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Health care provider preferences for, and 
barriers to, cannabis use in cancer care
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ABSTRACT

Background Limited research has been conducted about the perspectives of oncology health care providers (hcps) 
concerning the use of cannabis in cancer care and their potential role in advising patients. We sought to determine 
the barriers encountered by hcps with respect to medical cannabis and their preferred practices in this area.

Methods An anonymous survey about cannabis was distributed to oncology hcps at the Tom Baker Cancer Centre 
in Calgary, Alberta. The 45-question survey measured the opinions of hcps about cannabis use and authorization  
in oncology.

Results Of 103 oncology hcps who participated in the study, 75% were women. By hcp type, the most commonly 
reported professional groups were oncology nurse (40%), radiation therapist (9%), and pharmacist (6%). Of respond-
ents, 75% reported providing direct care to cancer patients. More than half (69%) had spoken to a patient about 
cannabis in the preceding month, and 84% believed that they lacked sufficient knowledge about cannabis to make 
recommendations. Barriers such as monitoring the patient’s use of cannabis (54%), prescribing an accurate dose 
(61%) or strain (53%), and having insufficient research (50%) were most commonly reported. More than half of hcps 
(53%) would be interested in receiving more information or training about the use of cannabis in oncology.

Conclusions The survey indicated that this group of oncology hcps believed that they lacked sufficient knowledge 
about cannabis to make recommendations to patients. In addition to that lack of knowledge, a number of notable 
barriers were reported, and more than half the hcps indicated interest in learning more about cannabis in the future.
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INTRODUCTION

Cannabis sativa is a pharmacologically complex plant, 
containing more than 100 different cannabinoid com-
pounds1. Cannabinoids, which are derived from the plant 
(phytocannabinoids) and found in the body (endocanna-
binoids), exhibit a wide array of functions and interactions, 
most of which that have yet to be elucidated1. Of the many 
compounds, thc (Δ-9-tetrahydrocannabinol), and cbd 
(cannabidiol) have been widely researched as medicinal 
agents because they have been discovered to have thera-
peutic potential2.

Recent literature indicates that cannabis use by people 
living with cancer has become more frequent and that 
many of those individuals are using it to mitigate and man-
age symptoms related to their condition and treatments3–5. 
Some of the most commonly reported symptoms are 

cancer-related pain (including acute, chronic, and neuro-
pathic pain), chemotherapy-induced nausea and vomiting, 
appetite loss, sleep loss, and emotional symptoms such as 
anxiety and depression6–9.

Although the literature is growing, it is important to 
emphasize that cannabis-based research is in its infancy 
and that many research findings should be interpreted 
cautiously9. The uncertainty has contributed to a degree 
of reasonable concern voiced by oncology health care pro-
viders (hcps)4. Furthermore, many oncology hcps who were 
trained during the pre-legalization era were not educated 
about the potential uses of cannabis as a medicine; much 
of the prior literature viewed cannabis as a drug of abuse, 
rather than as a potential therapeutic agent5. A qualitative 
study found that the opinions of oncology experts about 
cannabis are divided between those who support and 
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those who discourage its use in oncology4. Another recent 
study found that only 30% of oncologists believe that they 
have sufficient knowledge to make recommendations to 
patients about cannabis use, although the same study 
found that 80% of oncologists had spoken to a patient about 
cannabis and that 46% had made at least 1 cannabis-based 
recommendation to a patient in the month preceding 
the study10.

Other hcps have indicated that the lack of well-defined 
effect specifications exposes patients to a wide range of 
experiences when using medical cannabis, rather than 
to a well-defined and controlled pharmacologic effect4. 
Very few epidemiology studies have looked at the potential 
negative health effects of cannabis, and although some 
proponents suggest that the common side effects are rather 
benign, recent research has identified various health risks 
potentially associated with cannabis use, many of which 
are subject to individual factors, such as the patient’s age, 
physical and mental health condition, and past experi-
ences with substance use, among others4,11. Given the rapid 
pace at which cannabis has been legalized and adopted by 
various patients, physicians and other hcps are challenged 
about how to knowledgably address questions, provide 
professional recommendations, and confidently authorize 
medical cannabis10.

