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ABSTRACT
Introduction: The complexity of the endocannabinoid (eCB) system is becoming better understood and
new drivers of eCB signaling are emerging. Modulation of the activities of the eCB system can be
therapeutic in a number of diseases. Research into the eCB system has been paralleled by the
development of agents that interact with cannabinoid receptors. In this regard it should be remem-
bered that herbal cannabis contains a myriad of active ingredients, and the individual cannabinoids
have quite distinct biological activities requiring independent studies.
Areas covered: This article reviews the most important current data involving the eCB system in
relation to human diseases, to reflect the present (based mainly on the most used prescription
cannabinoid medicine, THC/CBD oromucosal spray) and potential future uses of cannabinoid-based
therapy.
Expert commentary: From the different therapeutic possibilities, THC/CBD oromucosal spray has been
in clinical use for approximately five years in numerous countries world-wide for the management of
multiple sclerosis (MS)-related moderate to severe resistant spasticity. Clinical trials have confirmed its
efficacy and tolerability. Other diseases in which different cannabinoids are currently being investigated
include various pain states, Alzheimer’s disease, Parkinson’s disease, Huntington’s disease and epilepsy.
The continued characterization of individual cannabinoids in different diseases remains important.
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1. Historical introduction

Extracts of cannabis (Cannabis sativa or Cannabis indica) have
been used for centuries in folklore medicine, for recreational
purposes and also for potential therapeutic benefit. The ther-
apeutic possibilities of cannabis were mentioned by Shen
Nung in China in about 2700 BC and were first documented
in the Egyptian Ebers Papyrus and Rh-Ya Chinese
Pharmacopoeia in about 1500 BC [1]. Yet, it was only in the
1960s that the major cannabinoid constituents of cannabis,
including the main psychoactive component Δ9-tetrahydro-
cannabinol (THC), were isolated and structurally elucidated
(Table 1) [2]. It was followed by the identification and cloning
of two cannabinoid receptors in the 1980s (CB1) and the early
1990s (CB2), and by the identification of endocannabinoids
(eCBs) shortly thereafter [1]. It is now known that the cannabis
plant is a unique source of >60 different cannabinoid-related
compounds, collectively called ‘phytocannabinoids’, as well as
>400 other substances that might interact, alone or in combi-
nation, in the human body with the possibility of producing
physiological/medical effects [1,2]. Moreover, C. sativa and C.
indica cannabinoids have different chemical fingerprints and
we now refer to them as ‘chemovars’ rather than ‘cultivars’ [3].

Among these substances, THC and cannabidiol (CBD) (both
shown in Table 1) have been widely recognized as the main
bioactive constituents [1–3]. THC is a partial agonist of CB1 and
CB2 receptors while CBD has little binding affinity for canna-
binoid receptors, although it is able to antagonize some
effects of THC on CB1 receptors [4]. Cannabinoids such as
cannabinol (CBN), tetrahydrocannabivarin (THCV), cannabi-
gerol (CBG), cannabidivarin, cannabichromene (CBC), and
others are still under investigation.

2. The eCB system

Shortly after its identification, THC was demonstrated to act
stereospecifically in the central nervous system (CNS) due to
its ability to bind specifically to a G-protein-coupled recep-
tor (GPCR) called type-1 cannabinoid receptor (CB1).
Interestingly, CB1 is the most abundant GPCR in the
human brain (for a review, see Ref. [5]). The type-2 canna-
binoid receptor (CB2) was discovered in peripheral blood
cells a few years later, and it was also shown to be
expressed within the CNS [6], although the lack of selective
antibodies makes it difficult to study [7]. CB1 and CB2
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receptors trigger multiple signal transduction pathways, for
example, they inhibit the formation of the second messen-
ger cyclic adenosine monophosphate and modulate extra-
cellular regulated kinases, β-arrestin, nitric oxide synthase,
and ion channels. Unsurprisingly, endogenous ligands of CB
receptors (eCBs) such as N-arachidonoylethanolamine (ana-
ndamide, AEA) and 2-arachidonoylglycerol (2-AG) have been
identified (Table 1); both being derivatives of arachidonic
acid (AA). AEA and 2-AG have been shown to be a partial
agonist and a full agonist of CB1 and CB2 receptors, respec-
tively. Since their discovery in the 1990s they have
remained the best studied members of an ever-growing
family of bioactive signaling lipids [1–3]. The individual
levels of AEA and 2-AG vary between species, tissues, devel-
opmental stages, and pathophysiological conditions, with 2-
AG generally being 10–1000-fold more abundant than AEA.
Despite their different chemical structures, THC, AEA, and 2-
AG share the same pharmacophore in their 3D structures,
thus explaining why they bind to the same receptor targets
[8]. This was recently confirmed following the determination
of the crystal structure of the CB1 receptor [9,10]. AEA and
2-AG are also endogenous ligands of transient receptor
potential vanilloid type-1 (TRPV1) ion channels, whose acti-
vation may have detrimental effects on neuronal survival,
and they can activate the purported ‘CB3’ receptor GPR55,
GPR119, and nuclear transcription factors like peroxisome
proliferator-activated receptors (PPARs) [5]. The cannabinoid

receptors can also be targeted by synthetic agonists and
antagonists, not just plant substances, with different affi-
nities and effects, opening the door to the study of very
diverse medical uses with different active principles and
combinations.

The neurophysiological actions of eCBs depend on specific
proteins that synthesize, transport, bind, and degrade them.
Indeed, unlike other neurotransmitters, eCBs are not stored in
vesicles but are produced ‘on demand’ following different bio-
logical stimuli, to act paracrinally or autocrinally. The most
studied pathway for AEA synthesis involves its release from
membrane precursors via N-acylphosphatidylethanolamine
(NAPE)-specific phospholipase D. Fatty acid amide hydrolase
(FAAH) is the enzyme largely responsible for the cleavage of
AEA into AA and ethanolamine. In contrast, 2-AG is formed by
the action of two diacylglycerol lipases, DAGLα and DAGLβ, and
is primarily degraded into AA and glycerol by monoacylglycerol
lipase. These enzymes, together with eCB-binding transporters
and receptors, comprise the eCB system, and their distinct
distribution in neuronal cells is schematically depicted in
Figure 1 (for a review, see Ref. [5]). Of note, factors such as
membrane lipid composition can drive eCB signaling; for exam-
ple, CB1 receptors are localized in specialized microdomains in
the cell membrane called lipid rafts [11], and FAAH is modu-
lated by membrane cholesterol [12]. In addition, eCB intracel-
lular transporters (EITs) and intracellular eCB storage sites like
adiposomes can contribute to fine tuning of eCB signaling
(Figure 1) [5]. Finally, it is becoming apparent that the activity
of distinct elements of the eCB system is regulated at the gene
expression level through epigenetic mechanisms including DNA
methylation, histone modifications, and microRNAs [13].

3. Herbal cannabis and cannabinoid-based
medicines

3.1. Herbal cannabis

Nonmedical use: The increase in the consumption of C. sativa
derivatives among adolescents and young adults is a cause for
concern given the association between continued use and
academic failure [14], problem behaviors [15], and traffic acci-
dents [16]. Furthermore, subsequent possible abuse and
dependence on drugs such as cocaine or heroin [17,18], and
the possibility of depressive and psychotic episodes, are
added concerns [19–21]. The progressive popularization of
home-grown ‘indoor cannabis’, which can be up to 10–15
times more potent than the ‘classical herb’ from a THC-related
psychoactive point of view, and also synthetic forms of canna-
bis, usually called spice, which seem much more dangerous
than the ‘indoor’ varieties, has exacerbated the problem [22].
Of particular concern to health authorities and professionals
working in the area of addiction are the possible future con-
sequences of this behavior, both psychopathological and
organic. This may not only be reflected in significantly
increased numbers of ‘problem’ cases, but also a changing
clinical presentation. A very worrying aspect in recent years
has been the gradual trivialization of the risks associated with
cannabis usage in western societies, mainly in adolescent

Table 1. Major phytocannabinoids and endocannabinoids with a role in experi-
mental MS figures reproduced with permission from Wiley [2].

Name (abbreviation) Chemical structure

Δ9- THC

CBD

CBG

Δ9- THCV

N-arachidonoylethanolamine
(Anandamide, AEA)

2-AG

CBD: Cannabidiol; THC: tetrahydrocannabinol; CBG: cannabigerol;
THCV: tetrahydrocannabivarin; 2-AG: 2-arachidonoylglycerol.
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populations that consume it in an experiential–exploratory–
festive context, typical of this age group [23]. Factors such as a
movement toward ‘liberalization of recreational consumption’
[24]; misinterpretation of the legitimate medical use of canna-
bis, as a plant without the dangers usually attributed to so-
called illegal drugs [25]; and social acceptability based upon
witnessing parental usage of small amounts of cannabis in the
1960/70s [26] may all have contributed to this.

Unfortunately, most prevention programs implemented in
the last couple of decades do not seem to have had a great
effect on reducing recreational consumption of herbal canna-
bis. This is particularly the situation for vulnerable populations
such as adolescents with neurodevelopmental disorders,
Attention Deficit Hyperactivity Disorder, learning disorders,
and disruptive behaviors, all of them inducing school pro-
blems, challenging behaviors, and risk of social exclusion
[27]. The net result might be a dramatic increase in the con-
sumption of herbal cannabis in the years ahead, and it remains
to be determined whether this will be limited to certain
genetic-mediated ‘high-risk’ groups of people [28] and could
decrease over time, or whether such uptake will spread further
afield as was the case with tobacco in the last century [29].

Along with the significant increase in consumption in the
general population, herbal cannabis use among chronic psy-
chiatric patients has also grown exponentially in recent dec-
ades. This is probably due firstly to an increase in the personal
autonomy that these patients now have and which allows them
to access substances that previously were very difficult to
obtain as a result of their previous worst clinical situation or

asylum lifestyle [30]. The situation is likely exacerbated by an
increase in the supply of, and easier access to, illicit substances,
which can currently be obtained more easily and at more
affordable prices. Because of the link between herbal cannabis
usage and psychotic episodes, it is surprising to find that up to
70% of schizophrenic patients consume herbal cannabis [30].
Since it is difficult to believe that these patients use the herbal
cannabis aiming to worsen their condition, it is hypothesized
that they have a biological ‘risk-activities’ seeking predisposition
caused by the chronic mental illness, and/or it might also be an
attempt to ‘self-medicate’, taking advantage of the anxiolytic,
antidepressant, and/or antipsychotic effects that have been
described for some of the psychoactive substances present in
the plant, such as CBD and others [31,32].

