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A Handy List for Doctors and Patients

Which Conditions Might Cannabis Help Treat?

The medical marijuana initiative passed by California voters
in 1996 authorizes physicians to approve the use of cannabis “in
the treatment of cancer, anorexia, AIDS, chronic pain, spastic-
ity, glaucoma, arthritis, migraine, or any other illness for which
marijuana provides relief.” The voters’ understanding that can-
nabis is a remarkably versatile medicine has been confirmed in
recent years by researchers who have identified the following
conditions as likely targets for cannabis-based medicine.

AIDS Wasting Syndrome

AIDS (Acquired Immune Deficiency
Syndrome) wasting syndrome was a very
frequent complication of HIV infection
prior to the advent of protease-inhibitor
drugs (1), and has been associated with
major weight loss and cachexia, serving
to further debilitate its victims, already
weakened by immune system failure and
opportunistic infections. Cannabis has
been a frequently employed alternative
medicine for the condition, particularly
in the USA (2), because of its reported
benefits on appetite and amelioration of
other AIDS symptoms. In the rest of the
world, where such medications are sel-
dom affordable, AIDS wasting remains
a common problem to the extent that it
is known in Africa as ‘slim disease’ (3).

In a randomized trial (4) in AIDS
patients, THC significantly improved
appetite and nausea in comparison with
placebo. There were also trends to-
wards improved mood and weight gain.
Unwanted effects were generally mild
or moderate in intensity. The possible
benefit of cannabis in AIDS made it one
of the lead indications for such treatment
in the judgment of the American Institute
of Medicine in their study (5).

A safety study was carried out in HIV
positive patients to assess whether oral
THC or smoked cannabis would produce
immunological damage in patients on
protease-inhibitor medication (6). No
problems were noted with HIV viral
loads or CD4 cell counts. The study
was subsequently published in expanded
form (7), and some weight gain was also
observed in THC and cannabis-treated
subjects as compared to controls.

It is likely that cannabis-based
medicine extracts will have some con-
siderable contribution to offer in future
clinical trials in HIV/AIDS.
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Arthritis

Arthritis refers to a large group of dis-
orders that affect joints and soft tissues
to produce chronic pain. The two most
common forms are osteoarthritis (OA), a
disease of aging and wear and tear) and
rheumatoid arthritis (RA), a common
autoimmune disorder producing joint
pain, swelling and deformity. Cannabis
may represent a new treatment option in
both categories.

Cannabis has been employed to treat
musculoskeletal pain for at least 4000
years, dating to the Ancient Assyrians
(1). Marcandier’s 1758 work, Traité
du Chanvre (2) is of particular interest
because European cannabis of that time
was fibre hemp that would be devoid of
THC, but rich in cannabidiol (CBD).

The role of CBD as an anti-
inflammatory and immunomo-
dulatory agent has been of
great interest.

Very recently, the role of CBD as
an anti-inflammatory and immunomo-
dulatory agent potentially useful in treat-
ing autoimmune conditions has been of
great interest. Malfait et al. (3) explored
its effect in a mouse model of rheumatoid
arthritis, and discovered that it arrested
progression of the disease and protected
joints against severe damage. CBD also
blocked the release of tissue necrosis
factor-alpha (TNF-a), a key target in
modern approaches to RA treatment.
These effects alongside anti-inflamma-
tory and analgesic benefits of CBD and
THC may represent a novel approach to
this difficult clinical problem.

Clinical studies of GW’s cannabis
based medicine extracts containing THC
and CBD are currently in Phase II trials
in RA patients.
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Asthma

The use of cannabis in asthma dates
to the traditional medicine of India (1),
but was also rediscovered in Western
medicine in the 19th century (2, 3).

Although it may seem counter-intu-
itive, cannabis cigarettes such as those
marketed by Grimault & Cie to treat
asthma were popularly utilized for their
bronchodilatory effects. Studies in the
1970s confirmed this benefit of cannabis
(4), and in one study (5), inhaled THC
produced an increase in FEV1 (forced
expiratory volume in 1 second) after one
hour that was equal to that of salbutamol.
It has now been demonstrated that endo-
cannabinoids regulate broncho-dilation
and constriction (reviewed (6)).

Problems remain with the concept,
however. Almost no modern authorities
feel that asthmatics should smoke can-
nabis for asthma (7), although it seems
that even chronic usage may not lead to
emphysematous degeneration (8). Use
of THC inhalation in isolation, however,
has been proved to induce cough and
lung irritation even without concomitant
smoke.

Modern research has turned to alter-
native delivery systems. One, that of can-
nabis vapourisation, may be applicable
(9-11), but to date, potential carcinogens
in tobacco smoke have not been totally
eliminated. The development of whole
cannabis extract inhalers, as currently
being researched by GW Pharmaceu-
ticals (12-14) may offer advantages.
Certainly, there is rationale behind inclu-
sion of cannabis terpenoids, that have
additional anti-inflammatory properties
in their own right (15), especially pinene,
that also demonstrates a bronchodilatory
benefit (16). Further research is clearly
required.
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Crohn’s Disease/

InflammatoryBowel Disease

Crohn’s disease and ulcerative colitis
are chronic, inflammatory conditions of
the gastrointestinal tract of autoimmune
origin. While ulcerative colitis preferen-
tially affects the colon and lower small
intestine, Crohn’s disease may affect
any portion of the GI tract. Both are as-
sociated with tissue ulceration, bleeding,
cramping, diarrhoea, weight loss, and the
possibility of bowel obstruction with a
resulting need for surgery. (1)

A recent epidemiological study (2)
has examined the burden of gastroin-
testinal diseases in UK patients and
found that both diseases are becoming
more common. Prevalence of ulcerative
colitis by age 30 for people born in 1970
is 30/10,000. The prevalence of Crohn’s
disease by age 30 was 38/10,000. Both
Crohn’s and ulcerative colitis are asso-
ciated with considerable psychiatric co-
morbidity including depression, anxiety,
somatisation, and decreased quality of
life measures (3).

The long historical usage of cannabis
for gastrointestinal complaints has been
reviewed (4). Numerous studies in the
1970s indicated that THC slowed intesti-
nal passage of a charcoal meal in rodents.
Cannabidiol (CBD) had little effect of its
own, but synergized the effects of THC
(5). The most topical review of cannabi-
noid effects on the gastrointestinal tract
is that of Pertwee (6). To summarise the
major points:

1) The enteric nervous systems of
mammals express CB1 and stimulation
depresses gastrointestinal motility, espe-
cially through inhibition of contractile
neurotransmitter release.

2) Observed effects include de-
layed gastric emptying, some decrease
in peptic acid production, and slowed
enteric motility, inhibition of stimulated
acetylcholine release, peristalsis, and
non-adrenergic non-cholinergic (NANC)
contractions of smooth muscle, whether
circular or longitudinal.

3) These effects are mediated at the
brain level as well as in the GI tract

4) These effects are opposed by CB1
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