Hence, the current situation for Canadian cancer pa-
tients and oncology hcps is that patients are interested in 
the use of medical cannabis for treating symptoms of pain, 
nausea and vomiting, and so on; that many are already 
using it; and that access has become much easier with the 
legalization of recreational cannabis, but that patients are 
largely unguided and are using cannabis without authoriz-
ation or recommendation from their oncology health care 
team. Oncology hcps have identified a number of barriers 
with respect to the use of cannabis by their patients, such 
as an unpredictable range of effects, a lack of understand-
ing about its health benefits and risks, and an absence of 
professional knowledge about its use overall.

The aim of the present study was therefore to identify 
approaches that facilitate the appropriate authorization 
and use of medical cannabis in cancer care. Our primary 
objective was to investigate knowledge, beliefs, barriers, 
and preferences on the part of oncology hcps with respect 
to use of medical cannabis by their patients.

METHODS

Survey Design
An anonymous survey was designed to elicit informa-
tion from oncology hcps about use of cannabis by their 
patients. The survey included questions relating to pro-
fessional knowledge about cannabis, clinical skills and 
preparation, information-seeking, professional beliefs, 
clinical barriers faced, and preferences related to the 
provision of cannabis-based education and professional 
train ing opportunities.

The survey consisted of 45 questions pertaining to 6 
areas of interest: knowledge, clinical skills, and prepara-
tion; information-seeking; beliefs and practices; barriers 
faced; preferences; and demographics. Certain ques-
tions—all those in section 1 (knowledge and skills), both 

in section 2 (information-seeking), all in section 3 (beliefs 
and practices), and both in section 5 (preferences)—were 
taken from a survey concerning complementary and al-
ternative medicines and treatments12. All other questions 
were created by the research team.

Participants
Eligible participants were hcps employed by Alberta Health 
Services, Cancer Control Alberta, working with cancer 
patients either directly or indirectly.

Participants were approached at the Tom Baker Cancer 
Centre in Calgary and were notified about the study by 
Alberta Health Services e-mail to all Cancer Control Alberta 
staff in the Calgary area. They were asked to complete the 
online hcp cannabis survey and were provided with a link. 
E-mail messages were sent to all oncology staff members 
at Tom Baker Cancer Centre—approximately 300 hcps—to 
attain a representative sample of the target population. 
Reminders were sent by e-mail to potential participants 
before and throughout the data collection period. The 
survey was anonymous, and participants were not asked to 
disclose their name or any other identifiable information. 
Distribution of invitations and collection of data began in 
December 2018, with subsequent e-mail reminders sent 
out in January and February 2019.

Statistical Methods
Data were summarized using descriptive statistics (means 
with standard deviations for continuous variables, and per-
centages and ranges for categorical variables). Subgroups 
(men vs. women, knowledgeable vs. unknowledgeable, and 
younger vs. older practitioner age) were compared using 
independent-samples t-tests or analysis of variance for 
continuous variables and chi-square tests for categorical 
variables (where responses allowed) to look for differences 
in outcomes (knowledge, beliefs, barriers, and preferences) 
between subgroups. A p value less than or equal to 0.05 was 
regarded as statistically significant.

Ethics Considerations
Before the surveys were distributed, the project was re-
viewed and approved by the Health Research Ethics Board 
of Alberta (Cancer Care id 18-0440).

RESULTS

Response Rate
From a population sample of approximately 300 hcps at the 
Tom Baker Cancer Centre, all of whom received an e-mail 
invitation to the survey, 103 completed the survey, for a 
response rate of 0.34 (34%).

HCP Demographics
Table i presents demographic characteristics for the 103 
hcps who completed the online questionnaire. Of those 
who responded, 15 (15%) identified as male, and 77 (75%), as 
female; 11 (11%) left the gender identification section blank. 
Most hcps indicated that they were white (n = 73, 71%) and 
that Canada was their country of birth (n = 79, 77%) For hcp 
type, 75% of the respondents (n = 77) indicated that they 
provide direct care to cancer patients. The most commonly 
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reported disciplines were oncology nurse (n = 42, 41%), 
radiation therapist (n = 9, 9%), and pharmacist (n = 6, 6%).

