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Have you ever had to struggle through the treatments following a cancer diagnosis?  Do you know someone who has had to endure the unrelenting pain, constant nausea, and loss of appetite due to the effects of chemotherapy or radiation or following the surgical removal of a tumor?  Have you ever wished there was some kind of fix-it-all medication that would decrease, or possibly eliminate, these unbearable symptoms related to cancer?  Although you might not realize it, there is a drug that is known to relieve pain, decrease nausea, increase appetite, and is not habit-forming.  Actually, it’s probably a drug you’ve heard of.  Unfortunately, this omnipotent drug is known as marijuana, and it is illegal in the United States.  However, with one simple change in legislation, marijuana could be rescheduled as a controlled substance and be made available to the millions of Americans that deal with the consequences of cancer on a daily basis.

Although more than 200 kinds of cancer have been identified (Venes, 2001), there are just three basic types of treatment for the condition:  surgery, chemotherapy, and radiation therapy.  While these treatments can be very effective in eliminating cancer alone or in combination with each other, each has distinct adverse effects that patients can expect to experience.

Surgery is the oldest technique used to treat cancer.  It is used to remove tumors, to obtain tissue samples for diagnostic purposes, to improve patient comfort when a total tumor excision is not possible, and to restore function and appearance following previous surgeries.  Because there are so many reasons for surgery, most cancer patients will have some type of surgery during treatment.  Unfortunately, patients who have undergone surgery almost always experience some level of pain and may also lose the desire to eat or drink.   (American Cancer Society, 2004).

Radiation, or the use of therapeutic ionizing rays, is another localized form of treatment for cancer.  Like surgery, radiotherapy may have undesirable side effects.  For instance, fatigue is very common among patients receiving radiotherapy.  Other side effects tend to be confined to the area being treated and include mucositis (or inflammation of the lining of the mouth), dry mouth, decreased sense of taste, inflammation of the esophagus or intestine, nausea, vomiting and diarrhea, to name a few (American Cancer Society, 2004).  Dr. Eduardo Bruera of the Cross Cancer Institute in Edmonton explains, “I’ve had patients who are vomiting 30 times from the radiation.  It can rip an esophagus apart or cause dehydration” (Onstad, 1997).  Good nutrition is imperative for people with cancer, so the negative effects of treatment must be controlled to promote health maintenance.

Chemotherapy is a form of treatment in which medications are administered that target tissues that have a high proportion of active cells in comparison to resting cells, also known as growth fraction.  Unfortunately, healthy tissues with high growth fractions, such as bone marrow, cells of the digestive tract, and hair follicles, experience cell death as if they were cancer cells (Lehne, 2001).  This directly translates to adverse effects like diarrhea, inflammation in the mouth, nausea, and vomiting.  According to the American Cancer Society (2004), most chemotherapy medications cause anorexia, which decreases the body’s ability to fight disease and tolerate treatments.  To make matters worse, these drugs also cause changes in the way food tastes, which may contribute to anorexia; most often, however, unrelenting nausea and vomiting cause anorexia.  Don Nelson received 18 months of chemotherapy in 1978 that caused him to retch almost constantly.  As a result, his esophagus ripped, causing permanent tissue damage (Cowley and Hager, 1997).

There are currently many legal medications that a physician can prescribe in order to combat the adverse effects of cancer treatments.  But, like all medications, these drugs have common side effects of their own that must be considered.

For example, analgesics are medications that are given for pain management.  Pain medications range from over-the-counter preparations, like acetaminophen, to strong opioids (previously known as narcotics), like OxyContin.  But these medications have some undesirable effects of their own.  Medications used for mild to moderate pain, like acetaminophen, interact with other medications.  If used with alcohol, fatal liver damage may occur.  When used conjunctively with a blood thinner, a patient has an increased risk of bleeding.  (Lehne, 2001).

