
OR I G I NAL PAP ER

‘The wild west of medicine’: A qualitative investigation of

the factors influencing Australian health-care practitioners’

delivery of medicinal cannabis

Olivia Dobson1 | Michaela Barber1 | Myfanwy Graham2 |

Adrian Carter1,3 | Michael Savic2

1School of Psychological Sciences and the

Turner Institute for Brain and Mental

Health, Monash University, Melbourne,

Australia

2Monash Addiction Research Centre,

Eastern Health Clinical School, Monash

University and Turning Point, Melbourne,

Australia

3Monash Bioethics Centre, School of

Philosophy, History and International

Studies, Monash University, Melbourne,

Australia

Correspondence

Olivia Dobson, Queensland University of

Technology, O Block, Wing B, Ring Road,

Kelvin Grove, Qld 4059, Australia.

Email: olivia.dobson@qut.edu.au

Abstract

Introduction: Strong patient interest in the use of medicinal cannabis to treat

various clinical indications has sparked global legislative changes. Practitioners

are vital in implementing regulatory changes and facilitating patient access to

medicinal cannabis, however, little is currently known about the factors influenc-

ing practitioners’ uptake. Recent rapid increases in practitioner applications to

prescribe medicinal cannabis in Australia provides a unique backdrop to examine

the current factors influencing prescribing behaviours. This qualitative study

examined Australian practitioners’ perspectives on prescribing medicinal canna-

bis to provide a comprehensive exploration of the potential factors influencing

uptake in clinical practice.

Methods: Seventeen semi-structured interviews were conducted with Australian

health-care practitioners. Transcripts were analysed using the Framework

approach to thematic analysis and cross-mapped to appropriate domains of the

Theoretical Domains Framework.

Results: We identified four themes related to the barriers and facilitators to pre-

scribing medicinal cannabis: (i) clinical capabilities needed to prescribe;

(ii) prescribing an unapproved therapeutic good; (iii) negative attitudes towards

prescribers in the medical community; and (iv) divergent beliefs about clinical

utility.

Discussion and Conclusions: Practitioners face multiple pervasive barriers to

prescribing medicinal cannabis. Beliefs about clinical utility appear to be highly

influential in shaping prescribing behaviours. Moreover, our findings suggest that

a medicinal cannabis ‘specialisation’ has emerged within the Australian medical

community. Findings demonstrate that a range of complex and multifaceted fac-

tors influence practitioners’ medicinal cannabis prescribing behaviours. We high-

light several considerations for policy and practice to support safe and appropriate

patient access to medicinal cannabis in this emerging area of clinical practice.
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1 | INTRODUCTION

Medicinal cannabis has garnered significant community

interest as an emerging therapeutic modality in recent

decades [1]. This interest has been attributed to the influ-

ence of patient advocacy groups, extensive media coverage

about the benefits and safety of medicinal cannabis, and a

burgeoning body of research examining treatment efficacy

[2, 3]. However, the evidence base for medicinal cannabis

remains controversial [4]. While emerging evidence sug-

gests therapeutic effects for a range of conditions, findings

are heterogeneous across studies [5]. Rigorous evaluation

(e.g., randomised controlled trials) and comprehensive

pharmacovigilance approaches are needed to better char-

acterise efficacy and long-term safety [2, 6]. Nevertheless,

real-world data sourced from patient registries, electronic

medical records and social media suggests that patients

prescribed medicinal cannabis report improvements in

symptomatology across various indications, including

pain, psychiatric and neurological conditions [7].

Strong patient demand for legal access to medicinal

cannabis has sparked global legislative changes, allowing

therapeutic use to circumvent the research and regulatory

processes that are typically necessary before widespread

integration into clinical practice [2, 8]. In 2016, the

Australian Government legalised the prescription of

medicinal cannabis. The majority of medicinal cannabis

products are unapproved, necessitating that practitioners

obtain approval to prescribe from the Therapeutic Goods

Administration (TGA) via the Special Access Scheme or

Authorised Prescriber Scheme [9]. Further details on these

schemes have been described elsewhere [10]. Consistent

with many jurisdictions worldwide, practitioners may be

perceived as ‘gatekeepers’ to medicinal cannabis in

Australia [11]. As such, understanding the factors

influencing prescribing decisions is instrumental to ensur-

ing patient access is safe, effective and appropriate [12].

Previous international and Australian research has

explored practitioners’ knowledge, beliefs and concerns

regarding medicinal cannabis [12–20]. Findings have

consistently identified that while practitioners receive fre-

quent patient enquiries, the majority are uncomfortable

or unwilling to prescribe medicinal cannabis. Barriers to

prescribing include poor knowledge of clinical and phar-

macological features, insufficient evidence to support

use, and concerns that medicinal cannabis may lead to

adverse effects and patient harm [13, 20]. Moreover, prac-

titioners commonly report that prescribing medicinal

cannabis is highly burdensome in Australia and that

products are prohibitively expensive for many patients

[12, 14, 16, 17]. These pervasive barriers may have con-

tributed to very low rates of medicinal cannabis prescrip-

tion approvals in the first 3 years (2016–2018) following

its legalisation in Australia [21], with a 2020 Senate

Inquiry concluding that practitioner unwillingness to

prescribe was a significant barrier to patient access [22].