It should be noted that a number of internationally con-
trolled clinical trials are being conducted at present to study
the beneficial psychotropic effects of specific cannabinoids
[33]. This research is useful to help us better understand the
beneficial effects of the different cannabinoids on both
organic and psychic disorders. However, it is also important
to recognize the addictive properties of herbal cannabis and
its capacity to provoke or to exacerbate psychiatric pathol-
ogies, which may lie silent in the adolescent population.
There is sufficient scientific evidence to support the danger-
ousness of herbal cannabis in younger persons, and con-
sumption might lead to a deterioration of basic psychic
functions (attention, concentration and abstraction), difficul-
ties in the construction and course of thought, paranoia, and
alteration of the sensory-perceptive processes, with

Figure 1. The eCB system in the CNS.
eCB signaling is orchestrated by target receptors (CB1, CB2, TRPV1 and PPARs), biosynthetic (NAPE-PLD and DAGL) and degradative (FAAH and MAGL) enzymes,
transmembrane transport mechanisms (like the putative EMT), intracellular trafficking by EITs like fatty acid binding proteins, heat shock protein 70, and FAAH-like
AEA transporter, as well as by storage organelles like adiposomes. Altogether, these proteins regulate the endogenous tone of eCBs, and hence their biological
activity. It should be noted that, unlike other eCB-binding receptors, CB1 appears to be located in cholesterol-enriched membrane microdomains termed LRs, and
that CB2 is expressed in neurons upon brain injury.
EITs: eCB intracellular transporters; CB1/CB2: G-protein coupled type-1 and type-2 cannabinoid receptors; DAGL: diacylglycerol lipase α/β; eCBs: endocannabinoids;
EMT: putative endocannabinoid transmembrane transporter; FAAH: fatty acid amide hydrolase; LRs: lipid rafts; MAGL: monoacylglycerol lipase; NAPE-PLD:
N-acylphosphatidylethanolamine-specific phospholipase D; PPARs: peroxisome proliferator-activated nuclear receptors; TRPV1: transient receptor potential vanilloid
1 channels.
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hallucinatory phenomena and delusions [27]. In addition,
while there is no conclusive data on the possible shift
from ‘misuse’ to ‘dependence’, it is expected as is the case
in other addictive processes that between 12% and 15% of
herbal cannabis users will become chronic consumers. These
considerations justify prohibiting the use of herbal cannabis
in younger persons (adolescents) in whom the processes of
cerebral maturation are active.

3.2. Cannabinoid-based medicines

A variety of cannabinoid-based preparations with medicinal
effects are currently available; some of them are approved for
clinical use. They can be classified as

● Natural cannabinoids (phytocannabinoids):
● Full plant extracts with multiple different cannabi-

noids composition (Bedrocan® and others, not
approved label).

● Two purified cannabinoids (THC/CBD) extracted from
the plant as active principles (nabiximols, Sativex®,
with approved label).

● Single purified cannabinoid (CBD) extracted from the
plant as active principle (Epidiolex®, label studies
ongoing, but recently granted Orphan Drug status
by the US FDA).

● Synthetic cannabinoids, including dronabinol (synthetic
THC, Marinol®), nabilone (THC analog, Cesamet®), both
with approved label, and levonantradol (THC analog, 30
times more potent) [34].

The route of administration of these preparations can be
oral (i.e. mixed with food or made into tea), sublingual/oro-
mucosal, topical, smoked, or inhaled. Each composition will
have different pharmacokinetic properties and pharmacody-
namic effects which would need to be tested in appropriate
studies. Because of possible neuromodulatory, neuroprotec-
tive, and/or anti-inflammatory properties, several indications
of cannabinoid preparations have been postulated, and a
number of outcomes have been explored in clinical studies
(Table 2).

Nausea and vomiting associated with chemotherapy, appe-
tite stimulation in HIV/AIDS, spasticity due to MS, neuropathic

pain in MS, and cancer pain unresponsive to opioids are cur-
rently approved indications in a number of countries [35,36].

A recent systematic review and meta-analysis analyzed all
randomized clinical trials (RCTs) that compared cannabinoids
with usual care, placebo, or no treatment for 10 clinical condi-
tions, and non-randomized clinical studies with at least 25
patients, published in the last 40 years (1975–2015, [36]). This
review pooled data from studies of cannabinoid-based medica-
tions performed with different types and concentrations of active
principles, which is a methodological limitation of the analysis.
Despite the potential limitation of pooling and comparing such
data, the vast majority of the randomized and placebo-controlled
trials showed superiority of cannabinoid-based medications over
placebo for most of the studied clinical conditions and outcomes
considered. The exception was depression, wherein placebo was
reported to be more effective than preparations containing THC
in one clinical trial [37] and no apparent differences in two addi-
tional studies. In clinical trials in patients with nausea and vomit-
ing due to chemotherapy, HIV/AIDS, chronic pain (neuropathic
pain and cancer pain), spasticity due to multiple sclerosis or
paraplegia, anxiety disorder, sleep disorder, psychosis and
Tourette’s syndrome, cannabinoid-based medications were gen-
erally reported to be more efficacious than placebo on the pri-
mary outcomes of the selected studies. Studies assessing the
effects of THC/CBD generally scored higher in the GRADE
(Grades of Recommendation Assessment, Development and
Evaluation) ratings, indicating better quality of evidence [36].
Cannabinoids were associated with a greater risk of any AE,
serious AEs, withdrawals due to AEs, and a number of specific
AEs, but because only pooled data of very different compounds
and doses were presented, this limits the value of the information.
Another systematic review evaluated the efficacy and safety data
of the medical use of cannabinoids published between 1948 and
2013 in RCTs that compared herbal cannabinoids to placebo in
three neurological disorders (MS, epilepsy, and movement disor-
ders) [35]. The quality of the evidence was rated according to the
American Academy of Neurology methods and showed that only
THC/CBD in MS spasticity provided A-rated scientific evidence.

Six Cochrane reviews, each looking at cannabinoid treat-
ment for one medical condition, have been published in the
2013–2016 period. Clinical conditions of interest were fibro-
myalgia [38], chemotherapy-induced nausea and vomiting
[39], cannabis dependence [40], epilepsy [41], HIV/AIDS [42],

Table 2. Approved and potential indications for cannabinoids.

Cannabinoid Approved and potential indications

THC Chemotherapy-induced nausea and vomiting*
Appetite stimulant (HIV/AIDS)*
MS-spasticity
Neuropathic pain in MS
Cancer pain unresponsive to opioids
Other pain conditions (i.e. postherpetic neuralgia, postoperative pain)

THC/CBD Spasticity due to multiple sclerosis*, to paraplegia, to amyotrophic lateral sclerosis
Neuropathic pain in MS
Cancer pain unresponsive to opioids
Other pain conditions (i.e. postherpetic neuralgia, postoperative pain)

CBD Childhood epilepsy: tuberous sclerosis complex seizures, Lennox–Gastaut syndrome, Dravet syndrome, and infantile spasms
THC, THC/CBD, other
cannabinoids

Intraocular pressure in glaucoma, depression, anxiety disorder, sleep disorder, psychosis, tics of Tourette syndrome, tremor due to
MS, bladder dysfunction due to MS, dyskinesias of HD, levodopa-induced dyskinesias in PD, cervical dystonia, epilepsy, and AD

AD: Alzheimer’s disease; CBD: cannabidiol; HD: Huntington’s disease; MS: multiple sclerosis; THC: Δ9-tetrahydrocannabinol.
*Approved indications.
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and schizophrenia [30]. Various cannabinoid preparations
were analyzed together, and quality of evidence was consid-
ered to be generally inconclusive or insufficient.

Thus, overall, a large volume of published papers exist on
the topic of medical use of cannabinoid-based preparations,
but no clear distinction is made among the various prepara-
tions. No head-to-head trials comparing cannabinoid-based
compounds in the same indication (e.g. spasticity due to MS,
or pain) have been performed so far, and only in a few
indications have the available data been sufficient to gain
approval by the regulatory authorities.

4. Preclinical and clinical evidence

4.1. Experimental MS

There is a need for novel therapeutic strategies for MS.
Different cannabinoids have been shown to exert immunomo-
dulatory, antioxidant, neuroprotective, and oligoprotective
effects which may be beneficial in neuroinflammatory pathol-
ogies such as MS [43]. Table 3 summarizes some of the inter-
esting research findings with different cannabinoids in
experimental MS models [43–50]. In addition, THC/CBD
reduced spasticity in an experimental mouse model of MS
and in this model, it was as effective as baclofen (Table 2) [48].

4.2. MS symptoms

4.2.1. THC/CBD oromucosal spray (Sativex®): current
indications
In clinical trials and following its first regulatory approvals in
2011, THC/CBD 1:1 ratio oromucosal spray has been used for
more than 45,000 patient/years [51], mainly in MS-related
spasticity and, to a lesser degree, in patients with neuropathic
pain or bladder dysfunction. Findings from MS spasticity pivo-
tal clinical trials supported its approval in numerous countries
for ‘symptom improvement in adult patients with moderate-
to-severe MS-related spasticity who have not responded ade-
quately to other anti-spasticity medication and who demon-
strate clinically significant improvement in spasticity related
symptoms during an initial trial of therapy'. Other indications
(children spasticity, pain, etc.) are still being studied.

In a recent review of the medical use of cannabinoids in
selected neurologic disorders, the authors stated that for
spasticity treatment, THC/CBD and THC are probably effective
in reducing patient-centered measures; while for treatment of
central pain or painful spasms, THC/CBD could probably be

effective [35]. Yadav et al. in their evidence-based guidelines
on complementary and alternative medicine in MS recom-
mended THC/CBD for spasticity symptoms and pain [52]. In
two recent reviews THC/CBD was rated as effective in patients
with an inadequate response to first-line antispasticity medi-
cations [53,54] and there was supportive data relating to its
use in central neuropathic pain (CNP) and bladder dysfunc-
tion [54].

