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Abstract 

Legalizing cannabis for both medical and recreational 

purposes is currently a worldwide trend. Lebanon, a 

Middle Eastern country, recently became the first 

Arabic state to legalize the cultivation of medical and 

industrial cannabis amid a huge economic crisis and 

the COVID 19 pandemic. However, the state of the 

art regarding the Lebanese cannabis is still poorly 

defined. Hence, our aim is to highlight medical and 

social concerns, and to clearly define the ethical 

framework for medical cannabis prescription and 

usage. Studies showed cannabis therapeutic 

potentials in treating numerous diseases such as 

epilepsy (high level of evidence), multiple sclerosis 

(moderate level of evidence), PTSD (low level of 

evidence), as well as in alleviating symptoms related 

to other conditions, for instance weight loss in HIV 

patients and chemotherapy induced nausea and 

vomiting (high level of evidence in both cases). 

Nonetheless, legalizing a drug known worldwide for 

its abuse potential could hinder several ethical 

principles.  

Whenever prescribing medical cannabis, the 

physician should respect patient’s autonomy, assess 

the risk benefit ratio of his actions, and act by justice. 

Moreover, authorizing cannabis usage for medical 

purposes could give rise to stigmatization, and further 
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increase the burden on a society already struggling 

with the issues of self-medication, unemployment, 

and drugs diversion phenomena. By legalizing 

medical cannabis, Lebanon has entered a new chapter 

that warrants assessments, regulations, and readiness 

in order to insure a safe and successful experience. 
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1. Introduction 

For thousands upon thousands of years, cannabis was 

being cultivated due to its interesting properties and 

used by Homo sapiens in many aspects [1, 2]. Food 

crops, fabric, and papers were the earliest 

applications [3]. Cannabis also held an important 

place in ancient Arabic medicine [3]. In 2018, the 

United States (US) Food and Drug Administration 

(FDA) approved the first cannabis-based medication, 

Epidiolex, for the treatment of epilepsy [4]. 

Moreover, the legalization of cannabis for medical 

use has been on the 21st century’s agenda of many 

countries. For instance, Germany, United Kingdom, 

Netherlands, Italy, and 33 North-American states 

have legalized cannabis for medicinal purposes [5-7]. 

In 2020, amid an economic hardship and COVID-19 

pandemic, Lebanon joined these countries by 

legalizing cultivation of cannabis for medical and 

industrial applications [8]. However, legalizing 

cannabis will allow ‘‘physicians to recommend a 

substance whose abuse potential is well documented; 

but whose benefits are poorly characterized’’[9] thus, 

undermining several ethical principles [10]. 

Moreover, in a society where religious principles are 

highly valued, people of faith strongly object usage 

of cannabis as it is considered a substance that 

pollutes the body and the mind [11]. Furthermore, 

few studies have been performed to define a clear 

situation regarding the Lebanese cannabis [12-15]. 

The latter is still considered a national ethical 

dilemma, taboo subject in the society, and a huge 

burden on physicians and lawmakers. In light of the 

forgoing, we aimed in this review to establish the 

current situation of medical cannabis (MC) in 

Lebanon by drawing its history in Lebanon, 

summarizing recent evidence regarding its 

therapeutic usage, identifying ethical and social 

challenges facing its future medicinal practice and 

determining medical, ethical, and social factors 

influencing the patient-doctor relationship when 

prescribing or using cannabis medication. 

 

2. History of Cannabis in Lebanon  

The earliest documented therapeutic application of 

Medical Cannabis (MC) in Arab medicine was in the 

9th century when it was used to treat ear diseases. 

Later on, notable Arabic physicians discovered other 

therapeutic benefits for MC [16]. Ibn al-Baytar 

uncovered the anti-parasitic property of MC, Al-Razi 

mentioned the use of MC for skin diseases and 

Avicenna applied MC to heal joint diseases, 

ophthalmitis, edema, and wounds. Cannabis products 

were also prescribed for their diuretic, anti-epileptic, 
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analgesic, and anti-inflammatory properties and 

administered to treat flatulence, infections and 

vomiting [3, 16]. However, the 20th century 

witnessed the downfall of this plant followed by 

international prohibition due to the emergence of new 

efficacious drugs and the spread of marijuana for 

recreational usage [17].  

