.9%)
D i 1 is suffici
0 you believe your know edge. is sufficient to Neither agree nor disagree 33 (19.1%)
counsel patients on cannabinoid use?
Rather yes 12 (6.9%)
Yes 5 (2.9%)

* the number exceeds the number of participants declaring past training in cannabinoids as some marked more than one answer.

For the questions which used a 5-point Likert scale for assessment, we decided to
group the answers to ease the interpretation. We ranked 4 and 5 as “agree”, 3 as “neutral
opinion”, and 1 to 2 as “disagree”. In terms of the motivation for increasing knowledge
on medical cannabis and cannabinoids, most frequently, the doctors claimed that they
would like to be able to answer patient questions (160/173; 92.4%) and discuss their
experiences with other medical professionals (159/173; 91.9%). Another reason frequently
chosen was to seek new treatments for patients for whom other treatments do not provide
sufficient relief or the side effects are intolerable (145/173; 83.8%). A similar number
of participants declared having safety concerns (69/173; 39.9%) and denied having any
(66/173; 38.2%). Personal motivation was the least motivating; only 38 participants agreed
or partly agreed with that statement (22.0%). Only 38 participants (22%) declared that they
were not interested in increasing their knowledge of medical cannabis. Table 3 shows the
motives for further education on cannabinoids.
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Table 3. Motivation for expanding knowledge on medical uses of cannabinoids.

2— 3—

1— Neither 4— 5—
Disagree

Partly
Disagree

Agree Nor Mean Median Mode

Disagree

Partly Agree Agree

I'm not interested in
medical uses of
cannabinoids

110 25 13 12 13 1.8 1 1

I would like to expand
my knowledge and skills
in the medical use of
cannabis/cannabinoids

3 5 17 47 101 4.38 5 5

I would like to be able to
answer patient questions
about cannabinoids

I'would like to be able to
consult cases from my
clinical practice with
other professionals

3 3 8 53 106 4.48 5 5

I would like to be able to
verify my experiences
and opinions related to
cannabinoid containing

products

3 4 11 59 96 4.39 5 5

I have some concerns
about the safety of
cannabinoids

30 36 38 54 15 293 3 4

Seeking new treatments
for patients for whom
current treatments are

ineffective or intolerable

6 5 17 49 96 4.29 5 5

Personal motivation

54 29 52 23 15 2.51 3 1

SD—standard deviation.

3.4. Systemic Solutions on Access to Medical Cannabis

Most study participants (161/173; 93.1%) declared a need to create clear guidelines
for using cannabinoids in clinical practice. One hundred and twenty four participants
(71.7%) believed that the Polish government should also reimburse medicines containing
cannabinoids. Physicians showed less support for the herbal form of cannabis (90/173;
52.0%). Most doctors disagreed with the statement that an official request for cannabis
treatment should be issued by a prescribing physician and approved by an officially
established, empowered body before treatment initiation (142/173; 82.1%) or that, in all
cases, the patient should be consulted by a psychiatrist before initiation of treatment with
cannabinoids (108/173; 62.4%). The majority also disagreed that there should be a national
registry of patients or doctors authorized to prescribe medical cannabis (90/173 in both
cases; 52.0%). Fewer doctors disagreed (51/173; 29.5%) than agreed (85/173; 49%) that
the prescription for cannabinoids should be issued only by a physician with training
in cannabinoids use. It is worth noting that being a specialist was claimed necessary
(72/173; 41.6%) and not necessary (79/173; 45.7%) by a similar proportion of physicians.
We presented answers to the questions on systemic solutions in Table 4.
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Table 4. Access to cannabinoid, systemic, medicine-related solutions.

Do You Agree That

1—

Disagree Disagree

3—Neither
Agree Nor
Disagree

2—Partly 4—Partly

Agree 5—Agree Mean SD (+) Median Mode

any physician may

prescribe medical
cannabis and
cannabinoids?

32

26 31 35 49 3.25 1.48 3 5

medical cannabis and
medicines containing
cannabinoids should be
available to patients in
selected indications
only with a physician’s
prescription with a
specialist background?

48

31 22 28 44 2.94 1.57 3 1

medical cannabis and
medicines containing
cannabinoids should be
available with a
doctor’s prescription
with special training (or
certificate) in treating
cannabinoids?

31

20 37 38 47 3.29 1.44 3 5

A request for
cannabinoid treatment
issued by a physician
should be approved by
a government or
self-regulatory medical
organization

109

33 17 6 8 1.68 1.09 1 1

initiation of
cannabinoid treatment,
regardless of the
primary indication,
should be consulted
with a psychiatrist

55

53 30 21 14 2.34 1.26 2 1

there is a need for clear

guidelines for medical

cannabis/cannabinoid
drug treatment

2 9 28 133 4.68 0.68 5 5

medicines containing
cannabinoids should be
reimbursed

3 42 44 80 4.12 0.99 4 5

herbal cannabis should
be reimbursed

11

13 59 32 58 3.65 1.2 4 3

there should be a
national registry of
people treated with

cannabinoids

64

26 37 21 25 2.52 1.45 2 1

there should be a
national registry of
physicians authorized
to prescribe
cannabinoids

63

27 33 21 29 2.57 1.49 2 1

SD—standard deviation.

3.5. Recreational Drug Use

Questions about personal experiences with recreational drugs revealed that most
of the participants were naive about cannabis. Only 39.9% (n = 68) admitted having an
experience with recreational cannabinoids, such as herbal cannabis and hashish. Most
study participants (60.7%; n = 105) denied having any personal experience with cannabis.
One of the participants claimed to be addicted to cannabis.
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Those who admitted having used it consumed it for reasons other than medical
(32.94%; n = 57). In addition, 82.1% (n = 142) declared that, if marijuana was legal, they
would not use it for recreational purposes. Most agreed that cannabis can be addictive
(90.2%; n = 156) and is harmful to human health (64.2%; n = 111); however. not with the
statement that it might be a ‘gateway drug’ leading to abuse of hard drugs (59%; n = 102).
Other results might are in Table 5.

Table 5. Past use of cannabis and other psychoactive substances.

No Yes All
Have you used cannabinoids (marijuana, hashish) in the past? 105 (60.7%) 68 (39.9%) 173 (100%)
If yes, have you used cannabinoids for medicinal purposes? 57 (32.94%) 11 (6.36%) 68 (39.3%)
Do you think cannabinoids (marijuana, hashish) are dangerous o o o
to human health? 93 (53.8%) 80 (46.2%) 173 (100%)
Do you consider yourself to be addicted to cannabinoids? 172 (99.4%) 1 (0.6%) 173 (100%)
Do you believe that Cannabm(.)lc%s (marijuana, hashish) can 17 (9.8%) 156 (90.2%) 173 (100%)
be addictive?
Do you think that the use of cannabinoids (marijuana, hashish) o o o
leads to the abuse of harder drugs? 102 (59.0%) 71 (41.0%) 173 (100%)
Do you believe that marijuana/hashish is harmful to o o o
human health? 62 (35.8%) 111 (64.2%) 173 (100%)
Do you think medical marijuana is safer than illegal cannabis o o o
products (“street cannabis”)? 4 (2.3%) 169 (97.7%) 173 (100%)
Is 1tposs1ble that. when you have easy access to medical 142 (82.1%) 31 (17.9%) 173 (100%)
marijuana, you will reach for it for recreational purposes?
Have you used other psychoactive drugs in the past (e.g.,
opioids, LSD, ecstasy, psilocybin, legal highs), or/are you 109 (63.0%) 21 (12.1%) 130 (75.1%)

currently doing so?

4. Discussion

As the medical cannabis market grows in Poland, it becomes essential to understand
physicians’ perspectives on this controversial topic. This study was the first performed
among Polish physicians to investigate their beliefs about medical cannabis and views
on the shape of policy in their country. Most participants (93.1%) confirmed a need to
prepare medical guidelines about cannabinoids use. While most supported reimbursement
of medicines containing cannabinoids (71.7%) for herbal cannabis, this percentage was
lower (52%). We also found a legitimate need to provide educational interventions to train
medical professionals in medical applications of cannabinoids and the physiological basis
of their mode of action. Over 1/3 also declared that they have safety concerns regarding
medical uses of cannabinoids (39.9%). It is worth noting that medicinal cannabis was also
considered safer than one bought from illegal sources by the vast majority (97.7%); 71.1%
claimed their knowledge level to be too low to provide advice to patients. Almost all
physicians agreed (92.4%) that they would prefer to be more knowledgeable on this topic to
fulfill patient’s expectations. The factors encouraging them to seek more information about
medical cannabis and cannabinoids were mostly patient-centered (seeking new treatments
for cases with no other acceptable therapeutic options, clarifying safety concerns). At the
same time, most declared that personal motives are not a factor that could increase their
willingness to learn more (only 22% agreed).