4.2.2. THC/CBD in MS spasticity: pivotal and observational
studies
Basic treatment of MS-related spasticity is physiotherapy fol-
lowed by oral muscle relaxant drugs: baclofen, tizanidine, and,
if neuropathic pain is present, gabapentin as first-line. For
severe spasticity, intrathecal baclofen (especially spastic para-
paresis) or botulinum toxin A (in focal spasticity) should be
used [55]. Previously, cannabinoids were not recommended
since THC and a herbal cannabis extract had shown no sig-
nificant reduction of spasticity in several studies. This could, in
part, be due to the studies using nonoptimal doses and/or the
most appropriate cannabinoid active principles. Additionally,
the main spasticity outcome measure was the Modified
Ashworth Scale which is now viewed as not valid or reliable,
and the 0-10 spasticity numeric rating scale (NRS) is consid-
ered a better option [56,57]. Furthermore, no assessment of
responders and nonresponders was performed. Nevertheless,
many patients have reported positive effects on overall mobi-
lity and on subjective impression of pain reduction [58]. In a
meta-analysis of three studies with THC/CBD spray, it was
found that treatment yielded a statistically significant greater
proportion of clinically relevant responders versus placebo
(37% vs. 26%, respectively; p = 0.0073) [59].

4.2.2.1. THC/CBD: pivotal studies. Because of possible
underestimation of THC/CBD efficacy in early studies,
Novotna et al. used an enriched design in a pivotal multi-
center, double-blind RCT in MS patients with spasticity not
relieved by usual drug therapy. After 4 weeks single-blind add-
on treatment with THC/CBD oromucosal spray in all patients,
only those with a 20% improvement in spasticity (‘responders’,
272 of 572 patients treated) were eligible for a 12-week ran-
domized placebo-controlled phase. Of the 272 responders,
241 were randomized to THC/CBD or placebo. THC/CBD pro-
duced a statistically significant reduction (p = 0.0002) in the
mean spasticity NRS score as well as significant improvements
in the spasm frequency score, sleep disturbances, and patient,

Table 3. Effects of phytocannabinoids in experimental MS.

Compound Model Effects Reference

THC Chronic relapsing EAE Amelioration of tremor and spasticity, immunosuppression, Th17 responses,
disease progression

[44]
[45]

CBD Chronic relapsing EAE and chronic-progressive EAE
(TMEV-IDD)

Inhibition of pathogenic T cells and microglial activity, leukocyte infiltration,
neuroprotection

[46]
[43]
[47]

THC/CBD Chronic relapsing EAE Amelioration of spasticity THC/CBD 10/10 mg/kg equivalent to baclofen 5 mg/kg [48]
CBG
quinone

Chronic relapsing EAE Alleviation of neuroinflammation,
immunosuppression

[49]
[50]

EAE: Experimental autoimmune encephalomyelitis; TMEV-IDD: Theiler’s murine encephalomyelitis virus-induced demyelinating disease; CBD: cannabidiol; THC: Δ9-
tetrahydrocannabinol; CBG: cannabigerol.
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caregiver and clinician Global Impression of Change NRS
scores, with an acceptable tolerability profile [60]. Overall,
THC/CBD was an effective antispastic agent in this RCT, and
the enriched study design more closely reflects clinical prac-
tice since only patients likely to benefit from THC/CBD therapy
actually received it. These results were verified in a post-hoc
analysis of this study which concluded that THC/CBD oromu-
cosal spray provided consistent relief in MS spasticity patients
irrespective of pretreatment with other antispasticity drugs
[61]. Additional evidence for the efficacy of THC/CBD arises
from a controlled 5-week withdrawal study in patients on
long-term treatment with THC/CBD who were blindly rando-
mized to THC/CBD or placebo. Time to treatment failure was
significantly in favor of THC/CBD (p = 0.013) [62].

In a recent review, the efficacy of THC/CBD spray in MS
patients with resistant moderate-to-severe spasticity was also
confirmed. The authors emphasized the benefits of self-adap-
table dosing which allows patients to optimize treatment to
their personal needs and helps them to control the relief of
symptoms, adverse effects, and factors that may influence
their quality of life (QoL) [63].

4.2.2.2. THC/CBD: observational studies. To build upon the
results from the pivotal RCTs’ program, several observational
studies have been performed with THC/CBD in everyday clin-
ical practice. In a recent review involving patients with mod-
erate-to-severe resistant MS-related spasticity, the
effectiveness of THC/CBD oromucosal spray was confirmed
and a positive impact on QoL was highlighted [63]. Long-
term studies of up to 2 years’ duration confirmed the stable
and sustained effect of THC/CBD treatment. Furthermore, in
patients with secondary progressive MS and a mean Expanded
Disability Status Scale of 7.5, similar reductions in NRS ratings
occurred in patients treated with THC/CBD add-on therapy as
those on THC/CBD monotherapy. During long-term use, the
dosage of THC/CBD tended to be stable or to decrease over
time [64]. In observational studies involving patients with
moderate-to-severe MS-related spasticity, the effectiveness
and tolerability of THC/CBD oromucosal spray was confirmed
in 144 patients treated in a single-center in Milan [65] and in
1534 patients treated at 30 specialized MS centers across Italy
[66]. Similar findings were also observed in more than 900
patients in United Kingdom, Germany, and Switzerland [51].

Despite spasticity often having a negative impact on mobi-
lity, objective gait parameters are not commonly measured in
studies with cannabinoids. However, in one observational
study of THC/CBD in 20 MS patients suffering from spasti-
city-induced restricted gait, improvements in both subjective
(NRS-based) and objective assessments of movement, includ-
ing increased speed (+15%), cadence (+6%), stride length
(10%), and a reduction of Gait Profile Score by 10%, were
recorded. More physiologic values for proximal leg and knee
movements were also observed [67].

4.2.3. THC/CBD in neuropathic pain in MS
CNP is a frequent symptom of MS and cannot always be
controlled using anticonvulsant drugs, antidepressants, or
opioids. Therefore, THC/CBD may be potentially useful in this
clinical setting.

In a phase III RCT in 339 MS patients (167 THC/CBD; 172
placebo) with insufficient analgesia from existing medication,
there was a large number of responders to both THC/CBD and
placebo during 14 weeks’ double-blind treatment. However,
58 patients entered a consecutive 14-week open-label treat-
ment plus a 4-week double-blind randomized withdrawal
phase and there was an increased time to treatment failure
in THC/CBD patients compared to placebo [68]. Furthermore,
57% of patients receiving placebo failed treatment versus 24%
of patients from the THC/CBD group (p = 0.04). The mean
change from baseline in pain NRS (p = 0.028) and sleep quality
NRS (p = 0.015) scores were also statistically significant com-
pared to placebo.

In a review that included data on efficacy and tolerability of
THC/CBD in MS-related neuropathic pain, the authors stated
that THC/CBD can be an appropriate treatment for pain
patients particularly those resistant to their current pharmaco-
logical interventions [69].

4.2.4. THC/CBD tolerability and safety
Findings from two phase III pivotal studies [70,71] and a study
by Wade and colleagues [72] were combined in a meta-analysis
[59], and adverse events (AEs) were reported by 79.3% of THC/
CBD patients and 55.8% of placebo patients [63]. AEs were
mostly mild to moderate with dizziness being the most com-
mon. A total of 11.0% patients on THC/CBD and 3.6% on
placebo withdrew from pivotal studies, mainly due to nausea,
dizziness, or vertigo. Serious AEs occurred in 5.8% of THC/CBD-
treated patients versus 4.3% in the placebo group and resolved
without consequence [63]. In accordance with these results,
dizziness and fatigue were the most common treatment-related
AEs in observational studies involving THC/CBD [63].

In an observational study to determine the effects of THC/
CBD oromucosal spray on driving ability, 33 MS patients
underwent 5 driving test procedures from a validated compu-
terized test battery before and after 4–6 weeks treatment with
THC/CBD (titrated up to a maximum of 12 sprays/day; mean
dosage at the end of the study was 5.1 sprays/day). The
findings demonstrated that the drug does not negatively
impact on driving ability [73].

4.3. Epilepsy

It has long been known that certain cannabinoids have antic-
onvulsant properties and could be effective in treating partial
epilepsies and generalized tonic–clonic seizures (also known
as grand mal seizures) [74]. The evidence for this is largely
anecdotal, based on the observation that some individuals
who smoked marijuana to treat their epilepsy, and who
ceased cannabis use, reported a reemergence of convulsive
seizures. Furthermore, it was reported that seizure control was
reestablished when cannabis consumption was resumed.
Multiple studies in experimental models have confirmed the
efficacy of certain cannabinoids such as CBD in preventing
seizures and reducing mortality in epilepsy; however, the
mechanisms underpinning this pharmacological effect are
not fully understood [75,76]. Activation of the eCB system
prevents seizure-induced neurotoxicity and is neuroprotective.
In addition, activation of CB1 receptors reduces seizure

448 M. MACCARRONE ET AL.



severity [75]. Rosenberg and colleagues reviewed data from
preclinical seizure models in 13 studies and found that mod-
ulation of the eCB system resulted in anticonvulsant activity in
46.2%, a mixed effect in 23.1%, and no effect in 30.8% of them.
CB1 receptor agonists produced anticonvulsant activity in
68.1%, proconvulsant activity in 2.9%, a mixed effect in 7.2%,
and no effect in 21.7% of studies [75].

Published clinical trial data are currently insufficient to
provide support for the efficacy of cannabinoids for reducing
seizure frequency [74]. Interestingly, a pharmaceutical formu-
lation of CBD in oral solution (Epidiolex®) has recently com-
pleted two phase III randomized, placebo-controlled, clinical
trials for the treatment of Lennox–Gastaut syndrome (n = 171,
n = 225) [77], a rare and severe form of childhood-onset
epilepsy. CBD has also been evaluated in a phase III study in
children with resistant seizures (n = 120) associated with
Dravet syndrome [78], a rare genetic epileptic encephalopa-
thy, as well as a study which included some children with the
disorder [79,80]. Based on these findings, CBD has been
granted Orphan Drug status by the FDA for the treatment of
Lennox–Gastaut and Dravet syndromes. Other studies in child-
hood epilepsy are ongoing for tuberous sclerosis complex
seizures, Lennox–Gastaut syndrome, Dravet syndrome, and
infantile spasms [80]. In the last couple of years, including
presentations at the American Epilepsy Society Annual
Meeting (6 December 2015), a number of studies relating to
a physician-sponsored Expanded Access Program for Epidiolex
have been presented, and these reported promising efficacy
and tolerability data for the drug in about 260 patients
[74,77,78,81].