 

Lebanon, an Arabic country, had an official 

prohibition policy on all illicit drugs in 1926, during 

the era of the French mandate [18]. Regardless, 

between 1975 and 1990, marijuana market grew 

greatly because of the civil war [12]. In 1998, the 

Lebanese government issued the narcotic law that 

banned the cultivation, production, and usage of any 

illegal drug, including cannabis in all sorts and forms 

[19]. Despite being prohibited, cannabis was openly 

cultivated in Lebanon in an estimated area of 400 000 

hectares, mainly in the Bekaa region with around 20 

000 families involved in this illegal industry [20, 21]. 

Lebanese farmers also benefited from the Syrian 

conflict to increase their marijuana production, taking 

advantage of the open borders and lack of 

governmental surveillance [22]. In 2019, Lebanon 

which is well known worldwide for its high quality 

cannabis, was considered by the United Nations 

Office of Drugs and Crime (UNODC) as the world’s 

third largest supplier of cannabis resin [23]. 

Marijuana remained as well the most used substance 

after alcohol (12.3%) with a wide availability among 

youth [24]. On the 17th of October 2019, the 

subcommittee for cannabis cultivation released the 

draft law regarding cannabis legalization [25]. The 

main purposes were to enable the government to 

expand its authority on the cannabis industry by 

restricting its accessibility to medical and industrial 

purposes. In addition, it aimed to achieve a 

sustainable development and attempt to reduce the 

burden on the criminal justice system. Other reasons 

encompassed protecting public health, ensuring 

safety by imposing strict requirements, and raising 

awareness regarding health adverse event related to 

illegal cannabis use [25]. On the 21st of April 2020, 

amidst an economic crisis and Coronavirus 

pandemic, the draft bill regarding legalization of 

cannabis was approved by the Lebanese parliament. 

Thus, Lebanon became the first Arabic country to 

legalize cultivation of cannabis for medical and 

industrial purposes [26]. Remarkably, the cannabis 

consumption was not confronted in the new law, thus 

all cannabis related activities, except cultivation, are 

still prohibited. It should be underlined that 

cultivation was solely authorized for exportation and 

research purposes without decriminalizing local 

medicinal consumption. Figure 1 summarizes major 

events in the history of cannabis in Lebanon. 

Evidence is increasing regarding medical cannabis 

applications; however, its usage has been facing 

many medical, ethical, and social challenges 

following cannabis legalization. 
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                  UNODC: United Nations Office on Drug and Crimes 

 

Figure 1: Key events in the history of cannabis in Lebanon. 

 

3. Medical Cannabis and Recent Evidence of 

its Usage 

3.1 The endocannabinoid system  

The endocannabinoid system is mainly composed of 

a Guanine nucleotide-binding protein (G-protein) 

coupled Cannabinoid receptors (CB), ligands, and 

metabolic enzymes [27-34] (Figure 2). This apparatus 

is involved in the regulation of the immune system, 

the nervous system (cognition, memory, emotion, 

coordination, sleep, appetite...), as well as the overall 

homeostasis of many organs including the skin, gut, 

liver, heart, bone, and testis [33-35]. As a matter of 

fact, the endocannabinoid system (enzymes, ligands 

and receptors) could be subject to alteration in many 

pathologies [31, 33, 34, 36].  

 

Moreover, two exogenous CB ligands belonging to 

the phytocannabinoid category constitute the basis of 

Medical Cannabis (MC)  preparations; Tetrahydro-

cannabinol (THC) and Cannabidiol (CBD), the most 

studied cannabis components, account for the 

psychoactive and non-psychoactive phytocanna-

binoid, respectively [6, 30]. THC is a partial agonist 

to endocannabinoid receptors with higher affinity to 

CB1  which could explain its intoxicating effect [30, 

37, 38] (Figure 2). THC targets the dopaminergic 

pathway which can result in addiction and abuse 

potential [6, 27]. It also induces tolerance when 

chronically used [37]. In contrast, CBD has an 

allosteric action; it helps in enhancing the effect of 

the endogenous cannabinoid system instead of taking 

over this system, and as a result, CBD has no 

documented abuse or dependence potential [6, 30, 

38] (Figure 2). CBD has many therapeutic benefits 

and is associated with safer outcomes than THC [6, 

30, 39]. Notably, the potency of cannabis is defined 

by its THC/CBD ratio. In contrast to recreational 

marijuana, low THC/CBD ratio is found in MC [6]. 
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3.2 Therapeutic applications of medical cannabis 

Following the discovery of the Cannabinoid receptors 

(CB), a new epoch for cannabis began with a revived 

scientific curiosity [37]. Many studies and clinical 

trials highlighted the therapeutic benefits of MC. The 

latter was mainly used as an alternative in case 

conventional treatments failed to show any benefits. 

