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Medical cannabis access has been legalized in more than 30 countries worldwide and popularity among patients
is increasing rapidly. Cannabinoid-based treatments have been shown to be beneficial for several symptoms such
as chemotherapy-induced nausea and vomiting, spasticity, chronic pain, intractable seizures and insomnia, yet
high-quality clinical trials are still limited. As millions of patients now have legal access to medical cannabis,
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Canada

Real-world data
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little information is available about the development of best clinical practices and an effective medical cannabis
clinic model.

A medical cannabis clinic is an innovative and emergent practice model that may be necessary to bridge the
gap between patient and healthcare provider interest and existing barriers to the prescription of medical
cannabis treatments, such as limited medical education, lack of high-quality clinical research and challenging or

evolving regulatory frameworks. In this paper, we describe the model of care and organization of a dedicated
medical cannabis clinic operating in Quebec, Canada since 2014. We share the principles of medical cannabis
practice, including the structure of its medical and support team, clinic organisation and procedure guidelines.
Key clinic statistics and patient demographics are shared with year by year comparison.

Operating since 2014, the clinic has endured a rapidly changing regulatory landscape in Canada, overcoming
numerous challenges including medical and social stigma, limited funding, resources and institutional support
combined with a high demand for services. To support medical cannabis leaders globally, an important
knowledge-sharing is required. The clinic has expanded to a network of four clinic sites across Quebec and offers
continuing education and preceptorships to health care providers and trainees as well as research services to both
academic and industry partners. The description of the clinic offers guidance on medical cannabis treatment and
care and discusses possible solutions to associated challenges. The clinic model of care can be adapted to
different healthcare settings and regulatory frameworks; it may assist physicians and health care providers in the
development of medical cannabis clinics or the implementation of best practices as medical cannabis access
continues to evolve.

1. Background

The therapeutic use of cannabis dates back several thousands of
years, however, during the early 20th century a global trend of cannabis
prohibition emerged, resulting in an almost 100 year gap in clinical use
and research advancement.! Therapeutic use among patients has
continued despite legal status and recent introduction of medical
cannabis regulations in more than 30 countries has permitted millions of
patients to legally access medical cannabis and has revived the

Abbreviations: EMR, electronic medical record; HCP, healthcare professional.

production of medical cannabis research.

There has been growing evidence of the therapeutic effects of
cannabinoid-based treatments in several conditions including
chemotherapy-induced nausea and vomiting, chronic pain, drug-
resistant epilepsy, spasticity associated to multiple sclerosis and
insomnia.” Yet access to cannabinoid-based products and clinical
knowledge of effective initiation and monitoring is still poor, partly
because of a lack of proper integration of healthcare settings or formal
medical education. Dedicated medical cannabis facilities can provide
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innovative care and education, based on and for patient’s needs. They
may also assist and train physicians in prescribing personalized treat-
ments and navigating through the complex administrative and regula-
tory framework of medical cannabis. Various settings have been
employed over time, from buyer’s or compassion clubs to dispensaries
to, more recently, private medical clinics. However, there has been
virtually no literature on medical cannabis care services which has also
increased barriers to the production of evidence-based policies and
clinic models.>*

Canada has long been on the frontier of medical cannabis access,
with the enactment of legislation in 2001 following a Supreme Court
challenge to the Charter of Rights and Freedoms.” The regulatory system
has evolved over time, most recently with the legalization of
non-medical or ‘recreational’ cannabis under the Cannabis Act in
October 2018. However, despite this long history of medical cannabis
access, significant medical stigma and persistent barriers to prescription
remain. In 2014, approximately 40,000 Canadians were authorized for
medical cannabis use, however an estimated 1 million were using
cannabis therapeutically via illicit sources.®’

The aim of this article is to present the care model of a successful
clinic dedicated to medical cannabis treatments. The key elements
related to the clinic organization and the clinical team as well as clinic
statistics and critical patients’ data are described and discussed in detail.
This paper also aims to inform health care providers and other medical
cannabis stakeholders on the considerations of effective medical
cannabis practice that can be adapted to different clinical settings and
various regulatory frameworks.

