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Thoughts as we consider the legalisation of cannabis in
South Africa
In the USA, President Trump is currently targeting the devastation
caused by opioid addiction. Several statistics are being used to
support this initiative, one of which is the apparently above-board
sale of 9 million opioid pills over 2 years to a single pharmacy
in a West Virginia town with a population of less than 400.[1]
Consequently, doctors and pharmaceutical manufacturers are
both regarded as being complicit in promoting opioid abuse and
addiction. Along similar lines in South Africa (SA), one has to worry
when a leading newspaper quotes the managing director of an SA
phytopharmaceutical company with the statement that “Medicinal
cannabis can be thought of as the gold rush of our time’.[2] In
monetary terms, the current global market for cannabis/marijuana
products is estimated to be USD3bn, with the potential to rise to
USD56bn. The abovementioned company anticipates a significant
share of that market. The foundations have already been laid through
the acquisition of a licence to produce medical/medicinal marijuana
(MM) in Lesotho, and then to deliver to countries in which MM and
recreational marijuana have been legalised. Circumstances appear to
be right for plans such as this, which not only leverage off the political
correctness of commercialising phytopharmacy and legitimately
exploiting the sub-continent’s natural flora, but also reflect what is
happening in SA in terms of legislative processes around both MM
and recreational marijuana use. In March 2017, the Medicines Control
Council (MCC), which is soon to be replaced by the South African
Health Products Regulatory Authority Board, issued guidelines for
comment.[3] The 32-page document covers processes to regulate the
growing, extraction and testing of cannabis, as well as the manufacture
of medicines containing cannabis. The MCC and the Department
of Health would grant permission to qualifying applicants, who
would also have to meet stringent requirements in terms of product
security and production. These guidelines were in anticipation of the
government making progress in legalising MM. In this context, on
28 July 2017 the Government Gazette indicated that cannabidiol oil
had been rescheduled as a schedule 6 drug for therapeutic purposes.
[4]
This introduces an element of control as the product was previously
available through various outlets but often of questionable quality
and purity. Apparently, a few days later the Schedule 6 status was
‘downgraded’ to schedule 4 by the MCC. Other cannabinoids
may follow. Marijuana is chemically complex: it is comprised of
>480 compounds, including 70 distinct cannabinoids.[5] The two
main types of cannabinoids are tetrahydrocannabinol (THC), which
is primarily responsible for the drug’s psychoactive properties, and
cannabidiol (CBD). Purified CBD, or hemp CBD oil, is commercially
available, with emerging evidence of its medicinal properties. It
usually contains minimal THC. Cannabinoid receptors are widely
distributed in the body: CB-1 receptors are found primarily in the
central and peripheral nervous system and CB-2 receptors are
primarily located in the immune system (e.g. B lymphocytes and
natural killer cells). CBD is purported to have components with
multiple actions ranging from reduction of inflammation, inhibition
of cancer cell growth and enhanced bone growth, to pain reduction,
enhanced sleep, appetite stimulation and reduction in nausea and
vomiting. Overall, it seems that efforts to legitimise and legalise
cannabis are enjoying some success, certainly in the realm of MM. As
such, it is appropriate that medical professionals consider if and when
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to prescribe the drug for their patients. In the US, while cannabis is
still illegal at the federal level, some 29 states andWashington DC have
legalised MM, and 9 have legalised recreational marijuana for adults.
MM does not specifically refer to particular derivatives of marijuana
but rather to ‘the use of the drug for medical purposes.’ In fact, MM is
simply defined as ‘cannabis and cannabinoids that are recommended
by doctors for their patients’, so one may well be concerned that the
opioid abuse experienced in West Virginia and other towns in the
US may also reflect in future prescriptions of marijuana/cannabis for
‘medicinal purposes’. In the US, all the aforementioned states allow
the use of MM for children with cancer or a terminal condition.
Apart from CBD, which is commercially available, the US FDA has
approved a number of synthetic THC products for the treatment of
chemotherapy-induced nausea and vomiting. In terms of research
attesting to the value of cannabinoids in paediatrics, the subject has
recently been reviewed by clinicians from New York and Boston.[5]
It would appear that the opposition of the American Academy of
Pediatrics (AAP) to the legalisation and the use of MM in paediatrics
is not without foundation, as the evidence for its effectiveness in
treating cancer, nausea and vomiting, anorexia and pain in children is
thin.[6] However, the AAP acknowledges that MM might have a place
in terminally ill children when conventional treatment is inadequate,
but simultaneously calls for more research. There may be a place for
the management of refractory seizures in children,[7] although the rate
of adverse events appears to be fairly high, ranging from somnolence
and diarrhoea to status epilepticus. Regarding legalisation and
the recreational use of cannabis, the AAP is concerned about the
emerging perceptions that cannabis is harmless, while evidence exists
that its use during the early years may have long-term psychiatric and
behavioural effects.
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