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Abstract
Self-report data was collected through an anonymous pencil-and-paper survey of 157 patients
prescribed buprenorphine for opioid use disorders by a private, multi-site treatment program
located in the Washington, DC/Baltimore region. Forty-three percent reported ever using only
prescription opioids, 51% had used prescription opioids + heroin and 6% used heroin but no
prescription opioids. Differences existed among the patients who used prescription opioids only
and those who used prescription opioids + heroin. Prescription opioid + heroin users were more
likely to misuse other drugs, to initiate drug use earlier, and to engage in polydrug use. Findings
suggest that efforts to reduce heroin use among prescription opioid users would be well-served
by identifying patients with a prior history of polydrug use and early nonmedical drug use.
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Introduction
The prescription drug epidemic in the United States is hypothesized to be fueling a surge in
heroin use and overdose (Hedegaard, Chen, & Warner, 2015; Center for Behavioral Health

Statistics and Quality, 2015). One of the factors attributed for this development is “an increasing
number of people primed for heroin addiction because they’re addicted to or exposed to
prescription opioid painkillers” (Centers for Disease Control and Prevention, 2015). Implicit is
the notion that the use of prescription opioids is leading persons who would never have used
heroin to take up the drug. This idea of a “novice” heroin user contrasts with Lee Robins’s
conclusions from her study of heroin use by Vietnam veterans, that, “heroin’s bad reputation
may limit its use to the kinds of people who are very likely to have social problems----the use of
heroin is associated with the use of many other drugs” (Robins, Helzer, Hesselbrock, & Wish,
1980). To study the possibility of the emergence of a new type of less drug-involved heroin user
we examined drug use in prescription opioid-using patients being prescribed buprenorphine for
opioid use disorders, classified by whether they had ever used heroin.

Method
Following IRB approval, self-report data were collected through an anonymous pencil-and-paper
survey developed by researchers. The survey was administered at a private, multi-site treatment
program located in the Washington, DC/Baltimore region to patients prescribed buprenorphine
for opioid use disorders. Counselors from the six sites distributed questionnaires and
accompanying privacy envelopes to all interested patients. Those patients signed a consent form
and turned in the completed questionnaires in sealed envelopes. A total of 162 surveys were
obtained. The analysis presented is based on 157 surveys for which patients could be classified
by whether they had used prescription opioids or heroin in the past.

Results and Discussion
In the sample of 157 patients, 43% (n=68) reported ever using only prescription opioids, 51%
(n=80) had used prescription opioids + heroin and 6% (n=9) used heroin but no prescription
opioids. (Patients with no history of prescription opioid use were excluded from further analysis,
leaving 148.)

The majority of both groups were males: 54% of prescription opioid users and 68% of
prescription opioid + heroin users. About one-half (53%) of prescription opioid + heroin users
were age 25 or younger compared with 16% of non-heroin users (Table 1). Over three quarters
(78%) of the prescription opioid + heroin users had used prescription opioids prior to initiating
heroin use and they initiated prescription opioid use at a younger age. They also were more
likely to have used marijuana before age 15 (49% vs. 25%, p<.01), five times more likely to have
used PCP (45% vs. 9%, p<.001), and more likely to have used buprenorphine (65% vs. 26%,
p<.001) and/or methadone (38% vs. 10%, p<.001) without a prescription. Prescription opioid +
heroin users were more than twice as likely to have used 3+ drugs (79% vs. 30%, p<.001) in
addition to prescription opioids and heroin (Table 2).

These descriptive analyses identified two distinct populations of prescription opioid users among
patients prescribed buprenorphine: prescription opioid users who have used heroin and those
who have not. The prescription opioid + heroin users were more likely to misuse other drugs, to
initiate drug use earlier, and to engage in polydrug use. These patients, many of whom used
prescription opioids before they first used heroin, engaged in drug-using behaviors leading them
toward developing substance use disorders before they used prescription opioids and heroin.

Limitations
One limitation of the study is that these findings were obtained from patients enrolled in a single,
though multi-site and multi-faceted, treatment program using buprenorphine for opioid use
disorders. Another is that these data were solely based on self-report and the survey was limited
in scope.