2. Clinic model of care
2.1. Considerations for model development

The main objective of any medical cannabis treatment is to provide a
complementary option to traditional treatments in order to alleviate
persistent symptoms and suffering associated with the patient’s condi-
tion. This is achieved through the following sub-objectives: give the
patient a sense of control over their condition; improve the symptoms
experienced by each patient; and improve the patient’s health-related
quality of life with a minimum of treatment related adverse effects.
Moreover, as a complementary or adjunctive treatment, medical
cannabis treatment must be integrated with primary and speciality care
to support best outcomes.

A best clinical practice must start with a comprehensive assessment
of the needs of the patient population and the medical community as
well as a developed set of principles to provide best patient care.® Hence,
considerations for the development of a medical cannabis clinic model
include:

o Assessment of patient and medical community needs;

e Survey on perceptions and stigma in the medical community;

o Assessment of the regulatory environment for medical cannabis,

including federal, provincial or state-level, and municipal legislation;

Confirmation of healthcare setting: community-based, outpatient or

in-patient services;

Recruitment of personnel and development of area of practice based

on expertise and experience of the medical team;

Identification of administrative requirements and preparation of

compliant, efficient methods to meet them;

Patient eligibility criteria based on clinical team expertise;

Available cannabinoid-based products and a complete literature re-

view of their potential therapeutic benefits and risks;

Provision of outreach to the medical and patient community,

continuing medical education, identification of community re-

sources.and.collaboration;

e Development of patient education, advocacy and orientation pro-
grams; and
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e Confirmation of funding model, opportunities for partnership and
both short and long-term revenue strategies.

The medical cannabis clinic model was developed by the co-founding
team of medical cannabis advocates, researchers and physicians to meet
the needs of patients and the medical community. In early years, the
stigma of being classified as a ‘pot doctor’ required peer support among
the medical team and resulted in the establishment of initiatives to
support clinic credibility, including rigorous clinical practice guidelines,
a strict referral model, and the initiation of a research program to collect
real-world evidence about patient treatment outcomes. Maintaining the
credibility of medical cannabis treatments and separating myths from
realities remains a core function of the clinic as a resource centre for
evidence-based medical cannabis information.

Each country may have specific considerations and requirements for
a clinic implementation. It may be required to develop specific protocol
or reporting for each patient that is prescribed medical cannabis.
Developing such protocols in a peer-reviewed environment to meet the
needs of common patient diagnoses and symptom expression is impor-
tant to ensure compliance and clinical efficiency. Different healthcare
environments may present challenges as well as sociological impacts;
integration with private health insurance providers may be necessary
initially to support patients who are unable to pay for clinic visits or
medical cannabis treatments.

2.2. Clinical team

A dedicated, attentive and diverse team of experts is a key aspect to
medical cannabis care. The clinic has expanded from a small team of five
practicing part-time physicians and one medical cannabis educator in
one location to a network of four clinics across Quebec and a team of
twelve consulting physicians and fifteen nurses as part of a complete
staff of fifty employees. The current core clinical team consists of clinic
coordinators who supervise research assistants and administrative
needs, nurse coordinators and a team of nurses with both research and
patient education experience and physicians from various specialities,
including family physicians and specialists in pain, palliative care,
endocrinology and gastroenterology (Fig. 1). A diverse clinical staff fa-
cilitates a strong and dynamic support system for patients who seek
medical cannabis treatments. The team provides specific, comprehen-
sive counseling to patients taking into account their individual medical
condition, lifestyle and accessibility needs. In the early years of clinic
development, medical cannabis advocates or educators played a critical
role to support cannabis knowledge transfer and personnel training,
bridging medical cannabis and healthcare experiences. To provide suf-
ficient support and education, patients are followed by the same
physician, though nursing and education support may rotate, and all
notes are documented on an electronic medical record (EMR).

Such a multidisciplinary approach between healthcare professionals
provides for personalized, effective and efficient recommendations and
the appropriate, supportive follow-up required by most patients, as it
occurs in other clinical settings.” Peer support among healthcare pro-
viders, especially physicians, across various specialities, facilitates sup-
port and mentorship within an otherwise stigmatized and controversial
treatment.