4.4. Alzheimer’s disease

Several studies have reported that the eCB system is a
promising target for the treatment of Alzheimer’s disease
(AD) which is characterized by the presence of amyloid-β
deposition and neuronal tau hyperphosphorylation in the
brain associated with oxidative stress, neuroinflammation,
and energy failure [82]. AD is associated with profound
changes in the eCB system, most notably increased levels
of CB2 receptors in AD postmortem brain samples, predo-
minantly in astrocytes and the microglia surrounding the
amyloid-β plaques [83,84]. Pharmacological activation of CB2
receptors has been shown to produce beneficial effects in
several experimental models of AD. In animal models of the
disease, CB2 stimulation was shown to facilitate removal of
amyloid-β plaques [85,86] and reduce neuroinflammation
[86–92], oxidative stress damage [92,93], and tau hyperpho-
sphorylation [92–94]. Improvements in cognitive deficits
have also been reported [86,91,92,94]. It was previously
shown that CB2 receptor null in amyloid precursor protein
(APP) transgenic mice had exacerbated amyloid-β produc-
tion and plaque deposition as well as microgliosis asso-
ciated with amyloid plaques [93]. Interestingly, the same
mouse model was also associated with decreased total
soluble tau, collectively demonstrating that CB2 receptors
have a modulatory role in the two main pathophysiological
processes in AD [93].

Several studies have reported that the administration of
different C. sativa derivatives has beneficial effects in animal
models of AD. Indeed, THC enhanced mitochondrial function
and decreased amyloid-β aggregation at extremely low con-
centrations in a dose-dependent manner in cells expressing
amyloid-β protein precursor [95]. CBD administration amelio-
rated neuroinflammation [88,89], microgliosis, and cognitive
deficits [96] in mice injected with amyloid-β in the hippocam-
pus. CBD administration also reversed the social recognition
deficit and improved several cognitive tasks in APP/PS1 trans-
genic mice, a well-established rodent model of AD [97,98].

Interestingly, a combination of THC and CBD produced greater
benefit than either cannabinoid alone in in vivo rodent models of
AD. Thus, the THC/CBD combination preserved memory and
reversed learning impairment in APP/PS1 transgenic mice when
administered during the early symptomatic stage, and the indivi-
dual phytocannabinoids produced less benefit in this model
[94,99]. Behavioral improvement was associated with reduced
astrogliosis, microgliosis, levels of inflammatory-relatedmolecules,
and a decrease in soluble amyloid-β levels, the most toxic form of
amyloid-β [99]. The mechanisms involved in the beneficial effects
of the THC/CBD combination are not fully understood since indi-
vidually they act on different pharmacological targets and intra-
cellular signaling pathways [2,100]. However, several mechanisms
could account for these neuroprotective effects, such as blockade
of excitotoxicity, reduction in calcium influx, antioxidant effects,
enhanced trophic factor support, and a decrease in pro-inflamma-
tory mediators, among others [101].

4.5. Parkinson’s disease

Cannabinoids have been investigated against neurodegenera-
tion due to their ability to modify the activity of CB1 and/or
CB2 receptors, in addition to strong antioxidant properties of
some compounds. A combination THC/CBD improved the
behavioral alterations and neurological deficits in parkin-null,
human tau overexpressing (PK−/−/TauVLW) mice, a model of
complex frontotemporal dementia, Parkinsonism, and lower
motor neuron disease [102]. This improvement was associated
with a decrease in gliosis and reduction in the levels of phos-
phorylated tau in the cerebral cortex and striatum, and
deposition of amyloid-β in the cerebral cortex, together with
an improvement in dopamine metabolism and redox state
[102]. Furthermore, CBD and THCV (Table 1) exhibited neuro-
protective effects along with the ability to reduce symptoms
in different animal models of Parkinson's disease, thus high-
lighting a promising pharmacological profile that might be
useful to design future novel anti-Parkinsonian therapies [103].

4.6. Huntington’s disease

The beneficial effects of THC and CBD alone, or in combina-
tion, have been investigated in several animal models of
Huntington's disease (HD). Their action was reported to be
mediated by multiple targets, including CB1/CB2 receptors,
additional eCB-binding receptors like PPARs, or even non-
eCB targets [103]. In addition, controversial results have been
obtained with phytocannabinoids in clinical trials of HD, and a
recent phase II clinical trial with THC/CBD oromucosal spray
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reported no benefit [103]. The effects of CBG, a non-psycho-
tropic phytocannabinoid (Table 1), have been investigated in
mouse models of HD, where it prevented striatal neuron death
and neurological deterioration. Although these mechanisms
are responsible for the beneficial effects of CBG, a direct
interaction with CB1 and/or CB2 receptors seems unlikely, as
CBG is known to have low affinity for both receptor
types [103].

4.7. Pain treatment

The eCB system plays a crucial role in the control of nocicep-
tive transmission acting at peripheral, spinal, and supraspinal
levels [104]. At the periphery, CB1 receptors located in noci-
ceptive terminals and CB2 receptors in immune cells inhibit
nociceptive transmission [105]. CB1 receptors expressed in the
dorsal root ganglia and spinal cord inhibit neurotransmitter
release and pain transmission, whereas CB2 receptors modu-
late the immune responses leading to neuronal sensitization
in the spinal cord during chronic pain [106]. At the supraspinal
level, CB1 stimulation inhibits ascending pain transmission,
mainly at the thalamus level, improves the emotional pain
component acting in the limbic and cortical areas, and acti-
vates the descending inhibitory pathway at the level of the
periaqueductal gray matter and nucleus raphe magnus
[104,106].

Numerous studies have reported the antinociceptive effects
of several cannabinoids in different pain models. Early studies
have reported the antinociceptive effects of THC [4,107] that
has been shown to play a predominant role in the analgesic
effects of C. sativa derivatives [108]. The effectiveness of can-
nabinoids in acute experimental models of pain is often lower
than that exhibited by opioid agonists [109]. Other phytocan-
nabinoids contained in C. sativa also produce analgesic effects
in different experimental models, including CBD, CBG, CBN,
CBC, and THCV and D9-tetrahydrocannabiorcol (THCO) [110].

CBD is the second most studied phytocannabinoid. A
plethora of molecular targets have been proposed to explain
the still unknown mechanism of action of CBD [111]. The anti-
inflammatory and analgesic effects of CBD have been reported
in multiple studies and experimental models of chronic inflam-
matory and neuropathic pain [4,111–113].

Different cannabinoids have shownpain relief-related effects in
various animal models: CBN, CBC, and CBG. CBN produces anti-
inflammatory and analgesic effects in rodents [114]. This phyto-
cannabinoid has low affinity for CB1 and CB2 receptors and has
agonist properties on the TRPV2 thermosensor, which underlines
its potential interest in the treatment of burns [115]. CBC been
reported to produce anti-inflammatory [116,117] and analgesic
effects [118] in rodents. The analgesic effects of this phytocanna-
binoid seem to be mediated via activation of the descending
antinociceptive pathway at the level of the periaqueductal gray
matter [119], probably through an inhibition of anandamide
uptake [120]. CBG produces analgesic effects in acute pain models
in rodents [114]. This phytocannabinoid has a weak partial agonist
effect at CB1 and CB2 receptors, has affinity for transient receptor
potential cation channel, subfamily A,member 1 (TRPA1) channels,
α2-adrenoreceptors and 5HT1A serotonergic receptors, and is a
strong inhibitor of GABA and anandamide uptake [4].

THCV antagonizes the antinociceptive effects of THC [110],
probably due to its neutral antagonist properties on CB1 and CB2
receptors [121]. However, THCV induces important anti-inflam-
matory and analgesic effects in several models of acute, neuro-
pathic, and inflammatory pain [112], possibly due to its ability to
activate CB2 receptors at high concentrations [122]. THCO also
produces antinociceptive effects in several acute pain models
acting at the spinal level [123]. This phytocannabinoid activates
and desensitizes TRPA1 channels involved in pain transmission.

Preclinical studies have underlined the potential interest of
cannabinoid compounds mainly in animal models that mimic
two particular chronic pain conditions, that is, neuropathic and
inflammatory pain [104,106]. Indeed, genetic studies using knock-
out mice have reported a crucial role of CB2 receptors in the
development of the nociceptive manifestations of neuropathic
pain [124,125], whereas CB1 receptors seem mainly involved in
the affective component [126]. Both, CB1 and CB2 agonists attenu-
ate the nociceptive manifestations of neuropathic pain, as well as
the phytocannabinoids THC and CBD given alone or in combina-
tion [127]. The effectiveness of cannabinoid compounds on neuro-
pathic pain has been shown in multiple animal models including
constriction injury, sciatic and spinal nerve ligation, as well as
diabetic, chemotherapy, lysolecithin, and viral-induced neuropa-
thy [127].

CB2 receptors have also been reported to play a major role in
the development of the nociceptive manifestations of osteoarthri-
tis pain [128], whereas CB1 has a predominant role in the affective
component of this chronic pain condition [129]. Both CB1 and CB2
agonists improve the nociceptive and emotionalmanifestations of
osteoarthritis pain, whereas CB1 agonists also improve the cogni-
tive impairment produced by this chronic pain [129]. Interestingly,
these studies using genetically modified mice suggest that CB2
seems to be mainly involved in the development of neuropathic
and osteoarthritis pain rather than in the manifestations of these
chronic pain conditions [104,128]. In a recent study, administration
of the CB2 agonist JWH015 was shown to have opioid-sparing
effects in rodent models of inflammatory, postoperative, and neu-
ropathic pain, but not in a model of nociceptive pain [130].

