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ABSTRACT

Introduction. The New Zealand Medicinal Cannabis Scheme (NZMCS) was established in April
2020 with the aim of expanding access to quality controlled medicinal cannabis products and
developing a domestic medicinal cannabis industry. Yet, two years later, many patients report
challenges in utilising the NZMCS, including physicians’ reluctance to provide prescriptions for
products. Aim. To explore the barriers and facilitators to prescribing medicinal cannabis in New
Zealand. Methods. We conducted semi-structured interviews with 31 New Zealand physicians
(general practitioners, specialists, and cannabis clinicians) who had discussed medicinal cannabis
with patients in the last 6 months. Results. Physicians reported the principal barrier to prescribing
medicinal cannabis was the limited clinical evidence to support cannabis therapy. Further barriers
included: a perceived lack of knowledge of medicinal cannabis; concerns over professional
reputation; social stigma; and the price of products. Conversely, the factors that facilitated
cannabis prescribing included patients’ and physicians’ knowledge of medicinal cannabis; some
physicians’ desire to avoid patients having to engage with private cannabis clinics; and the timing of
prescription requests (ie considering medicinal cannabis after other treatments had been
exhausted). Discussion. Further clinical research of medicinal cannabis medications, education
and training, and information would support physicians to deliver more informed advice to
patients and enhance professional confidence with cannabis therapies.

Keywords: access to medicines, cannabinol, CBD, general practice, medical marijuana, medicinal

cannabis, physicians, primary health care.

Introduction

Global demand for medicinal cannabis (MC) has grown in recent decades and a growing
number of countries have responded with policies that enable patients to legally access
cannabis-based products for medicinal use. Australia, New Zealand (NZ), Canada, UK,
many US states, and parts of Europe have adopted prescription-based or medical ‘recom-
mendation’ schemes that require a qualified physician to certify access to cannabis-based
products.’ Though these schemes are relatively heterogeneous across jurisdictions, they
all create a central role for health professionals in the operation of the medicinal cannabis
regime. In NZ, any registered physician is able to prescribe ‘approved’ medicinal cannabis
products that have been assessed as meeting quality standards under the NZ Medicinal
Cannabis Scheme (NZMCS).2

In both the NZMCS and more established regimes overseas, wider adoption of MC into
clinical practice has been hindered by physicians’ reluctance to prescribe. This reticence
reportedly centres on the limited scientific clinical trial evidence for cannabis therapies,
including for which indications there is efficacy and any potential side effects.**! Based
on the available studies, moderate-level evidence shows cannabinoids reduce spasticity,
pain and bladder dysfunction for patients with multiple sclerosis, and there is reasonable
evidence to support the use of cannabinoids in chemotherapy-induced nausea and
vomiting.'*™'* Cannabidiol (CBD) has shown to be well-tolerated and effective in reducing
seizures in some childhood epilepsy syndromes (ie Dravet and Lennox-Gastaut syndrome,
for patients aged =2 years).'>'® The evidence for the effectiveness of cannabis to treat


https://www.publish.csiro.au/
https://www.publish.csiro.au/
https://www.publish.csiro.au/
https://doi.org/10.1071/HC22122
www.publish.csiro.au/hc
www.publish.csiro.au/hc
https://orcid.org/0000-0002-6408-5950
mailto:v.withanarachchie@massey.ac.nz
https://doi.org/10.1071/HC22122
https://creativecommons.org/licenses/by-nc-nd/4.0/

V. Withanarachchie et al.

Journal of Primary Health Care

WHAT GAP THIS FILLS

What is already known: The New Zealand Medicinal
Cannabis Scheme was established in April 2020 with the
intention of widening access to quality controlled cannabis
products and developing a domestic cannabis industry.
However, access to legal cannabis products remains a chal-
lenge for a significant portion of patients, partly due to physi-
cians’ hesitance to prescribe.

What this study adds: The barriers and facilitators to
prescribing medicinal cannabis in New Zealand are explored
through the perspectives of general practitioners, specialists,
and cannabis clinicians. The limited evidence of efficacy and
clinical trials to support medicinal cannabis was a major con-
cern. Further, drug and reputational risks, perceived lack of
knowledge, and costly products underpin clinicians’ hesitance
to recommend cannabis therapy to their patients. Patients’ and
physicians’ knowledge of medicinal cannabis, physicians’ desire
to avoid the patients engaging with private cannabis clinics, and
exploring medicinal cannabis as a last resort treatment option,
acted as facilitators.

affective disorders, anxiety, and post-traumatic stress dis-
order is scarce.'” There are isolated cases to support the
treatment of schizophrenia, social anxiety, and ADHD symp-
toms; however, cannabis-based interventions for psychiatric
disorders are ‘premature’, and larger studies are required to
determine its use in mental health applications.'® A large-scale
scoping review of systematic reviews (N = 72) found adverse
side-effects were reported by patients in 83% of studies,
including psychotic symptoms, severe dysphoric reactions,
and seizures, as well as minor adverse physical symptoms
(ie drowsiness, dizziness, dry mouth, and nausea)."’
Although the strongest empirical evidence for the use of
cannabinoid-based products exists only for certain condi-
tions with relatively low patient numbers, a recent narrative
review of major reviews and ‘real-world evidence’ studies
found improvements in patient-reported outcomes in a range
of other symptoms and conditions, including neuropathic
pain and cancer-related pain.?° In the case of chronic pain,
a 2022 case series of UK patients with a diagnosed chronic
pain condition (N = 190) found improvement in pain-
related symptoms and other health-related factors (ie anxi-
ety, depression, discomfort, and sleep), in the 1-6 months
following cannabis treatment.?’ However, since 2018, The
Australian and New Zealand College of Anaesthetists and
Faculty of Pain Medicine (ANZFPM) have advised against
prescribing MC for chronic, non-cancer pain outside of clini-
cal trials due to an insufficient evidence base.?%23 In 2021,
the International Association For The Study of Pain’s com-
prehensive review concluded there was limited evidence to
use cannabinoids in the treatment of pain.?* In response, the
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UK’s Faculty of Pain Medicine of the Royal College of
Anaesthetists issued a formal stance similar to that of the
ANZFPM.*®