Moreover, studies showed the efficacy of MC in 

treating numerous diseases, as well as in alleviating 

symptoms related to other conditions. Tables 1, 2 and 

3 summarize the major medical application of 

cannabis (psychiatric, neurological, and other 

medical applications such as insomnia, nausea and 

vomiting, chronic pain, weight loss in HIV patients, 

COVID-19) [37-68]. All studies agreed that further 

investigations were still needed to draw more clear 

and robust scientific evidence on the benefits of MC. 

Nonetheless, research on this topic is facing 

challenges on many levels. Ethically, the placebo 

issue and the recruitment of vulnerable demented 

population are barriers to clinical trials [69]. From a 

scientific perspective, past clinical trials are qualified 

of poor evidence due to many reasons particularly, 

ineffective blinding, and the choice of route of 

administration that should be suitable for the patient, 

the dosing, and the objective of the study [70, 71]. 

 

3.3 Route of administration of cannabis 

medications 

As any other medication, cannabis active substances 

could reach their target system through different 

route of administration [47]. The most common mode 

among patients is by way of inhalation into the 

respiratory tract, either smoked or vaporized. This 

route induces the fastest onset and a short duration of 

action [30, 47, 72]. Nonetheless, the smoked form 

was associated with the highest pulmonary 

symptoms, thus, should be avoided in asthma and 

COPD patients [47]. One of the advantages favoring 

the oil-based medication is the fact that cannabis 

concentration could be well controlled, unlike the 

smoked form, thus minimizing undesirable effect 

[73]. Furthermore, the oromucosal, transdermal, and 

rectal routes by the mean of capsules, edibles, tea, 

oils, sprays, topicals, and suppositories represent an 

alternative discrete doorway for MC [47, 72, 74]. 

 

3.4 Adverse events of medical cannabis 

Practitioners prescribing MC could encounter many 

cannabis related side effects. General adverse events 

such as allergy, ataxia, blurred vision, nausea, 

vomiting, headache, diarrhea, hypotension, 

somnolence, sedation, lethargy, hallucination, 

psychosis, vertigo, dizziness, dry mouth, and asthenia 

are described in many studies [37, 47, 75, 76]. It has 

been proven that chronic use of MC might impair 

cognition and lead to substance use disorder (SUD) 

with higher risk when administered to children and 

teenagers [37, 51, 76]. In addition, studies 

demonstrated that short term use of MC in children 

and young adult caused seizure exacerbation or status 

epilepticus [51]. In the same context, researches 

showed that MC used for treating anorexic HIV 

patients aggravated their weight loss [75]. 

Furthermore, accidental overdosing leads to 

sympathomimetic toxidrome and sudden abstention 

induces withdrawal syndrome [76]. Besides, 

medication toxicity due to drug interaction with 

cannabis is witnessed in patients under rifampicin, 

ketoconazole, warfarin, omeprazole, fentanyl, 

antivirals, anticonvulsants, and chemotherapeutic 

agents [76]. It was also reported that Cannabidiol 

(CBD)  causes an increase in hepatic enzymes 

leading to drug discontinuation. This implies that 

special considerations should be taken in patients 

with hepatic impairment, or under medications with 

hepatotoxic effect [75]. Caution should be adopted 

when prescribing MC for patient with history of 
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SUD, psychiatric conditions or under psychiatric 

medications [76]. 

 

3.5 Medical community attitude regarding 

medical cannabis 

Although medical cannabis usage is still prohibited in 

Lebanon,  the medical community attitude and beliefs 

regarding the therapeutic values of cannabis should 

not be disregarded since they are considered the 

gatekeeper for the use of MC [77, 78] Farhat et al 

[13] revealed that 75% of  12 different Lebanese 

physicians specialists (oncologists, neurologists, 

anesthesiologists, and psychiatrists) were in favor of 

MC legalization. Furthermore, the majority concurred 

on the potential benefits of MC as a supportive care 

medicine. Nonetheless, only 60% of these health care 

providers expressed their keenness to include MC in 

their practice [13]. Besides, the Lebanese psychiatric 

society statement acknowledged the potential 

therapeutic benefits of MC along with its economic 

welfare. They emphasized on the need to conduct 

extensive researches in order to assess the impact of 

such legalization on the affected parties, and the 

importance of a scientific debate on this matter [79]. 