Alack of clear guidelines regarding medical applications of cannabinoids is one of the
commonly listed barriers to cannabis use [12,16,22]; 93.1% of Polish physicians declared a
need to formulate clear guidelines to inform physicians how to incorporate cannabinoids
into their clinical practice. Similar findings come from studies conducted in other countries;
93% of prospective medical doctors from Serbia and 64% of physicians from Canada



J. Clin. Med. 2021, 10, 4545

10 of 15

also claimed that such guidelines are essential [12,16]. Still, a survey covering European
countries demonstrated that medical associations published position papers about medical
cannabis and cannabinoids in only three of them [11]. Given that cannabis use and patient
demand are increasing, the unresolved issue of formulating clinical management guidelines
should be addressed urgently by relevant medical associations in Poland.

Over 71% of physicians declared that their knowledge level about cannabinoids is
“not” or “rather not” sufficient for patient counseling. Our finding that MDs self-evaluated
knowledge about cannabinoids is not sufficient is repeatedly found in studies from other
countries [12-28]. In Norway, 71% of surveyed physicians declared that they would like to
be more knowledgeable about this topic [22]. Similarly, 74% of Canadian physicians felt
not sufficiently informed about medical cannabis [24]. In another study conducted among
physicians from Minnesota, 50% felt prepared for answering patient questions, and 77%
were interested in learning more, in comparison with 92% of participants of our study [23].
In another study with a mixed group of HCPs (including pharmacists and nurses) involved
in oncology care, the percentage of professionals who self-evaluated their knowledge level
to be too low was 84%, similar to our findings [28].

Studies conducted among healthcare practitioners (including prospective HCPs) show
that, even when the proportion of participants with enough confidence to counsel patients
is relatively low, the support for the use of cannabinoids remains high for patients with
short life expectancy or no alternatives for treatment [12,13,18,22]. This group encompasses
terminal cancer patients and patients with symptoms refractory to standard treatment,
such as cancer and neuropathic pain. In most studies among physicians, pain and cancer-
related symptoms are most commonly mentioned as indications for cannabis use [12,13].
In an Irish study, 63.5% of physicians claimed that cannabinoids might be prescribed for
pain management, and 68%-in terminal patients [18]. Additionally, 88% of physicians
from Norway chose adverse effects of cancer treatment as an indication [22]. Similar
findings described Gardiner et al. in their systematic review among oncologists and
general practitioners [13].

Solid background education increases the confidence in using cannabinoids in clinical
practice. Studies were also conducted among physicians in Europe, includng those with
either specialist training or those who received training in the treatment of addictions were
more inclined towards using medical cannabis [12,18,22]. Furthermore, 70% of physicians
from Canada indicated that they would be more comfortable if they had received any
formal education [13]. Another systematic literature review of studies conducted among
representatives of medical professions has demonstrated a lack of knowledge as a barrier
for authorizing treatment with cannabis [13]. Results from these studies underline the
importance of educational interventions that would explain basic scientific concepts and
give practical instructions on how to use medical cannabis.

The lack of professional training declared by Polish physicians is concerning. Previous
studies have found that the source of information consulted for healthcare professionals’
clinical practice is also questionable. Previous studies have shown that their primary
source of knowledge was seldom medical courses or medical faculty, but rather media and
the internet [12,13]. In a Norwegian study, news and television were the most frequently
mentioned sources of knowledge, indicated by 39% of physicians, whereas medical litera-
ture was picked by roughly a quarter [22]. Likewise, a survey among Canadian hospital
pharmacists demonstrated that most (66%) did not receive any formal education about
cannabinoids. They also admitted that the sole educational resource available is an online
self-study course [13]. News or websites dedicated to medical cannabis often raise unre-
alistic expectations about its properties and propagate information only partly based on
medical literature. Furthermore, in reliable, evidence-based websites for Polish physicians,
medical use of cannabinoids topic is somewhat absent. Access to professional training
is also problematic for young adepts of medical sciences. Currently, medical curricula
at Polish universities do not include the endocannabinoid system and pharmacology of
cannabinoids. This problem could be solved by incorporating the pharmacological aspects



J. Clin. Med. 2021, 10, 4545

11 of 15

(including the ECS physiological and pathophysiological aspects) and clinical use as a part
of pain treatment courses, free conferences run by regional medical chambers, and other
independent sources of training for certified HCPs, and also by introducing these topics to
curricula at Polish medical universities.

Our results show that there is a need for such educational interventions for Polish
medical doctors. As indicated in previous studies, professional training encourages the use
of cannabinoids. It is essential for patients for whom it is impossible to offer alternative
treatments or available methods that were not well-tolerated. Proper training also helps
medical professionals identify and advise against their use in patients for whom cannabi-
noids might be harmful. However, it is worth noting that a self-assessed level of knowledge,
often used in such studies, should not be perceived as equal to a measure of competence.
Previous research in various domains has shown that doctors tend to underestimate their
actual level of knowledge or overestimate it, regardless of training and specialty and the
domain of self-assessment [32]. Similar findings were the outcome of studies among other
professions [33]. Therefore, self-evaluation is instead a measure of confidence than a factual
knowledge level. A study by Zolotov et al. revealed that doctors who were more likely
to recommend medical cannabis had less confidence in their knowledge about medical
cannabis [15]. We agree with the authors that this could mean that individuals with higher
awareness are more knowledgeable of the uncertainties regarding the medical uses of
cannabinoids. In summary, these aspects should be considered when interpreting the
results of our study.

In one of the previously conducted studies among medical students in Russia, reli-
giousness significantly correlated with a more restrained approach to using cannabinoids
in medicine; 57% of secular students declared they would recommend cannabis to a patient,
in comparison with 27% of religious students (p < 0.001), and more often claimed it has
positive effects on physical and mental health (54.3% vs. 28.2%; p < 0.01) [12]. Poland
is considered a conservative country, with almost 89% of citizens declaring themselves
as catholic, according to the Chief Statistical Office [34]. Interestingly, most physicians
participating in the survey opted for solutions giving the most freedom when deciding
how to approach a potential medical cannabis patient. Any restriction in prescribing, such
as the requirement of having a specialist title, approval of regulatory body for medical
cannabis treatment, or a formal requirement of obtaining a second opinion of a psychiatrist,
was considered redundant. However, it is worth noting that they might have been taking
into account other factors, such as long waiting times for additional consults, the cost for
the patient, others which would cause a delay in initiating treatment. and, as a result, the
alleviation of the patient’s ailments.

Nonetheless, in other European countries, such as the United Kingdom and Ireland,
having a specialist title is one of the mandatory requirements for the prescription of
cannabis [11,35]. The European Pain Federation (EFIC) report indicates that this state
of affairs opposes trends found in other European countries. For the most part, medical
cannabis is available to well-defined patient populations, and how it is dispensed is
tightly controlled [11]. In several other countries, according to a report published by the
European Pain Federation, access to medicinal cannabis is limited in other ways. For
example, it is only available through compassionate use programs (in Sweden, Norway), or,
although technically legal, the supply of cannabis for medicinal purposes is not available
(in Slovenia) [11]. Poland, in contrast, presents a liberal approach to medical cannabis in
the current legal framework, where there is no approved dosing indications list. The MoH
requires no additional training or certificates for prescribing herbal cannabis. Therefore,
the clinical decision to initiate treatment in each case and dosing or duration of treatment
rely solely on the prescribing physician [36].

Contrary to prescribing controlled substances, such as cannabinoids in Poland, the
restrictions are tighter in other medical fields. At times, the reasoning behind those
regulations is difficult to understand. Before the COVID-19 pandemic, according to the
act on preventing and combating infections and infectious diseases in Poland, performing
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qualification for vaccination and the procedure itself was only possible for healthcare
professionals who had attended an additional certified vaccination course or received this
training during the specialization [37]. Although vaccine hesitancy is primarily based
on the uncertainties regarding the safety profile of vaccines, the risk-benefit profile of
vaccination in both the short- and long-term favors its use indisputably [38,39]. Vaccination
is a very safe procedure, and no long-term side effects that would be unquestionably
related to vaccination were identified [39]. Paradoxically, with current regulations, it is
much easier for patients to buy opioids and cannabinoids, who now require only one visit
to the doctor’s office and pharmacy before getting vaccinated. To receive a vaccine, at least
two visits to the doctor’s office are necessary (one to get a prescription and then the other to
get qualified for vaccination), and 1-2 visits at the pharmacy, depending on the availability
of the vaccine.