Few studies have examined MC prescribing in New
Zealand. Rychert et al. found 47% of the 3,634 surveyed
MC users had discussed their MC use with their health
provider, and only one-third of MC prescription requests
were successful.?® Another recent study of 76 NZ general
practitioners (GPs) found nearly 80% were reluctant to pre-
scribe MC, citing no evidence for certain conditions, and had
limited awareness of regulatory processes in the NZMCS.'°
In the Manoharan et al. (2022) study (N = 14), physicians
were concerned entering into MC prescribing would open
them up to an influx of inappropriate MC requests from
patients, thereby damaging their professional reputation.''
Indeed, prior to the NZMCS, Sheridan and Butler (2011)
found NZ community pharmacists and GPs (N = 33) were
concerned about detecting and responding to potential drug-
seeking behaviour, particularly for requests for opioids
and benzodiazepines.?” Due to cannabis’ previous prohibited
status and stigma, fostering trust in the patient—physician
relationship mitigated concerns of drug abuse and facilitated
MC prescriptions.'! Current media reports suggest the gap in
MC prescribing left by physicians has been met by cannabis
clinicians (ie GPs and specialists who position themselves
as experienced prescribers of MC), who offer patients con-
sultations in private clinics.”®

The aim of this study is to explore, in depth, the factors
that create barriers and alternatively facilitate the adoption
of MC into clinical practice in New Zealand.

Methods

Participants and recruitment

In an effort to recruit a diverse participant group, the
research advertisement was circulated widely to NZ GP prac-
tices, hospitals and cannabis clinics via professional commu-
nication channels and through the authors’ professional
networks. In total, 31 participants who had discussed MC
as a treatment option with their patients in the last 6 months
provided written consent to participate in interviews
between July and December 2021. Participants included 16
GPs (primary care) and 15 specialist clinicians (including
seven pain specialists, five working in palliative care, one
psychiatrist, one anaesthesiologist, and one gynaecologist).
Seven of the physicians self-identified as ‘cannabis clinicians’
(six GPs and one specialist); that is, worked in private can-
nabis clinics and/or promoted themselves as a prescriber of
cannabis-based products. GPs and specialists not working in
cannabis clinics will be interchangeably referred to as ‘non-
cannabis clinicians’. Ten of the interviewed clinicians prac-
tised in privately owned clinics and 21 in GP clinics or
hospitals, which are supported by mixed government and
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private funding. 21 respondents worked in the Auckland
area (the biggest city in NZ), seven in the Northland region,
and three in the South Island of NZ. Interviewees had prac-
ticed medicine from between 5 and 55 years, with a mean of
27.5years. Twenty physicians in the sample prescribed
medicinal cannabis in the past 6 months (all cannabis clini-
cians, nine GPs and four specialists).

Data collection

Face-to-face semi-structured interviews were designed with
the goal of generating higher levels of trust, rapport and
disclosure in the interview discussions. Due to coronavirus
disease 2019 (COVID-19) lockdown restrictions, the face-to-
face interview method was interrupted, resulting in four
in-person face-to-face interviews and 27 online interviews
conducted via Zoom video conference. Although arguably
online face-to-face interviewing may impact the capacity to
develop rapport compared to in-person interviewing, online
interviewing also provided benefits such as more flexible
scheduling, no travel expenses, and access to participants in
harder-to-reach areas.”® Interview times ranged from 21
to 94 min, with a mean duration of 53 min. The 36-item,
semi-structured interview guide included questions about
practitioners’ professional background; clinical experience
with MC; views, knowledge and beliefs about MC; under-
standing of the scientific evidence for cannabis therapy; and
discussions with patients about MC. The interview guide
was informed by a review of the literature and earlier stages
of this project, which involved a survey of MC users*®>° and
interviews with patients who discussed their use of cannabis
for medicinal reasons with their doctor. The interviews
were conducted by the first author, audio-recorded and
transcribed ad verbatim.

Data analysis

This study used the inductive approach within thematic
analysis to uncover patterns and underlying meanings
across the participant data.>' Our analysis explored salient
and shared views across participant responses to form a
network of core themes. The first and second authors ini-
tially read the transcripts to familiarise themselves with the
data. The first author then used Nvivo qualitative software
(QSR International) to code the data by grouping together
views on perceived knowledge, beliefs, concerns, and
patient discussions related to prescribing MC. Next, codes
were grouped into two metathemes (facilitators and barriers
to prescribing MC), with a number of lower-order themes
under each (Table 1). To establish investigator triangula-
tion, the first and second authors performed cross-coding
comparisons over several meetings to agree on the lower-
order themes. The second and third authors provided
detailed feedback and cross-checked interpretations over
several rounds of discussions to ensure the trustworthiness
of the results. The results were reported via the qualitative

Table I. Themes.