Many times stronger pain relievers are needed and opioid analgesics are prescribed.  These medications may cause tolerance (in which doses must be increased over time to maintain effectiveness), physical dependence, and addiction.  According to Lehne (2001, p.281), “all cancer patients who take opioids chronically develop substantial physical dependence.”  This leads to one of two problems:  either the patient becomes dependent on a controlled substance, or he does not achieve pain relief for fear of using these substances will result in an inability to discontinue use when the pain is gone.  If these conditions aren’t bad enough, opioids may also cause respiratory depression, constipation, sedation, orthostatic hypotension, urinary retention, euphoria, nausea, and vomiting. They also interact with medications used to treat depression and high blood pressure, as well as alcohol and other central nervous system depressants.  (Lehne, 2001).

Because of the consistent nausea and vomiting that occurs in patients receiving cancer treatments, physicians often prescribe antiemetics.  These drugs work by blocking one or more of the receptors for serotonin, dopamine, acetylcholine, and histamine.  As with pain relievers, antiemetics can produce unwanted effects, like headache, diarrhea, dizziness, sedation, low blood pressure, antipyramidal reactions, and anticholinergic effects.  (Lehne, 2001).  

One substantial drawback of antiemetics is the fact that most are administered orally or via and intravenous (IV) line.  If the patient isn’t in a hospital setting with an established IV line, then he or she must take the medication orally, and is likely to vomit before the medication can be digested and absorbed.  The result is continued nausea and vomiting.

As if it isn’t bad enough to be diagnosed with cancer, a patient has to suffer through treatments to remove his cancer and is then forced to deal with the side effects of the drugs he has been prescribed to combat the consequences of these treatments.  Wouldn’t it be nice if he could take a fix-it-all drug that would manage the discomfort related to cancer treatments without causing undesired effects?  

This is where all-natural marijuana has applications.  It has medical uses that date back over 3,000 years.  It can be found in ancient Chinese and Indian medical textbooks and has been used to treat conditions like beriberi (caused by a thiamine deficiency), constipation, gout, malaria, rheumatism, absent-mindedness, depression, insomnia, vomiting, tetanus, coughs, muscle and joint pain, gonorrhea, chest pain, gastrointestinal pain, cholera, epilepsy, strychnine poisoning, acute bronchitis, whooping cough, and asthma (American Cancer Society, 2004).  Although this may seem like a random list of illnesses, there are many similarities among the diseases.  For instance, pain, nausea, depression, decreased appetite and alterations in the digestive tract are common symptoms of these conditions, each of which may be relieved by the effects of marijuana.

Marijuana has three main properties that make it useful for cancer patients.  Primarily, it is a pain reliever.  Erin Hildebrandt, a 32-year-old mother of five, tried numerous powerful narcotics in an attempt to control the pain brought on by chronic migraines and Crohn’s disease (which causes inflammation in the intestine).  It wasn’t until she tried marijuana that she found relief (Becker, 2003).  

According to the American Cancer Society (2004), there is evidence that marijuana’s active ingredients not only relieve pain, but also control nausea and vomiting and stimulate appetite.  Remember Don Nelson, the cancer patient whose vomiting was so bad that his esophagus ripped?  Well, as an unfortunate turn of events, his wife Susan was diagnosed with lymphoma just 11 years later.  She too underwent chemotherapy, but decided that whenever she began to feel nauseous she would smoke marijuana.  She found that in four months of therapy she only vomited once due to the antiemetics properties of marijuana (Cowley and Hager, 1997).

It is so important that people maintain good nutrition, especially when undergoing treatment for cancer.  But with the negative side effects of cancer treatments and the medications that often accompany them, patients tend to lose their appetites and often have trouble keeping food down when they do eat.  Marijuana has a unique effect in this situation, because not only does it relieve nausea, but it also increases one’s appetite.  Marijuana causes an enhanced sense of taste and smell that results in an increased appreciation of the flavor of food (Lehne, 2001).  It is famous for causing the “munchies”, and it enables nutritionally depleted patients to regain the desire and ability to eat.  