Conclusion
Similar to Robins’s findings on heroin use, the current findings suggest that efforts to reduce
heroin use among prescription opioid users would be well-served by identifying patients with a
prior history of polydrug use and early nonmedical drug use. Monitoring for other drug use by
urine or hair testing might also be considered. Such a policy could provide a more effective
response to the current rise in heroin use and associated deaths.
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An Analysis of the Data on the Effectiveness of Policies in Controlling Production of Illicit
Narcotics in Afghanistan
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Abstract
This analysis is focused on the data demonstrating the result and outcome of international efforts
to reduce and ultimately eliminate production of illicit narcotics in Afghanistan. The United
States (US) has spent more than $8.5 billion in the last fifteen years to control production of
illicit opium in Afghanistan. Not only it has not resulted in the lowering of illicit opium
production in Afghanistan, the aggregate area under cultivation of opium poppy has tripled since
the start of assistance program by the United States and the international community in 2002.
This is not the result the administration, Congress and tax-payers were hoping for. The continued
cultivation and production of opium in Afghanistan has a worrying effect on its security, health
and development. It demonstrates the failure of policies to curtail illicit drug cultivation by, inter
alia, promoting alternative agricultural products due to absence of rule of law, rampant
corruption and lack of ability to establish government authority in that country despite
tremendous efforts by the international community.

Additionally, there is the baffling nature of the data on the cultivation and production of opium
in Afghanistan. Analysis of the data reveals the following:
1. A substantial increase for the area under cultivation of opium in the past fifteen years;

2. An upward trend in production efficiency (yield in kilogram per hectare) from 2002 to
2006 and downward trend post-2006;
3. Fluctuating prices from year to year from 2002 to 2015 with an average of $142 per
kilogram; and,
4. A statistical correlation between production level at any given year and the price of
opium the following year.

The data suggests that decisions concerning cultivation and production of opium are made by
farmers on a yearly basis given the expected profits, availability of water and fertile land, costs
involved including advanced credit and payments to traffickers and regional players.

Keywords
Drug policy, Afghanistan, illicit opium production, drug control, US policy in Afghanistan

Introduction
Afghanistan is the major opium producer in the world, with an average of more than 82 percent
of global illicit production from 2002 to 2015. (1) Since 2002, the United States has provided
$8.5 billion for counter-narcotics activities in Afghanistan. (2) A quarterly report released by a
controlling agency in Washington reveals that State and Defense departments expenditures on
countering opium production in Afghanistan since 2002 has not produced any result. (3) During
the same period, other donors including the European Union (EU) and North Atlantic Treaty
Organization (NATO) allocated billions of dollars to curtail illicit narcotics production and
trafficking in Afghanistan.

Significant efforts went into projects by the donor community to control illicit narcotics in
Afghanistan. Only in the first two years of the new Afghan government structure after the ouster
of Taliban and the Bonn Agreement, between 2002 and 2004, projects worth more than $30
million were developed and initiated by the United Nations Office on Drugs and Crime
(UNODC) in Afghanistan funded mostly by the United States, EU, United Kingdom (UK), Italy,
Germany and other European countries. It included projects in institutional capacity building of
the Afghan government, drug demand reduction, promotion of alternative licit crop and
livelihood development, drug law enforcement, border control and cross border cooperation,
criminal law and criminal justice capacity building, reform of penitentiary system, and
monitoring of opium production in Afghanistan. Many of the projects initiated during the above
mentioned period have been extended since then and are still being funded by the donors.

There were also other projects worth billions of dollars funded and implemented independently
by many countries involved with the Security Sector Reform (SSR), which included aspects for
drug control and crime prevention. The group of eight donor nations for Afghanistan developed a
scheme for the security sector reform in Afghanistan dividing it to five pillars, each to be
directed by a lead donor. The US took the leadership for military reform; Germany was to lead
the police reform, the United Kingdom leading counter-narcotics, Italy overseeing judicial
reform, and Japan leading disarmament, demobilization and reintegration of the ex-combatants.

There are multiple reasons for the failure of policies to control illicit narcotics in Afghanistan
which cannot be separated from the larger issue of failure of the international community to
establish security and rule of law and promote development in that country. Analyzing the

reasons for such failure requires a separate study beyond the scope of this paper. The fact
remains that despite all efforts, Afghanistan remains the leading producer of opium in the world.
Table 1 lists list the production of opium in Afghanistan and the world, percentage of production
in Afghanistan compared to global production, area under cultivation and average farm-gate
price of opium per kilogram from 2000 to 2015.

