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The use of medicinal mari-
juana is increasing. Marijuana 
has been shown to have 
therapeutic effects in certain 
patients, but further research 
is needed regarding the safety 
and efficacy of marijuana as a 
medical treatment for various 
conditions. A growing body 
of research validates the use 
of marijuana for a variety of 
healthcare problems, but there 
are many issues surrounding 
the use of this substance. This 
article discusses the use of 
medical marijuana and pro-
vides implications for home 
care clinicians.
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Marijuana is the most commonly used illicit drug in the 
United States according to the 2013 National Survey on 
Drug Use and Health Report. It is also the third most 
popular recreational drug in the United States, behind 

alcohol and tobacco. In 2013, there were 19.8 million users—about 
7.5% of people aged 12 or older—up from 14.5 million (5.8%) in 
2007 (National Institute on Drug Abuse, 2015; Substance Abuse and 
Mental Health Services Administration, 2015). Use of marijuana is 
increasing and home healthcare clinicians need to be aware of the 
issues surrounding its use as a medicinal and recreational drug.

Medical marijuana is legal in 23 states and the District of Co-
lumbia, but it is still considered a federal offense to grow, sell, 
or purchase marijuana. The permitted use of marijuana varies 
state to state. In a growing number of states, marijuana is al-
lowed for medicinal use but is illegal for recreational use. How-
ever, there are many states where any type of use is still illegal 
(Figure 1). Because of its therapeutic potential, medicinal mari-
juana is recommended by an increasing number of clinicians 
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substance with high potential for abuse, the same 
as illicit street drugs (Aggarwal et al., 2009).

Marijuana Constituents
The two primary compounds that contribute to 
marijuana’s therapeutic value are tetrahydrocan-
nabinol (THC) and cannabidiol (CBD). Natural 
marijuana plants contain 5% to 15% THC, the 
most active ingredient. Different types of marijuana 
plants vary in the THC-to-CBD ratio, which makes 
dosage standardization difficult. Studies show that 
a THC-to-CBD ratio of 1:1 has the most therapeutic 
potential and least amount of adverse effects. How-
ever, there is widespread inaccuracy in the labeling 

of THC content of cannabis products, 
which is problematic when prescribing 
a dosage (Bostwick, 2012; Vandrey et 
al., 2015). THC, the primary psychoac-
tive component of marijuana, binds to 
cannabinoid receptors in the brain and 
produces feelings of euphoria, altered 
sense of time, analgesia, increased ap-
petite, and impaired memory. CBD is a 
nonpsychoactive compound that is a 
serotonin receptor agonist with anti-in-
flammatory and neuroprotective effects 
(Bostwick; Whiting et al., 2015).

Pharmacokinetics
The pharmacokinetics of THC vary de-
pending on the route of administration. 
Medical marijuana can be administered 
by inhalation or orally. Inhaled THC 
causes maximum plasma concentra-
tion after 15 to 30 minutes, with a 
duration of 2 to 3 hours. Following oral 
ingestion of the plant, effects begin in 
30 to 90 minutes and can last up to 12 
hours (Bostwick, 2012; Whiting et al., 
2015). The duration of marijuana’s ef-
fects depends on dosage; however, it is 
unclear how to deliver a specific dose 

for various disorders. However, because of the 
federal criminalization of marijuana, evidence-
based research into its effectiveness has been 
hindered, and many clinicians still question its 
scientific legitimacy (Aggarwal et al., 2009; Bost-
wick, 2012).

Marijuana, also known as Cannabis sativa, has 
been used since ancient times for therapeutic, 
spiritual, and recreational purposes. Clinicians in 
the United States prescribed marijuana for many 
different conditions until it was declared illegal 
and removed from the United States Pharmaco-
peia in 1942. The Controlled Substance Act of 1970 
placed marijuana in the Schedule I category as a 

THC, the primary psychoactive component of  marijuana, 
binds to cannabinoid receptors in the brain and produces 
feelings of  euphoria, altered sense of  time, analgesia, 
increased appetite, and impaired memory.

NOT YET OPERATIONALOPERATIONAL

States that have passed medical 
Marijuana laws, but programs are not 
yet up and running.

States that have passed laws to 
remove state-level criminal penalties 
on the use of medical marijuana by 
patients who are diagnosed with a 
debilitating illness.

NON-FUNCTIONALCBD-SPECIFIC

The language of this law requires 
a physician’s ‘prescription’ rather 
than a recommendation. Federal law 
prohibits physicians from prescribing 
any schedule I controlled substance. 

States that have passed laws 
allowing for the use of cannais 
extracts that are high in non-
psychoactive CBD, and low in THC, 
to treat severe, debilitating epleptic 
conditions.