A survey conducted to assess the knowledge and 

attitude among Lebanese pharmacists toward MC 

legalization showed that 45.5% of participants 

favored this legalization. However, 57.9% expressed 

their concerns about the abuse potential of this drug. 

Furthermore, this study revealed that only 35.6% of 

participants had answered correctly to more than half 

of the questions regarding MC knowledge. Therefore, 

many Lebanese pharmacists revealed the necessity 

for training programs to improve their knowledge on 

this matter [14].  

 

Outside Lebanon, studies showed that the likelihood 

of prescribing MC varies depending on the medical 

specialties and sometimes even in the same discipline 

[80, 81]. Doctors, who were reluctant or completely 

opposed to MC prescription, reported several 

concerns: the lack of enough evidence, standardized 

guidelines, absence of cannabis subject from the 

medical school curriculum, potentials risks, harm as 

well as practitioners ambiguous responsibility [37, 

82, 83]. Moreover, hesitancy out of fear of 

associating their name with cannabis was another 

obstacle [84]. This attitude was further influenced by 

some institutional policies that might forbid 

providing cannabinoid based medicine, in addition to 

news and social media who portray cannabis as an 

evil weed [85]. Some view the word cannabis and 

medicine ‘‘as an uneasy combination’’ and too potent 

to be denoted as a herbal medication [86]. 
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Cannabinoid receptor CB1 is copiously expressed in the nervous system (central and enteric) particularly in presynaptic terminal 

neuron of the mesocorticolimbic dopaminergic pathway which regulates emotions, cognition and memory.(27–30) On the other 

hand, CB2 is expressed mainly in the immune system and lack psychotropic effects.(27,30–32) Two lipophilic endocannabinoid 

ligands exist: anandamide (AEA), a partial agonist with higher affinity to CB1 and 2-arachidonyl glycerol (2-AG) a full agonist 

with affinity for both CB1 and CB2 receptors.(27,33)  AEA is biosynthesized by N-acylphosphatidylethanolamine-hydrolyzing 

phospholipase D (NAPE-PLD) and degraded by fatty acid amide hydrolase (FAAH). Whereas, 2-AG is formed by diacylglycerol 

(DAG) lipase and destroyed by monoacylglycerol lipase (MAGL).(31,33,34) As for phytocannabinoid ligands, 

Tetrahydrocannabinol (THC) and Cannabidiol (CBD) exhibit respectively a partial agonist and  an allosteric activity on both 

cannabinoid receptors. 2-AG, 2-arachidonoylglycerol; AEA, N-arachidonoylethanolamine; Anandamide; CB1/CB2, type 1 and 

type 2 cannabinoid receptors;CBD, Cannabidiol; FAAH, fatty acid amide hydrolase; MAGL, Monoacylglycerol lipase; THC, 

tetrahydrocannabinol . 

 

Figure 2: The endocannabinoid system: a Guanine nucleotide-binding protein (G-protein) coupled Cannabinoid 

receptors (CB), ligands, and metabolic enzymes. 
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System Condition 
Clinical level of evidence not effective/ 

no evidence 

Medical cannabis 

outcomes 
References 

High Moderate Low 
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 P

sy
c
h

ia
tr

y
 

Bipolar       X -Exacerbate the symptoms (40-42) 

PTSD1     X   

-Primarily induce sleep but 

no proven effect on sleep 

quantity and quality 
(40-45) 

-Relieve stress 

-Prevent flashbacks 

-Improve general well-being 

ADHD2     X   

-Induce calmness 

(41,42,45,46) 

-Improve level of function 

-Increase socialization 

-Provide the same thera-

peutic effect of Ritalin but 

with no adverse events 

Depressio

n 
      X 

-Hinder amelioration 
(37,42,43,45,

47) 
-Lack antidepressant effect 

-Warrant further studying 

Schizophr

enia 
    X   

-Have no proved antipsy-

chotic effect 

(37,40,42,47–

49) 

-Warrant further studying 

for CBD effect in the early 

stage of the illness and CBD 

in adjunct with antipsy-

chotic medications 

-Improve the level of 

functioning and the 

cognitive performance 

GAD3       X -No recent studies (40,43,45,50) 