2.3. Clinic policies and procedures

As a small and focused clinic, operating within Canada’s public
healthcare system, administrative and financial challenges are common.
Medical cannabis assessment and patient education is very time-
consuming and accomplishing training and research objectives is simi-
larly resource intensive.

The clinic has developed several important policies and procedures
including:
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Fig. 1. Graphic of the patient-centred model of care, demonstrating integration with medical community, patient assessment and real-world data collection, edu-

cation, support and monitoring.

o Clear definition of the roles of each team member, including
physicians, nurses, educators, clinic coordinators, and support
staff;

e Development of standardized, peer-reviewed procedures to
ensure that patient evaluation and education is completed
consistently between providers;

e Standardization of patient and inter-clinic communication for
referral generation and support from referral to discharge and
within each clinic visit;

e Optimal utilization and allocation of resources, including pa-
tient rooms, test processing lab, nurse rooms, telemedicine
consultation and electronic data capture;

e Inclusion and exclusion criteria for effective and efficient
screening, defined as specifically as possible;

e For training support and standardization between physicians

and nurses, creation of a detailed treatment protocol presenting

cannabis chemovars, products and recommended methods of
administration based on patient indication and symptom
expression, total daily quantity and dosage instructions for
more than 10 medical conditions and symptoms for which
treatment with cannabinoid-based medicines is essential. This
includes appetite stimulation in patients living with cancer or

HIV, anxiety, sleep disorders, depression, chronic cancer and

non-cancer pain, fibromyalgia, migraines, recalcitrant seizure

control, spasticity, chemotherapy-induced nausea and vomit-

Ol LE Zyl_i.lbl

e Preparedness for expected and unexpected situations to sup-
port decision-making and the clinic environment of security,
professionalism and attentiveness.

The current COVID-19 pandemic crisis confirmed the necessity of
these procedures and the requirement for ongoing adaptation. In fact,
the clinic has managed to transition clinical care and research opera-
tions to be delivered securely by telemedicine while staff worked from
home via virtual communication. Initial development as a paper-less
clinic with electronic medical records and various support programs
facilitated this transition, however, challenges with data collection and
appointment efficiency, especially at the initial visit, are ongoing.

2.4. Clinic organization

The clinic model is patient-centred and revolves around four phases
of care: referral and eligibility, initial visit, follow-up visits and transfer,
discontinuation or discharge. Each period is briefly explained below.

2.4.1. Referral process and eligibility

Referrals can be submitted by any licensed physicians or nurse
practitioners from both community and institutional centres and are
valid for one year. Self-referrals may also be submitted in limited cases,
and require additional medical oversight at screening to ensure suffi-
cient clinical information is available. A customized referral form is
recommended in order to emphasize critical information for the
screening process, including presence of active cardiac disease, history
of substance use disorder, psychotic disorder or schizophrenia, preg-
nancy or breastfeeding and history of cannabis use (see Additional file 1
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for a sample referral form). The medical assessment for eligibility of
cannabinoid-based treatments serves to identify a primary objective for
treatment, current and previous medication, cannabis history and
experience, and examine potential contraindications and risks factors.

2.4.2. Initial clinic visit

The initial clinic visit is an opportunity to meet the patient, confirm
eligibility for cannabinoid-based treatments and provide patient edu-
cation on medical cannabis. Baseline clinical data and validated ques-
tionnaires are collected and may be used for further analysis. A complete
medical history is obtained by a registered and trained nurse with a
focus on factors that will determine treatment recommendations
including a patient’s previous cannabis experience. Consulting physi-
cians confirm patient eligibility and treatment decisions and determine a
follow-up and monitoring schedule according to a clinic-wide protocol.
A medical cannabis authorization is written in accordance with federal
regulations, the authorization is akin to a prescription in practice. Pa-
tient education is led by the nurse and includes discussion of treatment
objectives with the patient and family, review and management of
treatment expectations, careful explanation of the individualized treat-
ment plan, titration instructions and an original patient daily diary and
education booklet that cover all general information. Furthermore, a
patient treatment agreement is an indispensable tool to confirm treat-
ment objective and clinical program limitations.'' Recommendations
for the use of safe and consistent products with certified laboratory
testing and approval from the authorized regulatory agency is also
essential. Following the appointment, a consultation report is sent to
referring physicians including the detailed treatment plan, follow-up
frequency and any specific recommendations such as monitoring of
potential risk factors, adverse effects or the supervised down-titration of
pharmaceutical medications.