Similar mismatches between patient demand and practi-

tioner willingness to prescribe have been observed in

other jurisdictions internationally [23].

Despite the observed hesitancy among practitioners,

there has been an unprecedented surge in applications to

prescribe in Australia since 2020 [21]. As of January

2024, there have been over 450,000 approved Special

Access Scheme Category B applications [24]. Further-

more, there has been considerable practitioner interest in

the Authorised Prescriber Scheme, with over 39,000

aggregate Authorised Prescriber approvals between 2016

and 2023 [25].

Given the rapidly changing landscape of this novel

area of medicine, and to better understand what factors

are driving the surge in Special Access Scheme and

Authorised Prescriber applications since 2020, updated

research is needed on the perspectives of experienced

medicinal cannabis prescribers. Commentators have also

called for a more comprehensive evaluation of the factors

shaping medicinal cannabis prescribing behaviour, draw-

ing on empirically established determinants of behaviour

[13, 20].

Behaviour science theories offer insights into the

multitude of individual, social and organisational fac-

tors influencing health-care providers’ behaviour [26].

Only a few of these determinants have been examined

in the context of medicinal cannabis prescribing, with

most studies focusing primarily on the role of knowl-

edge [20]. This is a significant gap in the literature, as

there are complex socio-environmental factors sur-

rounding medicinal cannabis prescribing, including lack

of endorsement from professional colleges, passionate

consumer beliefs about the effectiveness of medicinal

cannabis for treating illness, and social stigma associ-

ated with the recreational use of cannabis [3, 27]. To

address this gap, the present study used the Theoretical

Domains Framework (TDF) (Table 1) to explore the cog-

nitive, affective, social and environmental influences on

medicinal cannabis prescribing behaviours [28]. The

TDF is a validated framework designed to systematically
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examine barriers and facilitators to behaviour change

among health-care professionals, synthesising 33 theo-

ries into 14 domains [29].

Patient demand for medicinal cannabis is growing

in Australia, with significant investments in the medic-

inal cannabis market expected to drive further

increases in the coming decade [30, 31]. With recent

rapid increases in applications to prescribe, the

Australian context provides a unique backdrop to

examine current factors influencing practitioners’ pre-

scribing behaviours in this novel and contested area of

medicine, in which patient demand has outpaced sci-

entific evidence. This study used in-depth, semi-

structured interviews with Australian practitioners,

informed by the TDF, to examine practitioners’ per-

spectives on prescribing medicinal cannabis. In doing

this, we provide a comprehensive exploration of the

potential factors influencing the uptake of medicinal

cannabis in clinical practice.

2 | METHOD

We conducted semi-structured interviews with 17 Austra-

lian practitioners to identify factors that influence practi-

tioners’ delivery of medicinal cannabis. Participants were

recruited Australia-wide using a purposive sampling

approach to select practitioners who could best illumi-

nate the research questions [32], including participants

from various demographics (e.g., gender, age, geographic

location), clinical practice areas and experience with pre-

scribing medicinal cannabis. Eligible practitioners were

currently registered with the Australian Health Practi-

tioner Regulation Agency and able to prescribe medicinal

cannabis in their respective state or territory.

Potential participants were identified and recruited

via public social media profiles and advertisements in the

newsletters of relevant professional departments, associa-

tions and societies, and snowball sampling [33]. Sample

size was evaluated based on the information power

needed to effectively answer the research questions [34].

The final sample of 17 participants (Table 2) was deemed

sufficient for analysis due to the study’s narrow aim, high

sample specificity, purposive sampling approach and use

of an established theoretical framework.

Interviews followed a semi-structured schedule

informed by the TDF [29]. Initial broad, open-ended

questions (e.g., ‘what influences your decisions to pre-

scribe medicinal cannabis for a patient?’) were asked to

explore the most salient barriers and facilitators to pre-

scribing medicinal cannabis. Each domain was then

explored using an open-ended question (e.g., ‘how confi-

dent are you in prescribing medicinal cannabis?’) fol-

lowed by prompts to encourage deeper exploration

(e.g., ‘what makes you feel confident/unconfident?’). All

domains were covered where practicable but interview

TAB L E 1 The Theoretical Domains Framework.

Domain Domain definition

Beliefs about

consequences

Acceptance of the truth, reality, or validity

about outcomes of a behaviour in a

given situation

Social/professional

role and

identity

A coherent set of behaviours and

displayed personal qualities of an

individual in a social or work setting

Optimism The confidence that things will happen

for the best or that desired goals will

be attained

Beliefs about

capabilities

Acceptance of the truth, reality or validity

about an ability, talent or facility that a

person can put to constructive use

Intentions A conscious decision to perform a

behaviour or a resolve to act in a

certain way

Goals Mental representations of outcomes or

end states that an individual wants to

achieve

Reinforcement Increasing the probability of a response by

arranging a dependent relationship, or

contingency, between the response

and a given stimulus

Emotion A complex reaction pattern, involving

experiential, behavioural and

physiological elements, by which the

individual attempts to deal with a

personally significant matter or event

Knowledge An awareness of the existence of

something

Skills An ability or proficiency acquired through

practice

Memory, attention

and decision

processes

The ability to retain information, focus

selectively on aspects of the

environment and choose between two

or more alternatives

Behavioural

regulation

Anything aimed at managing or changing

objectively observed or measured

actions

Environmental

context and

resources

Any circumstance of a person’s situation

or environment that discourages or

encourages the development of skills

and abilities, independence, social

competence and adaptive behaviour

Social influences Those interpersonal processes that can

cause individuals to change their

thoughts, feelings or behaviours

Note: Adapted under a CC BY 4.0 licence from Cane et al [29].
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progression was guided by participants’ responses to har-

ness the natural flow of the conversation [28].

