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MEDICAL OPIOIDS AND 
MARIJUANA



KNOW YOUR BIASES

• Sociopolitical beliefs: Lean towards legalization of recreational and medicinal use 
(i.e., having the right to do what you want so long as you aren’t hurting others and 
are prepared to assume responsibility for your own actions)

• Religious/spiritual/developmental influences: Fundamentalist Christian upbringing in 
which body is a temple and authorities are generally to be obeyed

• Experience as clinician: Generally, potentially addictive substances should be 
avoided.  There are no “magic bullets,” and the most effective rehabilitation 
approaches are holistic and focused on core underlying issues.  Clinicians should 
avoid causing harm and be accountable for their approaches

• Other personal experiences (e.g., never used an illicit drug, experiences with loved 
ones who were addicts and alcoholics, etc.)

• Interests/Pursuits: Interests in science, skepticism, rationality, critical thinking, 
separating bias from inquiry to the extent possible



OPIOIDS AND MARIJUANA

• “Opioids are a class of drugs that include the illegal drug heroin, synthetic 
opioids such as fentanyl, and pain relievers available legally by prescription, such 
as oxycodone (OxyContin®), hydrocodone (Vicodin®), codeine, morphine, and 
many others. These drugs are chemically related and interact with opioid 
receptors on nerve cells in the body and brain.” (NIDA)

• “Marijuana refers to the dried leaves, flowers, stems, and seeds from 
the Cannabis sativa or Cannabis indica plant. The plant contains the mind-
altering chemical THC and other similar compounds.” (NIDA, 2017)

• “The term medical marijuana refers to using the whole, unprocessed marijuana 
plant or its basic extracts to treat symptoms of illness and other conditions.” 
(NIDA, 2017)



MEDICAL MARIJUANA (NIH, 2017)

• …Has been used medicinally for over 3,000 years

• Research challenges

• FDA-approved drugs: dronabinol, nabilone, Marionol, Cesamet, 
Epidiolex

• Evidence of efficacy in managing pain, reducing muscle spasms in 
patients with Multiple Sclerosis, stimulating appetite, seizure control 
(WebMD, 2017)

• However, few studies use a controlled clinical trial protocol to control 
for the placebo effect
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F.S. 381.986

(2) QUALIFYING MEDICAL CONDITIONS.—A 
patient must be diagnosed with at least one of the 
following conditions to qualify to receive marijuana 
or a marijuana delivery device:

(a) Cancer.

(b) Epilepsy.

(c) Glaucoma.

(d) Positive status for human immunodeficiency 
virus.

(e) Acquired immune deficiency syndrome.

(f) Post-traumatic stress disorder.

(g) Amyotrophic lateral sclerosis.

(h) Crohn’s disease.

(i) Parkinson’s disease.

(j) Multiple sclerosis.

(k) Medical conditions of the same kind or class 
as or comparable to those enumerated in 
paragraphs (a)-(j).

(l) A terminal condition diagnosed by a 
physician other than the qualified physician 
issuing the physician certification.

(m) Chronic nonmalignant pain.



F.S. 381.986 (CONT’D.) 

• Use Prohibited…

a. On any form of public transportation, except for low-THC cannabis.

b. In any public place, except for low-THC cannabis.

c. In a qualified patient’s place of employment, except when permitted by his or her 
employer.

d. In a state correctional institution, as defined in s. 944.02, or a correctional 
institution, as defined in s. 944.241.

e. On the grounds of a preschool, primary school, or secondary school, except as 
provided in s. 1006.062.

f. In a school bus, a vehicle, an aircraft, or a motorboat, except for low-THC 
cannabis.



EFFECTS OF MARIJUANA (NIDA, 2017)

• Short-Term Effects

• Alterations in senses and perception of time

• Mood changes

• Impaired body movement

• Difficulty with thinking/problem-solving

• Memory impairment

• Hallucinations, delusions, psychosis (large 
doses)

• Reduced slow wave sleep and REM sleep 
(Norton, 2009)

• Long-Term Effects

• Correlations with lower IQ and impaired 
cognition when heavy use starts in 
adolescence

• Respiratory problems/disorders

• Increased risk for cardiovascular problems

• Prenatal impairment (pregnant women)

• Exacerbation and/or triggering of psychotic 
and bipolar-related disorders
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OPIOID AND CANNABIS USE 
DISORDERS

Let’s test your intuition…





PREVALENCE OF OPIOID ABUSE

• 9 to 41% of patients who are prescribed 
opioids abuse the medication (Grant, 
Cordts, & Doberman, 2007)
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30% of marijuana users 
are diagnosable with a 
cannabis use disorder 
(NIDA, 2017)







MARIJUANA MYTHS

• Myth #1: Marijuana is all-natural.  
Therefore, it is healthy and safe to 
smoke it.