2.4.3. Follow-up, support and monitoring

Over the years, the clinic has established a clear intervention strat-
egy, determining the frequency and procedure for follow-up appoint-
ments and establishing well-defined monitoring tools (Fig. 2). Both
scheduled and unscheduled follow-ups occur, the latter delivered by
nurses by phone or videoconference. The follow-up visits serve to
monitor changes to the patient’s health status and to assess treatment
adherence, safety and effectiveness. Monitoring of adverse events occurs
both at scheduled and unscheduled appointments, and allows for
important collection, classification and reporting to pharmacovigilance
programs as well as required counseling for patients. Support for patient
titration and, if needed, a treatment adjustment such as change in
product, dosage, or route of administration takes place during the first
couple of follow-up appointments. In most cases, a phone follow-up at
one month, or earlier, during the titration phase is highly recommended
until a stable dose is achieved.

2.4.4. Transfer, discontinuation or discharge

Patient health outcomes are the central focus of a medical cannabis
clinic, thus close follow-up is required at initiation of treatment and
during titration phases. Once patient treatment has stabilized, a transfer
back to primary or speciality care may be possible if the physician is
willing to continue the cannabinoid-based treatment plan. If transfer is

INITIAL 1 2 3 4
APPOINTMENTS [ )
Tm 3m
RECOMMENDED Phone Call Follow-up
FREQUENCY by Nurse Until Tx Stable
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not possible, follow-up frequency may be decreased provided patients
have sufficient primary care. Since medical cannabis treatment should
always be considered as a trial, patients should be prepared for the
possible discontinuation of their treatment if sufficient benefit is not
observed. Specifically, several criteria have been identified that may
interrupt the treatment:

Lack of effectiveness;

Adverse effects that cannot be resolved by treatment adjustments;
Non-compliance with treatment agreement; or

e Social or cost barriers as medical cannabis is not an approved
treatment.

3. Real-world data findings

Since its opening in late 2014, the clinic has received more than
13,575 referrals. Findings from the five-year period of 1st April 2015 to
31st March 2020 are discussed due to some data loss in the early months.
A waiver of consent for the analysis of patients age and gender was
required and approved by McGill University Ethics Committee and
Privacy Commissioner (La commission d’acces a l'information du Quebec).

3.1. Clinic performance

Thorough screening for completeness and eligibility of referrals has
resulted in the clinic assessment of 9,102 patients during the five-year
period. Fig. 3 displays the average number of patient referrals, initial
visits and medical cannabis authorizations (prescriptions) per month in
each year. A clear increase in clinic volume was observed as well as the
effectiveness of the comprehensive screening process to admit eligible
patients to the clinic. In overall assessment of the 5-year period, 67 % of
patient referrals came to the clinic for an initial appointment and 82 % of
those were prescribed medical cannabis (range 77 %-86 %). There are
currently 39 % of patients under active treatment. It is of note that due to
the wait time for new patients, and decrease in referrals in 2020 due to
the COVID-19 pandemic, there are actually more new patients assessed
(initial visits) than were referred from January to March 2020.

The wait time for new patients continuously increased over the years
from 14 weeks in 2015 to 20 weeks in 2019. The wait time calculated
between January and March 2020 was 9 weeks. The COVID-19
pandemic led to decrease in wait time for initial visit during spring
2020 to less than one month by summer 2020.