Social 

anxiety 
    X   

-Reduce anxiety and 

cognitive impairment 
(40,43,45,50) 

-Decrease discomfort in 

speech performance 

1PTSD: Post traumatic stress disorder 

2ADHD: Attention deficit hyperactivity disorder 

3GAD: Generalized anxiety disorder 

 

Table 1: Summary of medical marijuana outcomes on psychiatric disorders. 
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System Condition 
Clinical level of evidence not effective/ 

no evidence 
Medical cannabis outcomes References 

High Moderate Low 
N

e
u

r
o

lo
g

y
 

Multiple 

sclerosis 
  X     

-Ameliorate spasticity mainly  

Oral cannabis extract 

(THC/CBD or CBD) 

(37,38,42,4

7,50–52) 

-Adverse effect on cognition  

-Have controversial effect on 

tremor and pain  

-Sativex, Nabiximol based 

medication which has equal 

mix of CBD and THC, is 

approved in United Kingdo-

m, Europe and Canada for 

multiple sclerosis- spasticity  

Epilepsy X       

-Decrease the frequency of 

seizure in refractory epil-epsy  

(42,47,50–

53) 

-Epidiolex, CBD based 

medication, is FDA1 appro-

ved for Lenox Gatsaut and 

Dravet syndrome 

Parkinson 

disease 
    X   

-Have an effect on motor, 

non-motor symptoms, levo-

dopa induced dyskinesia  

shown in limited available 

studies however the findings 

were controversial 

(42,47,50,5

4) 

Dementia       X 

-Cannot stop, slow or reverse 

the disease 
(47,55–58) 

-Proved neuroprotective 

effect in some studies 

Dementia 

behavioral 

symptoms 

    X   

-Capable of treating agita-

tion, disinhibition, irritabili-

ty, aberrant motor behavior, 

nocturnal behavior aberrant 

vocalization 

(56–61) 

1FDA: Food and Drug Administration 

 

Table 2: Summary of medical marijuana outcomes on neurological conditions. 
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System Condition 
Clinical level of evidence not effective/ 

no evidence 

Medical cannabis 

outcomes 
References 

High Moderate Low 
M

is
ce

ll
a

n
e
o

u
s 

Insomnia      X   

-Ameliorate quality and 

quantity of sleep  (47,62,63) 

-Alleviate insomnia 

Chemothe

rapy 

induced 

Nausea 

and 

vomiting 

X       

-Reduce chemotherapy in-

duced nausea and vomiting 

despite major adverse event 

(38,47,52,5

3,64,65) 

-Synthetic THC preparation-

ns (dronabilone known as 

marinol or syndros and 

nabialone known as cesame-

t) are FDA1 approved for the 

treatment of Chemo-therapy 

induced nausea and 

vomiting. 

-Nabilone is also approved 

in the United Kingdom   

Chronic 

pain 
X       

-Effective in relieving 

chronic pain 

(37,38,47,6

6,67) 

Weight 

loss in 

HIV2 

patients 

    X   

-Synthetic THC preparation-

ns (Dronabilone known as 

Mar-inol or Syndros) are 

FDA1 approved for the trea-

tment of anorexia associated 

with weight loss in HIV 

patient 

(37,47,52,5

3) 

COVID-

19 
    X   

-CBD, due to its possible 

antiviral, anti-inflammatory 

and Angiotensin converting 

enzyme 2 receptor regulator 

role, could be a potential 

candidate in the treatment of 

COVID 19 

(45,68) 

1FDA: Food and Drug Administration  

2HIV: Human Immunodeficiency Virus 

 

Table 3: Summary of medical marijuana outcomes on miscellaneous diseases. 
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4. Defining the Ethical Framework for 

Medical Cannabis Prescription 

It is of great importance to define the ethical 

framework for MC prescription which is still 

considered a dilemma since, although its application 

could follow the 4 basics ethical principles, it might 

jeopardize them as well [87].  

 

According to the principle of autonomy, MC should 

not be eliminated as a therapeutic option, since what 

is perceived as good by a competent patient might 

differ from a physician’s perspective. Moreover, 

according to the same fundament, a patient’s right to 

decide on his treatment should always be honored 

[88]. However, this principle might not apply in 

certain situations: 1) When the patient is considered 

vulnerable and incompetent due to his condition and 

age; 2) when the mean of administration of a drug 

could inflict a potential harm for the patient’s 

surroundings [87]. Therefore, the physician is 

strongly advised to adopt the shared decision making  

process as the patient becomes involved in 

establishing his own treatment protocol by expressing 

his wishes and concerns, while the physician has the 

duty to teach and advise him [90]. 