All interviews were conducted solely by Olivia

Dobson, a female psychology student researcher, via

telephone or videoconferencing software (Zoom) between

July and September 2022. Interviews were audio recorded

for verbatim transcription, and participants were

informed of their right to view transcripts for corrections.

Duration of interviews averaged 37 min (range 19–85).

The Consolidated Criteria for Reporting Qualitative

Research checklist was employed to support transparent

reporting of findings [35].

2.1 | Data analysis

Transcripts were analysed using the Framework

approach to thematic analysis [36], as this approach

enables themes to be generated both inductively from

what emerges from the data and deductively based on

existing theory, literature and frameworks. Analysis

included six steps: (i) familiarisation through reading

and re-reading interview transcripts; (ii) coding of sev-

eral transcripts to develop an initial thematic frame-

work; (iii) indexing and sorting data through the

application of the thematic framework to all subsequent

transcripts, allowing for the continual development of

the framework as more themes were constructed from

the data; (iv) reviewing data extracts to ensure accuracy

of indexing and sorting and completeness of the frame-

work; (v) summarising and displaying data into a frame-

work matrix by participant and theme; and (vi) a

process of abstraction and interpretation in which the

data is interpreted considering what they intimate about

the factors influencing medicinal cannabis prescribing

decisions.

All coding was completed by OD. To enhance the

confirmability of findings and bring different perspectives

to the data, we employed investigator triangulation [37].

An initial coding meeting with OD, MB, AC and MS was

convened to establish the initial thematic framework,

and all further analysis decisions were discussed in

weekly meetings. A high level of agreement on coding

decisions and thematic content was reached among all

authors.

Following this, each theme’s content was cross-

mapped to the appropriate TDF domains. This approach

aligns with past TDF research and enables themes to be

constructed inductively from the data and then compared

to the deductive, pre-established TDF domains to address

the research questions [38].

3 | RESULTS

We identified four themes that explore factors influencing

medicinal cannabis prescribing behaviours: (i) clinical

capabilities required for prescribing; (ii) prescribing

TAB L E 2 Sample characteristics.

Characteristics

n

(total = 17)

% of

sample

Gender

Male 13 76

Female 4 24

Age, years

20–34 3 18

35–44 3 18

45–54 4 23

55+ 7 41

Profession

Cannabis specialista 4 23

General practitioner 4 23

Junior medical officer 1 6

Medical specialistb 3 18

Nurse practitioner 2 12

Psychiatrist 3 18

Health-care sector

Public 3 17

Private 12 71

Both 2 12

Location

Victoria 8 47

Western Australia 3 18

Queensland 4 23

New South Wales 2 12

Remoteness

Major city 11 65

Inner regional 2 12

Outer regional 4 23

Reported medicinal cannabis

prescriptions (previous 12-months)

0 5 29

<10 1 6

10–100 1 6

100–500 4 24

500+ 6 35

aAlthough not a formally recognised medical speciality, cannabis specialist is

anecdotally defined as a practitioner who works in a private practice

dedicated to medicinal cannabis treatments (e.g., a cannabis clinic).
bMedical specialist areas represented in this sample include gynaecology,

neurology and sleep medicine.
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unapproved therapeutic goods; (iii) negative attitudes

towards prescribers in the medical community; and

(iv) divergent beliefs about clinical utility. The content of

these themes was cross-mapped to nine distinct TDF

domains, presented in Figure 1. Quotes have been

included for illustrative purposes and are anonymously

attributed to participants in the following format: (partici-

pant number, profession, self-reported number of medici-

nal cannabis prescriptions in the previous 12 months).

3.1 | Clinical capabilities needed to
prescribe

Participants unanimously agreed that developing the nec-

essary clinical capabilities was a significant barrier to pre-

scribing, citing a widespread lack of knowledge of

medicinal cannabis in the medical community and lim-

ited resources to guide effective prescribing.

Participants described that, in order to prescribe,

practitioners must possess basic clinical knowledge of

medicinal cannabis, including pharmacology, evidence,

available products, dosing, adverse reactions and contra-

indications. They noted that many peers in their practice

areas had low or no baseline knowledge of medicinal

cannabis. Participants attributed this to medicinal canna-

bis being ‘outside of the mainstream of medicine’ (P16,

psychiatrist, 30–40 prescriptions), explaining that practi-

tioners typically did not gain knowledge through tradi-

tional avenues such as tertiary education, accredited

professional development courses or tacit knowledge

gained from observing supervisors or colleagues:

‘We don’t see [medicinal cannabis] being

used in hospitals when we’re training … You

develop that familiarity and comfort in pre-

scribing through seeing other people do

it. We don’t have that with cannabis’.

(P5, general practitioner (GP),

0 prescriptions)

A recently graduated junior medical officer observed

that the practitioners under whom they trained demon-

strated a limited understanding of medicinal cannabis or

how to prescribe it, recounting an incident where their

team had refrained from prescribing:

F I GURE 1 Identified themes and corresponding theoretical domains framework domains.