Not only is marijuana useful for fighting the pain, nausea, and decreased 

appetite that commonly occurs during cancer therapy, it has many other beneficial properties as well.  Richard Lehne, author of Pharmacology for Nursing Care (2001, p.401), lists the following common effects of marijuana: “euphoria and relaxation, gaiety and a heightened sense of the humorous, increased sensitivity to visual and auditory stimuli,…and distortion of time perception.”  These effects translate to improved mood and decreased risk of depression.  Although this may seem trivial, one should consider that laughter causes the release of endorphins, otherwise known as the body’s natural morphine, thereby increasing one’s pain threshold.  Mood is an all-important aspect of a person’s health and should be considered throughout therapy.


Another astounding property of marijuana is its safeness.  Lester Grinspoon and James Bakalar, both doctors at the Massachusetts Mental Health Center in Boston, claim, “One of marijuana’s greatest advantages is its remarkable safety.  There is no known case of lethal overdose…Marijuana is also far less addictive and far less subject to abuse than many drugs now used as…analgesics” (Commentary, 1995).  Data gathered from animal experiments has shown that the ratio between the lethal dose and the effective dose of marijuana is about 40,000 to one (Sullum, 1997).  For comparison, understand that this same ratio is 20 to one for aspirin and between four and 10 to one for alcohol, both of which can be purchased over-the-counter.


In addition, marijuana is highly unlikely to interact with other drugs.  The interactions that may occur produce slight effects, many of which are desirable.  For example, marijuana enhances the effects of muscle relaxants, opioid analgesics, and antiemetics.  Other drugs can reduce the effects of marijuana, causing a significantly reduced subjective “high”.  (Grotenhermen, 2003).  Unlike more traditional (and legal) pain relievers and anti-nausea medications, marijuana does not cause alterations in respiratory or cardiac functioning.


In order to be classified as one of the first two levels of controlled substances, a drug has to have a high potential for abuse.  This is a very controversial area when considering marijuana.  Some people argue that marijuana is very addictive.  Others say it’s not at all addictive.  Franjo Grotenhermen, author of Pharmacokinetics and Pharmacodynamics of Cannabinoids (2003, p.349), has established the following conclusion concerning the addictive properties of marijuana:

After abrupt cessation of long-term administration of high doses of THC, withdrawal has been observed in humans.  Subjects complained of inner unrest, irritability and insomnia, and presented ‘hot flashes’, sweating, rhinorrhoea, loose stools, hiccups and anorexia.  Withdrawal symptoms in humans are usually mild and the risk for physical and psychic dependency is low compared with opioids, tobacco, alcohol and benzodiazepines.  A review of several indicators of the abuse potential of oral dronabinol [synthetic marijuana] in a therapeutic context found little evidence of such a problem.


A major drawback of being treated for cancer is the resulting change in lifestyle that often occurs.  Many times this is related to the pain or nausea that cancer treatments cause.  Patients may become fearful of leaving their homes.  Sometimes the pain is too debilitating, and patients become unable to do the things they once could.  Lynn Harichy was a returning student on a disability pension who was training to become a lab assistant.  She experienced extreme pain from disorder known as multiple sclerosis that was hindering her learning.  She found that smoking marijuana eased her pain and enabled her to concentrate in school.  She claimed her “thoughts were clear, more organized” (Onstad, 1997).  Marijuana could have similar benefits for cancer patients whose pain keeps them from accomplishing their goals and maintaining a well-functioning lifestyle.


If the above benefits aren’t enough to convince someone that marijuana would be advantageous if used as a therapeutic medication, maybe one should consider the cost of the drug.  Marijuana is a product that is administered in its natural plant form.  It can be produced relatively cheaply, unlike traditional opioid pain relievers.  According to Ignatavicius and Workman (2002), the manufacturer cost per day of a typically narcotics ranges from $8.86 to $369.44.  That’s monumental compared to the price of harvesting a natural plant.