Prescribing controlled substances is associated with the risk of developing dependence
and abuse [40]. Additionally, in the case of opioids, abuse might result in fatal overdose in
the sole 2019 in the USA, whereby more than 14,000 cases of deaths related to consumption
of prescription opioids were recorded [40,41]. Even though the risk associated with medical
uses of cannabinoids is incomparable to opioids, improper use can lead to addiction, traffic
accidents, and risks to children who accidentally consume it [42—44]. Therefore, an optimal
solution would embrace much tighter regulation of medical cannabis prescribing. In 2020,
electronic prescriptions were introduced and made mandatory in Poland and replaced
the paper form. This system allows physicians and patients to track prescriptions made
in the past easily. It also requires the physician to confirm his identity before issuing
any prescription via an official certificate or bank account [45]. Such a system could
also enable rapid assessment of the situation and catch worrying phenomena related to
prescription narcotic substances early on. In New York, mandatory electronic prescribing
of controlled substances (including opioids) has reduced the number of prescriptions by
53% [46]. In Poland, to date, the consumption of medications using controlled substances
is low (<2000 DDD for opioids), but there are some increasing trends observed for some of
these substances, such as tramadol, which needs further monitoring [29]. Therefore, some
control over prescriptions involving controlled substances should be warranted, which
might be implemented as part of the electronic prescriptions system.

This study has some limitations. The most important is the small study size which
does not enable a subgroup analysis to confront opinions of medical professionals of
different backgrounds and identify associations of different demographic factors with
participant’s decisions. A significant limitation is that we have only targeted physicians
and not representatives of other medical professions such as nurses and pharmacists, who
are also directly involved in patient care. Because it was an open survey, people with more
interest in medical cannabis were more likely to participate, and, as a result, we might
not have recruited a representative sample. The proportion of MDs with experience with
recreational cannabis (39.9%) was higher than according to a survey conducted among the
general Polish population aged 15-64 years (7.7% for females and 16.4% for males) [47]. It
could have influenced the acceptance of cannabinoids as medicines and support for their
legalization. However, considering that the participation was voluntary and anonymous,
and that no tracking data were collected, the answers were more sincere than in the study
conducted by National Bureau for Drug Prevention.

5. Conclusions

This study is the first insight into the perspectives of Polish physicians regarding the
medical applications of cannabinoids. Most medical professionals have expressed their
support for the medical use of cannabis and cannabinoids. However, the majority do
not feel prepared for patient counseling, which is concerning. They could benefit from
targeted educational interventions. Such interventions might encompass independent
courses for licensed physicians, congresses, and websites. Additionally, this study has
also identified physicians’ preferences and suggestions for stakeholders responsible for



J. Clin. Med. 2021, 10, 4545 13 of 15

shaping the policy regarding cannabis-based therapeutics. Further research is encouraged
to investigate opinions and knowledge of the representatives of other medical professions
(such as pharmacists, nurses, among others); to detect differences among representatives of
different medical specialties, such as general practitioners, oncology, and pain specialists;
and to identify factors contributing to their choices.
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Podsumowanie i wnioski

Zaprezentowane w cyklu artykutdw badania potwierdzajg otwartos¢ lekarzy
na stosowanie kannabinoiddw w terapii. Przedstawione publikacje sg pierwszymi probami
okreslenia stosunku rodzimego $Srodowiska medycznego do kannabinoiddw, obejmujac
przedstawicieli réznych grup wiekowych oraz specjalnosci, pochodzgcych z kazdego
obszaru Polski (wschodniej, centralnej i zachodniej). Wiekszos¢ badanych popierata
legalizacje marihuany do celow medycznych, bez wzgledu na miejsce zamieszkania,
specjalizacje, wiek czy pte¢ (mediana odpowiedzi 5 w skali od 1- catkowicie sie nie zgadzam,
5- w petni sie zgadzam). Chec¢ zastosowania konopi w leczeniu bdlu u siebie lub swoich
najblizszych byta czesciej deklarowana przez badanych, ktorzy zazywali kannabinoidy w
przesztosci (iloraz szans [OR] 2,17 w pordwnaniu z osobami niemajgcymi osobistego
doswiadczenia z zazywaniem konopi). Historia osobistego uzywania kannabinoidéw
wigzata sie takze z istotnie wyzszym poparciem dla legalizacji konopi oraz dla zwiekszania
liczby dostepnych na rynku produktéw leczniczych zawierajgcych kannabinoidy (p<0,001)
w pordownaniu z osobami, ktére nigdy ich nie zazywaty. Lekarze mtodsi (<50 lat) w
poréwnaniu ze starszymi (250 lat), oraz pracujgcy w duzym miescie (=100, 000
mieszkancéw) w pordwnaniu z pracujgcymi w mniejszych miejscowosciach (<100 000
mieszkancéw), rowniez istotnie czesciej wyrazali poparcie wzgledem legalizacji konopi do
celdw medycznych oraz che¢ stosowania ich w leczeniu (p<0,05 dla wszystkich poréwnan).

Mozna odnies¢ wrazenie, iz przedstawione w ramach rozprawy wyniki badan
wskazujg, iz ze strony lekarzy nie ma istotnych barier dotyczgcych stosowania
kannabinoidow wynikajgcych z negatywnego nastawienia do stosowania ich w lecznictwie.
W literaturze miedzynarodowej lekarze czesto wskazujg, iz istotnym ograniczeniem w
stosowaniu konopi jest ich potencjat uzalezniajacy, obawa przed naduzywaniem oraz
negatywne skutki dla psychiki (w tym mozliwos¢ indukcji objawdw psychotycznych); wiele
z tych uprzedzen wynika z stereotypowego postrzegania kannabinoidow jako
,hiebezpiecznych narkotykéw” [59, 68 - 71]. Inaczej problem ten postrzegajg lekarze w
Polsce. Jak wykazano w publikacji dotyczacej ich pogladéw na kliniczne zastosowania
kannabinoidow, kluczowg przeszkodg w ich stosowaniu nie sg obawy zwigzane z
bezpieczenstwem ich stosowania, ale brak wtasnego, praktycznego doswiadczenia w ich
stosowaniu. Dysponowali nim nieliczni lekarze (8,7% badanych). Druga
zidentyfikowang w badaniach barierg jest brak umiejetnosci oraz przygotowania,
niezbednych do wprowadzenia lekow kannabinoidowych do rutynowej praktyki kliniczne;.
Ankietowani lekarze najczesciej oceniali swoéj poziom wiedzy na temat stosowania
kannabinoidow jako niewystarczajgcy, aby moc doradzaé pacjentom. Zwraca tez uwage
fakt, iz jedng z wazniejszych motywacji do ksztatcenia byta che¢ udzielania odpowiedzi na
pytania pacjentéw. Drugim powodem byfa potrzeba leczenia pacjentéw, ktorym obecnie
stosowana terapia nie przynosi odpowiednich rezultatow lub jest Zle tolerowana.

Kolejnym problemem zgtaszanym przez lekarzy jest brak jednoznacznych
wytycznych
i standardow, ktére mogtyby stanowié¢ dla nich przewodnik po stosowaniu konopi w
praktyce klinicznej. Utworzenie takich rekomendacji datoby lekarzom mozliwos¢ zdobycia
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doswiadczenia z nowa klasg lekéw. Oba powyzsze — brak doswiadczen oraz dostepnych w
polskiej literaturze medycznej standarddw leczenia potegujg sie wzajemnie, poniewaz brak
wiedzy oraz wytycznych prowadzi do niestosowania kannabinoiddw, co z kolei skutkuje
brakiem doswiadczen wtasnych. Wynikiem tego jest sytuacja, w ktorej recepte na tzw.
medyczng marihuane mogg otrzymywac pacjenci, ktdérzy majg przeciwwskazania do jej
stosowania, natomiast nie otrzymujg ci, ktorzy odniesliby wymierne korzysci z jej
przyjmowania.

Innym waznym aspektem jest postrzeganie bezpieczenstwa stosowania
kannabinoidow przez lekarzy. Bezpieczeistwo stosowania THC, kannabinoidu
wzbudzajgcego najwiecej kontrowersji, zostato przez nich ocenione jako poréwnywalne z
siinymi opioidami i mniejsze niz lekéw z grupy NLPZ (niesteroidowych lekéw
przeciwzapalnych) czy paracetamolu. W istocie, skutki przedawkowania opioidowych jak i
nieopioidowych lekéw przeciwbdlowych mogg by¢ niebezpieczne, a nawet potencjalnie
Smiertelne. Supresja o$rodka oddechowego jako wynik podania opioidow jest
eksponowana  juz na  etapie ksztatcenia studentéw  medycyny [72].
Z kolei zatrucie paracetamolem stanowi przyczyne nawet 70% przypadkow ostrej
niewydolnosci watroby oraz 50% przypadkow uszkodzenia watroby zwigzanego
z przyjmowaniem lekow [73]. THC natomiast odznacza sie wysokim marginesem
bezpieczenstwa. Dawka $miertelna dla dorostego cztowieka o wadze 70 kg zostata
oszacowana na 4g. Wedtug ekspertéw WHO absorbcja takiej ilosci nie jest mozliwa ani
wskutek palenia/waporyzacji suszu ani doustnego spozycia [74]. Biodostepnos$¢ THC jest
stosunkowo niska przy drodze inhalacyjnej (30%) i bardzo niska (4 - 12%) w przypadku drogi
doustnej, gdzie pojawia sie réwniez kwestia efektu pierwszego przejscia (THC
metabolizowany jest w watrobie) [75]. Mata toksyczno$¢ THC jest prawdopodobnie
rowniez wynikiem niskiej koncentracji receptorow CB1 w obszarze pnia mozgu
kontrolujgcym czynnosci uktadu sercowo-naczyniowego [74, 75].