I. Facilitators

I.1. Patients’ knowledge of medicinal cannabis and persistence with requests
1.2. Physicians’ knowledge of prescribing medicinal cannabis
1.3. Avoid engaging with private cannabis clinics

|.4. Last resort treatment option

2. Barriers

2.1. Limited scientific evidence of efficacy

2.2. Complexity of cannabis prescribing

2.3. Concerns over adverse drug interactions and side-effects

2.4. Unaffordability of products

2.5. Unfavourable professional reputation and social stigma

2.6. Regulatory regime changes and perceived administrative barriers

2.7. Early timing of a prescription

description method, with participant responses used to add
richness of detail to the key themes from the analysis.>?

Ethics approval

The Massey University Human Ethics Committee reviewed
the study protocol and provided ethics approval (SOA 18/85).
The study was performed in accordance with ethical standards
laid down in the 1964 Declaration of Helsinki and its later
amendments. Informed consent was gained from participants
before the interviews.

Results

Facilitators of cannabis prescribing

Patients’ knowledge of medicinal cannabis and
persistence with requests

The most consistent facilitator of prescribing MC product
was as a result of a patient request, and in particular, patients’
persistence in making requests. Cannabis conversations were
largely patient-led rather than initiated or recommended by
physicians, even when physicians had previously prescribed
MC products to other patients. Most of the non-cannabis GPs
and five specialists had previously prescribed or exhibited an
open mind about trialling MC at the request of a patient:

They [patients] will bring it up in the conversation.
They’ll say, ‘what do you think of this to try’ and bring
it into the conversation. I kind of encourage to discuss it
because it’s interesting to know their views and
thoughts...” (Specialist 6)

One non-cannabis specialist stressed the importance of
meaningfully engaging with patients during MC discussions
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despite personal reservations, to avoid patients otherwise
purchasing untested cannabis products from the illegal
market. This sentiment suggests some physicians learn to
deal with the uncertainty of cannabis prescribing through a
risk management approach (ie balancing patient safety and
interest with the limited clinical information on MC availa-
ble to them):

If you’re [the patient] motivated and you're seeking it out,
if we weren’t to prescribe it, they might try sourcing it
from somewhere else of unknown quantity or quality. We
won’t know necessarily what they’re taking because we’ve
disengaged with them in their conversation. (Specialist 1)

A cannabis clinician described how witnessing their
patients’ experiences with cannabis therapy during their
years of general practice engendered confidence in the treat-
ment. It is important to note that the observations in the
quote below are based on patients’ self-reports to the doctor,
as there is still limited evidence of clinical efficacy to sup-
port cannabis therapy for most conditions. There is also the
added complexity of the financial profit gained by prescrib-
ing unsubsidised cannabis products via private consultations
in cannabis clinics:

For almost 40 years as a GP I've asked patients, do they
drink, do they smoke cigarettes, and do they take drugs,
and in almost 40 years, patients have said that smoking
cannabis is the only thing that gives them relief from
pain, anxiety, depression, and sleep problems. I read
the research and those things do respond to cannabis
and I'm there for the patient and willing to prescribe.
(Cannabis clinician 1)

Several cannabis clinicians attested to having patients
who were well-informed about MC, and therefore conversa-
tions were often patient-guided. Commonly, these patients
had either been recommended MC by a friend/family mem-
ber and wanted to consult a cannabis clinician for a pre-
scription, or had previously been using cannabis from the
illegal market for medical purposes and wanted to explore a
legal pathway for accessing it. One cannabis clinician
expressed routinely encouraging patients to learn about
MC use and guide their own treatment plans, as illustrated
in the quote below:

You know a lot of my patients are educating me...
because medicinal cannabis is something where the
patient really does have to steer the whole process, so
we want patients that are awake and understanding of
what the pros and cons of medicinal cannabis might be
for them. (Cannabis clinician 2)

Both GPs and cannabis clinicians in this study explained
that some of their patients had used cannabis illegally for
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many years to treat their medical conditions, and many
reported they found relief. These patients mostly consumed
home-grown cannabis, with unregulated levels of cannabi-
diol (CBD) and tetrahydrocannabinol (THC) content, to treat
pain, disturbed sleep, and mental distress. One GP commen-
ted that they were willing to prescribe cannabis for medici-
nal purposes if the patient had experienced safe and
effective treatment from using it illegally:

If someone said, ‘hey, I've been using dry herb in my heat
not burn vaporiser and it works really well for me and I
have about this much and that’s my dose and it gets me to
sleep’, I'd be happy prescribing that if requested. (GP 7)

Patients’ knowledge of MC was a significant facilitator of
MC prescriptions for cannabis clinicians, who encouraged
patients to self-educate and lead their treatment. As one
cannabis clinician commented, ‘if a person wants to do some-
thing... they’re actually already decided that this is a path that
they want to follow and so you just provide them with the tool
or the medicine’ (Cannabis clinician 2). In contrast, non-
cannabis physicians were more conservative about patients
self-educating due to fear of online misinformation creating
unrealistic expectations of cannabis therapy.