5. Experts commentary

The last couple of decades have witnessed significant growth
in research efforts involving the eCB system following the
identification of cannabinoid receptors and ligands that inter-
act with these receptors. We now have a greater understand-
ing of the physiological functions that the eCB system
performs, and how modulation of its activities holds therapeu-
tic promise in a wide range of different diseases. The complex-
ity of the eCB system is becoming better understood and new
drivers of eCB signaling are emerging. For instance, membrane
lipid composition can influence eCB signaling as in the case of
CB1 receptors which are localized in specialized microdomains
on the cell surface called lipid rafts and FAAH that is modu-
lated by membrane cholesterol. In addition, EITs and eCB
storage sites like adiposomes can contribute to fine tuning
of eCB signaling. All these new players are potential points of
action for the development of properly targeted different
innovative therapeutics. For example, a substantial proportion
of CB1 in the brain is localized intracellularly, and this may
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significantly impact on the efficacy of CB1-directed drugs. This
research into the eCB system has been paralleled by the
development of agents that interact with cannabinoid recep-
tors. In this regard, it should be remembered that herbal
cannabis contains a complex mixture of active ingredients
(most notably THC and CBD) in varying amounts, and the
individual components have quite distinct biological activities.
Consequently, the ‘polypharmacology’ concept, whereby mul-
tiple receptors are targeted by multiple active principles at the
same time, causing different effects (medicinal and/or
unwanted) has to be taken into account. Such a concept
appears relevant for the study of cannabinoids and exempli-
fies what might be needed for the research into future med-
icines [131]. Notably, cannabinoids like CBD and CBG are
epigenetic regulators of gene expression [132], and this type
of control seems to be important in experimental MS [133].
This observation may be relevant for developing personalized
medicines. Indeed, different individual responses to the same
dose of medicine can be due to different epigenomes,
whereby the protein targets can be expressed to different
extents in different subjects.

The analgesic effects of THC and other cannabinoids have been
widely reported in multiple animal studies. Two chronic pain con-
ditions, neuropathic and inflammatory pain, are of particular inter-
est for the possible development of effective treatments based on
cannabinoid derivatives. CB2 receptors located in immune cells are
specifically involved in the processes underlying the development
of chronic neuropathic and osteoarthritis pain, rather than in the
manifestations of these chronic pain conditions. Therefore, the
potential interest of certain cannabinoids at different doses in
preventing the development of these chronic pain conditions
merits investigation. The effectiveness of some cannabinoids in
acute pain conditions is often lower than that exhibited by opioid
compounds, whichmust be taken into consideration for the future
design of appropriate clinical trials in order to be able to reveal the
potential beneficial effects of cannabinoid derivatives in pain treat-
ment. Two specific cannabinoids, THC and CBD, have been
reported to produce beneficial effects in several animal models
of AD. Interestingly, the combination of THC and CBD produces
greater overall benefit versus either cannabinoid administered
alone, with the added advantage of reducing psychoactivity
[134]. The mechanisms underlying the beneficial effects of the
THC/CBD combination in AD have not been clarified and deserve
further investigation. However, the specific beneficial effects
obtained with this combination in early stages of the disease in
rodents suggest that clinical trials should also be designed in
patients with early stage disease. Other diseases in which the
cannabinoids are being investigated include Parkinson’s disease,
HD, and epilepsy. Recently, CBD has been granted Orphan Drug
status by the FDA for the treatment of Lennox–Gastaut and Dravet
syndromes and additional studies in childhood epilepsy are
ongoing for tuberous sclerosis complex seizures, Lennox–Gastaut
syndrome, Dravet syndrome, and infantile spasms [80].

For clinical usage, it is important that any cannabinoid prepara-
tion studied should be strictly standardized since cultivation con-
ditions, extraction procedures, and formulation can markedly
impact on the biological activity of the final product. THC/CBD

(Sativex®) is a plant-derived cannabinoid preparation that is culti-
vated under strictly controlled conditions and produced using
standardized procedures [135] to deliver an oromucosal formula-
tion that has received regulatory approval in a number of countries
for the treatment of MS-related spasticity. THC/CBD oromucosal
spray has been in clinical use for approximately 5 years in numer-
ous European and other countries worldwide for themanagement
of moderate-to-severe resistant MS spasticity. Reviewing all the
current evidence, Otero-Romero and colleagues concluded that
THC/CBD can have a beneficial effect as add-on therapy in patients
with a poor response and/or intolerance to first-line oral treat-
ments like baclofen, tizanidine, and gabapentin [136].
Nevertheless, its efficacy as monotherapy/first-line use has not
been examined sufficiently. Findings as an add-on drug in neuro-
pathic pain are encouraging but require confirmation. AEs are
usually mild.

6. Five-year view

While we have come a long way in our understanding of the
eCB system over the last 10–20 years, we still have much to
learn about the relationship between receptor signaling and
specific pathological changes. In the next 5 years, we will likely
see a much greater focus on research aimed at identifying the
link between the eCB system and specific pathologies. For
example, CB2 receptor expression is induced in patients with
AD and targeting CB2 receptors may prove beneficial. In ani-
mal models of AD, CB2 receptor agonists have been shown to
improve cognitive performance. Considering the pleiotropic
effects of CB2 receptors and the lack of undesirable psychoac-
tive effects, compounds acting at this level might represent a
promising therapy against AD. Nevertheless, we have no infor-
mation regarding the efficacy of drugs specifically targeting
CB2 receptors in the clinical setting. The same considerations
apply to a number of diseases such as epilepsy, the develop-
ment of neuropathic and osteoarthritic pain, Parkinson’s dis-
ease, and HD to name a few. In parallel with this research, we
will likely see the introduction of newer agents aimed at
specific targets within the eCB system.

In the case of THC/CBD oromucosal spray over the next
5 years, we should get a clearer understanding of its overall
benefits and safety, particularly when used for extended treat-
ment periods (>5 years) and in different spasticity or pain
states. Another aspect of its potential usage will likely relate
to formal assessment of its use as monotherapy since this is
how some patients are currently choosing to use it.

Clearly, one of the most important aspects relating to a
new clinical approach is to fully establish the therapeutic
benefits, safety, and tolerability that each cannabinoid agent
or combination possesses, so as to minimize the inappropriate
use of products, aimed at achieving medicinal results, but
containing active principles with mixed properties. Findings
with THC/CBD oromucosal spray are reassuring, and the same
level of thoroughness needs to be applied to research with
the different cannabinoid chemical entities in each disease
setting that is being researched.
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Key issues

● Identification of cannabinoid receptors and their endogenous
ligands has triggered an upsurge in research in the endocanna-
binoid (eCB) system and its functioning in health and disease.

● The complexity of the eCB system is becoming better
understood and new drivers of eCB signaling are emerging
and this raises the possibility of new treatment modalities.

● Research into the eCB system has been paralleled by the
development of agents that interact with cannabinoid
receptors. In this regard it should be remembered that
herbal cannabis contains a complex mixtures of active
ingredients (most notably THC and CBD), and the individual
components have quite distinct biological activities.

● Herbal cannabis use has a number of relevant risks, espe-
cially in younger individuals such as adolescents.

● Pharmacological research is expanding to investigate the
role of the eCB system in other pathologies including var-
ious pain states, Alzheimer’s disease, Parkinson’s disease,
Huntington’s disease and epilepsy.

● Clinically, THC/CBD oromucosal spray has been in use for
over five years in some countries for the management of
moderate to severe resistant MS spasticity and it has proven
to be beneficial as add-on therapy in patients with a poor
response and/or intolerance to first-line oral treatments like
baclofen, tizanidine and gabapentin.

● Future research will likely focus on gaining a better under-
standing of the role of the eCB system in other diseases
which could benefit for cannabinoid-based therapy.

Acknowledgements

Financial support by the Italian Ministry of Education, University and
Research (MIUR) under PRIN 2015 grant to M Maccarrone is gratefully
acknowledged.

Funding

This article was funded by Almirall S.A., Barcelona, Spain.

Declaration of interest

The authors have no relevant affiliations or financial involvement with any
organization or entity with a financial interest in or financial conflict with
the subject matter or materials discussed in the manuscript. This includes
employment, consultancies, honoraria, stock ownership or options, expert
testimony, grants or patents received or pending, or royalties. Editorial
assistance was provided by Steve Clissold PhD, Content Ed Net, which was
funded by Almirall SA.

ORCID

Mauro Maccarrone http://orcid.org/0000-0002-3990-2963

References

Papers of special note have been highlighted as either of interest (•) or of
considerable interest (••) to readers.

1. Mechoulam R, Hanuš LO, Pertwee R, et al. Early phytocannabinoid
chemistry to endocannabinoids and beyond. Nat Rev Neurosci.
2014;15:757–764.

2. Pertwee RG. The diverse CB1 and CB2 receptor pharmacology of
three plant cannabinoids: delta9-tetrahydrocannabinol, cannabi-
diol and delta9-tetrahydrocannabivarin. Br J Pharmacol.
2008;153:199–215.

3. Fischedick JT, Hazekamp A, Erkelens T, et al. Metabolic fingerprint-
ing of Cannabis sativa L., cannabinoids and terpenoids for chemo-
taxonomic and drug standardization purposes. Phytochemistry.
2010;71:2058–2073.

4. Russo EB. Taming THC: potential cannabis synergy and phytocan-
nabinoid-terpenoid entourage effects. Br J Pharmacol.
2011;163:1344–1364.

5. Maccarrone M, Guzmán M, Mackie K, et al. Programming of neural
cells by (endo)cannabinoids: from physiological rules to emerging
therapies. Nat Rev Neurosci. 2014;15:786–801.

•• A comprehensive review of the role of endocannabinoid sig-
naling in health and disease.

6. Van Sickle MD, Duncan M, Kingsley PJ, et al. Identification and
functional characterization of brainstem cannabinoid CB2 recep-
tors. Science. 2005;310:329–332.

7. Maccarrone M, Bab I, Bíró T, et al. Endocannabinoid signaling at the
periphery: 50 years after THC. Trends Pharmacol Sci. 2015;36:277–296.

8. Van Der Stelt M, Van Kuik JA, Bari M, et al. Oxygenated metabolites
of anandamide and 2-arachidonoylglycerol: conformational analysis
and interaction with cannabinoid receptors, membrane transporter,
and fatty acid amide hydrolase. J Med Chem. 2002;45:3709–3720.

