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a b s t r a c t 

Background: Some people living with Parkinson’s disease (PD) self-administer cannabis-based products to 

manage symptoms. However, using nonprescribed products can pose risks. In France, PD is not an eligible 

condition for prescribed cannabis-based products. Investigating healthcare providers’ perspectives on this 

topic is critical as PD might be considered for inclusion in future French medical cannabis programs. 

Objective: We aimed to explore healthcare providers’ acceptability and perceptions regarding the thera- 

peutic use of cannabis and cannabidiol (CBD) for PD in France. 

Methods: An online cross-sectional survey was conducted among healthcare professionals managing pa- 

tients with PD in France. Logistic regressions were performed to identify factors associated with their 

acceptability of cannabis and CBD use to manage PD. 

Results: The study population comprised 218 professionals, including 45 physicians. Acceptability levels 

were greater for CBD than for cannabis. Providers very concerned about cannabis dependence were less 

likely to agree with cannabis use to manage PD. Physicians were 87% and 90% less likely than other 

providers to agree with the use of cannabis and CBD, respectively, to manage PD. Among physicians, 

the primary barrier identified to the use of both substances was a lack of evidence to support their 

therapeutic effectiveness. 

Conclusions: Among a sample of healthcare providers in France, physicians showed lower acceptability 

towards cannabis and CBD for PD. CBD was generally more accepted than cannabis. If cannabis-based 

products were to be authorized for symptom alleviation in PD patients, physicians may require more 

robust scientific evidence and training before prescribing these treatments. 

© 2026 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY license 

( http://creativecommons.org/licenses/by/4.0/ ) 
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People with Parkinson’s disease (PD) often experience a re- 

uced quality of life (QoL) 1 due to motor symptoms (eg, bradyki- 

esia, dyskinesia, tremor) and nonmotor symptoms (eg, depression, 

ain, sleep disorders). 2–4 These symptoms impair QoL in most do- 

ains, especially physical function and mental health. 1 The level of 

isability, resulting from these symptoms, also significantly shapes 

he overall impact on QoL. 2 Treatment side effects can further 

ompromise QoL. 3 , 5 , 6 When standard treatments are insufficiently 

ffective or have side effects, some patients turn to alternative 

emedies, such as cannabis and cannabidiol (CBD), whether medi- 

ally prescribed or not. 
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Cannabis contains over 550 distinct chemical compounds, in- 

luding more than 100 phytocannabinoids. 7 Among them, tetrahy- 

rocannabinol (THC) and CBD are the most abundant and ex- 

ensively studied. THC exhibits psychoactive properties and is re- 

ponsible for the “high” commonly associated with cannabis use. 

n contrast, CBD is nonintoxicating and well-tolerated. Both com- 

ounds, whether used individually or combined in plant extracts 

r pharmaceutical formulations, act on multiple biological targets 

nd have shown putative therapeutic potential for various medical 

onditions. 8 

For instance, CBD is effective for individuals with epilepsy, and 

annabis-based medicines may benefit those with multiple scle- 

osis, chronic pain, inflammatory bowel disease, and individuals 

n palliative care. 8 Cannabinoids may exert therapeutic effects on 

euroinflammation, oxidative stress, and excitotoxicity, key pro- 

esses in PD pathogenesis. 9 , 10 They may also alleviate symptoms 
nder the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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uch as levodopa-induced dyskinesia, anxiety, depression and sleep 

isorders. 9 Systematic reviews and a meta-analysis have high- 

ighted the potential of these products to relieve symptoms and 

mprove QoL in people with PD. 11–13 However, more robust evi- 

ence is still required, especially from large-scale and long-term 

andomized trials. 14 , 15 

Patients with PD who use cannabis-based products with- 

ut medical supervision 

16–22 risk adverse effects, including drug- 

rug interactions with prescribed medications. 8 , 23 Thus, health- 

are provider support is critical—not only for safely integrating 

annabis-based therapies into PD care where legally permitted, 

ut also in contexts where such use remains prohibited. Providers’ 

cceptability—that is, the extent to which they deem cannabis- 

ased products to be appropriate for PD—ultimately shapes pa- 

ients’ ability to access these products safely. A judgmental or dis- 

issive attitude toward therapeutic cannabis use may discourage 

atients from disclosing their use, thereby limiting providers’ abil- 

ty to mitigate associated risks. Healthcare providers’ perspectives 

n this issue are likely to differ depending on whether they are 

hysicians or other professionals, due to variations in training, pro- 

essional responsibility, or therapeutic alliance. 