A total of 54,122 appointments were recorded for 9,102 patients who
were assessed and followed at the clinic between April 2015 and March
2020. Follow-ups by nurses were most predominant appointment type
accounting for 41 % of total appointments, followed by nurse phone
calls (25 %) and initial visits (21 %). It is clear that the clinic model
depends on the nursing role, serving a critical need to provide patient
education, support and monitoring between physician appointments.
Importantly 61 % of clinic appointments are unscheduled follow-ups
that are handled independently by the nurses via phone or videocon-
ference and 38 % are clinic appointments at 1- or 3-month intervals with
both nurse and physician. The remainder including clinical trial ap-
pointments, administrative or physician to physician consultations.

MONTHS
6 7 8 9 10 1 12
3m 6-12m
Follow-ups Follow-ups
Until Tx Stable Once Tx Stable

Fig. 2. Graphic of recommended appointment frequency.
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Fig. 3. Screening process and clinic activity described by average number of patient referrals, initial visits and new authorizations for medical cannabis per month.
The green dotted line represents the number of referrals received, the dashed blue line the number of initial visits conducted and the solid orange line the number of

new medical cannabis authorization completed.

3.2. Patient demographics

In this unique clinical context, patient demographics may be unex-
pected compared to traditional population studies of cannabis use.

3.2.1. Age

Across the 13,575 referred patients, the average age is 55.7 years old
(y.o) (Standard Deviation (SD) = 16.83) with a minimum of 3 and a
maximum of 104 years old. Average age slightly increased over time: 53
y.o in 2015 and in 2016, 54.6 y.o. in 2017, 56.4 y.o. in 2018, 57.4 y.0 in
2019 and 56.5 y.o in early 2020. The distribution of age by decades is
presented in Fig. 4. The average age is similar for the patients who were
authorized a medical cannabis treatment (mean = 56.7 y.o, SD = 16.23,
min = 3 y.o., max = 104 y.o).

3.2.2. Gender

Overall, 53.4 % of patients referred to the clinic identified as women.
Fig. 5 presents the gender distribution of patients referred to the clinic
per year. Interestingly the proportion of women was lower in 2015 and
2016, similar to population studies of the gender ratio of cannabis
consumers.'? However, the proportion significantly increased starting in
2017, which was likely due to decreasing stigma as legalization of
cannabis in Canada was introduced by the federal government.'> A

3500
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1500

1000

50 ||
0 — Em

Total Number

o

decrease in female proportion has been observed in 2020, due to a
sudden decrease in referrals and appointments for patients who identify
as female, similar to observations at other healthcare points during the
COVID19 pandemic.'*

For the patients who were authorized medical cannabis treatment,
the distribution of women and men was even more pronounced. It is
notable that male patients were less likely to be excluded during
screening or otherwise found to be ineligible for medical cannabis
treatment. Overall 56.9 % of women were prescribed medical cannabis.
The proportion of women authorized for medical cannabis increased
yearly from 41.4 % in 2015 to 63 % in 2019 and reduced to 59.4 % in
2020.

3.3. Source of patient referrals

Altogether 91 % of referrals were received from a healthcare pro-
fessional (HCP) versus 9% as self-referrals. The more than 3000 referring
HCPs are predominantly physicians, with a few referrals from nurse
practitioners. Fig. 6 displays the proportion of referrals via a healthcare
professional vs. patient self-referral. The increasing proportion of HCP
referral each year indicates improved medical community outreach and
greater acceptance of medical cannabis among physicians. A decline in
referral proportion in 2020 reflects only the first three months of clinical

Age3-10 Age11-20 Age 21-30 Age 31-40 Age 41-50 Age 51-60 Age 61-70 Age 71-80 Age 81-90 Age 91-100 Age 101-

104

Fig. 4. Frequency of patients referred to the clinic per age group.
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Fig. 5. Gender distribution of patients referred to the clinic per year. The green dotted line represents the percentage of patients who identify as female and the blue

dashed line the percentage of male patients.
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Fig. 6. Source of referrals, proportion of healthcare professionals vs. self-referrals per year.

activities and may also indicate the limited access to referring healthcare
professionals during the COVID-19 pandemic. Referring physicians are
from a vast multitude of specialties, primarily family physicians (57 %),
and also specialists from neurology (5 %), physiatry (3 %), oncology (2
%) and rheumatology (2 %). Other specialties accounted for less than 2
%. Unfortunately, the specialty of healthcare professional was not
collected in 22 % of the cases.