HCP Knowledge
Participants were asked to indicate their degree of know-
ledge about medical cannabis with respect to its use in 
cancer care. For the role of medical cannabis in symptom 
management, 24 participants (23%) reported being “know-
ledgeable,” and 65 (63%) “somewhat knowledgeable.” For 
knowledge of empirical evidence about cannabis, 14 (14%) 
reported being “knowledgeable”; 48 (47%), “somewhat 
knowledgeable”; and 40 (39%), “not at all knowledgeable.” 
The hcps were also asked if they believed they had sufficient 
knowledge about medical cannabis to make recommenda-
tions to patients. It was the belief of 85 hcps (83%) that they 
lacked sufficient knowledge to do so (Table ii).

A significant relationship was found between hcp 
knowledge and age, as determined by analysis of variance, 
F(6,98) = 145.37, p = 0.005. A Tukey honest significant differ-
ence test revealed that, compared with hcp participants 

TABLE I Demographic characteristics of responding health care 
providers (HCPs)

Characteristic Value

(n) (%)

Sex
Male 15 (14.6)
Female 77 (74.8)
Other 0 (0.0)
Missing 11 (10.7)

Age group
18-29 Years 16 (15.5)
30–39 Years 28 (27.2)
40–49 Years 21 (20.4)
50–59 Years 18 (17.5)
60-69 Years 7 (6.7)
70-79 2 (1.9)
Missing 11 (10.7)

HCP type
Medical oncologist 5 (4.9)
Radiation oncologist 5 (4.9)
Gynecological oncologist 1 (1.0)
Nurse 42 (40.8)
Palliative care practitioner 5 (4.9)
Administrative 7 (6.8)
Radiation therapist 9 (8.7)
Pharmacist 6 (5.8)
Social worker 1 (0.9)
Dietitian 1 (0.9)
Rehabilitation oncology 2 (1.9)
Research 2 (1.9)
Psychologist 3 (2.9)
Missing 14 (13.6)

Direct care to patients
Yes 77 (74.8)
No 16 (15.5)
Missing 10 (9.7)

TABLE II Health care provider knowledge about cannabis

Question Response

(n) (%)

Do you believe that you have sufficient 
knowledge about cannabis to make 
recommendations to patients?

Yes 17 16.5

No 86 83.5

TABLE III Health care provider practices with respect to cannabis

Question Yes responsea

(n) (%)

In the past month, did you ...

Ask a patient about their use of cannabis? 49 51.5

Provide educational material to cancer patients 
about cannabis?

6 5.8

Review evidence about cannabis with a patient? 19 18.4

Suggest that a patient use cannabis as part of 
their treatment?

9 8.7

In the past month, did a patient ...

Tell you about their use of cannabis? 71 68.9

Ask you for your advice about cannabis? 42 41.2

Ask you to monitor their use of cannabis? 5 4.9

Ask you to refer them to a cannabis practitioner? 28 27.5

a Questions solicited “yes” or “no” answers.

30–39 years of age (11.39 ± 3.06), those 50–59 years of age 
(8.72 ± 2.54) reported being significantly less knowledge-
able about medical cannabis. Another statistically signifi-
cant relationship was observed between hcp knowledge 
and hcp type: χ2

(6) = 13.865, p = 0.031. Of the oncology 
nurse respondents, 90% reported having insufficient know-
ledge about medical cannabis to make recommendations 
to patients.

Clinical Preparedness
Participants were asked to indicate their level of prepared-
ness from 1, “not at all,” to 4, “very” (7.28 ± 3.01). When 
asked how prepared they felt to monitor use of cannabis 
by their patients, 71 (69%) reported feeling “not at all pre-
pared,” and when asked about assisting patients in making 
decisions about cannabis, 62 (60%) reported feeling “not 
at all prepared.” Regarding preparedness to critique can-
nabis-based academic sources, respondents 50–59 years 
of age indicated being significantly less prepared than did 
respondents 30–39 years of age: χ2

(18) = 30.46, p = 0.033.