Wiekszos¢ uczestnikdow badania, w tym takze ci nieliczni, ktorzy wystawiali w
przesztosci recepty na kannabinoidy wymieniata rézne rodzaje bdlu (w szczegdlnosci
przewlekty bdél nowotworowy i nienowotworowy oraz bél neuropatyczny) jako gtéwne
wskazania terapeutyczne. Biorgc jednak pod uwage, iz wiekszo$¢ lekarzy oceniata swaj
poziom wiedzy jako zbyt niski, aby mdc udziela¢ pacjentom porad na temat stosowania
kannabinoidéw (71%, n=123), a 60,1% (n=104) ankietowanych nie uczestniczyto nawet w
pojedynczym wyktadzie dotyczacym tego tematu, konieczna wydaje sie dodatkowa
edukacja w zakresie medycznych zastosowan kannabinoiddw. Kwestia edukacji zyskuje
dodatkowo na znaczeniu, poniewaz leczenie bdlu, nierzadko wymagajace stosowania
silnych lekéw takich jak opioidy i koanalgetykow (ktérych funkcje petnig kannabinoidy), jest
istotnym problemem zaréwno klinicznym, jak i spotecznym. Jak wynika z doniesien
Swiatowych, co pigta osoba cierpi z powodu dolegliwosci bolowych, a ograniczony dostep
do poradni leczenia bélu sprawia, ze potrzebujgcy pomocy chorzy pojawiajg sie w praktyce
lekarzy wszystkich specjalnosci — nie tylko anestezjologii czy medycyny paliatywne;.
Legalizacja medycznej marihuany stanowi zatem dogodng okazje do zwiekszenia wiedzy i
Swiadomosci lekarzy w zakresie nie tylko kannabinoidéw czy innych koanalgetykow, ale
medycyny bélu w ogdle.
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W przytoczonych w ramach rozprawy badaniach polscy lekarze do$é jednoznacznie
okreslili swoje preferencje dotyczace rozwigzan systemowych. Wiekszos¢ zgadzata sie
ze stwierdzeniem, iz kannabinoidy powinny by¢ refundowane. To istotne, poniewaz
obecnie koszt terapii jest bardzo wysoki. Jedno opakowanie o gramaturze 10 g kosztuje
okoto 650 zt. Przecietne zuzycie suszu we wskazaniach takich jak bdl to okoto 2 g dziennie
[25]. Dodatkowym kosztem jest zakup waporyzatora — dla tych posiadajgcych medyczne
certyfikaty cena oscyluje w okolicach 1200 zt. Nie mniejsze kwoty dotyczg stosowania
sprayu zawierajgcego wycigg roslinny THC i CBD (Sativex), ktérego jedno opakowanie
kosztuje okoto 2 700 zt. Dla wielu pacjentow jest to cena zbyt wysoka, szczegdlnie, ze
leczenie ma w tych przypadkach zwykle charakter przewlekty. Nalezy podkresli¢, ze
kandydatami do leczenia kannabinoidami sg czesto chorzy, ktdérzy wyczerpali inne formy
terapii, a w zwigzku z tym — poniesli koszty licznych, dodatkowych wizyt lekarskich i
wczesniejszego, nieskutecznego leczenia  (zaréwno  farmakologicznego jak i
niefarmakologicznego). Lekarze uczestniczagcy w badaniu byli natomiast przeciwni
tworzeniu rejestrow pacjentéw uprawnionych do stosowania medycznych konopi.
Tworzenie zbioréw danych dotyczgcych kwestii zdrowotnych wymaga zapewnienia
odpowiednich zabezpieczen. Nie mozna wykluczyé ryzyka ujawnienia informacji na temat
zdrowia pacjentéw, co mogtoby by¢ powodem ich stygmatyzacji i nierdownego traktowania
np. przez pracodawcow i ubezpieczycieli [76 - 79]. Tego rodzaju dyskryminacja zostata
opisana m.in. w Kalifornii, gdzie pacjenci przyjmujgcy Cannabis borykajg sie z opinig
narkomanow, strachem przed samym aktem kupna konopi w aptekach, a takze
koniecznoscig usprawiedliwiania swojego leczenia przed znajomymi oraz rodzing. Prowadzi
to do opdznienia rozpoczecia terapii, wycofania spotecznego oraz przewlektego stresu,
ktory wigze sie z dodatkowymi, negatywnymi konsekwencjami dla zdrowia[77]. Z
podobnymi problemami mierzg sie takze pacjenci z bdlem przewlektym oraz osoby w
trakcie leczenia substytucyjnego uzaleznienia od opioidéw [80, 81]. Zwiekszanie
Swiadomosci na temat psychologicznych skutkdw negatywnego postrzegania pacjentow
przyjmujacych substancje kontrolowane w ramach leczenia powinno takze by¢ czescig
dziatan edukacyjnych kierowanych do personelu medycznego zajmujgcego sie opiekg nad
pacjentem.

Marihuana jest najbardziej rozpowszechnionym narkotykiem na swiecie — siega po
nig az 147 miliondw osdéb rocznie [11]. Wedtug raportu polskiego KBPN (Krajowe Biuro
ds. Przeciwdziatania Narkomanii) ,Stan Narkomanii w Polsce 2020”, ponad 12% populacji
ogolnej kiedykolwiek siegneto po ten narkotyk, a wérdd uczniow szkdt ponadgimnazjalnych
byto to ponad 37%. W tym samym raporcie zwraca takze uwage fakt, ze 23% uczniow w
2019 r. uznato, ze dostep do konopi i ich przetwordw na czarnym rynku jest tatwy.
Jednoczesdnie spada odsetek osdb uznajgcych ich zazywanie za bardzo ryzykowne [82].
Biorgc jednak pod uwage odsetek lekarzy, ktérzy zadeklarowali, ze zazywali rekreacyjng
marihuane w przesztosci w badaniach bedgcych czescig tej pracy doktorskiej (39%
badanych), dane KBPN sg prawdopodobnie niedoszacowane, a rozpowszechnienie tego
narkotyku —moze by¢ wieksze niz sie uwaza. tatwa dostepnosc rekreacyjnej marihuany ma
potencjalne powazne reperkusje dla pacjentow. Leki zawierajgce kannabinoidy, takze w
formie suszu konopnego, sg poddawane kontroli ilosciowe] (celem okreslenia zawartosci
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substancji czynnej) oraz jakosciowe]j (aby wykluczy¢ obecnos$¢ zanieczyszczenn metalami
ciezkimi, pestycydami lub innymi ksenobiotykami) [83].

W przypadku marihuany kupionej z nielegalnego Zrédta nie mozna mieé¢ pewnosci
nie tylko co do deklarowanej zawartosci THC/CBD, ale tez obecnosci zanieczyszczen. Brak
znajomosci zawartosci kannabinoidow (a wiec — substancji czynnych) uniemozliwia
wtasciwe dawkowanie i sprzyja incydentom przedawkowania czego objawem jest tzw.
,haj” (ang. high), mogacy by¢ przyczyng m.in. upadkdéw i zwigzanych z nimi urazow.
Niektére zanieczyszczenia, w tym $Srodki ochrony roslin, w przypadku zazywania marihuany
wziewnie dostajg sie do ptuc w niezmienionej formie [84]. W kupowanej nielegalnie
marihuanie mogg by¢ obecne takze zanieczyszczenia innymi  substancjami
psychoaktywnymi. Szczegdlnie niebezpieczne sg te sprzedawane w postaci suszu. Wsréd
nich znajdujg sie dopalacze — m.in. K2, Spice, znany w naszym kraju jako ,Mocarz”, o sile
dziatania kilkaset razy wiekszej od THC [85, 86]. Opisano przypadki zgondw po jego zazyciu,
podczas gdy w przypadku marihuany przedawkowanie ze skutkiem $miertelnym jest
uwazane za niemozliwe [86, 87].