9. Shao Z, Yin J, Chapman K, et al. High-resolution crystal structure of
the human CB1 cannabinoid receptor. Nature. 2016 Nov;16. [Epub
ahead of print] PubMed PMID:27851727. DOI:10.1038/nature20613

10. Hua T, Vemuri K, Pu M, et al. Crystal structure of the human
cannabinoid receptor CB(1). Cell. 2016;167:750–762.

11. Bari M, Battista N, Fezza F, et al. Lipid rafts control signaling of type-
1 cannabinoid receptors in neuronal cells. Implications for ananda-
mide-induced apoptosis. J Biol Chem. 2005;280:12212–12220.

12. Dainese E, De Fabritiis G, Sabatucci A, et al. Membrane lipids are
key modulators of the endocannabinoid-hydrolase FAAH. Biochem
J. 2014;457:463–472.

13. D’Addario C, Di Francesco A, Pucci M, et al. Epigenetic mechanisms
and endocannabinoid signalling. Febs J. 2013;280:1905–1917.

14. Horwood LJ, Fergusson DM, Hayatbakhsh MR, et al. Cannabis use
and educational achievement: findings from three Australasian
cohort studies. Drug Alcohol Depend. 2010;110:247–253.

15. Ehrenreich H, Nahapetyan L, Orpinas P, et al. Marijuana use from
middle to high school: co-occurring problem behaviors, teacher-
rated academic skills and sixth-grade predictors. J Youth Adolesc.
2015;44:1929–1940.

16. Watson TM, Mann RE. International approaches to driving under
the influence of cannabis: a review of evidence on impact. Drug
Alcohol Depend. 2016;169:148–155.

17. Patton GC, Coffey C, Carlin JB, et al. Reverse gateways? Frequent
cannabis use as a predictor of tobacco initiation and nicotine
dependence. Addiction. 2005;100:1518–1525.

18. Green KM, Doherty EE, Ensminger ME. Long-term consequences of
adolescent cannabis use: examining intermediary processes. Am J
Drug Alcohol Abuse. 2016 Dec 8. 1–9. [Epub ahead of print]
PubMed PMID: 27929672.

19. Moore TH, Zammit S, Lingford-Hughes A, et al. Cannabis use and
risk of psychotic or affective mental health outcomes: a systematic
review. Lancet. 2007;370:319–328.

20. Giordano GN, Ohlsson H, Sundquist K, et al. The association between
cannabis abuse and subsequent schizophrenia: a Swedish national
co-relative control study. Psychol Med. 2015;45:407–414.

21. Blanco C, Hasin DS, Wall MM, et al. Cannabis use and risk of
psychiatric disorders: prospective evidence from a US National
Longitudinal Study. JAMA Psychiatry. 2016;73:388–395.

22. Bassir Nia A, Medrano B, Perkel C, et al. Psychiatric comorbidity
associated with synthetic cannabinoid use compared to cannabis. J
Psychopharmacol. 2016;30:1321–1330.

23. Hall W. What has research over the past two decades revealed
about the adverse health effects of recreational cannabis use?
Addiction. 2015;110:19–35.

452 M. MACCARRONE ET AL.

http://orcid.org/0000-0002-3990-2963


24. Monte AA, Zane RD, Heard KJ. The implications of marijuana lega-
lization in Colorado. Jama. 2015;313:241–242.

25. Kleber HD, DuPont RL. Physicians and medical marijuana. Am J
Psychiatry. 2012;169:564–568.

26. Buckner JD, Zvolensky MJ. Cannabis and related impairment: the
unique roles of cannabis use to cope with social anxiety and social
avoidance. Am J Addict. 2014;23:598–603.

27. Volkow ND, Compton WM, Weiss SR. Adverse health effects of
marijuana use. N Engl J Med. 2014;371:879.

28. Power RA, Verweij KJ, Zuhair M, et al. Genetic predisposition to
schizophrenia associated with increased use of cannabis. Mol
Psychiatry. 2014;19:1201–1204.

29. Chen CY, O’Brien MS, Anthony JC. Who becomes cannabis depen-
dent soon after onset of use? Epidemiological evidence from the
United States: 2000-2001. Drug Alcohol Depend. 2005;79:11–22.

30. McLoughlin BC, Pushpa-Rajah JA, Gillies D, et al. Cannabis and
schizophrenia. Cochrane Database Syst Rev. 2014 Oct;14(10):
CD004837. CD004837.pub3. Review. PubMed PMID: 25314586.
DOI:10.1002/14651858

31. Iseger TA, Bossong MG. A systematic review of the antipsychotic prop-
erties of cannabidiol in humans. Schizophr Res. 2015;162:153–161.

32. Mané A, Fernández-Expósito M, Bergé D, et al. Relationship
between cannabis and psychosis: reasons for use and associated
clinical variables. Psychiatry Res. 2015;229:70–74.

33. McGuire P, Robson P, Cubala WJ, et al. A double-blind, randomised,
placebo-controlled, parallel group trial of cannabidiol as adjunctive
therapy in the first line treatment of schizophrenia or related
psychotic disorder. NPJ Schizophrenia. 2016;2:O8.8: 16010.
DOI:10.1038/npjschz.2016.10

34. Little PJ, Compton DR, Johnson MR, et al. Pharmacology and
stereoselectivity of structurally novel cannabinoids in mice. J
Pharmacol Exp Ther. 1988;247:1046–1051.

35. Koppel BS, Brust JCM, Fife T, et al. Systematic review: efficacy and
safety of medical marijuana in selected neurologic disorders: report
of the Guideline Development Subcommittee of the American
Academy of Neurology. Neurology. 2014;82:1556–1563.

36. Whiting PF, Wolff RF, Deshpande S, et al. Cannabinoids for medical use:
a systematic review and meta-analysis. Jama. 2015;313:2456–2473.

• Systematic review of the evidence supporting the clinical use
of cannabinoids.

37. Portenoy RK, Ganae-Motan ED, Allende S, et al. Nabiximols for
opioid-treated cancer patients with poorly-controlled chronic
pain: a randomized, placebo-controlled, graded-dose trial. J. Pain.
2012;13:438–449.

38. Walitt B, Klose P, Fitzcharles MA, et al. Cannabinoids for fibromyal-
gia. Cochrane Database Syst Rev. 2016;(7). Art. No.: CD011694.
DOI:10.1002/14651858.CD011694.pub2

39. Smith LA, Azariah F, Lavender VT, et al. Cannabinoids for nausea
and vomiting in adults with cancer receiving chemotherapy.
Cochrane Database Syst Rev. 2015:(11). Art. No.: CD009464.
DOI:10.1002/14651858.CD009464.pub2.

• Cochrane systematic review of the evidence supporting the
clinical use of cannabinoids in chemotherapy-induced nausea
and vomiting.

40. Marshall K, Gowing L, Ali R, et al. Pharmacotherapies for cannabis
dependence. Cochrane reviews. Rome: Cochrane Drugs and
Alcohol Group; 2014(12). Art. No.: CD008940. DOI:10.1002/
14651858.CD008940.pub2

41. Gloss D, Vickrey B. Cannabinoid drugs for epilepsy. Cochrane
reviews. Liverpool: Cochrane Epilepsy Group; 2014(3). Art. No.:
CD009270. DOI:10.1002/14651858.CD009270.pub3

• Cochrane systematic review of the evidence supporting the
clinical use of cannabinoids in epilepsy.

42. Lutgee E, Gray A, Siegfried N. Medical use of cannabis in patients
with HIV/ADIS. Cochrane reviews. London: Cochrane HIV/AIDS
Group; 2013.

43. Mecha M, Feliú A, Iñigo PM, et al. Cannabidiol provides long-lasting
protection against the deleterious effects of inflammation in a viral
model of multiple sclerosis: a role for A2A receptors. Neurobiol Dis.
2013;59:141–150.

44. Baker D, Pryce G, Croxford JL, et al. Cannabinoids control spasticity
and tremor in a multiple sclerosis model. Nature. 2000;404:84–87.

45. Kozela E, Juknat A, Kaushansky N, et al. Cannabinoids decrease the
Th17 inflammatory autoimmune phenotype. J Neuroimmune
Pharmacol. 2013;8:1265–1276.

46. Kozela E, Lev N, Kaushansky N, et al. Cannabidiol inhibits patho-
genic T cells, decreases spinal microglial activation and ameliorates
multiple sclerosis-like disease in C57BL/6 mice. Br J Pharmacol.
2011;163:1507–1519.

47. Giacoppo S, Soundara Rajan T, Galuppo M, et al. Purified cannabi-
diol, the main non-psychotropic component of Cannabis sativa,
alone, counteracts neuronal apoptosis in experimental multiple
sclerosis. Eur Rev Med Pharmacol Sci. 2015;19:4906–4919.

48. Hilliard A, Stott C, Wright S, et al. Evaluation of the effects of
Sativex (THC BDS: CBD BDS) on inhibition of spasticity in a chronic
relapsing experimental allergic autoimmune encephalomyelitis: a
model of multiple sclerosis. ISRN Neurol. 2012;2012:802649.
DOI:10.5402/2012/802649

49. Granja AG, Carrillo-Salinas F, Pagani A, et al. A cannabigerol qui-
none alleviates neuroinflammation in a chronic model of multiple
sclerosis. J Neuroimmune Pharmacol. 2012;7:1002–1016.

50. Carrillo-Salinas FJ, Navarrete C, Mecha M, et al. A cannabigerol
derivative suppresses immune responses and protects mice from
experimental autoimmune encephalomyelitis. PLoS One. 2014;9:
e94733. DOI:10.1371/journal.pone.0094733

51. Etges T, Karoloa K, Grint T, et al. An observational postmarketing
safety registry of patients in the UK, Germany and Switzerland who
have been prescribed Sativex® (THC:CBD, nabiximols) oromucosal
spray. Ther Clin Risk Manag. 2016;12:1667–1675.

52. Yadav V, Bever C Jr, Bowen J et al. Summary of evidence-based
guideline: complementary and alternative medicine in multiple
sclerosis: report of the guideline development subcommittee of the
American Academy of Neurology. Neurology. 2014;82:1083–1092.

53. Moreno Torres I, Sanchez AJ, Garcia-Merino A, et al. Evaluation of
the tolerability and efficacy of Sativex in multiple sclerosis. Expert
Rev Neurother. 2014;14:1243–1250.