Almost 200,000 hectares (494,210 acres) was under cultivation in Afghanistan in 2015, an
increase of almost three fold compared to 2002, while production of opium in 2015 was
estimated at 3,300 metric tons (7,275,255 pounds), similar to the production level in 2002. The
data suggests a reduction of production efficiency by threefold owing to environmental issues. If
similar fate has hit the production efficiency of other agricultural products in Afghanistan, the
government will have tremendous difficulty in addressing the basic needs of its poor population
especially in rural areas.

Opium Production Ban by Taliban
In 2001, the last year of Taliban rule, the total illicit production was estimated at about 185
metric tons. The massive reduction of more than 3,000 metric tons compared to the production a
year earlier in 2000 was due to the ban imposed by Taliban. On July 27, 2000, the Taliban
leader, Mullah Omar, issued a total ban on opium poppy cultivation. With the forceful
implementation of the ban in the planting season starting in September 2000, UNODC estimated
the 2001 opium production at 185 tons. The effective implementation of the ban was
unparalleled in the illicit narcotic business because of the scale of shortfall in supply and the fact
that it was done domestically without international assistance. Although the Taliban cited

religious considerations for their proclaimed ban, such considerations could not have been the
reason for the implementation of the ban; otherwise it would have been issued much earlier at the
time of Taliban’s taking control of poppy growing areas and would have included all aspects of
illicit drug, including its trafficking. Despite the ban, buying, selling and trafficking of illicit
drugs were not prohibited by Taliban. (4)

Some speculated that the action was part of a strategy to absorb the stocks and keep prices high.
In a few months after the enforcement of the ban, the price of opium jumped tenfold, from $30 to
almost $300 per kilogram and jumped as high as $700 for a short time. The winners were those
who had bought the available stock in advance, “insider trading” by Taliban affiliates. The losers
were the farmers who had to sell their product to the creditors. Representing UNODC, the author
accompanied an international donor assessment mission from Vienna to Afghanistan in
April/May 2001 to examine the impact of the Taliban issued ban on poppy cultivation and
among others also to assess the sustainability of the ban.

Trends in Opium Production
Since the fall of Taliban and the establishment of the Interim Government in Afghanistan, the
production of illicit opium in Afghanistan has steadily increased. After September 11, 2001
attacks and the response by the United States against al-Qaeda and Taliban in Afghanistan, the
ban imposed by Taliban was no longer observed during the cultivation season of 2001 and the
production in 2002 jumped up again to 3,400 tons, almost similar to the levels the year before
the ban. (5)

With the high prices for the opium, as high as $700 per kilogram for a short period, and the
vacuum created by the ouster of Taliban and lack of a dominant authority, the farmers were
motivated to cultivate opium again in a massive scale. As a result, the area under cultivation for
2002 production, harvested between September and December 2001, rose by almost tenfold and
the production was raised by almost eighteenfold from 185 to 3,400 tons. (6) Such a massive
production by farmers and increase in profits, motivated more people in Afghanistan with
influence in their regions to cooperate with traffickers or becoming traffickers themselves.

Since 2000, save 2001 when the production was halted due to the ban imposed by Taliban, the
opium production in Afghanistan has been the source of 70 to 91 percent of world production,
averaging at 82 percent of world production between 2002 to 2015. In 2003 compared to 2002
figures, opium cultivation in Afghanistan rose by 8 percent and the production increased by 6
percent equivalent to 76 percent of total global production. The opium cultivation in Afghanistan
increased by 64 percent and production by 17 percent compared to 2003. The output of opium
for 2004 was estimated at 4,200 tons, equivalent to about 87 percent of total global
production. (7) It was reported that bad weather and disease that year lowered the opium
yield per hectare.

In 2015, with 183,000 hectares of cultivation, the potential opium production was estimated at
3,300 metric tons, over 69 percent of global opium production. (8) Although, the 2015 data
suggests a reduction in the opium production in Afghanistan, nonetheless, the overall changes in
the area under cultivation in the past fifteen years does not reveal a steady progression towards
imposition of rule of law and successful drug control strategy in Afghanistan.