• Myth #2: Marijuana is harmless.

• Myth #3: Most people smoke 
marijuana.

• Myth #4: Marijuana makes you creative.



NOW LET’S APPLY THE 
DIAGNOSTIC CRITERIA
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POSITIONS OF MEDICAL 
ASSOCIATIONS AND PRECAUTIONS



AMERICAN MEDICAL 
ASSOCIATION (2009)



AMERICAN PSYCHIATRIC ASSOCIATION, 
DECEMBER 2013

• “There is no current scientific evidence that marijuana is in any way 
beneficial for the treatment of any psychiatric disorder. In contrast, 
current evidence supports, at minimum, a strong association of 
cannabis use with the onset of psychiatric disorders. Adolescents are 
particularly vulnerable to harm, given the effects of cannabis on 
neurological development.”

• Because of the lack of any credible studies demonstrating clinical 
effectiveness, the APA cannot endorse the use of medical marijuana for 
the treatment of posttraumatic stress disorder (PTSD). 



AMERICAN SOCIETY OF ADDICTION 
MEDICINE (ASAM), 2010

• All cannabis-based products should be subjected to the same standards as 
other prescription medications

• Reject smoking as route of administration

• Recognizes supremacy of federal law over state law

• Rejects legalization via state and local ballot “because these initiatives are being 
decided by individuals not qualified to make such decisions”

• ASAM members/physicians reject medical marijuana “until such time that these 
materials receive marketing approval from the Food and Drug Administration.”





AMERICAN ACADEMY OF PEDIATRICS, 
2015

• “Given the data supporting the 
negative health and brain 
development effects of 
marijuana in children and 
adolescents, ages 0 through 21 
years, the AAP is opposed to 
marijuana use in this 
population.”







EMPLOYERS AND MEDICAL MARIJUANA

• Currently, medical marijuana is still illegal under federal law

• The ADA does not protect employees who are currently using illicit drugs

• Florida’s law prohibits medical marijuana use on-the-job

• Employers may still choose not to hire applicants who test positive for 
prescribed marijuana

• Employers may still enforce ”zero tolerance” policies including terminating 
employees who test positive

• (National Law Review, 2017; Ford Harrison, 2017)



VA AND MEDICAL MARIJUANA

•VA physicians are prohibited from 
prescribing nor recommending medical 
marijuana



ADDICTIVE MEDICATION AND CO-
OCCURRING PSYCHIATRIC DISORDERS

• “Whenever possible, medications with low 
abuse potential and relative safety in 
overdose should be selected for the 
treatment of patients with a co-occurring 
substance use disorder.” (APA, 2010, p. 36)



ADDRESSING OPIOID ABUSE AND 
MENTAL HEALTH

• “Defining specific goals that are applicable to all patients is 
unrealistic, but a few further general points regarding 
treatment goals are worth noting. For example, cessation 
or stabilization of substance use should be an early and 
primary treatment goal. It is probably premature to 
attempt to rectify many early psychiatric symptoms or 
psychosocial problems while a patient is actively using 
opioids.” (APA, 2010, p. 112).





STRATEGIES FOR ADDRESSING 
USE/ABUSE

• Secure medical records and look for signs of abuse:

• Running out early

• Mixing with synergistic substances (e.g. alcohol)

• Frequent changes in physicians

• Time of day taken and during what activities

• If any signs of use/abuse, refer for comprehensive substance abuse 
evaluation, preferably with an CAP/MCAP, MAC, ICADC,  AMS, 
DCMHS in Substance Abuse, etc.



STRATEGIES (CONTINUED)

• Alternative chronic pain management strategies

• Caution prescribers against prescribing addictive medications for 
clients with SUDs

• Alternative administration schedule

• Prioritize medical marijuana with no or low THC levels

• Counseling for harm reduction, exposure therapy, core treatments

• Urinalysis testing (full panel, EtG/EtS, 24 hour notice)

• Referral to appropriate treatment/recovery groups (if diagnosable with 
SUD)





ETHICAL PRINCIPLES

• Autonomy: To respect the rights of clients to be self-governing within their 
social and cultural framework.

• Beneficence: To do good to others; to promote the well-being of clients.

• Fidelity: To be faithful; to keep promises and honor the trust placed in 
rehabilitation counselors. 

• Justice: To be fair in the treatment of all clients; to provide appropriate 
services to all. 

• Nonmaleficence: To do no harm to others. 

• Veracity: To be honest. 