54. Notcutt WG. Clinical use of cannabinoids for symptom control in
multiple sclerosis. Neurotherapeutics. 2015;12:769–777.

55. Henze T, Rieckmann P, Toyka K. Symptomatic treatment of Multiple
Sclerosis Multiple Sclerosis Therapy Consensus Group (MSTCG) of
the German Multiple Sclerosis Society. Eur Neurol. 2006;56:78–105.

56. Fleuren J, Voerman G, Erren-Wolters C, et al. Stop using the
Ashworth scale for the assessment of spasticity. J Neurol
Neurosurg Psychiatry. 2010;81:46–52.

57. Farrar JT, Troxel AB, Stott C, et al. Validity, reliability, and clinical
importance of change in a 0-10 numeric rating scale measure of
spasticity: a post hoc analysis of a randomized, double-blind, pla-
cebo-controlled trial. Clin. Ther. 2008;30:974–985.

58. Zajicek J, Fox P, Sanders H, et al. Cannabinoids for treatment of
spasticity and other symptoms related to multiple sclerosis (CAMS
study): multicentre randomised placebo-controlled trial. Lancet.
2003;362:1517–1526.

59. Wade DT, Collin C, Stott C, et al. Meta-analysis of the efficacy and
safety of Sativex (nabiximols), on spasticity in people with multiple
sclerosis. Mult Scler. 2010;16:707–714.

60. Novotna A; Sativex Spasticity Study Group. A randomized, double-
blind, placebo-controlled, parallel-group, enriched-design study of
nabiximols* (Sativex®), as add-on therapy, in subjects with refrac-
tory spasticity caused by multiple sclerosis. Eur J Neurol.
2011;18:1122–1131.

• Pivotal clinical trial confirming the therapeutic benefit of THC:
CBD spray in patients with MS-related resistant spasticity.

61. Haupts M, Vila C, Jonas A, et al. Influence of previous failed anti-
spasticity therapy on the efficacy and tolerability of THC:CBD oro-
mucosal spray for multiple sclerosis spasticity. Eur Neurol.
2016;75:236–243.

62. Notcutt W, Langford R, Davies P, et al. A placebo-controlled, paral-
lel-group, randomized withdrawal study of subjects with symptoms
of spasticity due to multiple sclerosis who are receiving long-term
Sativex® (nabiximols). Mult Scler. 2012;18:219–228.

EXPERT REVIEW OF CLINICAL PHARMACOLOGY 453



63. Zettl UK, Rommer P, Hipp P, et al. Evidence for the efficacy and
effectiveness of THC-CBD oromucosal spray in symptom manage-
ment of patients with spasticity due to multiple sclerosis. Ther Adv
Neurol Disord. 2016;9:9–30.

64. Koehler J, Amato MP, Oreja-Guevara C, et al. Clinical case reviews in
multiple sclerosis spasticity: experiences from around Europe.
Expert Rev Neurother. 2013;13(12 Suppl):61–66.

65. Ferrè L, Nuara A, Pavan G, et al. Efficacy and safety of nabiximols
(Sativex®) on multiple sclerosis spasticity in a real-life Italian mono-
centric study. Neurol Sci. 2016;37:235–242.

66. Patti F, Messina S, Solaro C, on behalf of the SA.FE. study group.
Efficacy and safety of cannabinoid oromucosal spray for multiple
sclerosis spasticity. J Neurol Neurosurg Psychiatry. 2016;87:944–951.

67. Coghe G, Pau M, Corona F, et al. Walking improvements with nabix-
imols in patients with multiple sclerosis. J Neurol. 2015;262:2472–2477.

68. Langford RM, Mares J, Novotna A, et al. A double-blind, rando-
mized, placebo-controlled, parallel-group study of THC/CBD oro-
mucosal spray in combination with the existing treatment regimen,
in the relief of central neuropathic pain in patients with multiple
sclerosis. J Neurol. 2013;260:984–997.

69. Tanasescu R, Constantinescu CS. Pharmacokinetic evaluation of
nabiximols for the treatment of multiple sclerosis pain. Expert
Opin Drug Metabol Toxicol. 2013;9:1219–1228.

70. Collin C, Davies P, Mutiboko IK, et al. Sativex spasticity in MS Study
Group randomized controlled trial of cannabis-based medicine in
spasticity caused by multiple sclerosis. Eur J Neurol. 2007;14:290–296.

71. Collin C, Ehler E, Waberzinek G, et al. A double-blind, randomized,
placebo-controlled, parallel-group study of Sativex, in subjects with
symptoms of spasticity due to multiple sclerosis. Neurol Res.
2010;32:451–459.

72. Wade DT, Makela P, Robson P, et al. Do cannabis-based medicinal
extracts have general or specific effects on symptoms in multiple
sclerosis? A double-blind, randomized, placebo-controlled study on
160 patients. Mult Scler. 2004;10:434–441.

73. Freidel M, Tiel-Wilck K, Schreiber H, et al. Drug-resistant MS spas-
ticity treatment with Sativex® add-on and driving ability. Acta
Neurol Scand. 2015;131:9–16.

74. Verrotti A, Castagnino M, Maccarrone M, et al. Plant-derived and
endogenous cannabinoids in epilepsy. Clin Drug Investig.
2016;36:331–340.

75. Rosenberg EC, Tsien RW, Whalley BJ, et al. Cannabinoids and
epilepsy. Neurotherapeutics. 2015;12:747–768.

76. Cunha JM, Carlini EA, Pereira AE, et al. Chronic administration of
cannabidiol to healthy volunteers and epileptic patients.
Pharmacology. 1980;21:175–185.

77. Thiele E, Mazurkiewicz-Beldzinska M, Benbadis S, et al. Cannabidiol
(CBD) significantly reduces drop seizure frequency in Lennox-
Gastaut syndrome: results of a multi-center, randomized, double-
blind, placebo-controlled trial (GWPCARE4). American Epilepsy
Society Annual Meeting; 2016. American Epilepsy Society.
Abstract No 1.377. www.aesnet.org

78. Cross JH, Devinsky O, Laux L, et al. Cannabidiol (CBD) reduces
convulsive seizure frequency in Dravet syndrome: results of a
multi-centered, randomized, controlled study (GWPCARE1).
American Epilepsy Society Annual Meeting; 2016. American
Epilepsy Society. Abstract No 2.362. www.aesnet.org

79. Treat L, Chapman KE, Colborn KL, et al. Duration of use of oral
cannabis extract in a cohort of pediatric epilepsy patients.
Epilepsia. 2016 Nov;18. DOI:10.1111/epi.13617

80. ClinicalTrials.gov. [cited 2016 Nov]. Available from: www.clinical
trials.gov.

81. Devinsky O, Marsh E, Friedman D, et al. Cannabidiol in patients
with treatment-resistant epilepsy: an open-label interventional trial.
Lancet Neurol. 2016;15:270–278.

82. Selkoe DJ. Preventing Alzheimer’s disease. Science.
2012;337:1488–1492.

83. Benito C, Núñez E, Tolón RM, et al. Cannabinoid CB2 receptors and
fatty acid amide hydrolase are selectively overexpressed in neuritic
plaque-associated glia in Alzheimer’s disease brains. J Neurosci.
2003;23:11136–11141.

84. Solas M, Francis PT, Franco R, et al. CB2 receptor and amyloid
pathology in frontal cortex of Alzheimer’s disease patients.
Neurobiol Aging. 2013;34:805–808.

85. Tolón RM, Núñez E, Pazos MR, et al. The activation of cannabinoid
CB2 receptors stimulates in situ and in vitro beta-amyloid removal
by human macrophages. Brain Res. 2009;1283:148–154.

86. Wu J, Bie B, Yang H, et al. Activation of the CB2 receptor system
reverses amyloid-induced memory deficiency. Neurobiol Aging.
2013;34:791–804.

87. Ramírez BG, Blázquez C, Gómez Del Pulgar T, et al. Prevention of
Alzheimer’s disease pathology by cannabinoids: neuroprotection
mediated by blockade of microglial activation. J. Neurosci..
2005;25:1904–1913.

88. Esposito G, Iuvone T, Savani C, et al. Opposing control of cannabinoid
receptor stimulation on amyloid-beta-induced reactive gliosis: in vitro
and in vivo evidence. J Pharmacol Exp Ther. 2007;322:1144–1152.

89. Esposito G, Scuderi C, Savani C, et al. Cannabidiol in vivo blunts
beta-amyloid induced neuroinflammation by suppressing IL-1beta
and iNOS expression. Br J Pharmacol. 2007;151:1272–1279.

90. Fakhfouri G, Ahmadiani A, Rahimian R, et al. WIN55212-2 attenu-
ates amyloid-beta-induced neuroinflammation in rats through acti-
vation of cannabinoid receptors and PPAR-γ pathway.
Neuropharmacology. 2012;63:653–666.

91. Martín-Moreno AM, Brera B, Spuch C, et al. Prolonged oral canna-
binoid administration prevents neuroinflammation, lowers β-amy-
loid levels and improves cognitive performance in Tg APP 2576
mice. J Neuroinflammation. 2012;9:511. DOI:10.1186/1742-2094-9-8

92. Aso E, Juvés S, Maldonado R, et al. CB2 cannabinoid receptor
agonist ameliorates Alzheimer-like phenotype in AβPP/PS1 mice.
J Alzheimers Dis. 2013;35:847–858.

93. Koppel J, Vingtdeux V, Marambaud P, et al. CB2 receptor deficiency
increases amyloid pathology and alters tau processing in a trans-
genic mouse model of Alzheimer’s disease. Mol Med. 2014;20:29–
36. DOI:10.2119/molmed.2013.00140.

94. Aso E, Andrés-Benito P, Carmona M, et al. Cannabinoid receptor 2
participates in amyloid-β processing in a mouse model of
Alzheimer’s disease but plays a minor role in the therapeutic
properties of a cannabis-based medicine. J Alzheimers Dis.
2016;51:489–500.

95. Cao C, Li Y, Liu H, et al. The potential therapeutic effects of THC on
Alzheimer’s disease. J Alzheimers Dis. 2014;42:973–984.

96. Martin-Moreno AM, Reigada D, Ramirez BG, et al. Cannabidiol and
other cannabinoids reduce microglial activation in vitro and in vivo:
relevance to Alzheimer’s disease. Mol Pharmacol. 2011;79:964–973.