Graph 1 below demonstrates production of opium in Afghanistan, global production and
percentage of production in Afghanistan compared to global production. Except for years 2004
to 2008, the production of opium in other countries has been almost the same. Yet, the
percentage of production in Afghanistan compared to global production has been dropping while
the areas under poppy cultivation in Afghanistan have been increasing.

The other contributing element to opium production is the price. When farm-gate price per kilo
of opium drops, farmers tend to cultivate less and when the price increases, more production
ensues. Prior to Taliban ban in production of opium in 2001, the average price per kilogram of
opium was in average $30. After the ban and drastic drop in production, the price increased as
high as $700 per kilogram, averaging at about $350 for 2002. (9) This led to a jump in
production for 2001 cultivation season which reduced the prices substantially the following year.
In the past several years, despite the aggregate increase in the area of cultivation, there has been
a relative stability in the farm-gate prices, while the traffickers in the illicit supply chain have
reportedly been making more profits.

Data Analysis
Graph 2 shows the trend in the cultivation of opium poppy in Afghanistan. It shows increases
and reductions in the cultivated areas from year to year. It reveals that after the renewal of
cultivation during 2002 and 2003 to the pre-ban levels, the production trend has been on an
upward slope with some years doubling in cultivated areas.

Graph 3 illustrates the production of opium in metric tons in Afghanistan. The trend reveals a
steady increase in production of opium in Afghanistan from 2002 to 2011, changing thereafter
downward despite massive increased areas of cultivation.

Graph 4 demonstrates the production efficiency in kilogram per hectare for years 2000 to 2015.
It reveals a slightly upward slope from 2000 to 2006. Thereafter, the slope changes to downward
direction despite increases in hectares under cultivation. Based on the illustrated production
efficiency, production in metric tons in 2015 is similar to the production level in 2002, despite
almost three times of hectares under cultivation in 2015 compared to 2002.

There could be several reasons for the drop in yield per hectare from year to year. It could be that
the environmental conditions in Afghanistan have resulted in downward production efficiency. If
a similar fate has affected all agricultural products in Afghanistan and there has been a
downward slope in the production efficiency of all agricultural products, then the downward
slope of the production efficiency trend would have a rational explanation. If the downward
slope is only true for opium poppy and other agricultural products have not been affected, then
one could suspect that a certain disease effecting only opium poppy has been slowly building up
in the supply chain. This would be the logical explanation if one can rely on the accuracy of the
published data on monitoring drug production in Afghanistan.

Graph 5 reveals a correlation between production levels and the price of opium in the following
year. This means that when the production shows a sudden increase, there will be a reduction in
the price for the next year. This statistical correlation makes it more imperative to find a

reasonable explanation for the steady reduction in production efficiency despite gigantic
increases in the cultivated areas and relative stability of prices.

Graph 6 shows the average price of opium per kilogram from 2000 to 2015. It demonstrates that
before the Taliban ban on cultivation in 2001, the price of opium was relatively low. The price
jumped up more than tenfold after the ban in 2002. With increased production, the prices
dropped considerably in the following years, to an average of about $115 per kilogram in the
past decade. The prices have not changed considerably in the past six years, despite considerable
increase in the area under opium poppy cultivation.

The graphs listed indicate the following:
1. The trend in opium production (metric tons) from 2001 to 2015 has an upward slope,
changing to slight downward slope in 2011.
2. The area under opium poppy cultivation (hectares) from 2002 to 2015 has a steady
upward slope.
3. The production efficiency (kilogram opium produced per hectare of opium poppy
cultivation) has a steady downward slope from 2005 to 2015.
4. There is a statistical correlation between the level of opium production and the price of
opium per kilogram the following year.
5. The price of opium per kilogram has not changed considerably in the past six years,
despite noticeable increase in the area under poppy cultivation.

Potential Solutions
From 2002 to 2005, the production levels were about the same levels as during the latter years of
Taliban before imposition of the ban. Starting 2006, however, the situation changed and
production levels increased substantially. There are many factors which might explain the
reasons for such an increase, despite the presence of more than 100,000 foreign troops in
Afghanistan working to restore peace and security. Regardless of the factors involved, we can
conclude that the efforts by the government and the international community to control illicit
opium production in Afghanistan have been a failure. It suggests the failure of the international
community to recognize the side effects of their policies in Afghanistan and the failure to address
the root causes of the problem in a sustainable manner.