1284 DOBSON ET AL.

 14653362, 2024, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/dar.13847, W

iley O
nline L

ibrary on [03/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



‘We had a chat within our team in terms of

… maybe we should try medicinal cannabis

on this patient … But none of us had literally

any idea how to prescribe it, so we just didn’t

follow up on it’.

(P10, junior medical officer, 0 prescriptions)

All participants who frequently prescribed (i.e., 10–

1000+ prescriptions) stated they had acquired their

knowledge of medicinal cannabis through self-directed

learning outside of work hours. They noted that while

there were copious resources for medicinal cannabis edu-

cation and training available online, identifying which

sources were unbiased and credible was challenging. Fur-

thermore, these participants perceived the information

provided by peak-industry bodies and regulatory agencies

to be insufficient to inform prescribing decisions for con-

ditions commonly inquired about by patients, such as

depression and anxiety:

‘The TGA provided information booklets to

prescribers and it just covers a very limited

range of uses of medicinal cannabis … it

almost puts you off wanting to prescribe can-

nabis for the other, I guess non-approved

indications’.

(P5, GP, 0 prescriptions)

All participants reported concern about the lack of

guidelines for identifying the most suitable treatment

approach for individual patients. Some participants, who

had no or limited prescribing experience, attributed this

to the complexity of the cannabis plant and the paucity of

data on which products, preparations, and dosages were

most effective across indications:

‘I literally just see it as another medication

but just one that has less certainty about

how you can use it to the best degree for

individuals and that’s the harder thing …

there just isn’t the research evidence there of

what dose I should be going for and then I’m

even less confident about the ratio of CBD

[cannabidiol] to THC [tetrahydrocannabinol]

and then even less confident about which

brand to go for, because there’s really not a

model of it’.

(P16, psychiatrist, 30–40 prescriptions)

In contrast, participants with more extensive prescrib-

ing experience attributed the complexity of prescribing to

significant individual variations in the effects of medici-

nal cannabis. For these participants, this variability was

viewed as prohibiting the adoption of a ‘one size fits all’

approach to prescribing, requiring tailored treatment

approaches for individual patients through trial-and-error

testing of products, dosages and dosing schedules.

3.2 | Prescribing an unapproved
therapeutic good

Participants consistently identified three barriers to pre-

scribing medicinal cannabis related to its status as an

unapproved therapeutic good: the time-intensive pre-

scribing process, high product costs and the legal liability

of prescribers.

Medicinal cannabis prescribing was seen as highly

time-consuming due to the need to either apply for

approval for individual patients through the Special

Access Scheme or become an Authorised Prescriber:

‘I never prescribe it … all the forms and

bureaucracy, it’s too much of a hassle’.

(P15, psychiatrist, 0 prescriptions)

One GP described establishing a separate private

practice dedicated to prescribing medicinal cannabis, as

it was not feasible to prescribe for their patients in their

primary workplace due to short consultation times and

limited administrative capacity to handle application

and reporting processes.

All participants highlighted the prohibitive cost of

medicinal cannabis products in Australia as a barrier to

prescribing, describing that patients were required to pay

hundreds of dollars per month for products. This made it

difficult to recommend medicinal cannabis when other

pharmaceutical options were comparatively affordable

(e.g., subsidised under the Pharmaceutical Benefits

Scheme), with several participants noting the product

costs prohibited them from recommending it to patients

from lower socio-economic backgrounds:

‘I haven’t even bothered to try and prescribe

in my current practice because I know how

much the products will be costing patients a

month and the vast, vast majority of my

patients would not be able to afford that’.

(P5, GP, 0 prescriptions)

Finally, numerous participants from diverse profes-

sional backgrounds and experiences prescribing medici-

nal cannabis expressed concerns about potential legal

liability for adverse consequences as a result of prescrib-

ing medicinal cannabis to patients. Some participants

cited the potential lack of support from medical insurers

PRACTITIONER MEDICINAL CANNABIS DELIVERY 1285
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due to the novelty of the drug and stigma surrounding

medicinal cannabis. The most common concern across

the sample regarding liability was patients driving under

the influence of THC and claiming they were not being

properly informed of the risks.

3.3 | Negative attitudes towards
prescribers in the medical community

While all participants identified that there was an overall

positive and accepting shift in attitudes towards medici-

nal cannabis in the medical community, the majority of

participants noted that a degree of stigma against medici-

nal cannabis was still present and acted as a barrier to

prescribing. Participants with extensive prescribing expe-

rience (i.e., 100+ prescriptions) observed that many in

the medical community did not consider medicinal can-

nabis as a legitimate therapeutic option and viewed pre-

scribers as engaging in pseudo-recreational or unsound

medical practices:

‘I’m a bit quiet about it … People look at me

like I’ve got about three or four heads, and

go, “you don’t prescribe that, do you?” Oh,

really. Well, there’s no scientific evidence for

that’.