W praktyce zdarzajg sie sytuacje, w ktdrych starszy pacjent przyznaje sie do
zazywania konopi pochodzgcych z nielegalnego Zrddta, do czego jest zwykle naktaniany
przez swoich mtodszych bliskich z powodu np. dolegliwosci zwigzanych z leczeniem
choroby nowotworowe] lub przewlektego bdlu. Zjawisko ,samoleczenia” jest
obserwowane w wielu krajach, w ktérych zalegalizowano medyczng marihuane. Jego
istnienie jest ugruntowane wieloczynnikowo. Pomimo legalizacji medycznej marihuany,
dostep do kannabinoidéw na recepte nadal bywa utrudniony. Przyczyny tego stanu mogg
by¢ systemowe (zwigzane z organizacjg opieki zdrowotnej) lub pozasystemowe.

e Systemowe dotyczg sytuacji, gdy recepte na kannabinoidy mogg wystawiaé
wytacznie konkretni specjalisci, a cena konsultacji lub czas oczekiwania
na nieodpfatng wizyte jest znacznie wydtuzony. W warunkach polskich
mozna wymieni¢ tu ograniczony dostep do poradni specjalizujgcych sie w
leczeniu bdlu, zwigzany z ich matg liczbg oraz duzym zapotrzebowaniem.

e Do pozasystemowych czynnikdw ograniczajgcych dostep do konopi
medycznych nalezy zaliczy¢ m.in. czynniki psychologiczne, takie jak obawa
pacjenta przed byciem ocenianym przez lekarza lub przeswiadczenie
chorych o niecheci samych lekarzy do wystawiania recept na kannabinoidy.
Jest mozliwe, ze to wtasnie psychologiczne bariery odgrywajg wiodacg role
w generowaniu zjawiska samoleczenia pacjentow suszem konopnym
nielegalnego pochodzenia, jednak wymagatoby to dalszych badan.

W badaniach przeprowadzonych w Wielkiej Brytanii, gdzie w pierwszych dwadch
latach od legalizacji wypisano mniej niz 100 recept na susz konopny, wykazano, ze okoto
2% populacji potwierdza zazywanie marihuany z powodow zdrowotnych. Badani
deklarowali jednak, iz woleliby mie¢ dostep do lekarza, ktory prowadzitby takie leczenie
[14, 88]. Nie przeprowadzono w tej materii badan wsrdd polskich pacjentdw, niemniej
doswiadczenia wskazujg, iz rowniez w naszym kraju obecne jest zjawisko ,samoleczenia”
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konopiami. Wskazuje to na potrzebe przeprowadzenia oceny tego zagadnienia z
perspektywy pacjenta.

Whnioski

1. Zdecydowana wiekszos¢ lekarzy popiera wprowadzenie na rynek medycznej

marihuany oraz refundacje lekdw zawierajgcych kannabinoidy. W mniejszym
stopniu popierano refundacje suszu konopnego. Natomiast rozwigzania
potencjalnie ograniczajgce dostep do takiego leczenia dla pacjentow, jak
koniecznos¢ wnioskowania o rozpoczecie terapii oraz wymog dodatkowych
konsultacji specjalistycznych spotykat sie z niewielkg aprobatg wsrod
badanych lekarzy.

Najczesciej wybieranymi wskazaniami do leczniczego zastosowania konopi byt
bol, w tym zwigzany z chorobg nowotworowg oraz bdl neuropatyczny.
Niemniej tylko nieliczni lekarze zastosowali kannabinoidy w przesztosci u
swoich pacjentow.

Lekarze postrzegajg swoéj poziom wiedzy jako niewystarczajacy, aby moc
odpowiadaé¢ na pytania pacjentéw. Niemniej, wiekszos¢ z nich chciataby
dysponowac odpowiednimi kwalifikacjami i wiedzg, aby mdc udziela¢ porad
dotyczgcych stosowania kannabinoidéw. Zdecydowana wiekszos¢ wskazuje na
potrzebe utworzenia rekomendacji dotyczacych stosowania konopi w
praktyce kliniczne;.

Wiekszos¢ lekarzy nie uczestniczyta w jakimkolwiek szkoleniu lub wyktadach
poswieconych terapii kannabinoidami. Wskazuje to na potrzebe rozszerzenia
dziatan edukacyjnych dotyczacych medycznych zastosowan kannabinoiddw.
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Grupa badawcza: OBSERWATORIUM” —
odpowiedzialne leczenie bolu:

Kanabinoidy 2019 / 2020 (Lekarze)Szanowni Paristwo,

Bardzo prosimy o wypetnienie zataczonej, anonimowej ankiety dotyczacej Pani/Pana stosunku do lekéw
kanabinoidowych. Badanie prowadzone jest przez grupe badawcza: »OBSERWATORIUM -
odpowiedzialne leczenie bélu” prowadzong przez Hospicjum Onkologiczne Sw. Krzysztofa w Warszawie.
Celem jest gromadzenie faktéw i dokonywanie analiz wydarzern wptywajacych na dostepnos¢ lekéw
przeciwbdlowych sporzadzonych na bazie substancji kontrolowanych, a z drugiej strony, przeciwdziatanie
i zwalczanie niekorzystnych zachowan polegajacych na niewtasciwym, pozamedycznym stosowaniu tych
samych substancji w Polsce.

Mamy swiadomos¢ odpowiedzialnosci, jaka spoczywa na lekarzach w racjonalnym wytyczaniu kierunkéw
rozwoju i utrzymywaniu réwnowagi tego ,rynku”, odwotujemy sie wiec do Naszego srodowiska o
wspotprace w wyrazaniu opinii, sygnalizowaniu potrzeb i zauwazanych nieprawidtowosci.

Zapraszamy wiec do wypetnienia niniejszego kwestionariusza. Z wyrazami szacunku

W imieniu grupy badawczej ,,OBSERWATORIUM” dr n. med. Jerzy Jarosz

I.  DANE DEMOGRAFICZNE:
1. Wiek (prosze zakresli¢)
do 30 lat 30 -39 lat 40 - 49 lat 50 - 65 lat > 65 lat

2. Pte¢c: K M
3. Jaka jest Pana/Pani specjalizacja ew. zawdd (prosze wpisac¢ w odpowiedniej rubryce)

Specjalizacja (od jak dawna - lat) | Ew. dodatkowa specjalizacja

Specjalista

W trakcie specjalizacji

Inny zawdd niz lekarz

emerytura

4. Prosze o wpisanie nazwy wojewddztwa gdzie Pan/Pani pracuje:

5. Prosze wskaza¢ w jak duzym miescie wykonuje Pan/Pani zawéd:

Do 1000 10-20 tys. | 20-50 tys. | 50-100tys | 100 - 200 | powyzej 200 tys. mieszkancow
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6. W jakim sektorze Pan/Pani gtéwnie pracuje:

Panstwowym

Niepublicznym

Wiasna praktyka lekarska

Il. Opinie dotyczace pozadanego statusu dostepu do lekow

kanabinoidowych

Czy uwaza Pan/Pani ze medyczna marihuana oraz leki zawierajgce kannabinoidy powinny by¢

Prosze zaznaczyc krzyzykiem odpowiedniq wartos¢; 1 oznacza: “zupetnie sie nie zgadzam”, 5 —

,catkowicie sie zgadzam”.

A. Dostepne na ,,zwykt3” recepte wystawiong przez kazdego lekarza

1

2

3 |4 |5

B. Dostepne dla pacjentéw w wybranych wskazaniach wytacznie na recepte wystawiong

przez lekarza-specjaliste

2

3 |4 |5

C. Dostepne dla pacjentéw w wybranych wskazaniach na recepte wystawiong przez

lekarza uprawnionego do wystawiania recept Rpw.

D. Dostepne na podstawie recepty wystawionej przez lekarza posiadajacego specjalne

przeszkolenie (certyfikat) w leczeniu kannabinoidami

E. Dostepne na podstawie recepty wydanej przez wytacznie przez lekarza
specjalizujgcego sie w wybranych dziedzinach (stosownie do wskazania)

2

2

3 |4 |5

F. Wniosek o leczenie kannabinoidami wystawiony przez lekarza powinien by¢

zatwierdzony przez organizacje rzagdowa lub samorzadu lekarskiego

G. Rozpoczecie leczenia kanabinoidami, niezaleznie od podstawowego wskazania,

powinno by¢ konsultowane z lekarzem psychiatra
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H. Istnieje konieczno$é stworzenia przejrzystych wytycznych/standardéw dotyczacych
leczenia medyczng marihuang/lekami kanabinoidowymi

I. Leki zawierajace kannabinoidy powinny by¢ refundowane

J.  Medyczna marihuana w formie suszu powinna by¢ refundowana

112 (3 (4 |5

K. Powinien istnie¢ krajowy rejestr osob leczonych kanabinoidami

112 (3 (4 |5

L. Powinien istnie¢ krajowy rejestr lekarzy uprawnionych do wystawiania recept na
kanabinoidy

I1l. PYTANIA DOTYCZACE PRAKTYKI KLINICZNEJ

1. Czy uczestniczyt Pan/Pani kiedy$ w szkoleniu dotyczagcym medycznego stosowania
kanabinoidéw (w miare mozliwosci prosimy o podanie miejsca, organizatora i
godzin poswieconych tematowi)

NIE, nigdy nie Konferencja w Wyktad podczas | Specjalny kurs Inne formy Szkolenie
uczestniczytem catosci o innej dla lekarzy szkolenia zagraniczne
marihuanie Konferencji