The players in drug production arena in Afghanistan are twofold: first, the farmers who cultivate
opium because of a variety of reasons and second, the middlemen, traffickers and corrupt
officials at all levels with huge amounts of profits earned from the illicit opium trade and their
role in increasing production of drugs in Afghanistan. Although it is imperative to address the
problems faced by the farmers and the need to provide alternative livelihood, the reason behind
the increase in poppy cultivation lies behind the second group and the political realities of
Afghanistan which limits the ability of the Government and the international community’s
actions against them.

The drug problem in Afghanistan has many aspects, including, economic, environmental,
political, strategic, security, and corruption. Despite the good intentions of the donor community
in supporting drug control activities in Afghanistan, the current policies for drug control in that

country are not working. The general economy of Afghanistan is underdeveloped and weak. In
2015, Afghanistan ranked 171 out of 187 countries in the United Nations Development
Programme (UNDP) Human Development Report. The impoverished farmers with scarce
water, lack of infrastructure to support other high profits agricultural products, and modest
financial and technical resources are left with the only choice to make any profits from their
lands. Exacerbated with rampant corruption, and lack of security, farmers’ choice of opium
production is protected by local and regional power centers. Absent NATO forces, the security
situation in Afghanistan will face further challenges. The continued production of illicit opium in
Afghanistan will impact the country’s economic, political, health and security situation
even further.

Solutions to the problem are not simple. They will be complex. It involves policies and measures
for both inside and outside of Afghanistan. Dealing with the factors outside of Afghanistan, as
long as demand for heroin remains high in Europe and North America, no supply-side initiative
will have any chance of success. Moreover, as the problem is transnational and involves
organized crime groups all over the world, more global and strategic drug control and law
enforcement policies and cooperation will be needed to prevent public insecurity. Such
cooperation will need to be strengthened with renewed political will in dealing with transnational
organized criminals and taking the profits from the traffickers.

Inside Afghanistan, the focus must remain rooting out corruption, establishment of rule of law,
and eliminating Taliban and other Salafi terrorist organizations. “Attempts by successive
governments to control the Afghan opium poppy harvest – the source of most of the heroin that

reaches Britain – have been a spectacular failure… Ending the Afghan drugs trade was a key
argument used by Tony Blair to justify deploying British troops to the country. He said in 2001:
The arms the Taliban buy are paid for by the lives of young British people buying their drugs.
This is another part of the regime we should destroy." (10)

If data were available, comparing data on the production efficiency of other agricultural
commodities in Afghanistan with the downward trend for opium production efficiency post-2006
would reveal more on the accuracy of the estimates for opium production yield per hectare.
Comparing the data could reveal whether the environmental reasons have also affected
production efficiency of other agricultural products or the elements such as plant diseases have
only affected opium poppy plants.
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Tables and Graphs
Table 1 - Data related to the cultivation and production of opium in Afghanistan, 1999-2015 1
Year Production In
Afghanistan
(Metric Tons)

Global
Production
(Metric
Tons)

Area Under
Cultivation
In
Afghanistan
(Hectares)

Average Farm-Gate
Price Of Opium In
Afghanistan
(Us Dollars/Kg)

4,691

% Of
Production In
Afghanistan
Compared To
Global
Production
70

2000 3,276

82,000

30

2001 185

1,630

11

8,000

30

2002 3,400

4,520

75

74,000

350

2003 3,600

4,783

75

80,000

283

2004 4,200

4,850

87

131,000

92

2005 4,100

4,620

89

104,000

102

2006 5,300

5,810

91

165,000

94

2007 7,400

8,091

91

193,000

86

2008 5,900

6,841

86

157,000

70

2009 4,000

4,953

81

123,000

48

2010 3,600

4,730

76

123,000

128

2011 5,800

6,983

83

131,000

180

2012 3,700

4,831

77

154,000

163

2013 5,500

6,810

81

209,000

143

2014 6,400

7,732

83

224,000

114

2015 3,300

4,766

69

183,000

129

1

Data extracted from UNODC “Illicit Crop Monitoring reports in Afghanistan,” 2000-2015; and UNODC “World
Drug Report,” 2015.