(P9, medical specialist, 1000+ prescriptions)

These practitioners reported encountering these nega-

tive attitudes predominantly during interactions with

other health-care providers responsible for the care of

their patients. Notably, two participants, including one

GP and one cannabis specialist, recalled receiving verbal

abuse from other treating clinicians for prescribing

medicinal cannabis to a patient:

‘I got a call from a [practitioner] who basi-

cally berated me for using CBD in one of the

patients that he was reviewing … yelling and

screaming at me, saying that I had no busi-

ness telling a patient that they were okay to

work the next day if they were using canna-

bis at night to help them sleep … it was an

extremely eye-opening conversation for me,

because I go from extremely confident … to

feeling knocked off my feet’.

(P7, GP, 1000+ prescriptions)

Multiple participants who actively prescribe medici-

nal cannabis raised concerns that negative attitudes were

being reinforced by the actions of some medicinal canna-

bis prescribers who were failing to prescribe with

necessary caution and falling short of the minimum stan-

dards of patient care. Participants described concerns

about large medicinal cannabis clinics prescribing to

patients without taking an adequate medical history to

establish whether medicinal cannabis would be an appro-

priate treatment, charging exorbitant prices for consulta-

tions, and having financial ties with medicinal cannabis

dispensaries:

‘I think the industry has a serious conflict of

interest problem with clinics being owned by

suppliers, which is rampant, and zero trans-

parency about that … Similarly, there are

numerous dodgy deals in relation to pharma-

cies, so patients being forced to use a particu-

lar pharmacy … There’s all sorts of weird

stuff going on because it’s the wild west of

medicine at the moment in some regards’.

(P1, cannabis specialist, 1000+ prescriptions)

Participants contrasted the approach of such pre-

scribers to the high standards of care they upheld in their

own practice. However, they were worried about a lack

of differentiation between ‘good’ and ‘bad’ medicinal

cannabis prescribers by the broader medical community.

3.4 | Divergent beliefs about clinical
utility

Participants expressed divergent beliefs about the clinical

utility of medicinal cannabis for their patients, ranging

from uncertainty to strong conviction. These beliefs

appeared to be highly influential in shaping prescribing

decisions.

A minority of participants in this study expressed

uncertainty about the clinical utility of medicinal canna-

bis for their patient populations, citing limited evidence

for only a small number of clinical indications

(e.g., intractable childhood epilepsy, chronic pain, nausea

and vomiting). The five participants who expressed these

beliefs were males working in major metropolitan cities,

primarily from specialist areas of medicine, and over

45 years of age, except for one junior medical officer.

These participants did not dismiss the possibility that

medicinal cannabis could have clinical utility, and some

noted that they had observed benefits of medicinal can-

nabis in their practice for patients who self-medicated or

sourced prescriptions from other practitioners (e.g., for

sleep disorders, anxiety or adult epilepsy). However, they

emphasised the need for scientific evidence to confirm

these benefits, citing potential biases that could influence

patient-reported benefits:

1286 DOBSON ET AL.

 14653362, 2024, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/dar.13847, W

iley O
nline L

ibrary on [03/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



‘My impression, this is clearly just from all

the collective anecdotes and a few observa-

tions, is that it probably does have an effect

… we’re getting some feedback that patients

do feel it’s a bit easier to get off to sleep …

but there are a lot of other things that will

feed into that. There’s all kinds of selection

biases that come into that and placebo effects

potentially. So it’s a fairly guarded judgement

at this stage’.

(P17, medical specialist, 0 prescriptions)

All participants who expressed uncertainty about the

clinical utility of medicinal cannabis indicated that, in

the absence of strong evidence of efficacy, they would not

prescribe or would only recommend medicinal cannabis

as a last-resort treatment option. In line with this, these

participants had no or limited (<10) experience prescrib-

ing medicinal cannabis. Participants perceived this atti-

tude to be congruent with their professional identity and

values as practitioners, emphasising that science rather

than patient demand or emotions should guide clinical

decision-making:

‘Some people think if you take medicinal

cannabis it’s going to fix the problem forever.

Why if such a miraculous drug is available,

why aren’t you prescribing it? … I think as a

doctor, I’m not going to be driven by emo-

tions; I’m driven by science. So, when they

come to me, my job is to explain to them and

do the right thing’.

(P11, medical specialist, 1–5 prescriptions)

Those hesitant about medicinal cannabis expressed

low motivation to engage in education and training

before evidence-based guidelines to inform prescribing

decisions had been established, or to undergo the per-

ceived burdensome processes of prescribing an unap-

proved therapeutic good. However, most participants

were comfortable referring their patients to other pre-

scribers with perceived expertise in medicinal cannabis:

‘I’m sure we’ll be more comfortable when it

becomes clearer the exact way we should use

it … at this stage I don’t mind it being where

I give a degree of advice, but it’s essentially

handled by the specialists in the arena’.

(P15, psychiatrist, 0 prescriptions)

This willingness to refer patients may be related to

the general belief expressed by these participants that

medicinal cannabis was a relatively tolerable and safe

therapeutic option. This perspective aligned with the

experiences of more frequent prescribers in this study,

who described commonly receiving referrals from other

practitioners who did not wish to prescribe.