HCP Beliefs and Practices
Table iii presents data about hcp practices. The hcps were 
questioned about patient interactions during the month 
preceding taking the questionnaire, with 71 (69%) indicat-
ing that a patient had told them about their use of cannabis, 
and 42 (41%) indicating that a patient had asked for their 
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advice about cannabis use. The hcps were asked if, in the 
past month, they had referred a patient to another hcp for 
further information about cannabis, and 61 (59%) reported 
that they had made such a referral. The most commonly 
reported “referred to” hcps were an oncologist (n = 36, 
35%), a medical cannabis practitioner (n = 34, 33%), and a 
pharmacist (n = 17, 17%).

Participants were asked to indicate their level of agree-
ment with statements related to cannabis. Agreement that 
cannabis is a useful supplement to some conventional 
medications was indicated by 40 respondents (39%), and 
agreement that cannabis could be used in addition to 
existing cancer treatments, by 49 (48%). Respondents were 
also asked to indicate how effective it would be to include 
cannabis in a patient’s treatment regimen (in comparison 
with conventional treatments) for various cancer-related 
symptoms. For nausea and vomiting, 14 (14%) indicated 
“much more effective”; 43 (42%), “somewhat effective”; 
and 5 (5%), “much less effective.” For cancer-related pain, 
12 (12%) indicated “much more effective”; 43 (42%), “some-
what effective”; and 14 (14%), “much less effective.” And for 
sleep, 20 (19%) indicated “much more effective”; 38 (37%) 
“somewhat effective”; and 5 (5%), “much less effective.” 
Table iv presents further data.

A considerable number of hpcs—24 (23%)—had asked 
a patient to stop using cannabis in the preceding month. 
Those respondents commonly reported reasons such as 
evidence or literature about interaction or harm (n = 9, 
9%), theoretical concerns about interactions with other 
medications (n = 9, 9%), and no evidence of efficacy (n = 5, 
5%). Risk or evidence of negative side effects and harm to 
lungs were also specified as additional reasons.

HCP Barriers
Participating hcps were provided a list of choices and were 
asked to indicate those that they believed to be barriers to 
medical cannabis use in health care. The barriers most 
commonly reported were difficulties prescribing the proper 
doses (n = 63, 61%), difficulties actively monitoring a pa-
tient’s use of cannabis (n = 56, 54%), difficulties prescribing 
the proper strains (n = 55, 53%), and negative conventional 
beliefs toward cannabis (n = 55, 53%). Additionally, 52 (50%) 
indicated that a lack of significant or credible research was 
a barrier, and 49 (48%) reported that a lack of support from 

the medical community was a barrier. Table v presents 
further data.

Preferences
Frequency calculations showed that 82 hcps (80%) would 
be “very interested” or “somewhat interested” in receiving 
more information, education, or training about medical 
cannabis. Only 15 (15%) indicated they would be uninter-
ested. When asked about the types of services they would 
prefer, 25 (24%) indicated information seminars about the 
effectiveness and safety of medical cannabis; 20 (19%), 
online webinars; 21 (20%), training programs about med-
ical cannabis use in cancer care; and 13 (13%), an informa-
tion booklet about the effectiveness and safety of medical 
cannabis (Table vi). Online self-learning modules, patient 
testimonials, and systematic reviews were also specified 
by respondents.