Graph 1 – Opium Production Data on Global and Afghanistan, 2000-2015

Graph 2 – Trend in Area under Opium Poppy Cultivation in Afghanistan, 2000-2015

Graph 3 – Trend in Opium Production in Afghanistan, 2000-2015

Graph 4 – Production Efficiency, Kilogram per Hectare, 2000-2015

Graph 5 – Opium Production and Following Year Price per Kilogram in Afghanistan,
2000-2015

Graph 6 – Average Price of Opium per Kilogram, 2000-2015
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COMMENTARY

Medical Marijuana in Patients Prescribed Opioids:
A Cloud of Uncertainty
William C. Becker, MD, and Jeanette M. Tetrault, MD
From the VA Connecticut
Healthcare System, West
Haven, CT (W.C.B.); and Yale
University School of Medicine, New Haven, CT
(W.C.B., J.M.T.).

W

ith the widespread prevalence of
long-term opioid therapy and
rapidly expanding access to marijuana, combination therapy to treat chronic
pain conditions has become commonplace.
We use a brief case description to illustrate
concerns and insights regarding this clinical
conundrum.
Case
A 61-year-old man with a history of posttraumatic stress disorder, degenerative joint disease of the lumbar spine, and chronic low
back pain presented for routine outpatient
follow-up. He is seen in an integrated pain
clinic that focuses on opioid safety and multimodal pain treatment; this clinic is prescribing
opioids. In addition, the patient is certiﬁed by
an outside provider to receive medical marijuana based on his diagnosis of posttraumatic
stress disorder. As part of the routine safety
monitoring at the pain clinic, the patient’s
name is queried in the state prescription monitoring program (PMP) database. Along with
opioids, the results in the past 2 months
include “Theraplant 19.62% loose ﬂower,
3.5 g”; “Fioraden B 25.10% loose ﬂower, 3.5 g”;
“Nutella-ﬂavored macaroon, 34.98 mg, edible,
0.04G”; and “Fioraleve B wax 1, 13.10%
extract, 1 g.” Although the patient displays
no evidence of loss of control or other unsafe
substance use, concerns are raised about the
coadministration of opioids and medical marijuana. In addition, from a therapeutic perspective, he is sedentary and deconditioned and
reports that pain is signiﬁcantly interfering
with daily functioning and quality of life.
Discussion
With the rapid increase in the number of states
that allow medical marijuana (now nearly
half), the fact that analgesics are the second
most prescribed class of medications in the
United States, and the urging of experts to