In contrast, the majority of participants in this study

believed strongly in the clinical utility of medicinal can-

nabis for their patient populations. The 12 participants

who expressed these views were diverse in age, profes-

sional background, workplace remoteness areas and gen-

der, although most worked in the private sector. Rather

than a curative treatment, they viewed medicinal canna-

bis as providing symptomatic relief and improving qual-

ity of life by enabling patients to engage in occupational,

social and recreational activities. In this way, medicinal

cannabis was considered extremely valuable in helping

patients with chronic, long-term conditions manage and

live with their illnesses. Additionally, participants per-

ceived medicinal cannabis to be a safer alternative to con-

ventional medicines, citing a perceived lower potential

for overdose and addiction and more tolerable side

effects:

‘The real value was getting those first few

patients off of their opiates, their Lyrica [preg-

ablin, an anticonvulsant, analgesic and anxio-

lytic medication], their benzodiazepines. I

think that’s really invaluable for people; they

get really excited to come off of those type of

medications because they have lots of side

effects, the dependency – the toxicity is high

… medicinal cannabis fills that role really

well, with less dependency, less toxicity, less

risk to be honest, and it’s successful’.

(P7, GP, 1000+ prescriptions)

Participants held differing opinions on whether the

perceived benefits of medicinal cannabis were supported

by empirical evidence. Most noted that there was limited

‘gold-standard’ evidence (i.e., randomised placebo-

controlled trials and meta-analyses) for many of the con-

ditions in which they had observed the benefits of medic-

inal cannabis. However, the participants who endorsed

positive views on the clinical utility of medicinal canna-

bis described the persuasiveness of first-hand observa-

tions in the clinic:

‘If I’ve seen 500, or 1000, or 2000 cannabis

patients, I know what works because I’m

seeing it. If someone says to me, and I consis-

tently hear the same story that this works,

you can argue whether that’s written in a

journal … but I know what is being said’.

(P3, cannabis specialist, 1000+ prescriptions)
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Having a positive view of the clinical utility of medicinal

cannabis, and feeling that prescribing was congruent with

their role, values and ethical responsibilities as a practi-

tioner, influenced participants’ prescribing behaviours:

‘You do as best you can within the constraints

of the system to assist people, and use of

medicinal cannabis is consistent with that’.

(P6, GP, 300–400 prescriptions)

All participants who expressed these beliefs described

medicinal cannabis as an important tool in their ‘clinical

toolbox’ for treating patients, with many choosing to open

private practices dedicated to the prescription of medicinal

cannabis (i.e., ‘cannabis clinics’). Despite the barriers to

prescribing, their conviction about the benefits of medici-

nal cannabis motivated them to continue. Some described

feeling a professional responsibility to prescribe:

‘I am not going to deny my patients access to

something that’s very, very helpful for them

and has less side effects … I think we have a

responsibility to be a little bit more forward

… I think if we continue prescribing as we

are we can be that, you know, push that’s

needed to start regulating things’.

(P8, GP, 200–300 prescriptions)

These participants hoped that prescribing would not

only allow their patients to access medicinal cannabis

legally and with professional guidance, but also legitimise

it as a therapeutic option and reduce access barriers for

practitioners and patients.

4 | DISCUSSION

This study provided insight into the factors influencing

practitioners’ delivery of medicinal cannabis, in the con-

text of a recent rapid increase in approvals to prescribe in

Australia [21]. Application of the TDF facilitated the

most comprehensive examination of the factors influenc-

ing prescribing decisions to date [20]. We identified nine

distinct TDF domains that act as barriers and facilitators

to prescribing, underscoring the interplay of multifaceted

factors influencing practitioners’ capability, opportunity

and motivation to prescribe medicinal cannabis [29].

4.1 | Multiple barriers to prescribing
medicinal cannabis

Significant barriers to prescribing medicinal cannabis

remain in Australia, limiting practitioners’ capability and

opportunity to prescribe. Consistent with previous interna-

tional and Australian research [13], participants reported

limited baseline knowledge of the clinical or pharmaceuti-

cal aspects of medicinal cannabis, attributing this to the

lack of medicinal cannabis content in tertiary education,

training or professional development opportunities. Practi-

tioners reported challenges identifying reliable and unbi-

ased sources of information, which may lead prescribers to

rely on unverified and potentially misleading sources. Par-

ticipants also noted challenges in determining the appro-

priate treatment approach for patients across clinical

indications, given the lack of guidelines or data to inform

decisions on formulations and dosages across the over 400

cannabis-based products available in Australia [39], which

have diverse pharmacological and biological effects

depending on composition [40].

In line with previous research [12, 16, 17], practi-

tioners viewed applying for approval to prescribe medici-

nal cannabis under the Australian Special Access Scheme

as highly burdensome and noted that product costs were

prohibitively high for some patients. This raises impor-

tant concerns regarding equitable patient access, as this

may disproportionately impact patients in lower socio-

economic areas who may be unable to afford the

medication [41].

Participants additionally raised concerns about the

legal liability associated with prescribing medicinal canna-

bis, as practitioners assume medico-legal liability for any

adverse events when prescribing unapproved products not

evaluated for safety by the TGA [42]. Practitioners in New

Zealand have previously identified the need for clear pre-

scribing guidelines to mitigate this medico-legal liability

[43]. Our analysis indicates that practitioners’ apprehen-

sion is not limited to potential adverse events and concerns

extend to potential legal consequences of patients driving

with detectable levels of THC in their systems, an offence

in the majority of states in Australia [44]. The application

of presence-based cannabis drug driving offences to medic-

inal cannabis patients is widely cited as a key barrier to

patients seeking treatment due to mobility reduction and

potential for prosecution [22], however, our findings addi-

tionally suggest that current drug-driving policies may also

act as a barrier to patient access by impeding practitioner

willingness to prescribe.