ETHICAL DECISION-MAKING 
MODEL (ACA, 2016)

1. Identify the problem.

2. Apply the Code of Ethics.

3. Determine the nature and dimensions 
of the dilemma.

4. Generate potential courses of action.

5. Consider potential consequences of 
each course of action for all parties 
involved.

6. Evaluate the selected course of action.

7. Implement your course of action.



ETHICAL SCENARIOS

•What ethical principles do you think 
apply?  How do they apply?
•What plan would your group use to 
try and resolve or address the ethical 
dilemma?



SCENARIO #1

• Ron is being legally prescribed oxycodone for back 
pain.  When he shows up for appointments, his 
pupils are constricted and “glazed over,” he slurs 
his speech, he moves slowly, and he doesn’t seem 
to remember things well or concentrate well.  



SCENARIO #2

• Joanna has a vocational goal of being a behavioral 
technician in a substance abuse treatment facility, with 
the aspiration to work her way up to substance abuse 
counselor, a goal that she acknowledges is at least 
partially connected to her experiences growing up 
with an alcoholic mother.  Joanna takes medical 
marijuana and often appears to be “high.”



SCENARIO #3

• A client named Shandra was determined eligible for VR 
services based on disabilities involving Bipolar Disorder,  
Alcohol Use Disorder, Cerebral Palsy, and low back pain.  
Consistent with Shandra’s informed choice, you authorize 
for an evaluation with an orthopedist who prescribes a 
mild dosage of hydrocodone and an NSAID and a 
neurologist who prescribes medical marijuana for spasticity.  



SCENARIO #4

• Ralpho is a veteran with combat experience in 
Afghanistan.  He has a vocational goal of becoming 
a commercial painter here in the Tampa Bay area.  
He is prescribed low-THC medical marijuana for 
PTSD.  He refuses a referral for therapy focused 
on his PTSD, stating, ”Why do that when I can just 
vape?”



SCENARIO #5

• You are a VR Counselor, and you refer Emily 
to a psychiatrist for a consultation due to 
her severe anxiety disorder, OCD, and 
alcohol use disorder.   The psychiatrist 
prescribes her medical marijuana.



MY OPINION

• Generally, it is best to avoid potentially addictive medications

• Opioids: acute vs. chronic pain

• Marijuana: no/low THC content preferable

• When used, the risks should be outweighed by the anticipated benefits; 
precautionary measures should be taken

• Alternative treatments and treatments aimed at core/underlying causes should 
be explored and emphasized

• More research needed, especially on long-term/longitudinal effects



MEDICAL MARIJUANA: BEST PRACTICES FOR 
VOCATIONAL REHABILITATION

D I S C L A I ME R : T H I S  I S  MY  P E R S O NA L /P RO F E S S I O NA L  O P I N I O N , A ND  I  D O  
NOT  S P E A K  F O R  A NY  V R  AG E NC Y

1. Until such point as medical marijuana is legalized under federal 
law,  VR should not authorize for payment of medicinal marijuana.

1. Rationale:  

1. VR is 80% federally funded, and medical marijuana is illegal under federal 
law, placing VR in the position of using federal funds to violate federal 
laws.

2. This practice would be consistent with the policy of the Dept. of  
Veterans Affairs.



BEST PRACTICES (CONT’D.)

1. If a client is obtaining medical marijuana from another provider,  the VRC might provide 
services but should provide guidance and counseling regarding the following:

1. Under Florida Statute, employers may refuse to allow employees to use medical marijuana on-
the-job.

2. Medical marijuana is not protected under the Americans with Disabilities Act (ADA), and 
employers may refuse to hire or terminate employees who test positive for marijuana, with or 
without a medical marijuana card.

3. Employees in ”safety-sensitive duties” are prohibited from use of medical marijuana under 
federal law. 

1. In other words, job placement and retention may be more challenging for VR customers using 
medical marijuana.

4. The American Psychiatric Association,  American Society of Addiction Medicine,  Association for 
Addiction Professionals (NAADAC), and American Academy of Pediatrics generally all oppose 
medical marijuana, especially for the treatment of psychiatric disorders and for treatment of 
adolescents and young adults, due to lack of evidence of efficacy and evidence of adverse effects 
(i.e., legal does not meant therapeutic)



BEST PRACTICES (CONT’D.)

• If a client has a diagnosable substance use disorder, then medical marijuana is 
generally contraindicated, and VR may refuse to provide services or 
require/recommend an alternative treatment approach.

• Rationale:  

• (1) This practice appears consistent with VR Policy on customer with chemical 
dependencies

• (2) The American Psychiatric Association’s Best Practices Guideline for the 
Treatment of Patients with Substance Use Disorders indicate that “whenever 
possible, medications with low abuse potential and relative safety in overdose 
should be selected for the treatment of patients with a co-occurring substance use 
disorder.”
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