830

access PMPs in patients prescribed opioids
and other controlled substances, the data contained in this PMP report raise a variety of
questions increasingly likely to be faced by
providers. The lack of dose standardization
of medical marijuana, the unknown risk and
beneﬁt proﬁle of combined opioids and medical marijuana, and multiple prescribers of
controlled substances are all issues that
deserve attention as we better understand the
role of medical marijuana in the treatment of
patients with chronic pain.
Prescribers of opioids are responsible for
ongoing assessment of the medication’s safety.1
As such, we need to know not only a patient’s
opioid dose but also the doses of other centrally
acting or psychoactive medications they are
taking, including marijuana. Epidemiologic
data show associations between prolonged
marijuana exposure and important harms,
such as cognitive impairment,2 development of
addiction, abnormal brain development, symptoms of mental health conditions, symptoms of
chronic bronchitis, and measures of air ﬂow
obstruction.3 So, how much marijuana is the
patient presented in this case receiving? What
are the dose conversions for loose ﬂowers, wax,
and edible products such as macaroons? With
respect to opioid analgesics, many state PMPs
now include daily morphine equivalent dose
estimates in their reports. We urge development
of a similar standardization system to help providers interpret marijuana dose. Furthermore,
we call for states to allow dispensing of only
those marijuana formulations that have a reliable
conversion based on clinical studies. A recent
study demonstrating only a 17% accuracy rate
in 75 different marijuana product labels from
three cities suggests that some states have a
long way to go in achieving satisfactory quantiﬁcation of marijuana dose.4
The next important issue is the dearth of
information on the safety and potential beneﬁt
of medical marijuana combined with opioids.
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Recent data concerning the combination of
opioids and benzodiazepines is instructive: in
a large case-cohort study of individuals prescribed opioids for pain, those prescribed
concurrent high-dose opioids and benzodiazepines had a 0.7% annual overdose mortality
rate,5 which approaches the estimated overdose mortality rate in individuals using heroin
(1%).6 However, although the potential
dangerous interaction between opioids and
benzodiazepines is relatively well-established,
the interaction between opioids and marijuana
is much less well-understood. There are
studies suggesting that marijuana augments
the analgesia produced by opioids,7 potentially allowing opioid dose lowering, thus
possibly enhancing safety.8 However, if the
opioid dose is not lowered and marijuana is
added to the regimen, it seems likely that the
synergistic effects on psychomotor slowing,
depressed sensorium, and delirium would
lead to an increased risk of motor vehicle
crashes, falls, trauma, and overdose mortality.
Furthermore, observational data suggest that
marijuana use is associated with opioid misuse
in patients receiving long-term opioid therapy9 and that recreational prescription opioid
misuse is associated with previous use of marijuana among adolescents and young adults.10
Given this potential complication and the substantial risk of progression from opioid misuse
to opioid use disorder,11 screening patients for
opioid misuse before considering marijuana
certiﬁcation and throughout cotreatment is
strongly advised.
Regarding potential beneﬁt of long-term use
of marijuana for chronic pain in the setting of
long-term opioid therapy, there are no data on
which to make credible recommendations.
However, given the decidedly unsuccessful
experience in the United States with widespread
expansion of long-term opioid therapy, we are
not optimistic that the addition of another
potentially addictive substance to which individuals become tolerant will achieve real chronic
pain treatment success: helping patients achieve
functional goals. The growing understanding of
chronic pain pathophysiologydneuronal plasticity leading to central sensitization12dargues
more for durable, low-risk, lifestyle-modifying
nonpharmacologic approaches, such as exercise
and cognitive behavioral therapy, over loading
the brain’s reward centers with more
Mayo Clin Proc. n July 2016;91(7):830-832
www.mayoclinicproceedings.org
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psychoactive substances. The bottom line is
that speculation on these issues is not enough;
frontline clinicians need clinical science to catch
up with decisions they are already being forced
to make in everyday practice. Without these
data, the primary responsibility of the individual
prescribing controlled substancesdmaking an
informed assessment that beneﬁt outweighs
riskdis impossible.
The ﬁnal issue that this case illustrates is
the conundrum of states legalizing what the
federal government still considers illegal.
Safety-minded guidelines for opioid therapy
strongly recommend a single prescriber (or
team) who makes treatment decisions with
the patient. This prescriber ideally has full
knowledge of the patient’s medical history
with which to make a thoughtful assessment
of risks and potential beneﬁts. Having a single
prescriber is not possible in patients using
both marijuana and opioids because one
cannot legally “prescribe” marijuana. Furthermore, in practice, the medical marijuana
certiﬁer may often be someone other than
the patient’s usual provider. To make a decision about the appropriateness of marijuana
therapy in someone already prescribed opioids, there would need to be provider-toprovider communication, a nontrivial task.
More importantly, potential conﬂicts in treatment philosophies among providers may
arise. One provider’s assessment of potential
beneﬁt and risk may be quite different than
another’s, and guidance on how such a
discrepancy should be adjudicated is nonexistent. Finally, issues of provider liability may
become complex; in the tragic instance of a
patient overdosing who has an opioid prescriber and a medical marijuana certiﬁer,
will both be vulnerable to litigation? On balance, we advise prescribers of opioids to
maintain the standards they follow with other
controlled substances (or illicit ones for that
matter, including marijuana). If a prescriber
does not support the decision for concomitant use of marijuana, she or he should
feel empowered to make ongoing receipt of
opioids contingent on cessation of marijuana
use.
Conclusion
To improve our ability to guide patients in
informed decisions about the use of medical
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marijuana in conjunction with opioids, we
outlined several suggestions aimed at
improving the quality of care. Without dose
conversion data, better science on the interaction between marijuana and opioids, and
improved tools and data to assess the riskto-beneﬁt ratio, we recommend avoiding
medical marijuana certiﬁcation in a patient
prescribed high-dose opioids. Given the
dearth of evidence for long-term opioid therapy for chronic pain, adding more uncertainty
with marijuana seems unwise. Until evidence
is forthcoming, we recommend that if opioid
prescribers do not support patients’ concomitant use of marijuana, be it medically certiﬁed
or illicit, they should make continued
opioid receipt contingent on marijuana use
cessation.
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