 

According to Beneficence and non-maleficence, the 

physician responsibility when prescribing cannabis is 

to assess the Risk/Benefits ratio in every patient case 

[37, 89]. It has been proven that medical hashish has 

several benefits, especially when treating chronic 

diseases that impair patient’s quality of life, thus 

acting by beneficence would not deny them the 

advantage of standard comfort and health [89, 90]. 

Nonetheless, the physician should reconsider this 

approach when the cannabinoid drug could inflict 

serious adverse effects, for example the possible 

damage that could follow MC administration, is 

either due to the substance itself (neurotoxicity) or to 

the route of delivery such as inhalation which affects 

the respiratory system [70, 91]. Furthermore, when 

the practitioner abstains from prescribing MC in a 

particular condition where the patient pain and suffer 

are refractory to conventional medications, is 

equivalent to harm [87]. Hence, in a complex 

situation where the attempt to heal a patient could 

lead to a potential damage, does acting by 

beneficence outweigh the likely mischief?  

 

The principle of Justice where by every patient has 

the right to healthcare access regardless of his 

ethnicity, religion, sex, economic status, and 

background. Moreover, justice refers to fairness 

when it comes to sharing the burden and benefits of 

every medical act [92]. Since MC is still under trials 

for some diseases, physicians should avoid exploiting 

vulnerable patients (elderly, terminally ill, low socio 

economical classes, prisoners, minorities, children, 

pregnant women…) by offering this drug to obtain 

clinical results. On the other hand, the benefits of 

well documented FDA approved MC should be 

granted to all patients in need [93]. For instance, 

studies showed that vulnerable population, such as 

HIV patients, children with epilepsy resistant to 

treatment and other chronic conditions, face many 

difficulties when it comes to MC access due to: high 

prices, lack of insurance reimbursement, confusing, 

complicated application process, and the requirement 

of yearly renewal [94, 95]. Similarly, physicians and 

health care providers could be subject to injustice. 

Even though they might benefit from MC for treating 

their chronic back pain, burn out syndrome, and even 

Post-traumatic stress disorder (PTSD) as a result of 

long work hours in stressful conditions, MC is rarely 

justifiable as a cure option for health professionals 

owing to stringent regulations. Hence, there is a need 

to “equalize the access to treatment rather than 

discriminate’’ [96]. Therefore, ethics should always 
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prevail when prescribing any medication, particularly 

cannabis-based medicines. Ethical principles should 

triumph over legality as what is considered legal is 

not always ethical and vice versa [97]. For instance, a 

physician would be ethically plausible to recommend 

MC for conditions where scientific evidences favor 

its usage regardless of its juridical status. Conversely, 

even if MC prescription is considered lawful, but the 

scientific evidences are still ill-defined, physicians 

“should not accept legality as the ethical foundation 

for recommending cannabis” [89]. 

 

5. Social Challenges Facing Medical Cannabis 

After legalizing MC, the Lebanese society will face 

many challenges that other countries already 

confronted: mainly stigma, diversion phenomena, as 

well as consequences on employment, repercussions 

of self-medications and religious conflicts.  

 

First, stigma phenomena, present on different levels, 

is due to a lack of awareness on the potential benefits 

of MC. Patients on MC are considered by their 

surroundings as drug addicts who exploit the law 

[98]. Society is still struggling to acknowledge 

cannabis as a treatment; they rather portray it as a 

medicine in a joint [99]. Stigmatization is the crucial 

reason behind patients retreating from their therapy 

despite experiencing welfare [98]. The fear of being 

stigmatized by their physicians as well, pushed  MC 

users to resort to MC clinics rather than their 

healthcare providers, in order to gain access to their 

medication [98]. This emphasizes on the importance 

of campaign awareness that should not only cover 

recreational cannabis topic but also will tend to 

educate society to welcome the culture of MC. 

Furthermore, self-stigmatization is also observed 

among MC patients hiding their medical treatment in 

fear of being stigmatized by their family and friends. 

Satterlund et al [98] reported that patients under MC 

were skeptical about this cannabis-based drug, as 

they did not consider it as a relevant treatment 

initially. They even saw MC legalization as a mean 

for drug addict to get more weed [98]. Here comes 

the role of the physician as an informant to increase 

the knowledge of his patients on MC with evidence-

based arguments. Therefore, boosting their 

confidence and encouraging these individuals to be 

open about their medication to their close 

surrounding [96, 100].  