97. Cheng D, Low JK, Logge W, et al. Chronic cannabidiol treatment
improves social and object recognition in double transgenic APPswe/
PS1ΔE9 mice. Psychopharmacology (Berl). 2014;231:3009–3017.

98. Cheng D, Spiro AS, Jenner AM, et al. Long-term cannabidiol treat-
ment prevents the development of social recognition memory
deficits in Alzheimer’s disease transgenic mice. J Alzheimers Dis.
2014;42:1383–1396.

99. Aso E, Sánchez-Pla A, Vegas-Lozano E, et al. Cannabis-based med-
icine reduces multiple pathological processes in AβPP/PS1 mice. J
Alzheimers Dis. 2015;43:977–991.

100. Huestis MA. Pharmacokinetics and metabolism of the plant canna-
binoids, delta9-tetrahydrocannabinol, cannabidiol and cannabinol.
Handb Exp Pharmacol. 2005;168:657–690.

101. Walter L, Stella N. Cannabinoids and neuroinflammation. Br J
Pharmacol. 2004;141:775–785.

102. CasarejosMJ, Perucho J, GomezA, et al. Natural cannabinoids improve
dopamine neurotransmission and tau and amyloid pathology in a
mouse model of tauopathy. J Alzheimers Dis. 2013;35:525–539.

103. Bisogno T, Oddi S, Piccoli A, et al. Type-2 cannabinoid receptors in
neurodegeneration. Pharmacol Res. 2016;111:721–730.

104. Maldonado R, Baños JE, Cabañero D. The endocannabinoid system
and neuropathic pain. Pain. 2016;157:S23–S32.

105. Ibrahim MM, Porreca F, Lai J, et al. CB2 cannabinoid receptor
activation produces antinociception by stimulating peripheral
release of endogenous opioids. Proc Natl Acad Sci.
2005;102:3093–3098.

454 M. MACCARRONE ET AL.

http://sa.fe/
http://www.aesnet.org/
http://www.aesnet.org/


106. Nadal X, La Porta C, Andreea Bura S, et al. Involvement of the
opioid and cannabinoid systems in pain control: new insights
from knockout studies. Eur J Pharmacol. 2013;716:142–157.

107. Welburn PJ, Starmer GA, Chesher GB, et al. Effect of cannabinoids
on the abdominal constriction response in mice: within cannabi-
noid interactions. Psychopharmacologia. 1976;46:83–85.

108. Varvel SA, Bridgen DT, Tao Q, et al. Delta9-tetrahydrocannbinol
accounts for the antinociceptive, hypothermic, and cataleptic effects
of marijuana in mice. J Pharmacol Exp Ther. 2005;314:329–337.

109. Guindon J, Hohmann AG. The endocannabinoid system and pain.
CNS Neurol Disord Drug Targets. 2009;8:403–421.

110. Booker L, Naidu PS, Razdan RK, et al. Evaluation of prevalent
phytocannabinoids in the acetic acid model of visceral nociception.
Drug Alcohol Depend. 2009;105:42–47.

111. Izzo AA, Borrelli F, Capasso R, et al. Non-psychotropic plant canna-
binoids: new therapeutic opportunities from an ancient herb.
Trends Pharmacol Sci. 2009;30:515–527.

112. Maione S, Costa B, Di Marzo V. Endocannabinoids: a unique oppor-
tunity to develop multitarget analgesics. Pain. 2013;154:S87–S93.

113. Costa B, Trovato AE, Comelli F, et al. The non-psychoactive canna-
bis constituent cannabidiol is an orally effective therapeutic agent
in rat chronic inflammatory and neuropathic pain. Eur J Pharmacol.
2007;556:75–83.

114. Evans F. Cannabinoids:the separation of central from peripheral
effects on a structural basis. Planta Med. 1991;57:S60–S67.

115. Qin N, Neeper MP, Liu Y, et al. TRPV2 is activated by cannabidiol
and mediates CGRP release in cultured rat dorsal root ganglion
neurons. J Neurosci. 2008;28:6231–6238.

116. Wirth PW, Watson ES, ElSohly M, et al. Anti-inflammatory properties
of cannabichromene. Life Sci. 1980;26:1991–1995.

117. Izzo AA, Capasso R, Aviello G, et al. Inhibitory effect of cannabi-
chromene, a major non-psychotropic cannabinoid extracted from
Cannabis sativa, on inflammation-induced hypermotility in mice. Br
J Pharmacol. 2012;166:1444–1460.

118. Davis WM, Hatoum NS. Neurobehavioral actions of cannabichro-
mene and interactions with delta 9-tetrahydrocannabinol. Gen
Pharmacol. 1983;14:247–252.

119. Maione S, Piscitelli F, Gatta L, et al. Non-psychoactive cannabinoids
modulate the descending pathway of antinociception in anaesthe-
tized rats through several mechanisms of action. Br J Pharmacol.
2011;162:584–596.

120. De Petrocellis L, Ligresti A, Moriello AS, et al. Effects of cannabi-
noids and cannabinoid-enriched Cannabis extracts on TRP chan-
nels and endocannabinoid metabolic enzymes. Br J Pharmacol.
2011;163:1479–1494.

121. Thomas A, Stevenson LA, Wease KN, et al. Evidence that the plant
cannabinoid Delta9-tetrahydrocannabivarin is a cannabinoid CB1
and CB2 receptor antagonist. Br J Pharmacol. 2005;146:917–926.

122. Bolognini D, Costa B, Maione S, et al. The plant cannabinoid Δ 9

-tetrahydrocannabivarin can decrease signs of inflammation
and inflammatory pain in mice. Br J Pharmacol. 2010;160:
677–687.

123. Andersson DA, Gentry C, Alenmyr L, et al. TRPA1 mediates spinal
antinociception induced by acetaminophen and the cannabinoid
Δ9-tetrahydrocannabiorcol. Nat Commun. 2011;2:551.

124. Racz I, Nadal X, Alferink J, et al. crucial role of CB2 cannabinoid
receptor in the regulation of central immune responses during
neuropathic pain. J Neurosci. 2008;28:12125–12135.

125. Racz I, Nadal X, Alferink J, et al. Interferon-gamma is a critical
modulator of CB(2) cannabinoid receptor signaling during neuro-
pathic pain. J Neurosci. 2008;28:12136–12145.

126. Rácz I, Nent E, Erxlebe E, et al. CB1 receptors modulate affective
behaviour induced by neuropathic pain. Brain Res Bull.
2015;114:42–48.

127. Rahn EJ, Hohmann AG. Cannabinoids as pharmacotherapies for
neuropathic pain: from the bench to the bedside.
Neurotherapeutics. 2009;6:713–737.

128. La Porta C, Bura SA, Aracil-Fernández A, et al. Role of CB1 and CB2
cannabinoid receptors in the development of joint pain induced by
monosodium iodoacetate. Pain. 2013;154:160–174.

129. La Porta C, Bura SA, Llorente-Onaindia J, et al. Role of the endo-
cannabinoid system in the emotional manifestations of osteoarthri-
tis pain. Pain. 2015;156:2001–2012.

130. Grenald SA, Young MA, Wang Y, et al. Synergistic attenuation of
chronic pain using mu opioid and cannabinoid receptor 2 agonists.
Neuropharmacology. 2016;116:59–70.

131. Brodie JS, Di Marzo V, Guy GW. Polypharmacology shakes hands
with complex aetiopathology. Trends Pharmacol Sci.
2015;36:802–821.

132. Pucci M, Rapino C, Di Francesco A, et al. Epigenetic control of skin
differentiation genes by phytocannabinoids. Br J Pharmacol.
2013;170:581–591.

133. Catanzaro G, Pucci M, Viscomi MT, et al. Epigenetic modifications of
Dexras 1 along the nNOS pathway in an animal model of multiple
sclerosis. J Neuroimmunol. 2016;294:32–40.

134. Schoedel KA, Chen N, Hilliard A, et al. A randomized, double-blind,
placebo-controlled, crossover study to evaluate the subjective
abuse potential and cognitive effects of nabiximols oromucosal
spray in subjects with a history of recreational cannabis use. Hum
Psychopharmacol. 2011;26:224–236.

135. Potter DJ. A review of the cultivation and processing of cannabis
(Cannabis sativa L.) for production of prescription medicines in the
UK. Drug Test Anal. 2014;6:31–38.

136. Otero-Romero S, Sastre-Garriga J, Comi G, et al. Pharmacological
management of spasticity in multiple sclerosis: systematic review
and consensus paper. Mult Scler. 2016;22:1386–1396.

EXPERT REVIEW OF CLINICAL PHARMACOLOGY 455



A v e n i d a  d e  B u rg o s ,  1 2  –  P l a n t a  1 6  i z q u i e r d a

2 8 0 3 6  M a d r i d

Te l :  ( + 3 4 )  9 1 3  4 5 3  3 0 8  -  F a x :  ( + 3 4 )  9 1 3  4 3 0  6 7 2

a d m i n @ c o n t e n t e d n e t . c o m

Título y publicación originales: “Cannabinoids therapeutic use: what is our current understanding following the introduction of THC, THC:CBD 
oromucosal spray and others?” Mauro Maccarrone et al. Expert Rev Clin Pharmacol. 2017 Apr;10(4):443-455. doi: 10.1080/17512433.2017.1292849. 
Epub 2017 Feb 28.

Whilst every effort is made by the publishers and advisory board to ensure that no inaccurate or misleading data, opinions or statements appear in 
this journal, they wish to make it clear that the data and opinions appearing herein are the responsibility of the contributor concerned. Accordingly, 
the publishers, advisory board, editors and their respective employees, officers and agents accept no liability whatsoever for the consequences of any 
inaccurate or misleading data, opinions or statements. Approved product information should always be reviewed prior to prescribing.

© 2017 Informa UK Limited, trading as Taylor & Francis Group

ES-AL-TF-020817-EB G
M

B
S

AT
16

31

+34) 913 453 308
+34) 913 430 672
mailto:admin@contentednet.com

	Historical introduction
	The eCB system
	Herbal cannabis and cannabinoid-based medicines
	Precilical and clinical evidence
	Experts commentary
	Five-year review
	Acknowledgements
	References