2. Czy zgadza sie Pan/Pani z ponizszymi zdaniami

(1-zupetnie sie nie zgadzam, 5-catkowicie sie zgadzam):

a. Uwazam, ze moja wiedza o kanabinoidach jest wystarczajgca aby udziela¢
pacjentom porad na ten temat

b. W swojej praktyce klinicznej mam pacjentéw ktérzy mogliby odnie$¢

leczenia medyczng marihuanag

c. Wypisuje recepty na leki kanabinoidowe
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3. Czy ma Pan/Pani doswiadczenie kliniczne z produktami zawierajacymi kannabinoidy?
Prosze zakresli¢ odpowiednie:

Nie mam zadnych
doswiadczen

Tak, stosowatem u

€o najmniej 5 pac;j. pacjentow

Tak, co najmniej 10 | Tak, ale tylko zagranica

4. Ktore z preparatow / lekow kanabinoidowych Pni/Pan stosowat w leczeniu

Nigdy nie Olej
stosowatem RSO

Olejki Sativex
CBD

,zioto” ,zioto”
THC CBD

»zioto” INNE (prosze
THC&CBD wymienic:

5. Czy ma Pan/Pani w swojej praktyce klinicznej kontakt z osobami uzaleznionymi od
lekéw/substancji psychoaktywnych? Prosze zakresli¢ odpowiednie:

Tak,
czesto

Tak, ale nie zdarza Raczej nie
sie to regularnie

Nie

6. llu pacjentow (orientacyjnie) w ostatnim pétroczu zadawato pytania dotyczace
medycznej marihuany/olejku z konopi/Sativex lub innych produktéw zawierajgcych

kanabinoidy?

Nie byto
takich

1-5

3 -5

>10 Bardzo
wielu

7. Czy zdarzyto sie w Pani/Pana praktyce, ze pacjent uzaleznit sie od lekéw

zastosowanych przez Panig/Pana.

jesli tak, to prosze wpisac liczbe chorych i ew. w dolnej rubryce - nazwy lekow

NIE TAK -
opioidy

TAK - tramadol

TAK - TAK -

TAK -

benzodiazepiny | nasenne gabapentyna/pregabalina

8. W jakich wskazaniach stosuje Pan/Pani leki kanabinoidowe.
Prosze wymienic, lub tylko podkresli¢ w jakich wskazaniach

Bol przewlekty — nowotworowy, bdl przewlekty nienowotworowy, bdle neuropatyczne, fibromialgia, béle
stawowe, bdle kregostupa, spastycznos¢ miesni, stwardnienie rozsiane, padaczka, zesp. Touretta,
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wyniszczenie AIDS, wyniszczenie nowotworowe, depresja, zaburzenia lekowe, bezsennoscé, chor.
Azheimera, Parkinsonizm, padaczka, PTSD, tagodzenie dziatan niepozqdanych zw. z leczeniem
przeciwnowotworowym (np. CINV), choroby zapalne jelit ...

9. Czy zamierza Pani/Pan stosowac leki kanabinoidowe w swojej praktyce
Prosze wymienic, lub tylko podkresli¢ w jakich wskazaniach

Bol przewlekty — nowotworowy, bdl przewlekty nienowotworowy, bdle neuropatyczne, fibromialgia, béle
stawowe, bdle kregostupa, spastycznos¢ miesni, stwardnienie rozsiane, padaczka, zesp. Touretta,
wyniszczenie AIDS, wyniszczenie nowotworowe, depresja, zaburzenia lekowe, bezsennosc, chor.
Azheimera, Parkinsonizm, padaczka, PTSD, tagodzenie dziatan niepozqdanych zw. z leczeniem
przeciwnowotworowym (np. CINV), choroby zapalne jelit ...

10. Ponizej wymieniono dziatania niepozadane, ktdre moga wystgpic przy stosowaniu
konopi, lub moga potencjalnie by¢ z nimi powigzane. Ktore dziatania niepozadane,
wedtug Pani/Pana najlepszej wiedzy, uwaza Pani/Pan za najwiekszy problem

Mozna zakresli¢ 5 dziatan réZnicujgc ich znaczenie poprzez oznaczenie cyframi od 1 — najwiekszy problem,
do 5 — najmniejszy problem posréod wybranych. Cyfry prosze wpisa¢ w szare pola umieszczone za opisem
dziatania niepozgdanego

Euforia/”haj” Stany psychotyczne Interakcje z innymi lekami (w
tym dziatajacymi na centralny
uktad nerwowy)

Zaburzenia Nadmierna sedacja Mozliwos¢ nasilenia

motoryczne depresji/stanéw lekowych

Zawroty gtowy Potencjat uzalezniajacy Negatywny wptyw na rozwdj
mézgu u dzieci/mtodych
dorostych

Zaburzenia Mozliwos$¢ ujawnienia Mata masa urodzeniowa dziecka u

Swiadomosci sie/wywotania schizofrenii kobiety, ktére stosowaty

kannabinoidy w cigzy

11. Prosze o wskazanie, jak ocenia Pan/Pani profil bezpieczefistwa kanabinoidéw (w tym THC) w
poréwnaniu do innych klas lekéw obecnie stosowanych w leczeniu

W szarej komdrce, obok nazwy lekow prosze wpisac cyfre od 1 do 5, gdzie 1 oznacza ,znacznie gorszy” niz
THC, 2 gorszy, 3 zblizony/taki sam, 4 lepszy, 5 znacznie lepszy.

NLPZ Opioidy »Leki Z” np. zolpidem
Paracetamol TLPD (np. amitryptylina) SSRI

Tramadol Benzodiazepiny SNRI

Leki przecipsychotyczne Gabapentanoidy Buprenorfina
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12. Czy stosowat/zastosowatby Pan/Pani kanabinoidy u siebie/swoich bliskich

13. Czy popiera Pan/Pani legalizacje marihuany do celéw medycznych?

(1- zdecydowanie nie, 5-zdecydowanie tak)

(1- zdecydowanie nie, 5-zdecydowanie tak)

1 (2

3

4

5

14. Czy uwaza Pan/Pani, ze liczba i r6znorodnos$¢ preparatéw marihuany powinny byé w

Polsce zwiekszane (1- zdecydowanie nie, 5-zdecydowanie tak)

KSZTALCENIA

A.

1 |2 3 |4 |5
V. PYTANIA DOTYCZACE CHECI i ew. MOTYWOW DALSZEGO

Nie jestem zainteresowany tematem

(1 [2 [3 [a [s
Chciatbym pogtebiaé swojg wiedze i umiejetnosci w stosowaniu konopi/kanabinoidéw w
medycynie

1 (2 (3 |4 |5
Chciatbym umie¢ odpowiada¢ na pytania pacjentow

1 (2 (3 |4 |5
Chciatbym mieé mozliwosé konsultacji przypadkow ze swojej praktyki klinicznej z innymi
specjalistami

1 (2 (3 |4 |5
Chciatbym weryfikowaé wtasne pogladéw/doswiadczenia zwigzanych ze stosowaniem
produktéw zawierajgcych kanabinoidy

1|2 (3 |4 |5
Mam obawy zwigzane z bezpieczeristwem kanabinoidow

1 (2 (3 |4 |5

15.

Poszukiwanie nhowych metod leczenia dla pacjentéw u ktérych dotychczasowe metody leczenia

s3 nieskuteczne/nietolerowane

112

3

4

5

Motywy osobiste

Inne (prosze Podac jakie): ......ceeeeerrersesescessessnsnnsusnsnnssesessesassnssnssessssnsans

Czy u siebie/swoich bliskich w leczeniu bélu przewlektego o znacznym nasileniu zastosowatby

Pan/Pan najpierw (prosze zakre$li¢):

kanabinoidy leki opioidowe zaden z nich
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V. Osobiste doswiadczenia w rekreacyjnym stosowaniu
kannabinoidow i innych substancji psychoaktywnych.

Ponizsze pytania dotyczq Paristwa bezposrednio. Po przeczytaniu pytania prosze wybrac odpowiedz najlepiej opisujgcq Paristwa
sytuacje i zaznaczy¢ wtasciwg odpowied? wstawiajqc znak w tabeli: TAK/NIE. Prosimy aby odpowiedzieli Paristwo na wszystkie

pytania.
TAK

Czy uzywata Pani/Pan kanabinoidéw (marihuana, haszysz)?
Jesli tak, to czy uzywata Pani/Pan kanabinoidéw w celach leczniczych?

3. Czy uzywata Pani/Pan kanabinoidéw zakupionych na recepte w celach
rekreacyjnych zamiast leczniczych?

4. Czy uwaza Pani/Pan, ze kanabinoidy (marihuana, haszysz) sg
niebezpieczne?

5. Czy uwaza Pani/Pan, ze jest uzalezniona od kanabinoidéw?

6. Czy uwaza Pani/Pan, ze od kanabinoidéw (marihuana, haszysz) mozna
sie uzaleznic?

7. Czy uwaza Pani/Pan, ze uzywanie kanabinoidéw (marihuana, haszysz)
prowadzi do siegania po ciezsze narkotyki ?

8. Czy uwaza Pani/Pan, ze marihuana/haszysz jest szkodliwa dla zdrowia
cztowieka?

9. Jeslitak, to w jaki sposéb dziata ona szkodliwie? (prosimy wymienic XX
swoje obawy

10. Czy uwaza Pan/Pani ze marihuana medyczna jest bezpieczniejsza niz
nielegalne produkty konopi (MARIHUANA, HASZYSZ — KUPOWANE OD
DILEROW)?