 

Second, many jobs impose regular drug testing even 

prior to enrollment. In fact, Schuster et al [101] 

demonstrated that cannabis could be detected in a 

urine specimen even after one month of abstinence. 

Since the majority of MC patients are subject to long-

term therapy, this might jeopardize their 

employment, either by terminating their work career 

or being rejected from a possible job opportunity. 

Even sometimes, their MC card cannot save their 

place [102]. In addition, it can decrease job 

performance, render the worker prone to 

unemployment and expose the public to danger if the 

patient under influence has a safety sensitive job [37]. 

This is why it is crucial to reform job policies 

regarding this issue [96]. 

 

Third, the cannabis diversion phenomenon 

constitutes another challenge facing MC whereby 

individuals with recreational motives might gain 

access to their desired drug through MC card holders 

or prescriptions [86, 88]. This could also occur by 

MC patients selling and sharing their prescribed 

drugs. In addition, unattended storage of prescribed 

MC further facilitates acquiring this drug particularly 

by minors accidentally or on purpose [103, 104].  

Fearing an opioid style crisis, it is of great need to 

tightly control MC prescriptions in order to avoid 

diversion and to ensure public safety [71, 88]. 
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Fourth, self-medication represents a major concern 

regarding patient’s safety. A study showed that in the 

Middle East the misuse of drugs was prevalent 

among patients for both prescription-only and over-

the-counter medicines [105]. Moreover, Awada et al 

showed that this practice is common among the 

Lebanese population. Therefore, self-medication 

constitutes a significant challenge to stakeholders 

such as lawmakers, physicians, and pharmacists. 

They should prioritize first solving this issue prior to 

further exposing the community to a drug known to 

have a high abuse potential [106]. Furthermore, self-

medication with cannabis could put the person safety 

at risk due to a range of associated adverse. Bursani 

et al described self-medication as a substance abuse 

trend that merits surveillance and more exploration 

[105]. 

 

Fifth, Lebanon is distinguished by its diverse 

religious communities, with Islam and Christianity 

being the 2 leading religions [107]. Lebanese highly 

value their beliefs; Religions are integrated in their 

social life and influence their decision making [108]. 

Regarding Islam, the permissibility of MC is still a 

debate given the lack of a clear statement which 

prohibits the use of hashish in the Koran. However, it 

is safe to say that Islam prohibits the use of any 

substance that could potentially intoxicate the body 

and the mind. Nevertheless, certain conditions 

described as ‘‘necessity’’/ “darurah’’ where patient 

life is at stake, forbidden substances can be allowed if 

they could: save the patient’s life, with minimal 

harm, when safer alternatives are not available [109]. 

Christianity permits the medical use of cannabis for 

the same reasons mentioned above mainly when 

conventional medications have failed [110]. In 

addition, as stated in the Bible: “let every soul be 

subject unto the higher powers, for there is no 

authority except that which God has established.’’ 

(Roman 13:1), hence, every Christian should follow 

the law and regulations of his society because they 

are "established by God". In a recent Lebanese 

study, religious representatives of the different sects 

of the Lebanese community were interviewed, 71% 

encouraged MC legalization and 29% showed their 

concern regarding this matter [13].  

 

6. Medical, Ethical, and Social Factors 

Influencing Medical Cannabis Usage and 

Prescription  

When prescribing MC, the physician, as the 

gatekeeper of such substance, faces many burdens 

(Figure 3). In addition to being called a Marijuana 

Doctor and having possibly past family experience 

with cannabis dependence, he/she is also in charge of 

calculating the Risk/Benefit ratio of this action for 

each patient requiring MC [37]. Lack of unified 

clinical guidelines, ethical dilemmas, and 

institutional policies are other factors originating 

from the healthcare system and that might render the 

doctor hesitant in such cases [85]. Furthermore, this 

century is highlighted by the patient centered care; 

hence, a shared decision between the physician and 

the patient preceded by a righteous informed consent 

should take place. But, when dealing with MC 

prescription, conflict of interest could arise from 

patients with illicit use intent and physicians who 

tend to exploit their patients for research or industrial 

purposes [86, 111]. Regarding the patient, 

vulnerability (being a fetus, child, pregnant 

woman, elderly or incompetent), and self-stigma 

are major elements that affect the final judgment as 

well [47, 112]. The healthcare system also burdens 

the patient with difficult paper work, increased cost 

and lack of insurance [47]. While doctors’ 

prescriptions raise public health concerns, 

diversion phenomena can be another problem 
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arising from the side of the patient [113]. 