DISCUSSION

Our study found that, overall, hcps at Alberta Health Ser-
vices, Cancer Control Alberta, in Calgary were only mod-
erately knowledgeable about cannabis and its utility in 
cancer. Our study is unique in that it shows that, of oncology 
hcps, almost all oncology nurses have insufficient know-
ledge. However, despite that lack of knowledge, far more 
than half the participants reported that they had spoken to 
a patient about cannabis in the month preceding this study, 
and far more than half had provided recommendations to 
their patients. Compared with their younger colleagues, 
older hcps self-reported less knowledge about cannabis 
and less preparation to critique cannabis-based literature. 
With respect to treatment efficacy, the general belief was 
that it could be used effectively as an adjunct with exist-
ing medications, and many respondents believed that it is 
effective in treating symptoms of chemotherapy-induced 
nausea and vomiting, pain, and sleep problems. Commonly 
reported barriers included concerns about monitoring how 
patients use cannabis, about prescribing accurate doses 
or proper strains, and about the lack of existing credible 
research and overall support from the medical commun-
ity. Further, we found that a large proportion of hcps are 
interested in receiving more professional training and 
education about the uses of cannabis in oncology.

TABLE IV Health care provider opinions about cannabis as a treatment for cancer-related symptoms

Symptom Compared with standard practice, implementing cannabis in a patient’s 
treatment regimen to treat this cancer-related symptom is ... 

[n (%)]

Much 
more effective

Somewhat 
more effective

Equally 
effective

Somewhat 
less effective

Much 
less effective

Depression 6 (5.8) 26 (25.2) 9 (8.7) 9 (8.7) 16 (15.5)

Sleep 20 (21.4) 38 (36.9) 7 (6.8) 11 (10.7) 5 (4.9)

Nausea or vomiting 14 (13.6) 43 (41.7) 9 (8.7)) 11 (10.7) 5 (4.9)

Weight gain 5 (4.9) 26 (25.2) 12 (11.7) 14 (13.6) 7 (6.8)

Anxiety 14 (13.6) 39 (37.9) 7 (6.8) 8 (7.8) 12 (11.7)

Cancer-related pain 12 (11.7) 43 (41.7) 6 (5.8) 10 (9.7) 14 (13.6)
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Knowledge
The survey results demonstrate that oncology hcps lack suf-
ficient knowledge about cannabis and its utility as a med-
ication in cancer treatment. Our findings are interesting, 
in that we found that almost all oncology nurses reported 
having insufficient knowledge to make recommendations 
to patients, which likely indicates a lack of pharmacology 
training and education about the uses of cannabis during 
nursing training in particular, which might also extend to 
medical training. Braun et al.10 similarly found that fewer 
than half the oncologists in their sample believed that they 
had sufficient knowledge, although 80% had conducted 
discussions with their patients about cannabis and almost 
half had recommended cannabis use for at least 1 patient 
in the preceding year.

Abrams5 argues that many hcps trained during the 
prohibition era are likely to be unaware of the potential 
uses of cannabis as a medicine, and our findings align with 
that opinion. Compared with their younger counterparts, 
older hcps reported being less knowledgeable and feeling 
less prepared to critique cannabis-based academic sourc-
es—specifically, the 30–39 and 50–59 cohorts, which might 

partly be attributable to the period when they received 
their training as hcps. In another recent survey study of 
physicians-in-training and medical faculty deans, Evanoff 
et al.13 found that 67% of medical school curriculum deans 
reported that their graduate students were not prepared to 
prescribe cannabis to patients, and 48% strongly agreed 
that information about cannabis should be included in 
undergraduate-level education for medical students. Such 
recent reports indicate that cannabis education should be 
implemented and introduced to hcps earlier on—perhaps 
even at the undergraduate level—and should be included in 
nursing curricula as well as in medical training. Although 
training and educating practicing oncology physicians and 
other oncology hcps is effective and necessary, educating 
students early on would be an advantageous step for avoid-
ing many of the existing knowledge gaps.

Beliefs and Practices
Although most of our participants (69%) indicated that a 
patient had, in the preceding month, asked them about 
using cannabis, and two thirds had referred a patient to an-
other hcp to acquire more information, considerably fewer 
hcps (fewer than half) had asked a patient about cannabis, 
which suggests that patients are more likely to initiate such 
conversations. That finding is not uncommon. A 2014 survey 
study of oncologist beliefs about herbs and supplemental 
medicines found that only 41% of oncologists had spoken 
with their patients about complementary and alternative 
medicine, and only 26% had initiated those conversations14. 
Another study by Ziemianski et al.15 found that 79% of hcps 
reported being approached by a patient to discuss cannabis, 
with 39% of the hcps initiating the discussion.