Figure 1. States that have legalized medical marijuana.
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Medical marijuana has been shown to be par-
ticularly effective in pain management. Marijuana 
potentiates analgesic effects when used with nar-
cotics, thereby diminishing the dosage of opioids 
needed for pain relief (Greenwell, 2012; Hill, 2015). 
Currently, studies are being conducted to evaluate 
the use of medical marijuana in rheumatoid arthri-
tis, multiple sclerosis and spinal cord injury, Crohn 
disease, endometriosis, epilepsy, and fibromyal-
gia. Marijuana’s anxiety-reducing effects are being 
studied for use in the treatment of posttraumatic 
stress disorder (Borgelt et al., 2013; Hill; Whiting 
et al., 2015).

Adverse Effects and Safety Issues
It is important for the home healthcare clinician to 
be aware of the possible adverse effects of mari-
juana use, which include hypotension, sedation, 
nausea, disorientation, dizziness, decreased reac-
tion time, reduced motor skills, diminished cogni-
tive ability, hallucinations, and impaired memory. 
Some patients report increased anxiety or paranoia 
after using inhaled marijuana. Studies have shown 
increased symptoms of psychosis in patients with 
schizophrenia after smoking marijuana (Moss et al., 
2015; Pacek et al., 2013; Peters et al., 2012). It is also 
common for marijuana users to suffer from nico-
tine dependence and alcohol abuse. The long-term 
effects of inhaled marijuana on the respiratory 
system are similar to those associated with chronic 
obstructive pulmonary disease. Inhaled marijuana 
is believed to contain as much as three times the 
amount of carcinogens as cigarettes (Peters et al.).

of marijuana by smoking or oral plant consump-
tion. Marijuana products differ in their concentra-
tion of THC and labels are commonly inaccurate. 
Anecdotally, patients report that the inhalation 
route is the most effective mode of delivery (Van-
drey et al., 2015; Whiting et al.).

The FDA has approved two oral forms of syn-
thetic THC: dronabinol (Marinol) and nabilone 
(Cesamet). Patients report that these agents are 
slow acting and less effective than inhaled forms 
of marijuana. Nabiximol (Sativex), an oral mucosal 
spray, has been approved for medicinal use in 
Europe only (Bostwick, 2012; Whiting et al., 2015).

FDA Schedule Categorization
As a Schedule I drug, the marijuana plant is 
categorized as a substance with high potential 
for abuse and dependence (Drug Enforcement 
Agency, 2015). This categorization as Schedule I 
is widely debated—many clinicians and experts in 
the field argue that use of marijuana is not addic-
tive. Other clinicians and experts describe mari-
juana as a “gateway” drug that can pave the way 
for use of stronger drugs such as cocaine or her-
oin, particularly in adolescents (Bostwick, 2012; 
Degenhardt et al., 2010; Ginzler et al., 2003). The 
FDA categorizes the synthetic forms of marijuana, 
nabilone as a Schedule II drug, and dronabinol as 
a Schedule III drug, which indicate that these have 
less abuse potential and do not usually lead to 
dependence (Bostwick).

Therapeutic Uses of Marijuana
Studies show the most common conditions for 
which medical marijuana is being prescribed  include 
HIV/AIDS wasting syndrome, cancer chemotherapy, 
and pain. The American College of Physicians (ACP) 
recommends medicinal marijuana for the following 
therapeutic uses (ACP Position Paper, 2008; Borgelt 
et al.; 2013; Bostwick, 2012).
 • As an appetite stimulant in HIV/AIDS wasting 

syndrome
 • As an antiemetic agent in chemotherapy 

treatment of cancer
 • As an analgesic for cancer pain
 • As an agent in reducing intraocular pressure 

in glaucoma (however, there is no increased 
benefit compared with available established 
drugs)

 • As an antispasmodic agent in neuromuscular 
disorders such as multiple sclerosis and spi-
nal cord injury

Use of  marijuana is increasing and 
home healthcare clinicians need to be 
aware of  the issues surrounding its use 
as a medicinal and recreational drug.
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Anecdotally, some believe that medicinal mari-
juana is being predominantly used by those who 
are not ill but want legal protection for recre-
ational use of the drug. This is a widely debated 
issue. Clinicians and patients need to be aware 
that growing, selling, buying, or producing mari-
juana in any way is a federal offense (Indianapolis 
Business Journal, 2015). The ACP strongly en-
courages more research and funding for rigorous 
scientific evaluation of the potential therapeutic 
benefits of medical marijuana. In addition, the ACP 
urges evidence-based review of marijuana as a 
Schedule I drug to determine if it should be reclas-
sified. The ACP strongly promotes protection from 
criminal or civil penalties for patients who are 
legally prescribed medical marijuana under state 
law; the association also supports exemption from 
criminal prosecution, civil liability, or professional 
sanctioning of clinicians who prescribe the drug in 
accordance with state laws.

Conclusion
Although growing, possessing, and smoking mari-
juana remain illegal at the federal level, individual 
states have been legalizing it for medical use since 
1986. The drug has been shown to have therapeu-
tic effects in certain patients, but further research 
is needed regarding the safety and efficacy of 
marijuana as a medical treatment for various 
conditions. There also needs to be more standard-
ization of the constituents and quality control of 
medicinal cannabis products.
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