Physicians’ knowledge of prescribing medicinal
cannabis

Most non-cannabis GPs (9/10) and the few specialists
(4/14) who had prescribed MC were more comfortable
continuing a prescription previously initiated by another
GP, specialist or cannabis clinician than starting one them-
selves. One GP described how, through self-education and
taking on the practice of prescribing, over time, they over-
came their initial discomfort with repeating CBD prescriptions
for patients that had been initiated by other physicians. This
suggests that after initially hesitating over writing the first
prescription, greater confidence can be built with more posi-
tive experiences and accumulated knowledge of prescribing:

The bigger concern I had was with the repeating of
prescription and I was like ‘oh do I know enough about
this to be doing this?’ and decided I was okay with it, that
was really my biggest hesitation. The prescriptions I have
done for CBD only I sort of, I felt like I was getting
confidence after a couple... (GP 10)

Other GPs overcame their initial hesitation to prescribe
by consulting cannabis clinics for information on dosage and
how to monitor MC treatment, which helped facilitate dis-
cussions with their patients and enabled them to prescribe
more confidently:

I would say, ‘Look, there is this specialist who runs a
clinic and if you would like to go and see them, these are
their details,” and I'd probably provide their name and
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details of their clinic. I am happy to refer people in an
area where I don’t see that there’s enough answer. If they
want to further discuss that with someone who’s better
informed. (Specialist 4)

Avoid engaging with private cannabis clinics

This lower-order theme was specific to a couple of non-
cannabis GPs and specialists who commented they would
rather administer a prescription for cannabis-based products
themselves than refer their patients to specialised private
cannabis clinics, noting three main reasons. First, one GP
felt that in general practice, there would likely be a col-
league they could rely on for advice on cannabis prescribing,
rather than engaging an external provider:

Literally, it can take an hour to learn how to prescribe
cannabis products and if there’s one GP that doesn’t know,
then surely, there’s another GP in the clinic that the patient
can see, rather than going to a different clinic. (GP 4)

Second, many participants highlighted the cost of consul-
tations with private cannabis clinicians as a financial burden
on their patients. Several GPs and specialists felt cannabis
clinics created further barriers to patients accessing MC due
to the high consultation fees. This motivated one GP, in
particular, to upskill in cannabis prescribing to avoid
patients paying higher than necessary fees to see a cannabis
clinician:

I actually think it should be accessible to all and you’re
putting a lot of barriers to people in terms of the costs and
the kind of clientele they’re serving with those clinics, so
that’s why I would rather work within the system that’s
already existing, be able to use it rather than making it a
separate thing that people have to pay high costs for it.
(GP 5)

The third reason GPs and specialists gave for upskilling
on MC in order to inform their prescribing was to avoid
engaging additional providers in a patient’s treatment plan.
The reasons given for avoiding cannabis clinics, particularly
by palliative care specialists, were the risks of compartmen-
talising care, creating conflicts in the treatment plan, and
the emotional stress on the patient through having to see
and disclose their condition to several different physicians:

I think one of the biggest complaints I hear about is from
my patients’ group, is that they all hate talking to more
than one person. They just want one person to deal
with their issue and I think that’s why I would kind of
try — I’d rather upskill everyone to use a single drug.
(Specialist 6)

In contrast, one non-cannabis GP commented that they
would be unwilling to repeat a MC prescription that had

been initiated by a cannabis clinician without assessing the
patients’ eligibility for the prescription themselves first:

A young woman who went and saw cannabis doctors as it
were and got prescriptions for anxiety. I didn’t have a
clue that she had anxiety, she had never seen me about it
ever and I'd known this patient for about 10 years. She
hasn’t asked for a repeat prescription. In that situation I
probably would decline and say how about you come in
and we’ll actually assess your anxiety and see if we can
use traditional things first. (GP 1)

Last resort treatment option

The timing of the patient's request for a MC prescription
during the consultation was reported to be a key factor
influencing non-cannabis physicians’ responses. In situa-
tions where other treatment options had been discussed
and already exhausted, a request for a prescription was
more likely to be favourably received by physicians:

I would prescribe it if I was asked to prescribe it but I
probably wouldn’t offer it fresh off the bat. For example,
I'd say, ‘hey, you've tried a tricyclic, I think that the
cannabinoids are a third line that they do before things
like opiates, and I would say to start with either a CBD or
a THC CBD combo orally. (GP 7)

Some palliative care specialists, however, indicated they
were more likely than other physicians to trial MC with
patients at any stage if it provided them with some relief
and they could afford it:

So if I have a patient who’s in excruciating agony in
palliative care and they want to try it, then I would
definitely say yeah, sure, let’s give it a try, we don’t
have much to lose here. (Specialist 13)

Barriers to cannabis prescribing

Limited scientific evidence of efficacy

The lack of clinical trial evidence demonstrating the
therapeutic efficacy of cannabis products (conducted by
accredited institutions) was described as the greatest barrier
to prescribing by non-cannabis GPs and specialists. Several
physicians were highly concerned about prescribing MC to
patients without a strong evidence base to justify the safety
and efficacy of products. Two participants questioned
how MC products have entered the clinical field without
undergoing the rigorous, scientific testing phases that other
medications are subjected to. For example:

Phase one, phase two, phase three, phase four and post-
marketing surveillance. It needs to go through that and
medicinal cannabis should be no different to medicinal
opioids, medicinal antibiotics, medicinal anything...
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everything we prescribe goes through that pathway...
(Specialist 9)

There was a near consensus among non-cannabis GPs and
specialists that their interpretation of the scientific evidence
available for MC did not result in them preferring it over
other mainstream medicines that were already in use. As one
specialist (6) describes it, ‘it’s just that I haven’t seen any-
thing convincing that it’s [medicinal cannabis] particularly
better than any other treatment that we’ve got at that
moment.” The reasons given were that mainstream treatment
options often had stronger proven efficacy, clear indications,
and a known risk profile, all of which supported physicians
to prescribe these drugs confidently. In contrast, though
cannabis clinicians also agreed that overall MC required a
greater scientific evidence base, it was less of a barrier to
their prescribing, as they felt that there was reasonable
evidence to support the use of cannabis treatment for a
range of medical conditions, and placed the emphasis on
the patient’s experiences and preferences when prescribing.