Negative attitudes towards medicinal cannabis pre-

scribers within the medical community was a novel bar-

rier to prescribing identified in this study, demonstrating

how social factors influence prescribing behaviours [45].

While some recent research has shown that practitioners

from New Zealand are concerned about damaging their

professional reputation by prescribing medicinal canna-

bis [43, 46], the present study is the first to document pre-

scribing practitioners’ experiences of judgement and

disesteem within the profession.
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These barriers illustrate inherent challenges of legalis-

ing a therapeutic before establishing robust evidence of

efficacy and safety, emphasising the need for ongoing gov-

ernment investment in well-designed clinical and pharma-

cological studies [11]. In the interim, as new evidence

emerges, rapid translation into educational resources is

needed to support care decisions [47]. National and inter-

national government and regulatory agencies have pro-

duced guidance documents that disseminate evidence-

based information about the use of medicinal cannabis for

certain conditions [48]. However, as noted by participants

in this study, these resources are limited by the dearth of

specific data to guide decision-making, such as dosing or

administration across the many different clinical indica-

tions and available products. In the context of limited

high-quality research, prescribers may need to cautiously

leverage other forms of knowledge, including data from

real-world sources of evidence, such as practitioner-driven

spontaneous reporting systems [2].

Another challenge for practitioners was navigating

the large quantity of virtual and digital educational and

professional development resources on medicinal canna-

bis. Consistent with previous research [49], many practi-

tioners drew on online resources for self-education. As

online information on medicinal cannabis may not

always be evidence-based [50], there is a need for further

research to understand practitioners’ experiences navigat-

ing potential bias among medicinal cannabis reporting

and information sources.

4.2 | Professional identities are highly
influential in shaping prescribing decisions

This study found that practitioners held divergent beliefs

about the clinical utility of medicinal cannabis. While

some participants expressed uncertainty, others strongly

believed in its effectiveness.

These beliefs were closely linked to ideas of profes-

sional identity and beliefs about ethical practice. This

aligns with a previous qualitative study from Israel [51],

which highlighted that medicinal cannabis challenges

two competing professional identities for practitioners:

adherence to biomedical standards and established pro-

fessional norms versus the desire to alleviate pain and

suffering in patients. The conflict between these profes-

sional identities is also reflected in wider debates sur-

rounding medicinal cannabis, including discussions on

what constitutes ‘valid’ evidence and how policy and

practice frameworks can be designed to ensure safe

and equitable treatment access [3].

A minority of participants expressed uncertainty about

the clinical utility of medicinal cannabis, citing a lack of

rigorous studies confirming the efficacy of medicinal can-

nabis for their patient populations. As such, these partici-

pants chose not to prescribe medicinal cannabis in their

practice. This may indicate an epistemological position of

mechanical objectivity, which underlies the principles of

evidence-based medicine and emphasises the need for stan-

dardisation and quantification over human subjectivity [52].

As there is limited gold-standard evidence to support the

use of medicinal cannabis, prescribing may be viewed as

incompatible with the standards of evidence-based medi-

cine [53]. While this represented the minority perspective

within our study sample, previous studies have consistently

found that the majority of practitioners desired more robust

evidence of efficacy before prescribing [12, 13, 15, 16]. This

discrepancy may be attributed to our study sample, with

many participants having extensive experience prescribing

(100+ prescriptions in the past 12-months).

Participants who held strong beliefs about the clinical

utility of medicinal cannabis acknowledged a lack of

gold-standard evidence, relying rather on experience-

based knowledge. This is reflective of an experienced-

based approach to prescription wherein practitioners test

clinical utility and interpret the evidence base in light of

these experiences [54]. From this perspective, clinical

observations and patient-reported outcomes are valid

forms of evidence; therefore, prescribing medicinal can-

nabis can be seen as fulfilling a clinician’s obligation to

provide patients with beneficial treatments and alleviate

suffering [51]. These participants’ beliefs about the clini-

cal utility of medicinal cannabis and its compatibility

with their professional identity appeared to be highly

influential in their uptake of medicinal cannabis within

their practice. Furthermore, they noted that these beliefs

motivated them to take action to address the significant

barriers to prescribing, such as through self-education or

obtaining Authorised Prescriber status.

Positive views towards the clinical utility of medicinal

cannabis have been previously documented among nurse

leaders in the United States [55] and cannabis clinicians

in New Zealand [56], and reflect patient reports on the

benefits of medicinal cannabis across a wide range of

health conditions [57]. This study captures this perspec-

tive among Australian practitioners, providing insight

into the facilitators behind recent exponential increases

in applications to prescribe medicinal cannabis, despite

pervasive barriers such as cost of products and time [21].