4. Discussion

As more countries implement medical cannabis access regulations,
the development of dedicated medical cannabis clinics and practices is
becoming a common model to address patients’ needs and gaps in
healthcare professional education and acceptance. A number of studies
have examined the characteristics of patients using medical cannabis,
yet, to our knowledge, no publications have yet looked at the charac-
teristics of a clinic dedicated to medical cannabis. With less than 20 % of
Canadian physicians reporting authorization (prescription) of medical
cannabis over the last 20 years, medical cannabis clinics have played a
critical role to support patient access.””'° The clinic opened in Quebec in
2014, where to-date less than 4 % of physicians have ever authorized
medical cannabis.”'%!” The clinic’s leadership position is maintained by
a commitment towards patient advocacy and healthcare professional
training as well as its dedication to research and enduring ability to

ent of dedicated

medical cannabis clinics worldwide.

4.1. Strengths

The clinic model has evolved over the years and demonstrates
several strengths. Patient access and advocacy remains the core service
offering; the model was informed and evolved based on patients’ needs
in a community setting and a conservative medical community. Notably,
legalization of cannabis in October 2018 in Canada brought a significant
increase in demand for medical cannabis education and an increase in
referrals for patient assessment at the clinic. The experience gained by
the clinic, its medical team and partners have supported an ongoing
evolution in the medical community. The model of care has been
adapted to other clinical settings such as out-patient clinics at hospitals.
Additionally, the clinic offers support and expertise to the development
of medical cannabis clinics in both community-based and institutional
settings creating international impact in other countries with newly
developed medical cannabis access regimes.

The clinic has also developed several medical training and education
programs for healthcare professionals, trainees and medical students,
and currently offers an elective program for medical residents of McGill
University. It offers unique on-site and virtual preceptorships for Ca-
nadian and international healthcare professionals. Postdoctoral research
fellows from Canadian universities have collaborated on short and long-
term projects.

Patient advocacy and education may be accelerated in a dedicated
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environment, with full-time medical cannabis expert personnel avail-
able for support. The clinic hosts patient education events, programs and
workshops and publishes a bi-weekly patient newsletters to keep pa-
tients up to date with news articles and new clinical trials. Nurses are
available for patient and medical community support via phone and
email six days per week. These programs receive positive feedback from
many patients.

Over the years, the clinic strengthened its patient real-world data
collection and opportunities to generate real-world evidence to support
medical cannabis practice guidelines and clinical trial development.'®
The patient centricity of the model and the validation of clinical infor-
mation by HCPs produces high-level evidence in comparison with
existing surveys resulting from a conventional model of care.

4.2. Challenges

There are several challenges to working in a focused practice, and
many medical cannabis clinics are isolated from the healthcare com-
munity. Efforts must be made to encourage a referral from a patient’s
primary or specialist care team and to provide referral reports back to
referring physicians. Regular communication with health ministries,
regulators and relevant professional orders is challenging but very
important.

The complexity of regulatory environments and required patient
education can make medical cannabis care very time-intensive. Thus, it
is important to develop as many efficiencies as possible and to leverage
funding opportunities from the public and private sector and seek
institutional partnerships where possible, to share resources.

Funding may be the most significant challenge in early years, and it is
recommended to expand service offering slowly as funding opportu-
nities present. Government funds for research and development, such as
Canada’s SR&D tax credit program may be accessible under well-
designed research frameworks. Private funding must be approached
with caution to ensure ethical standards and mitigate conflict of interest.
However, compliant, well-designed industry relationships for training
and research services have provided critical funding to support the
clinic’s initiatives.