Concerns over the efficacy of MC were particularly evi-
dent in responses by most of the pain specialists in the
sample, who felt cannabis is not an effective tool in pain
management and there are better evidence-based options
available. One pain specialist commented that given the
NZMCS preceded an established evidence base for MC prod-
ucts, they did not support further progress of the regime
until more clinical data became available:

The problem is the regime has moved ahead in front of
the evidence already. I would not want the regime to
move ahead at all. I want the regime to step back a bit
and wait for the evidence to catch up. (Specialist 11)

Some participants disclosed to patients early into consul-
tations that they were unwilling to prescribe cannabis at all,
explaining that there was poor evidence to support cannabis
therapy and that they should consider other options. A few
participants applied this sentiment to any new medications
that were not strongly evidence-based:

I can see a lot of practitioners who would refrain from
using it [medicinal cannabis] simply because there is not
enough evidence. And this is like any other facet of medi-
cine... what you don’t know, you tend to avoid. (GP 8)

Complexity of cannabis prescribing

The complexity of cannabis prescribing was a key con-
cern expressed by non-cannabis physicians and specialists.
Much of these concerns were rooted in the lack of clinical
research available on the properties of MC and the chemical
variability across products. Participants commented on the
dearth of information available to support physicians to
make informed prescribing decisions related to MC (ie for
which indications cannabis treatment would be appropriate,
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and how to develop dosing regimens for products). Without
a means of reconciling concerns about MC and being tasked
with the responsibility to prescribe, physicians were left in a
vulnerable position to judge the suitability of MC prescrip-
tions for patients while still grappling with fundamental
concerns:

You’re writing a prescription for a substance that you
don’t really know how it works and you don’t really
know what’s in it. You don’t really know the evidence
for it but you just write it on a script pad and then the
pharmacy just sells it to the person. (Specialist 13)

When asked about the properties of MC, few of these
physicians were able to demonstrate in-depth knowledge,
and after further probing, most were unsure about the clini-
cal purpose of CBD and THC, and the effects of prescribing a
combined product:

I suppose my discomfort is just my inexperience with it,
because I haven'’t prescribed it very many times. I am still
not that familiar with the dosing, the different types, you
know THC, CBD, you know that’s a little bit confusing
and the side effects. (GP 1)

Many physicians not working in cannabis clinics believed
a CBD-THC combination is more effective in pain manage-
ment than a CBD product alone. However, some chose to
prescribe CBD only due to their fear of the unknown risks,
side effects, and psychoactive nature of THC:

I’'m generally fairly sceptical about it, I think there is a lot
more research that needs to be done to work out just
what works for what, it seems that you really need the
combination of CBD and THC to perhaps get a pain effect,
but the THC adds a whole new layer of complexity when
it comes to prescribing. (Specialist 10)

Though all the cannabis clinicians interviewed believed a
CBD-THC combined product is safe, natural, and useful for
pain, one cannabis clinician had decided to prescribe CBD
only in their clinical practice due to the complex impacts THC
is perceived to have on individuals under the age of 30 years:

There are issues with THC, excess THC, THC in a devel-
oping brain is not healthy so there’s a risk with that yes.
But remember all I'm involved in is CBD oil I'm not
involved in THC, so I’'m involved in the safest of the
safe. (Cannabis clinician 5)

Concerns over adverse drug interactions and
side-effects

The risk profile and possible side effects of consuming MC
products alongside other medications was also considered a
barrier to prescribing. Many non-cannabis physicians were
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concerned they did not understand how cannabis interacts
with other medicines they were more familiar with and how
this would affect the patient's health:

I don’t prescribe it, [it] is just because it’s not a prescrip-
tion medication [in my opinion], not everything they say
is a prescription, if a medication doesn’t have a side-effect
profile, monitoring profile that is set, regardless of what
this medication is, even if it’s a medication that is availa-
ble overseas but not here in New Zealand, I’'m not for
prescribing it. (GP 9)

Most participants felt there was a lack of guidance availa-
ble on cannabis dosing and titration, and as a result, they were
forced to prescribe based on clinical judgement and advice
from their colleagues, which deterred some doctors from
prescribing it at all. Most frequently, the ambiguity surround-
ing dosing MC resulted in non-cannabis physicians in this
study choosing to prescribe mainstream medicines over MC:

I actually know what they’re getting when I prescribe
them medicines. I can titrate their medicines. I can switch
medicines depending on the side effects they have. I can
switch medicines based on that. I feel like cannabis does
not — because it’s not regulated really, in the way that we
need it to be for a pharmaceutical. (GP 7)

In some situations, hesitant physicians empathised with
patients and agreed to trial MC at a low dose, with slow
titration, and close monitoring. Several physicians used this
cautious approach to create a safe environment for their
patients to explore MC as a treatment option; however, they
expressed unease about not having access to the resources that
could support them in monitoring the prescription:

It’s just the uncertainty because as a doctor, any drug that
we prescribe, we sort of like to know the mechanism of
action. The side effects, the drug interactions and long-
term consequences. All of that sort of stuff and I just don’t
feel comfortable until I've got that knowledge. (GP 3)

Participants also discussed accessing MC information from
trusted sources as supporting their decision to prescribe. Most
participants drew their knowledge from literature in peer-
reviewed journals, and resources provided by the Best
Practice Advocacy Centre, Ministry of Health (MOH),
Medsafe, and the Goodfellow Unit, which delivers continuing
professional development for primary healthcare profes-
sionals. Many commented, however, that these resources
were scarce and at times outdated; therefore, they sought
resources from Australia and Canada, despite these sometimes
having less relevance to the New Zealand environment:

It really doesn’t make very easy reading from my per-
spective or understanding and then they’re horribly out

of date and not very much depth to what they’ve written
and I use a lot of international websites for information
but then of course it’s not directly relevant to here in
terms of what we can prescribe. (GP 5)

Unaffordability of products

Most non-cannabis GPs and specialists in this study com-
mented that the high price of approved cannabis-based
products was a significant barrier to recommending and
prescribing them. Participants considered the average cost
of $300-$400 for a cannabis product (eg as estimated by
Cannabis clinician 6 at the time of interviewing) to be
unaffordable for patients. This sentiment was particularly
evident among those practising in poorer areas such as
South Auckland and Northland. This issue was compounded
by the concern that the medication might not be effective in
relieving symptoms for the patient:

It’s just a cruel and unusual punishment to give a patient
a chemical as a trial that they’ll never be able to afford
long term. (Specialist 12)

Some participants commented that CBD-only products
are safer than other pain medications; however, they felt
that as the latter are subsidised by Pharmac (the government
drug-buying agency that decides which medicines are pub-
licly funded), an unsuccessful trial would not cause
unnecessary financial costs to the patient in the same way
as an unsuccessful CBD-only trial. One specialist argued that
if cannabis-based products were subsidised, the low cost of
trialling them for individual patients would motivate physi-
cians to consider them as a treatment option, like other
affordable medications:

You’re not thinking about a non-subsidised medication
the person can’t pay for out of pocket. You’re thinking
okay what can I prescribe from Pharmac that they can
afford so you have $5 co-pay. I'm not going to prescribe
something that I think is going to cost them $350 a month
you know because they’re not going to be able to pay it so
it wouldn’t even enter my mind. So if doctors knew that
this stuff can be subsidised then that’s different and then
that becomes more and more things you can prescribe.
(Specialist 7)

A few respondents commented that the high cost of
approved MC products has further contributed to
inequitable access to health care in NZ, as only patients
who can afford it, can consider medicinal cannabis as a
treatment option. One GP described their view of the main
patient demographic for MC:

Who has access to it is people that can afford it. It’s not
the average patient for me. It’s the working, probably my
age, 50ish working woman, who’s kids have left home,
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who has a little bit of anxiety and wants it now and again.
Or the elderly affluent that want it for their pain. (GP 2)

Notably, two GPs suggested they were more inclined for
patients to continue consuming homegrown cannabis if they
had prior, positive experiences with it, even though it is
non-prescribed and illegal in NZ. This was justified in terms
of their patients’ inability to afford prescribed MC products.
As more domestic legal cannabis products become available
under the MCS and the price of products lowers, physicians
may be less inclined in the future to overlook patients
accessing cannabis illegally for medicinal use and encourage
utilisation of the MCS.

Unfavourable professional reputation and social
stigma

During interviews, some non-cannabis physicians
expressed hesitation to prescribe MC, as they felt it would
attract negative comments from their peers or negatively
impact patients and public perceptions of their professional
reputation. For example, one GP working in a rural clinic
stated they were only one of two doctors willing to prescribe
MC in their practice, but they did not actively communicate
this to patients to avoid being personally sought out for a
prescription:

I wouldn’t have it as part of my bio on the website and
definitely don’t want to be kind of known as a “cannabis
doctor”, I only really do it if a patient brings it up with
me, rather than the other way round. My nervousness
around is if I become then the cannabis doctor of [city
name] because we are a small place you know and I don’t
want to have every patient coming at me left right and
centre expecting that. (GP 10)

Some physicians indicated that their peers’ views of
adopting MC into clinical practice shaped their own pre-
scribing behaviours. They preferred to align their prescrib-
ing practices with that of their colleagues, and thus delayed
recommending MC to patients if their peers within the clinic
were slow to adopt it:

I don’t recommend it [medicinal cannabis] as my first
option because we have other options that are kind of
recommended I suppose and so you tend to lean towards
that to ensure that your own personal practice is reflective
of your peers essentially. That’s a driver. (Specialist 1)

One pain specialist commented that the Faculty of Pain
Medicine, with which they are affiliated, strongly considers
prescribing MC to be ‘unethical’ and unsupported by suffi-
cient evidence for the treatment of persistent pain or chronic
pain. Though this may be a significant disincentive for other
health professionals to prescribe, they and their colleagues
had collectively taken a non-confirmative stance and
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decided to prescribe it based on their clinical judgement.
They articulated how this is communicated to patients:

I would be very clear that this is controversial, very
controversial, very open that the body that I'm affiliated
with, the Pain Faculty, says it’s unethical. So, I put that
on the table. And I say I have had some people who find it
useful, especially for sleep, and also that even though the
evidence suggests it’s not useful, there’s a group of people
that I see in a clinic, so anecdotally there’s a group of
people that do tend to find it useful. (Specialist 15)

Regulatory regime changes and perceived
administrative burden

Evident across the interviews was frustration at the lack
of communication physicians had received about the stag-
gered implementation process of the NZMCS. As one spe-
cialist (15) put it, ‘there’s these gradual changes that are
creeping in without a clear pathway or guidance around it.’
In response, physicians have had to allocate their already
limited time to stay informed on the NZMCS, and as one
specialist (2) described it, ‘sifting through all these websites
to try and find what had happened and you know dig out all
this information out ourselves.’