Even after studies have proved that marijuana possesses these beneficial qualities that are medically useful, it is still an illegal substance in the United States.  In 1970, Congress initiated the Comprehensive Drug Abuse Prevention and Control Act, otherwise known as the Controlled Substance Act, in an effort to reduce the possibility that drugs obtained from legitimate sources could become available to drug abusers.  In order to accomplish this, handling regulations for manufacturers, distributors, pharmacists, nurses, and physicians were set forth.  (Lehne, 2001).  Drugs with “a substantial and detrimental effect on the health and general welfare of the American people” were evaluated based on their relative abuse potential, accepted medical use, safety for use under medical supervision, and relative dependence liability in order to determine the level of control, or schedule, necessary for the drug.  (J. Gettman, personal communication, March 24, 2004).


If a drug is regulated by the Controlled Substances Act, then it will be placed in one of five categories:  Schedule I, II, III, IV, or V.  Schedule I drugs have a high potential for abuse and no accepted medical use.  Schedules II through V contain drugs that have accepted medical uses, but have a potential abuse and for causing physical or psychologic dependence, with the potential decreasing with each subsequent schedule.  (Lehne, 2001).  For example, drugs in Schedule II have a higher potential for abuse than drugs in Schedule III, and so on.  


The reason marijuana is classified as a Schedule I controlled substance is because Congress placed it there in 1970 pending a report from a National Commission that would provide facts to determine the best schedule for marijuana.  The Department of Health, Education and Welfare sent a letter to Congress explaining “some question has been raised whether the use of the plant itself produces severe psychological or physical dependence as required by a Schedule I or even a Schedule II criterion”.  (J. Gettman, personal communication, March 24, 2004).  Congress knew marijuana did not fit the criteria of a Schedule I drug, but they placed it there pending further review and noted that it could be rescheduled in the future.


After more than 30 years, marijuana remains a Schedule I controlled substance.  According to Jon Gettman, Ph.D., a Senior Fellow at George Mason University School of Public Policy, in order to reschedule a drug, a petition citing evidence must be filed with the Drug Enforcement Administration (DEA).  The DEA then reviews the submitted evidence to confirm that it has not been considered in a prior rescheduling proceeding.  Next, the petition is referred to the U.S. Department of Health and Human Services (HHS) for a complete scientific and medical review of all available information.  A report is then sent back to the DEA along with a scheduling recommendation.  The DEA reviews the HHS report and publishes its decision to the Federal Register.  Affected parties can make comments and call for a public hearing to dispute issues of fact.  The DEA then makes a final decision, which is subject to judicial review by the US Court of Appeals.  (J. Gettman, personal communication, March 24, 2004).  


At this point, no one has successfully completed the rescheduling procedures required by the Controlled Substances Act.  And even if it was rescheduled, marijuana would have to meet the requirements set by the Food and Drug Administration for approving new drugs.  One reason this has not been done is a lack of financial support for studies to investigate the therapeutic potential of marijuana.  The Federal Government, all the while saying that more evidence is needed to prove marijuana’s effectiveness, blocks further research by not financially supporting it.  After two years of effort, Donald Abrams, a researcher at the University of California at San Francisco, won FDA approval for a pilot study of marijuana as a treatment for AIDS wasting syndrome due to its ability to stimulate appetite.  Unfortunately, the National Institute on Drug Abuse manages the only legal source of research marijuana in the United States, and refused to provide Abrams with the drug.  (Sullum, 1997).  Those trying to prove that marijuana has medical use and has low potential for abuse are finding it impossible to do so due to the roadblocks the government has instilled.  