11. Czy przewiduje Pan/bierze pod uwage mozliwos$é, ze gdy bedzie
Pani/Pan miata tatwy dostep do marihuany medycznej siegnie po nig dla
rozrywki?

12. Czy zazywat Pan/Pani inne $rodki psychoaktywne w przesztosci (np.
opioidy, LSD, ecstasy, psylocybine, dopalacze i in.) lub /i robi Pani/Pan
to obecnie?

13. Jesli zazywat Pan/Pani takie srodki w celach rekreacyjnych, jak czesto to
byto?

CZESTO (min. raz w SPORADYCZNIE (do 4x/mies.) | KILKA RAZY W ROKU RAZ/KILKA RAZY W ZYCIU
tygodniu)

BARDZO DZIEKUJEMY ZA UDZIELONE ODPOWIEDZI
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Opinia Komisji Bioetycznej -
Opinia Komisji Bioetycznej dotyczy projektu , O potrzebie utrzymania ro’wnowa’gi w odn|ej5|‘en|u
do kwestii medycznego i pozamedycznego stosowania lekéw opioidowych”, ktérego czescig byto
takze badanie tych zjawisk dotyczgcych lekéw kannabinoidowych

Komisja Bioetyczna
przy Warszawskim Uniwersytecie Medycznym

Tel.: 022/57 - 20 -303 ul. Zwe-irki i Wigury nr 61
Fax: 022/57-20-165 02- ©91 Warszawa

e-mail: komisja.bioetyczna@wnm.edu.pl
www.komisja-bioelycznn.wum.edu.pl

. Warszawa, d nia 03 lutego 2020r.
AKBE/ £t /2020

Dr hab. n. med. Anna Klimkiewicz
Katedra i Klinika Psychiatryczna
ul. Nowowiejska 27

00-665 Warszawa

OSWIADCZENIE
Niniejszym oswiadczam, ze Komisja Bioetyczna przy Warszawskim Uniwersytecie
Medyc.:znym w dniu 03 lutego 2020 r. przyjeta do wiadomosci informacje na temat
badania pt.: O potrzebie utrzymania réwnowagi w odniesieniu do kwesti j medycznego

1 pozamedycznego stosowania lekéw opioidowych”. Przedstawione badanie nie stanowi

zawodach lekarza i lekarza dentysty(Dz.U. z 2018 r. poz. 617) i nie wymaga uzyskania opinii

Komisji Bioetycznej przy Warszawskim Uniwersytecie Medycznym, o ktSrej mowa w art. 2¢
ust. 1 ww. ustawy.

Przewodniczgca Komisji

Prof. dr . i.med. Magdalena Kuzma Kozakiewicz
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Oswiadczenia wspotautorow publikacji okreslajgce indywidualny
wktfad kazdego z nich w powstanie

Warszawa, 24.01.2022
(miejscowo$é, data)

Dr hab. n. med. Anna Klimkiewicz
(imig¢ i nazwisko)

OSWIADCZENIE

Jako wspoétautor pracy pt. Knowledge, attitudes, and prescribing patterns of cannabis
and cannabinoid-containing medicines among European healthcare workers: a systematic
literature review

o$wiadczam, iz m6j wlasny wktad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

opracowanie metodologii oraz zebranie danych, analiza danych

Moj udziat procentowy w przygotowaniu publikacji okreslam jako 3%.
Wktad lek. Martyny Hordowicz w powstawanie publikacji okre$lam jako 90%,

(imig i nazwisko kandydata do stopnia)
obejmowat on: analiz¢ danych, wspéttworzenie oryginalnego manuskryptu i jego edycje

(merytoryczny opis wkiadu kandydata do stopnia w powstanie publikacji)*

Jednoczesnie wyrazam zgode na wykorzystanie w/w pracy jako czgs$é rozprawy doktorskiej
lek/mgr Martyny Hordowicz

(imig i nazwisko kandydata do stopnia)

(podpis o$wiadczajacego)

*w szczegdlnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikéw
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Warszawa, 24.01.2022

(miejscowosé, data)

Dr n. med. Jerzy Jarosz
(imig i nazwisko)

OSWIADCZENIE

Jako wspétautor pracy pt. Knowledge, attitudes, and prescribing patterns of cannabis
and cannabinoid-containing medicines among European healthcare workers: a systematic
literature review

o$wiadczam, iz méj wlasny wklad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

analize danych, opracowanie metodologii

Moj udziat procentowy w przygotowaniu publikacji okreslam jako 3%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 90%,

(imig i nazwisko kandydata do stopnia)
obejmowat on: tworzenie koncepcji badania, kwestionariusza,analize danych, wspoltworzenie
oryginalnego manuskryptu i jego edycje

(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednocze$nie wyrazam zgodg na wykorzystanie w/w pracy jako cze§é rozprawy doktorskiej
lek/sagr Martyny Hordowicz 7

(imig 1 nazwisko kandydata do stopnia)

(podi)is o$wiadczajacego)

|

*w szczegblnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikow
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Warszawa, 24.01.2022
(miejscowos¢, data)

Lek. Monika Jastrzebska
(imi¢ i nazwisko)

OSWIADCZENIE

Jako wspélautor pracy pt. Knowledge, attitudes, and prescribing patterns of cannabis
and cannabinoid-containing medicines among European healthcare workers: a systematic
literature review o$wiadczam, iz mdj wlasny wklad merytoryczny w przygotowanie,
przeprowadzenie i opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

Zebranie danych

Moj udzial procentowy w przygotowaniu publikacji okreslam jako 2 %.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 90 %,

(imi¢ i nazwisko kandydata do stopnia)
wspoltworzenie oryginalnego manuskryptu i jego edycjg, analize danych

(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednoczesnie wyrazam zgod¢ na wykorzystanie w/w pracy jako cze$¢ rozprawy doktorskiej

lek/megr Martyny Hordowicz

(imig 1 nazwisko kandydata do stopnia)

(podpis o$wiadczajacego)

*w szezeg6lnoci udziatu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikow
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Warszawa, 24.01.2022
(miejscowos¢, data)

Mgr. Maria Wysocka
(imig i nazwisko)

OSWIADCZENIE

Jako wspolautor pracy pt. Knowledge, attitudes, and prescribing patterns of cannabis
and cannabinoid-containing medicines among European healthcare workers: a systematic
literature review

o$wiadczam, iz méj wlasny wklad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

analiza danych

Méj udzial procentowy w przygotowaniu publikacji okreslam jako 2 %.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 90 %,

(1mig 1 nazwisko kandydata do stopnia)
wspdltworzenie oryginalnego manuskryptu i jego edycjg, analiz¢ danych

(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*
Jednocze$nie wyrazam zgode na wykorzystanie w/w pracy jako cze$¢ rozprawy doktorskiej
lek/mgr Martyny Hordowicz

(imi¢ i nazwisko kandydata do stopnia)

(podpis o$wiadczajacego)

*w szczeg6lnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikow
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Warszawa, 24.01.2022
(miejscowosé, data)

Dr n. med. Jerzy Jarosz
(imig i nazwisko)

OSWIADCZENIE

Jako wspélautor pracy pt. To Treat or Not to Treat? Polish Physicians’ Opinions
about the Clinical Aspects of Cannabinoids—An Online Survey

o$wiadczam, iz m6j whasny wkiad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badarn oraz przedstawienie pracy w formie publikacji stanowi:
wspoltworzenie kwestionariusza uzytego w badaniu, formalng analizg, pozyskanie $rodkéw
niezbednych do przeprowadzenia badania

M6j udziat procentowy w przygotowaniu publikacji okre$lam jako 4%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 85%,
(imig i nazwisko kandydata do stopnia)
obejmowal on: tworzenie koncepcji badania, kwestionariusza, analiz¢ danych,

wspbitworzenie oryginalnego manuskryptu i jego edycj¢
(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednoczesnie wyrazam zgode na wykorzystanie w/w pracy jako czg$¢ rozprawy doktorskiej
lek/mer Martyny Hordowicz

(imig i nazwisko kandydata do stopnia)

(podpis o$wiadczajacego)

*w szczeg6lnoéci udziatu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikéw
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Warszawa, 24.01.2022
(miejscowos¢, data)

Mgr. Agnieszka Leonhard
(imig 1 nazwisko)

OSWIADCZENIE

Jako wspolautor pracy pt. To Treat or Not to Treat? Polish Physicians’ Opinions about
the Clinical Aspects of Cannabinoids—An Online Survey

o$wiadczam, iz méj wlasny wkiad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

walidacj¢ kwestionariusza uzytego w badaniu, rekrutacjg uczestnikéw badania

Moj udzial procentowy w przygotowaniu publikacji okreslam jako 2,5%.

Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 85%,
(1mig 1 nazwisko kandydata do stopnia)

wspoéltworzenie oryginalnego manuskryptu i jego edycje
(merytoryczny opis wkladu kandydata do stopnia w powstame publikacji)*

Jednoczesnie wyrazam zgodg na wykorzystanie w/w pracy jako czg$¢ rozprawy doktorskiej

lek/mgr Martyny Hordowicz
(imig 1 nazwisko kandydata do stopnia)

L}}c?wx&wo@ww{

(podpis o$wiadczajacego)

*w szczeg6lnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikow
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Warszawa, 24.01.2022
(miejscowos¢, data)

Mgr. Malgorzata Czaplinska
(1mig¢ 1 nazwisko)

OSWIADCZENIE

Jako wspélautor pracy pt. To Treat or Not to Treat? Polish Physicians ' Opinions about
the Clinical Aspects of Cannabinoids—An Online Survey

o$wiadczam, 1z méj wlasny wklad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

walidacjg kwestionariusza uzytego w badaniu, rekrutacj¢ uczestnikow badania

M¢j udzial procentowy w przygotowaniu publikacji okreslam jako 2,5%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 85%,
(imig 1 nazwisko kandydata do stopnia)
wspoéltworzenie oryginalnego manuskryptu i jego edycje
(merytoryczny opis wkladu kandydata do stopnia w powstanic publikacji)*

Jednoczesnie wyrazam zgodg na wykorzystanie w/w pracy jako cze$é rozprawy doktorskiej

lek/mgr Martyny Hordowicz

(1mug 1 nazwisko kandydata do stopma)

(podpis o$wiadczajacego)

*w szczegblnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, nterpretacji wynikow
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Warszawa, 24.01.2022
(miejscowosc, data)

Mgr. Maria Wysocka
(imig¢ i nazwisko)

OSWIADCZENIE

Jako wspdlautor pracy pt. To Treat or Not to Treat? Polish Physicians’ Opinions about
the Clinical Aspects of Cannabinoids—An Online Survey

o$wiadczam, iz méj wlasny wklad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

walidacj¢ kwestionariusza uzytego w badaniu, rekrutacjg uczestnikéw badania

M¢j udzial procentowy w przygotowaniu publikacji okre§lam jako 2%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okre§lam jako 85%,

(g 1 nazwisko kandydata do stopnia)
wspbltworzenie oryginalnego manuskryptu i jego edycjg

(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednocze$nie wyrazam zgodg na wykorzystanie w/w pracy jako cz¢$¢ rozprawy doktorskiej
lek/mgr Martyny Hordowicz

(imig 1 nazwisko kandydata do stopnia)

Wik trgom p—0

...................................................

(podpis o$wiadczajacego)

*w szczegdlnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikoéw
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Warszawa, 24.01.2022
(miejscowo$é, data)

Dr hab. n. med. Anna Klimkiewicz
(imig i nazwisko)

OSWIADCZENIE

Jako wspotautor pracy pt. To Treat or Not to Treat? Polish Physicians’ Opinions about
the Clinical Aspects of Cannabinoids—An Online Survey

o$wiadczam, iz mdj wlasny wkiad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badar oraz przedstawienie pracy w formie publikacji stanowi:
opracowanie¢ metodologii badania, analiz¢ danych, nadzér nad wykonaniem badania,

pozyskanie zasobow niezbednych do jego przeprowadzenia

M¢j udziat procentowy w przygotowaniu publikacji okreslam jako 4%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 85%,

(irﬁiq i nazwisko kandydata do stopnia)
obejmowat on: analiz¢ danych, wspéttworzenie oryginalnego manuskryptu i jego edycje

(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednocze$nie wyrazam zgodg na wykorzystanie w/w pracy jako czg$¢ rozprawy doktorskiej
lek/mer Martyny Hordowicz y

(imig i nazwisko kandydata do stopnia)

(podpis oé\;iadczajacego)

*w szezegblnosci udziatu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikéw
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Warszawa, 24.01.2022
(migjscowos¢, data)

Dr n. med. Jerzy Jarosz
(imi¢ i nazwisko)

OSWIADCZENIE

Jako wspétautor pracy pt. Polish Physicians’ Perspectives on Medical Cannabis Policy
and Educational Needs: Results of An Online Survey

o$wiadczam, iz m6j wiasny wkiad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:
wspoltworzenie kwestionariusza uzytego w badaniu, formalng analizg, pozyskanie $srodkow

niezbednych do przeprowadzenia badania oraz nadzor nad jego wykonaniem

M¢j udziat procentowy w przygotowaniu publikacji okreslam jako 4%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okre$lam jako 85%,
(imig 1 nazwisko kandydata do stopnia)
obejmowal on: tworzenie koncepcji badania, kwestionariusza, analiz¢ danych, wspéltworzenie

oryginalnego manuskryptu i jego edycjg

(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*
Jednoczesnie wyrazam zgodg na wykorzystanie w/w pracy jako cze$¢ rozprawy doktorskiej
lek/mgr Martyny Hordowicz }v /,ﬂ

(imig | nazwisko kandydata do stopnia)

...................................................

; (podpis o$wiadczajacego)

*w szczeg6lnosci udzialu w przygotowaniu koncepeji, metodyki, wykonaniu badan, interpretacji wynikéw
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Warszawa, 24.01.2022
(miejscowodé, data)

Mgr. Malgorzata Czaplinska
(imig i nazwisko)

OSWIADCZENIE

Jako wspolautor pracy pt. Polish Physicians ' Perspectives on Medical Cannabis Policy
and Educational Needs: Results of An Online Survey

o$wiadczam, iz méj wlasny wklad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

walidacjg kwestionariusza uzytego w badaniu, rekrutacje uczestnikow badania

MOoj udzial procentowy w przygotowaniu publikacji okreslam jako 3%.
Wkiad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 85%,
(1mig 1 nazwisko kandydata do stopnia)
wspoéltworzenie oryginalnego manuskryptu i jego edycje
(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednocze$nie wyrazam zgode na wykorzystanie w/w pracy jako cze$¢ rozprawy doktorskiej

lek/mgr Martyny Hordowicz
(1mig i nazwisko kandydata do stopnia)

ﬂmﬂ@%%hw(a‘@&

(podpis o$wiadczajacego)

*w szczeg6lnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikow
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Warszawa, 24.01.2022
(miejscowos¢, data)

Mgr. Agnieszka Leonhard
(imig i nazwisko)

OSWIADCZENIE

Jako wspétautor pracy pt. Polish Physicians’ Perspectives on Medical Cannabis Policy
and Educational Needs: Results of An Online Survey

o$wiadczam, iz m6j wlasny wklad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:

walidacj¢ kwestionariusza uzytego w badaniu, rekrutacje uczestnikéw badania

Moj udzial procentowy w przygotowaniu publikacji okrelam jako 3%.

Wklad lek. Martyny Hordowicz w powstawanie publikacji okreslam jako 85%,
(imig 1 nazwisko kandydata do stopnia)

wspdltworzenie oryginalnego manuskryptu i jego edycje
(merytoryczny opis wkladu kandydata do stopnia w powstanie publikacji)*

Jednoczesnie wyrazam zgodg na wykorzystanie w/w pracy jako czesé rozprawy doktorskiej

lek/mgs Martyny Hordowicz
(imig 1 nazwisko kandydata do stopnia)

(podpis o$wiadczajacego)

*w szczeg6lnosci udzialu w przygotowaniu koncepcji, metodyki, wykonaniu badan, interpretacji wynikéw
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Warszawa, 24.01.2022
(miejscowo$é, data)

Dr hab. n. med. Anna Klimkiewicz
(imi¢ i nazwisko)

OSWIADCZENIE

Jako wspotautor pracy pt. Polish Physicians’ Perspectives on Medical Cannabis Policy
and Educational Needs: Results of An Online Survey

o$wiadczam, iz m6j wlasny wkiad merytoryczny w przygotowanie, przeprowadzenie i
opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi:
opracowanie metodologii badania, analiz¢ danych, nadzér nad wykonaniem badania,
pozyskanie zasobow niezbgdnych do jego przeprowadzenia

M¢j udziat procentowy w przygotowaniu publikacji okreslam jako 5%.

Wkiad lek. Martyny Hordowicz w powstawanie publikacji okre$lam jako 85 %,
(imig i nazwisko kandydata do stopnia)
obejmowat on: analize danych, wspoitworzenie oryginalnego manuskryptu i jego edycj¢
(merytoryczny opis wkiadu kandydata do stopnia w powstanie publikacji)*

Jednocze$nie wyrazam zgode na wykorzystanie w/w pracy jako czg$é rozprawy doktorskiej

/“/] l 0T

(podpis o$wiadczajacego)

lek/mgr Martyny Hordowicz
(imi¢ i nazwisko kandydata do stopnia)
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