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Cannabis-based Medicinal Products 

This paper introduces key factors which must be considered 
when dosing and prescribing cannabis-based medicinal 
products. 

Purpose

Creating a rational cannabis care plan requires a multitude of 
factors to be considered, in addition to the patient’s condition  
or symptoms. 

They include whether or not the patient has been self-
medicating with cannabis previously and the appropriate 
method of administration. 

Product choice is also crucial. Aside from the product’s CBD/
THC ratio, outcomes can be shaped by its minor cannabinoid 
make-up, the strain of plant used and batch-to-batch 
consistency levels. 

This paper sets out the many variables that dictate medical 
cannabis dosing and prescription decisions and introduces 
ways of approaching them as a professional.  

Background

Some cannabis medicines consist mainly of CBD, with only 
trace amounts of THC. They are generally very safe, non-
intoxicating and have a low risk of adverse side effects. These 
products form the basis of most cannabis medicine care plans, 
although chronic pain patients tend to require more THC to 
control their symptoms over time. 

A general rule in cannabis medicine is to try CBD products first; 
then add a small dose of THC if needed, based on the patient’s 
symptoms or condition. 

Another overriding rule is to ‘start low and go slow’.  
This enables a safe, cost-effective, patient-driven approach  
to all forms of cannabis.  

In treatment-resistant epilepsy, a high CBD / very low THC 
cannabis oil has proven beneficial in clinical practice and in a 
number of small studies. 

Sometimes after a period of stability with this course of 
treatment, the patient may become less responsive to CBD, 
according to some recorded cases. This could be due to batch-
to-batch variations, or changes in saturation levels and within 
CBD receptors.

Methods which may improve the response in this scenario 
include having a 48-hour ‘washout period’ then starting on a 
lower dose. Alternatively, introducing a very small dose of THC 
may bring positive results. 

Under current regulations, practitioners must estimate the 
amount of cannabis per month (28 days) needed by the patient. 
The number of bottles of oil and/or the amount of flower 
product required, are therefore calculated.  

Factors influencing this equation include:
– The product’s equivalency factor – a metric reported on 
 all cannabis oil labels which manufacturers are required 
 to disclose
– The patient’s condition – epilepsy and seizure disorders may 
 require much higher doses than pain and chronic illness
– Whether the patient has been self-medicating with cannabis 
 (cannabis non-naïve) or not (cannabis naïve) 
– Whether daytime and/or night-time dosages are required.

It is best practice to start both naïve and non-naïve patients on 
high CBD/low THC products initially. 

A complicating factor is that some products can deliver 
different results even if they have the same CBD / THC ratios 
and similar terpenes. This may be due to slight variations in 
batches, minor cannabinoids and other plant compounds. 

How the product is formulated and administered, and even the 
individual’s diet, can also influence the proportion of active 
ingredients absorbed into the body. Furthermore, THC, CBD and 
minor cannabinoids share breakdown enzymes with many other 
drugs and herbal supplements.

It is therefore possible that co-administration with any 
drug or other herb may affect the metabolism of medicinal 
cannabis. This results in a delayed metabolism or, conversely, 
an accelerated metabolism due to a fluctuation in exogenous 
cannabinoid levels. 

Analysis

Cannabis products vary widely in terms of their consistency, 
potency and suitability in treating patient conditions and 
symptoms. For professionals qualified to prescribe them, 
following the ‘start low, go slow’ approach, beginning with high 
CBD / low THC products, is the recommended approach. 

Using the best available clinical experience, effective titration 
guidelines are available 

Conclusions
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