Many physicians stated that they were not informed of
changes as they happened through the phased implementa-
tion of the NZMCS, and voiced scenarios in which they were
unable to confidently guide MC discussions with their
patients. One specialist described a vulnerable interaction
in which their patient corrected their knowledge of the
NZMCS:

I had someone asking me for a script... and I said ‘well you
know you don’t kind of fit the criteria’ and then actually
something else had changed and they could access it... I
felt like it’s kind of embarrassing being behind the eight
ball and not knowing what’s happening. (Specialist 2)

It was also frequently expressed in our study that regula-
tory regime changes deterred some physicians from explor-
ing MC products as a treatment option because they
struggled to stay informed about which products had been
approved and at what financial cost. These physicians were
already overworked and inundated with ongoing changes to
other more commonly used medications; therefore, MC was
only explored when necessary:

We’re overwhelmed by multiple things on a multiple
basis and it may not be until you're faced with a choice
that you’re having to prescribe it [medicinal cannabis]
that you’ll go and seek out those things. (Specialist 4)

When asked about their knowledge of the NZMCS and its
products, many GPs could not confidently state which prod-
ucts had been approved before and after the interim MCS
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scheme, which ended in September 2021, and they were
confused by the approved/unapproved terminology used to
describe product status:

They [GPs] also believe that you are putting yourself at risk
for prescribing something that’s so called unapproved. So,
the category actually is a disincentive. You know that it’s
been classified as unapproved. So, they don’t feel that they
have the backing of the medical profession to prescribe it.
(Cannabis clinician 2)

It is also important to note that at the time of the inter-
views, none of the non-cannabis clinicians knew that vaping
MC was permitted under the NZMCS, illustrating a lack of
knowledge about the details of the regime. The quote below
reflected the views of many of the GPs and specialists
interviewed:

I was not aware that the new legislation had shifted that
much. I have real problems with that... It’'s a way of
people legally and without being prosecuted being able
to utilise smoked cannabis. (Specialist 8)

Early timing of a prescription

When receiving frequent patient requests for MC too
early into consultations, or when other established treat-
ment pathways had not yet been tried, many non-cannabis
physicians would openly communicate their opposition to
prescribing medicinal cannabis to such patients. This was
particularly evident among specialists. One specialist
described the stance taken by their practice regarding mak-
ing it clear to patients that they did not support immediate
use of cannabis therapy, even at the patients’ request:

We actually made a conscious decision to turn down
those referrals. What we said is, ‘We’re happy to see
you and we’re also happy to discuss medicinal cannabi-
noids as one aspect of managing your chronic pain, but
we’re not going to recommend medicinal cannabinoids
because actually the evidence is not good for it.’
(Specialist 8)

Discussion

The aim of this study was to explore the barriers and facili-
tators to prescribing MC in New Zealand. Our findings
resemble international studies®™' that identified a limited
evidence base for MC as the principal barrier to prescribing.
Most physicians in this study self-educated by sourcing
cannabis-specific medical literature, as well as studies sug-
gested by their colleagues and patients, to inform their
prescribing decisions. This finding is dichotomous with the
study by Manoharan et al. in which NZ physicians were

reluctant to self-educate due to pre-determined views
about MC.'" Recent studies have also argued that the limited
formal MC training, combined with access to various unver-
ified cannabis information on the Internet, may challenge GPs’
abilities to effectively counsel patients in cannabis treat-
ment.>*>° In accordance with the findings of other studies,
our participants agreed that MC education and training are
imperative to improve understanding and preparedness to
discuss MC in clinical settings.*”*® The MC information
sheet developed by the Best Practice Advocacy Centre New
Zealand may support health professionals to facilitate MC
discussions and prescribe confidently.>® Research suggests
experienced and educated cannabis prescribers may be better
placed to evaluate the benefits and harms of prescribing
cannabis, and discuss the trade-offs with patients.® Reflected
in our study, physicians’ ability to make clinical decisions
related to MC improved with knowledge gain and experience.

Participants also reported a number of novel factors that
facilitated MC prescribing, including exploring MC after
exhausting other treatment options, previous positive
experiences of prescribing cannabis, and patients’ existing
use of illegally procured cannabis for medical reasons and
reporting positive outcomes. Most physicians in this study
trusted patients that had previously used illegal cannabis for
medical purposes and agreed to provide them with a pre-
scribed alternative, unlike other studies that have observed
fear of drug abuse.'' This approach may reflect a patient-
guided shared decision-making process, which emphasises
trust and considers individual medical history.*® Trust in the
patient—physician relationship is associated with greater
treatment adherence, patient satisfaction, health outcomes,
and disclosure rates.”'~** Considering cannabis’ close ties
with the illicit unregulated market and previous studies
reporting patients’ discomfort discussing MC with health
providers,° fostering trust in the patient-physician relation-
ship may help alleviate stigma in MC discussions.""

