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        March 10, 2025 
Maureen Gray 
Dept. of Industrial Relations 
Division of Workers’ Compensation 
1515 Clay St 18th Floor 
Oakland CA 94612 
 
 Dear Ms. Gray: 
 
   California NORML is writing to express our objections to adopting the 
proposed Cannabis Regulation (Sec. 9792.24.8)  recommended by the American 
College of Occupational and Environmental Medicine (Jan 25 2025), which 
classifies medicinal cannabis as “not recommended” for treating chronic pain.   
 The report flies in the face of extensive evidence that cannabis is effective 
in treating chronic pain and reducing dependency on opioids and other 
prescription drugs,  ignoring scores of published scientific studies1 and the 
experience of countless chronic pain patients and physicians in California.   
 In particular, the report’s recommendation conflicts with a comprehensive 
expert review by the National Academy of Sciences, which concluded: “There is 
substantial evidence that cannabis is an effective treatment for chronic pain in 
adults”2 (2017). 
 It likewise conflicts with the findings of California’s Center for Medicinal 
Cannabis Research, which was established by the legislature to investigate the 
medicinal efficacy of cannabis,  Five out of five of the CMCR’s initial studies 
found cannabis effective in reducing pain, especially chronic neuropathic pain, 
leading CMCR Director Dr. Igor Grant to declare “There is good evidence now 
that cannabinoids may be either an adjunct or first line treatment [for pain and 
neuropathy]”3  (2012).    We have been informed that the CMCR has 
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recommended that DWC reject the ACOEM’s proposed guideline and instead list 
cannabis as “Recommended class C” for chronic pain.  We concur. 
 In the weeks since publication of the ACOEM report, yet more new studies 
have appeared showing medical cannabis effective for chronic pain and reducing 
use of prescription pain killers.4   
 The ACOEM report suffers badly from a lack of informed input from 
experienced medical cannabis practitioners and patients.  Cal NORML has heard 
from hundreds of patients and medical cannabis practitioners over the years who 
report cannabis is uniquely effective in treating otherwise intractable chronic pain, 
especially neuropathic pain.5 Many report they have been able to reduce or even 
eliminate their usage of opioids and other prescription drugs by substituting 
cannabis. 
 Chronic pain accounts for some 42% of all recommendations for medical 
marijuana.6  The number of medical cannabis users in California may be fairly 
estimated at around 2-3% of the population, or ~  800,000-1.2 million users7 (the 
proportion is grossly understated in the ACOEM report at 0.01%, apparently 
based on the state’s rarely-used voluntary ID Card program). A Kaiser Health 
survey of pain patients in California found that 30% are using cannabis to help 
control their pain.8  
 The adjunctive use of cannabis has been shown to augment the analgesic 
effects of opioids synergistically, reducing opioid usage and abuse liability.9 
Cannabis appears to be uniquely beneficial in cases of chronic neuropathic pain, 
which is resistant to standard opioid therapy.  Multiple studies have linked legal 
cannabis access with reduced rates of opioid use and abuse, opioid 
hospitalizations, accidents and overdose deaths.10 Multiple studies have likewise 
linked cannabis access to reductions in overall prescription drug activity.11 
 Of particular interest to workers’ comp policy, state legalization of 
cannabis has been linked to declines in non-traumatic workplace injury rates and 
reduced workers’ compensation payments.12  It would therefore seem 
counterproductive for DCW to dis-recommend cannabis in the treatment of 
chronic pain. 
 
Critique of ACOEM report  
 The ACOEM report neglects to cite over 100 published studies involving 
thousands of subjects that show medicinal benefits from cannabis in reducing 
chronic pain and opioid use.13   Perhaps the ACOEM judged that these studies 
did not meet its criteria for “critically-appraised higher-quality” evidence; however 
the footnoted citations show no evidence that they were ever reviewed.  It should 
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be noted that a large quantity of lower quality studies can statistically 
compensate for a scarcity of higher quality ones. 
 The ACOEM report dwells at length on a host of adverse effects that are 
not relevant to the medicinal use of cannabis to treat injured workers – e.g. 
usage by children, recreational abuse problems, schizophrenia, etc.  The report 
dwells at length on cannabis use disorder, despite the fact that neither medicinal 
use of cannabis nor chronic pain are risk factors for CUD. 
 The ACOEM report displays an unscientific bias in its discussion of 
adverse effects.   Rather than limit its discussion to “critically-appraised higher-
quality” studies, it cites many weakly established study results that are 
contradicted or refuted by other studies it fails to mention.  For example, reports 
of increased aggression,14 violence,15 crime,16 COPD,17 cardiovascular 
disease18, pre-diabetes,19 negative operative outcomes,20 oral cancer (applicable 
only to smoked marijuana)21, neonatal effects,22 and traffic accidents23  are all 
disputed or flatly contradicted by other studies not mentioned in the report.  All of 
this raises serious questions about the objectivity of the report.    
 The report mentions that cannabis potency has increased in recent years.  
Yet higher THC potency means higher purity, which can be medically beneficial 
insofar as it eliminates other potentially harmful contaminants such as smoke 
toxins from the medicine.  What is more important than THC potency is the actual 
dosage delivered.  Electronic vaporization devices, which use 80-90% THC 
concentrates,  are typically designed to deliver moderate doses of THC per puff, 
reducing users’ exposure to harmful smoke toxins. Before being outlawed in 
1937, the medicinal cannabis tinctures sold in U.S. pharmacies were highly 
potent, with dosages measured in droplets.  
 In an issue of particular concern to workers’ comp policy, the ACOEM 
report distorts the evidence regarding cannabis and workplace injuries.  For 
example, it cites a 1990 study by Zwerling et al. finding that postal workers who 
used marijuana suffered increased industrial accidents and injuries.  However, it 
fails to mention a larger, follow-up study of postal workers by Normand et al. 
which found no such link.24    Likewise, it cites a study by Carnide et al. that 
showed an increased risk of injury from cannabis use on the job – but no risk for 
use off the job, where injured workers would normally use medical cannabis.25  
The report fails to mention other studies finding no increased risk of workplace 
injuries due to cannabis,26 as well as one showing medical cannabis laws are 
associated with fewer workplace fatalities.27 
 Several other states now allow worker’s compensation payments for 
cannabis. 28 The Colorado Division of Workers’ Compensation recently created 
an Alternative Pain Management Program aimed at assessing whether medicinal 
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cannabis can improve health safety and outcomes.   The program effectively met 
its primary goals and determined that worker’s compensation insurers can safely 
support medical cannabis reimbursement and improve treatment outcomes and 
quality of life.  California, the first state to recognize the medicinal value of 
cannabis, should do likewise.  
 In sum, the ACOEM recommendations are poorly informed, biased, and 
ill-advised. Cannabis is substantially less dangerous and addictive than the 
prescription opioids commonly recommended to treat chronic pain.  The 
evidence overwhelmingly suggests that injured California workers would benefit 
by the use of cannabis as a substitute or supplement for other, more dangerous 
and costly prescription analgesics available through workers’ comp.  
 Cal NORML accordingly endorses the recommendation of the California 
Center for Medicinal Research, as submitted separately to DWC. California 
should reject the ACOEM guideline dis-recommending use of cannabis, and 
instead adopt a guideline of “Recommended C level”  for chronic pain.    We 
likewise agree that the cannabis guidelines for both acute pain and postoperative 
pain should be changed from “not recommended” to “Insufficient – No 
Recommendation.”   
 
  
Respectfully, 

 

 Dale Gieringer, Ph.D.  
  Director, Cal NORML   
  (510) 540-1066 
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