The lack of awareness on the part of most hcps about 
cannabis use and uncertainty about its use as a medication 
likely explain why hcps less frequently initiate conversa-
tions about cannabis. Although studies show that more 
than 85% of hcps believe proper communication enhances 
the patient–practitioner relationship, others indicate that 
a lack of education and training hinders sufficient com-
munication between hcps and their patients14,16. It has been 
found that insufficient patient–practitioner communica-
tion discourages patients from asking questions, increases 
stress, and can lead to feelings of helplessness; proper 
communication promotes trust and facilitates control and 
internal motivation for patients to manage their own con-
ditions, subsequently resulting in better health outcomes17. 
Those observations are directly relatable to the situation of 
patients seeking information about cannabis use, because 
they might be less likely to ask questions and to gain infor-
mation if they perceive their hcp to be unknowledgeable. 
If they are referred to another hcp, they could become 
frustrated, because seeking out and receiving the wanted 
information can add time and stress to an already-filled 
schedule. Oncology nurses might find adequate education 
and training about how to communicate cannabis-based 
information to patients to be of particular importance, con-
sidering that they are routinely the front line for addressing 
questions or concerns, and they oftentimes maintain a 
strong degree of trust with their patients18.

Although oncology hcps in the present study lacked 
sufficient knowledge, many believed that cannabis could 

TABLE V Health care provider barriers with respect to cannabis

Barrier Response

(n) (%)a

Lack of efficacy or objective effects 46 44.7

Insignificant research 52 50.5

Difficulties prescribing proper strains of cannabis 
to patients

55 53.4

Difficulties prescribing proper doses to patients 63 61.2

Difficulties in actively monitoring patient’s use of 
cannabis

56 54.4

Lack of support from medical community 49 47.6

Negative conventional beliefs about cannabis 55 53.4

Other 6 5.8

a More than 1 barrier could be selected.

TABLE VI Health care provider preferences with respect to cannabis

Preference Response

(n) (%)a

Information seminars about the effectiveness 
and safety of cannabis

25 24.3

Online webinars about the effectiveness and 
safety of cannabis

20 19.4

An information booklet about the 
effectiveness and safety of cannabis

13 12.6

Clinical training programs about the use of 
cannabis in cancer care

21 20.4

Easier access to peer-reviewed sources 
about cannabis

7 6.8

Other 6 5.8

a More than 1 preference could be selected.
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be effectively used for certain cancer-related symptoms. 
Braun et al.10 found that 67% of the oncologists they 
surveyed believed that cannabis is a useful and effective 
adjunct to existing analgesic medications and that 65% 
believed cannabis to be equally effective at enhancing 
appetite. According to Abrams19, although oncologists are 
cautious about prescribing and recommending botanical 
products to patients, the results of recent studies are en-
couraging, and it is likely that further investigation will 
substantiate those findings.

Clinical Barriers
Oncology hcps reported a number of noteworthy barriers 
that they face when dealing with cannabis in practice—
specifically, ability to monitor its use, ability to prescribe 
accurate doses, negative conventional beliefs, and lack of 
credible research. Braun et al.4 reported that reluctance 
on the part of oncologists to prescribe cannabis results 
partly from the anticipated exposure of patients to a broad 
and unpredictable experience during use, rather than to 
a well-defined pharmacologic effect, which is typically 
preferred and expected when prescribing medications. 
Oncologists are accustomed to seeing strong evidence 
supporting a therapeutic intervention and are oftentimes 
reluctant to recommend or prescribe medications that 
have not been approved through rigorous analysis—even if 
those medications are federally approved5. The hcps in our 
study were concerned about cannabis interacting poorly 
with other cancer medications, about associated respira-
tory and cardiovascular risks, and about other subjective 
risks that might be linked to the condition of their patients.
Hall20 has suggested that various acute and long-term 
adverse health effects have been observed in association 
with cannabis use, indicating that its use might be a risk 
for select populations; however, the risks he enumerated 
were specific to recreational users and might not apply to 
those using it for therapeutic purposes. Braun et al.4 infers 
that elderly patients and those with a history of cognitive 
impairment or mental illness might be at a higher risk of 
experiencing adverse effects (dizziness, nausea, psychosis, 
etc.). Those concerns are cogent and demand the attention 
of researchers and hcps, because the use of cannabis might 
be more of a health risk than a health benefit for some 
cancer patients. Notwithstanding those concerns, patients 
oftentimes indicate that the adverse effects they experience 
from cannabis are benign and easily managed, especially 
in comparison with those of the other medications and 
treatments they experience9.