Nonetheless, the society with its moral, values, 

culture, religions, and stigma can shape the 

decision of the patient [114]. In short, the physician-

patient relationship, in case of MC prescription, 

should not be restricted to a provider-client business 

contract rather than a correspondence of care with 

proper follow-up while embracing all determinant of 

this communication and acknowledging the human 

person within the patient. Factors affecting the 

patient doctor relationship are summarized in Figure 

3. 

 

 

Factors represented in this figure are written in bold within section 6 of the text. 

 

Figure 3: Medical, ethical, and social factors influencing the patient-doctor relationship when prescribing or using 

cannabis medication.  

 

7. Conclusion 

In conclusion, the subject of cannabis remains 

controversial in every aspect: medical, ethical and 

social. Table 4 summarizes major findings of this 

review. Recent studies showed the efficacy of MC in 

treating several diseases with promising results for 

other conditions. On the other hand, it was also 

associated with adverse effects, ethical and social 

challenges, and public health concerns. Hence, 

physicians could face difficulties and hesitate when 

prescribing MC, whereas patients might develop 

insecurities related to MC usage and request and the 

society could confront social issues. Regarding 

Lebanon, cultivation of cannabis for industrial and 

medical purposes is solely legalized; consumption 

even with medical prescription is still prohibited. The 

position of the Lebanese medical and religious 

communities as well as the society is still not clear 

and merits further investigation. Moreover, it is of 

critical need to evaluate the aftermath of MC 
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legalization and benefit from other countries’ 

experience. Additional research could study as well 

the Lebanese cannabis strain and its therapeutic 

applications. In the end, the most interesting 

questions to ask is how can we preserve the values of 

our society and protect the concept of the human 

person amid this medicinal cannabis era?. Based on 

other countries’ experience, it seems that legalization 

cannabis for medical and industrial purposes is one-

step before cannabis decriminalization. So, is 

Lebanon on the path of legalizing cannabis for 

recreational usage. 

 

Medical Cannabis in Lebanon: History & Therapeutic, Ethical, and Social Challenges. A Narrative Review 

History of 

cannabis 

in 

Lebanon 

• Since antiquity, Arabs used medical cannabis to treat several conditions such as gout, edema, 

infections, flatulence and otitis. 

• Despite the fact that cannabis was prohibited in Lebanon in the past century, it was openly 

cultivated and frequently used for recreational purposes mainly among youth. 

• In 2020, Lebanon became the first Arabic country to legalize cannabis for industrial and medicinal 

purposes. 

Medical 

cannabis 

• The endocannabinoid system (enzymes, ligands and receptors) could be subject to alteration in 

many pathologies. 

• Studies showed the efficacy of medical cannabis in treating numerous diseases mainly epilepsy and 

chronic pain, as well as in alleviating symptoms related to other conditions such as chemotherapy 

induced nausea and vomiting and weight loss in HIV patients.  

• Cannabis medications have several route of administration with smoking being the most frequently 

used mean of application. However, it presents many disadvantages. 

• Caution should be adopted when prescribing medical cannabis and patients should be properly 

followed-up because of possible adverse events. 

Ethical 

challenges 

• Cannabis prescription and usage raise ethical dilemmas. 

• Principle of autonomy should always guide the doctor while prescribing medical cannabis, unless 

the patient is vulnerable, incompetent or when medical cannabis usage might inflict harm to others. 

• In every case of medical marijuana request or prescription, the physician should draw the risk and 

benefit ratio of such act. 

• Principle of justice refers to fairness when it comes to sharing the burden and benefits of medical 

cannabis use. 

Social 

challenges 

• Medical cannabis usage can generate several social problems such as stigma, unemployment and 

diversion phenomena. 

• Self –medication is frequent in Lebanon and risks exposing the community to a drug with high 

abuse potentials. 

• No clear statement that prohibits the use of cannabis for medical purposes in Christianity and Islam. 
 

 

Table 4: Key findings regarding the history of cannabis in Lebanon, recent evidence regarding medical cannabis, 

ethical, and social challenges facing its legalization. 
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