The desire to avoid outsourcing prescribing to private
cannabis clinics, which many non-cannabis clinicians con-
sidered too expensive and not offering comprehensive care,
is a new factor we identified that facilitates non-cannabis
physicians' prescribing. This may be specific to NZ, where
cannabis clinics do not have an established role in the health
system yet as they do in some jurisdictions overseas. In
Canada, for example, studies report some GPs refer patients
to cannabis clinics, though not legally required to, thereby
the patient ‘hand off’ facilitates a smooth transfer of patient
care between clinics.***® NZ cannabis clinics do not require
a GP or specialist referral; therefore, there is a greater risk of
dissonance between medical providers when treating
patients.?® This challenge may require close attention as
the number of cannabis clinics continues to increase in NZ.

Our research study identified other unique barriers to
prescribing cannabis in NZ, including the changing regula-
tions under the MCS, and reputational risks related to MC
prescribing with clinical peers, patients, and the wider
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community within smaller rural practices. One NZ study
(N = 14) demonstrated that garnering a negative reputation
for being a MC prescriber by peers was a significant concern
for NZ physicians.'! A survey of 11958 clinicians in
Pennsylvania (US) found peer networks exert significant influ-
ence over physicians’ prescribing practices, particularly when
patient care is shared among practitioners in the clinic.*”
An Israeli study of 272 physicians identified that the views
of professional peers and associated practice were a greater
predictor of intent to recommend MC than perceived knowl-
edge of the treatment.*® Indeed, reputation was an important
factor in our study that influenced physicians’ decision/or not
to prescribe MC. This finding lends itself to a wider discussion
on the need for early medical training on MC to address
preconceived construals about cannabis prescribing.

More broadly, barriers and facilitators to prescribing MC
parallel the adoption of new therapies into clinical practice
in general. Examples of factors that affect day-to-day prac-
tices around prescribing new medicines include peer-
reviewed journals as sources of information,®>° early
experiences prescribing specific drugs,' professional peer
influences,”>* and geographical location (urban doctors
are more likely to adopt new drugs than rural physi-
cians).>*°® Other indicators centre on attitudes and influ-
ences of patients and management (ie patients’ past medical
history (poor response to current treatments and previous
experiences with drugs),”® ambiguous drug guidelines and
risk profiles,®” and financial cost to the patient).”® One
large-scale review reported, however, that financial cost is
less of a determining factor in prescribing new drugs by GPs
than safety and efficacy.*” Patients’ interest and requests for
new drugs are also influencing factors in physicians’ pre-
scribing decisions.”® For example, one survey showed 88 out
of 107 GPs interviewed identified patients’ requests for new
medicines as an important factor, and commented that pre-
scription requests would be obliged to maintain the
physician—patient relationship, avoid confrontation, and
when current treatments failed.®°

NZ GPs have indicated they would be more likely to
prescribe MC if it was funded by Pharmac and supported
by scientific evidence for specific conditions.'® Subsidising
MC products would likely require a significant budget com-
mitment by Pharmac, which may be difficult to justify due
to insufficient evidence to support its use and competing
funding demands. Going forward, investment in well-
designed randomised controlled trials (RCT) on MC must
be prioritised to evaluate the safety and efficacy of products
and inform clinical decision-making.®" Current high-quality
RCT evidence for MC is limited,®* and barriers to attaining
more clinical data (ie high costs, regulatory restrictions, and
lack of sustainable funding) persist.?>°® Real-world evidence
(ie public health registries, electronic medical records) from
prescribed MC users may be used in conjunction with findings
from RCTs to aid regulatory decision-making and to develop
the evidence base.®*>
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Limitations

The recent establishment of New Zealand’s MCS mean
physicians in this study may have been less informed on
and experienced with cannabis prescribing compared to
medical practitioners overseas, where schemes have been
in place longer. The purposive sampling in this research
enabled in-depth interviews with physicians in New
Zealand who had discussed medicinal cannabis with their
patients recently; however, it does not represent the views of
all practitioners.

Conclusion

In conclusion, a number of the identified factors that are
barriers to prescribing MC products in New Zealand are
similar to those affecting medicinal cannabis schemes over-
seas. These include a limited scientific evidence base, previ-
ous prohibited status and stigma, the regulatory complexity
of medicinal cannabis regimes, the illegal market supply of
cannabis, and patient demand placing clinicians under pres-
sure to prescribe. More clinical trial evidence evaluating the
safety and efficacy of MC products will ultimately facilitate
prescribing of cannabis therapies. Issuing suppliers a single
permit to undertake the manufacturing of MC products, as
Australia’s Therapeutic Goods Administration is consider-
ing, would also reduce the current regulatory burden.
A focus on providing continuing medical education on MC,
in particular resources on dosing, side effects, and inter-
actions with other mainstream drugs, could also reduce
physicians’ concerns about prescribing. We have also pro-
posed in the past that New Zealand may consider reclassifying
MC products as over-the-counter alternative therapies without
requiring a prescription.**°® This would remove physicians as
the gatekeepers to some types of cannabis-based medicines,
which will eliminate current access barriers to MC products
caused by physicians’ hesitance to prescribe. Other immediate
initiatives to consider are clear communication of regulatory
changes to the NZMCS as they occur, and training on MC from
trusted sources to improve confidence in prescribing. These
initiatives may mitigate some of the personal and professional
barriers reported by physicians when considering MC as a
treatment option and contribute to more informed clinical
decision-making and patient advice.
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