Preferences
There is a need for more robust cannabis-based training and 
education opportunities in oncology. Fortunately, studies 
show that most hcps want to learn more about cannabis10. 
Ziemianski et al.15 found that hcps would most prefer to 
receive educational information through peer-reviewed 
literature reviews, online learning programs, and small 
workshops or programs. In another recent assessment of 
cannabis knowledge among Canadian oncology nurses, 
Balneaves et al.21 found that 76.8% of respondents indi-
cated a strong need for better education about cannabis 
for therapeutic purposes; further, respondents indicated 

that they would feel more confident authorizing cannabis 
for patients if sufficient education was provided to them. 
These hcps would most prefer access to online learning 
programs and resources, together with workshops, news-
letters, and expert presentations. Our findings also show 
that the use of online education programs such as webinars 
or self-learning modules would be an effective and efficient 
method to reach a large number of hcps. Furthermore, the 
use of in-person training programs could be an effective 
strategy to provide communication guidelines for hcps 
to comfortably talk with their patients about cannabis, 
considering that one existing barrier is the quality of com-
munication between patients and hcps.

Limitations
Some limitations of the present study are that a large pro-
portion of the hcp sample consisted of oncology nurses, 
leaving other hcps such as oncologists underrepresented. 
Although our data still yielded interesting and meaning-
ful results, those results might not be generalizable to all 
oncology hcps in Calgary. Furthermore, considering that 
our survey was anonymous, we had no way to distinguish 
between respondent and non-respondent characteristics, 
which might have left the study vulnerable to non-response 
bias. Survey questions were not vetted beforehand, but 
most questions were drawn from previously validated 
surveys. A final limitation was the sole use of electronic 
media to recruit hcps, which could have excluded hcps 
who do not frequently check e-mail. Notwithstanding the 
aforementioned limitations, our study did yield interesting 
and valuable information related to the challenges faced 
by oncology hcps to adapt to the prevalence of cannabis in 
the Alberta cancer care system.

Clinical Implications and Future Considerations
Cannabis-based research in oncology remains in its in-
fancy. The avenues that researchers could take to better 
understand this complex plant and its implications in 
cancer care are therefore numerous. Our study presents 
important new findings that support the need to provide 
better information and training about cannabis for oncol-
ogy hcps, including how to evaluate cannabis-based liter-
ature, the primary uses of cannabis in cancer, and how to 
effectively communicate that knowledge to patients and to 
safely authorize cannabis use. A logical next step would be 
to further investigate the aforementioned barriers experi-
enced by hcps (prescribing strains and doses of cannabis 
and monitoring use by the patient) to better understand 
how those barriers can be addressed and in which ways 
cannabis should be considered in the future. Focusing 
on preferences, it would be useful to better understand 
how cannabis-based information—and specifically what 
cannabis-based information—should be made available 
to hcps so that they are well-equipped to communicate 
with their patients.

CONCLUSIONS

The present study provides valuable insight into an expand-
ing area of research. Although cannabis-based research 
in oncology is growing, information about the role of hcps 
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and their perspectives about the use and prescription 
of cannabis in cancer care has been lacking. A sizeable 
gap in professional knowledge and formal training about 
cannabis among oncology hcps is evident, although hcps 
are willing to become more educated about the topic. A 
number of clinically-related barriers related to cannabis 
use and prescription are also faced by hcps, pointing to the 
need for further investigation into this topic.
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