In the absence of significant funding or in-kind support, a research
program may not be possible initially, and may not be the best use of
resources as challenges such as missing data, patient compliance and
retention are common. However, in recent years, the clinic has found
opportunities for the monetization of real-world evidence and has
developed to offer services as a cannabis-focused Contract Research
Organization. Operation as a clinical trial site may also provide signif-
icant funding opportunities, leveraging community relationships and
providing a continuation of the objectives to support medical cannabis
research and product development.

4.3. Recommendations

Based on its experience in a focused medical practice The clinic
proposes several recommendations. Taken together with the model
development considerations, they will help for the creation of a medical
cannabis clinic.

e Initial model creation centred around the most critical patient and
medical community needs: care, advocacy and education;
Integration of clinical expertise and care with administrative and
educational support;

Close monitoring of evolving legislation and regulations, engage-
ment with experts for support;

Consideration of part-time positions for healthcare professionals in
order to maximize resources;

Implementation. of. standardized.clinical procedures for all clinic
staff, collaboration with the international community to access
development support and shared knowledge;

Complementary Therapies in Medicine 60 (2021) 102740

Development and maintenance of clinic-wide cannabinoid-based
treatment protocols'*'?;

Development of informed, approachable patient-level educational
tools, handouts, videos and workshops by utilizing available re-
sources from reputable online sources, or requesting support from
trusted, experienced cannabis clinicians and centres who may have
developed high-quality documents over time via patient feedback
and clinician experience;

Maintain transparency and transfer of knowledge and education to
community and institutional healthcare professionals;

Tailoring of clinical data collection to support ongoing research op-
portunities while considering limited resources;

Commitment to advancing medical cannabis research; and

e Collaborations and partnerships with various stakeholders such as
patient and, community-based organizations, medical institutions,
private cannabis companies and clinical research sponsors.

4.4. Future directions

There is never a shortage of opportunities for continued develop-
ment; in its sixth year of operation, the clinic continues to develop new
initiatives to meet the needs of patients and the medical community:

e Continued integration of medical cannabis into the healthcare sys-
tem via advocacy initiatives; from patients to healthcare pro-
fessionals and the pharmacy;

Collaboration between the ambulatory and community-based clin-

ical models to study feasibility;

Strategic partnerships with research institutions, facilitating access

to the clinic data by academic researchers, in-kind resource ex-

changes and knowledge transfer;

Evolution of clinical care and data collection measures via remote

methods given the COVID-19 pandemic and ongoing needs;

Development of a standardized practice tool to assess Cannabis Use

Disorder (CUD) within a medical cannabis patient population;

Ongoing development of academic training and continuing medical

education programs;

Unique, innovative practical training opportunities via virtual pre-

ceptorships and physician mentorship;

Support for international healthcare providers to adapt the clinic

model to international healthcare environments and medical

cannabis regulations'’;

e Ongoing assessment of the patient database and a current protocol
underway to assess patient satisfaction data in order to inform
refinement of the model of care;

e Improvements to prospective, observational data collection to utilize
custom, targeted health questionnaires based on patient profile to
generate effective real-world evidence; and

e Working to bridge the gap between real-world evidence and devel-
opment of randomized controlled trials to assess safety and efficacy
of medical cannabis products.

5. Conclusions

The need for medical cannabis care and patient education has been
well-established, yet with still limited clinical evidence and lack of
formal medical training, few practical solutions have been proposed to
bridge the gaps. Literature on medical cannabis clinics, resource centres
or other facilities is essentially non-existent and practice recommenda-
tions are primarily centred on patient evaluation. This paper is the first
to describe a clinic dedicated to medical cannabis that has been oper-
ating in Canada since 2014. It presents key principles of the model of
care, including main elements of the organization and identified chal-
lenges and solutions associated with offering medical cannabis care.

The clinic model of care can be adapted to different healthcare set-
tings and regulatory frameworks and may assist physicians and
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healthcare professionals in the development of medical cannabis clinics
or the implementation of best practices into their practice, as medical
cannabis access continues to evolve. In the current, still-controversial,
medical cannabis climate and amidst growing patient interest, advo-
cacy, international collaboration and ongoing research are key to reach
proactive, solution-focused objectives for the provision of medical
cannabis care.
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