Although substantial evidence has already been found to promote the rescheduling of marijuana, there are still people who are opposed to this legislative move.  One argument against the use of marijuana as medicine is the idea that smoking any substance increases a person’s chance of developing cancer.  One solution to this problem could be using vaporizers when smoking marijuana.  These tools burn the THC, the active substance in marijuana, but not the plant matter carrying it, thereby eliminating the irritating smoke (J. Gettman, personal communication, March 24, 2004).  While these opponents of medical marijuana protest, they tend to forget that both chemotherapy and radiotherapy can cause secondary cancers (American Cancer Society, 2004).  If the risk is there with or without therapeutic marijuana, then comfort measures should be considered a higher priority than the prevention of secondary cancers based on unsubstantial evidence.

Other opponents argue that smoking marijuana decreases one’s immune system; however, studies have shown that THC demonstrates antibacterial and antiviral actions.  For example, when incubated with THC, the infectious potency of herpes simplex viruses, the causative agents of cold sores and genital herpes, was reduced (Grotenhermen, 2003).

The psychoactive effects of marijuana can be unsettling to some patients, but this could be a temporary issue for users.  In a 30-day study, volunteers were administered daily oral doses of THC.  By the end of the study, they developed tolerance to cognitive and psychomotor impairment and to the psychological “high” (Grotenhermen, 2003).  In addition, one should consider the fact that many analgesics (pain relievers) produce a feeling of euphoria similar to that caused by marijuana.

A strong fear of many opponents of medical marijuana is that rescheduling the drug would directly result in an increase in recreational use.  On the contrary, rescheduling would result in an increase in the control of the substance, because it would be produced and distributed in the same manner as other controlled substances.  It would also provide a legal source of the drug to patients that are currently supporting the illegal market.  Ideally, rescheduling marijuana should reduce the illegal sale of the substance.  Investigators at the Institute of Medicine say that they have found no conclusive evidence that marijuana is a gateway drug, nor that recommending it medicinally would increase general use (Kalb et. al, 1999).  Increased recreational use may not be the real issue; authorities may fear that marijuana produced for medical use would be diverted for recreational use (J. Gettman, personal communication, March 24, 2004).  The Controlled Substance Act was established to balance the medical need of a drug with the threat of diversion.  Marijuana is a controlled substance like other pain relievers.  Rather than banning a medically useful drug, maybe the government should consider revising the system that is responsible for controlling diversion.

The main argument against rescheduling marijuana revolves around the fact that there is already a Schedule III oral THC preparation that can be prescribed to treat nausea.  Unfortunately, many patients with nausea are unable to retain oral preparations.  In addition, absorption varies must more in the intestine than it does via the respiratory tract.  Studies have shown that smoked THC was more reliable than oral THC in achieving therapeutic blood concentrations (Legal Pot, 1980).  Patients tend to have problems titrating their dosage to meet their needs with oral preparations as a result.   In addition, smoked marijuana contains more active cannabinoids than just THC, so there may be additional medically useful properties in the natural plant.

Because so many people have found marijuana to be a necessary part of their therapeutic regimens during cancer treatment, continued illegal use of the substance can be expected if it is not rescheduled.  As it stands, patients find relief with marijuana that they have not been able to find in more conventional manners and are “forced to risk the stigma and cost of criminal prosecution in order to obtain and use…a medically necessary substance” (J. Gettman, personal communication, March 24, 2004).

There are so many beneficial properties of marijuana that it would be ludicrous to continue to deny its potential.  And marijuana isn’t useful for cancer patients alone; so far research has shown usefulness in decreasing the intraocular pressure in patients with glaucoma, decreasing the muscle spasms and pain associated with multiple sclerosis, initiating weight gain in AIDS patients who experience nausea and have to deal with wasting syndrome, and providing general relief from pain and nausea that may be present with a multitude of conditions.  Supporters of the movement to reschedule marijuana are not “hippies” who desire the freedom to smoke legalized marijuana.  They are intellects who see the possibilities of a controlled drug that was once used responsibly by our ancestors.  Although there are people opposed to rescheduling marijuana, we have a moral obligation to investigate its medical usefulness as a legal medication.
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