4.3 | The emergence of a medicinal
cannabis ‘specialisation’

Our findings indicate that prescribing practices are not

uniform among Australian practitioners. The majority of
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participants with strong beliefs about the clinical utility

of medicinal cannabis had extensive recent experience

prescribing, often in a private practice dedicated to

medicinal cannabis. These participants identified them-

selves as possessing unique clinical skills related to

medicinal cannabis and reported receiving frequent

patient referrals from other practitioners who were

unwilling to prescribe. Interestingly, even participants

who expressed uncertainty about the clinical utility of

medicinal cannabis were willing to refer patients to per-

ceived experts in the field. This may be related to the

perception expressed by all participants in this study that

medicinal cannabis appeared to be a relatively safe and

well-tolerated treatment option, which contrasts previous

research indicating significant practitioner concerns

about its adverse effects [13]. While tentative, these find-

ings suggest the emergence of a new ‘specialisation’

within the Australian healthcare system, where patients

seeking medicinal cannabis prescriptions are likely to

contact or be referred to practitioners who solely provide

medicinal cannabis therapies. Recent Australian survey

evidence supports this, showing that over 60% of partici-

pants with a medicinal cannabis prescription (n = 601)

obtained it from a dedicated medicinal cannabis

clinic [57].

Specialist medicinal cannabis clinics have become

common internationally due to general practitioners’

reluctance to prescribe [56, 58]. The trend is relatively

atypical, as practitioners typically specialise in treating

specific conditions (e.g., pain, addiction) or bodily systems,

rather than in using a particular pharmaceutical. The role

of medicinal cannabis specialists in the Australian health-

care system remains largely unexplored. Participants in

this study emphasised that effectively prescribing medici-

nal cannabis required a specific and collaborative

approach to tailor treatments to individual patient needs,

aligning with the perspective of New Zealand cannabis cli-

nicians who perceive themselves as uniquely positioned to

provide personalised, comprehensive and effective treat-

ment services [56]. Additionally, such specialists can pro-

vide a safe, non-judgmental space for patients to discuss

medicinal cannabis, which is important considering the

documented stigmatisation from practitioners of patients

who request or take medicinal cannabis [59, 60]. Increased

accessibility to medicinal cannabis products via prescrip-

tion may also reduce the need for patients to seek canna-

bis for medicinal purposes via non-legal pathways with

unknown composition and potential contaminants [61].

However, there are risks to an emerging ‘specialisa-

tion’ of medicinal cannabis prescribers. This includes the

fragmentation of care for patients with potentially com-

plex clinical conditions [11, 47] and costly consultation

and monitoring fees not reimbursed through usual

channels such as the public health care system [3]. Addi-

tionally, there is the potential for dual roles to emerge

when cannabis clinicians or the medical centre that

employs them have commercial stakes in the products

they prescribe [62]. Participants in this study reported

that the medicinal cannabis industry in Australia was

rampant with ‘bad actors’, including practitioners who

held conflicts of interest due to financial interests in

medicinal cannabis products or were perceived to not

adhere to minimum standards for patient care. This

included a perceived failure of some practitioners to take

adequate patient histories to ensure medicinal cannabis

is a suitable treatment option, or not providing appropri-

ate monitoring and continuity of care. This was also

viewed as potentially perpetuating stigma towards medic-

inal cannabis and negative attitudes towards those who

prescribe it, which may entrench polarised professional

identities and discourage prescribing among practitioners

outside this niche.

At a policy level, our findings indicate that consider-

ation should be given to how an emerging ‘specialisation’

of medicinal cannabis prescribers may influence patient

healthcare outcomes, both in Australia and internation-

ally. Implementing systems to ensure comprehensive

monitoring of safety-related and therapeutic outcomes

with medicinal cannabis prescriptions may be necessary,

as well as ensuring standards of care are being upheld.

Furthermore, it would be pertinent for further research

to explore Australian patients’ experiences being referred

to or receiving care at specialist medicinal cannabis

clinics.

4.4 | Strengths and limitations

This study was strengthened by using qualitative

research methods to facilitate an in-depth examination

of practitioners’ perspectives [63], and use of the TDF

as a theoretical framework [28]. Several factors limit

the generalisability of this exploratory study to the

broader population of Australian practitioners. As an

exploratory, qualitative study, findings may not repre-

sent the views of the broader practitioner population.

While we sought sample diversity, the final sample

contained an over-representation of experienced practi-

tioners with positive views on medicinal cannabis,

potentially due to their greater motivation to partici-

pate. However, this is also a strength of the study, as it

provided new insights into the factors driving the

recent surge in cannabis prescriptions in Australia.

Additionally, further research is needed to explore the

perspectives of other relevant professionals, such as

oncologists and pain specialists.
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5 | CONCLUSION

Our findings illuminate the multifaceted factors influenc-

ing practitioners’ delivery of medicinal cannabis and pro-

vide insight into the recent trend of increased

applications to prescribe in Australia [21]. This informa-

tion can inform future policy and practice in this emerg-

ing area of clinical practice. In addition, these findings

provide broad insights into the factors that influence the

successful implementation of innovative medicines into

practice, including clinical capabilities, challenges associ-

ated with the regulatory status of the therapeutic, percep-

tion of the therapeutic within the medical community,

and differing beliefs about clinical utility and how this

links to ethical and professional responsibilities. These

factors provide a framework of both the drivers and bar-

riers that impact practitioners’ uptake of innovative med-

icines, of particular relevance for other therapeutics

where strong patient demand precedes robust evidence of

safety and efficacy, such as the use of e-cigarettes as nico-

tine replacement therapy [64], and other drugs that have

both illicit and medicinal uses, like psychedelics for the

treatment of anxiety and addiction [65]. Attention to

the factors identified in this study is urgently needed to

improve safe, appropriate and effective patient access

to innovative and potentially contested medicines,

including medicinal cannabis.
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