Even in jurisdictions with legal medical cannabis programs, pa- 

ients may encounter provider reluctance to prescribe or endorse 

ts use, as observed in Canada 24–26 and in Rønne et al’s system- 

tic review. 27 A survey of international neurologists, primarily from 

he US, revealed that while 95% had been asked to prescribe med- 

cal cannabis by patients, only 39% encouraged its use. 28 This re- 

uctance may reflect providers’ limited knowledge, 29–31 fear of de- 

endence, 32 or their stigma towards people who use cannabis. 33 

ccupation-related differences in attitudes have also been docu- 

ented. In the US, where most states permit the medical use of 

annabis, a previous study found that neurologists held less favor- 

ble views toward therapeutic cannabis for PD than nurses did. 31 

hile we may expect the same from countries without medical 

rogram, such data as still lacking. For instance, the acceptabil- 

ty of cannabis-based products for PD among French healthcare 

roviders has yet to be documented. Consequently, even in sup- 

ortive legal frameworks, healthcare providers’ attitudes may re- 

trict patient access to medical cannabis. For instance, we showed 

hat among French general practitioners, personal beliefs may over- 

ome knowledge on cannabis as determinants to willingness to 

rescribe medical cannabis if it were available. 34 

In France, products containing THC above the threshold of 

.3% are illegal. This punitive cannabis policy comes along with 

annabis-related stigma, 35 which may possibly be also perpetuated 

y healthcare providers. 33 , 36 , 37 The only exception to this restric- 

ive regulatory environment is the national medical cannabis ex- 

erimental project launched in 2021. This project aims to evaluate 

he feasibility of providing medical cannabis to individuals with se- 

ere chronic conditions who do not respond to conventional treat- 

ent. 38 PD is not currently included among eligible conditions, 

espite patient-reported benefits 16 , 39 (including in France 40 ). Un- 

ike THC, CBD is legal in France despite recent legal back-and-forth, 

ut it remains prohibited in food products. 41 About 10% of French 

dults use CBD, 42 , 43 typically marketed as a wellness or comple- 

entary health product, and available in various forms including 

ils, creams, and THC-free cannabis flowers. 

There is a lack of data on French healthcare providers’ atti- 

udes towards cannabis-based products to manage PD. In a context 

here PD might be considered for inclusion in future French med- 

cal cannabis programs, understanding healthcare providers’ per- 

pectives is crucial. We aimed to examine the acceptability, knowl- 

dge, and perceptions of healthcare providers regarding the thera- 

eutic use of cannabis and CBD for PD in France, as well as barriers 

o endorsing such use. Specifically, factors associated with a higher 

cceptability will be identified. 
2

aterial and Methods 

tudy design and participants 

A cross-sectional online survey was conducted from 16 Septem- 

er 2023, to 30 January 2024 utilizing the Voxco survey platform. 

nclusion criteria were being a healthcare provider in France and 

ctively managing patients with PD. The survey link was displayed 

hrough multiple channels. One was the France Parkinson associ- 

tion website ( https://www.franceparkinson.fr/ ). Created in 1984 

nd a member of the European Parkinson’s Disease Association, 

rance Parkinson is a national association recognized as being of 

ublic benefit, with 75 local committees throughout French terri- 

ory. 

Besides publicizing the generic survey link on France Parkin- 

on’s website, invitations to participate in the survey were sent 

y email to approximately 50 0 0 professionals in healthcare, social, 

nd medico-social sectors via France Parkinson’s professional mail- 

ng list. Additionally, regional unions representing general practi- 

ioners, nurses, pharmacists, physiotherapists, and speech thera- 

ists were contacted by email or through their websites to dis- 

eminate the survey on their website or through the mailing list 

f their members. Similarly, national and local neurologist societies 

nd neurology networks were also asked to forward the nonunique 

urvey link to their members. Participants were encouraged to 

hare the survey link to increase reach and participation. For data 

rivacy reasons, IP addresses were not collected. Consequently, no 

heck for duplicate responses was performed. 

The survey was designed in accordance with the declaration 

f Helsinki, and was approved by the INSERM ethics committee 

IRB0 0 0 03888, CD/EB 23-045, 4 April 2023). Before accessing the 

urvey questionnaire, participants had to provide informed consent 

y ticking a box. The survey questions were designed to prevent 

articipant re-identification through data cross-referencing. 

uestionnaire and data collection 

Eligibility was verified by asking participants: “Are you a 

ealthcare provider actively managing patients with Parkinson’s 

isease?” Only those who answered “Yes” were granted access to 

he questionnaire. 

Survey items were generated from literature review and 

dapted from a previous survey conducted in PD patients. 44 The 

elf-administered online questionnaire collected data on socio- 

emographic characteristics (age, gender, city size), and practice 

etails (occupation, private or public sector, number of PD patients, 

ears of experience with PD patients). Participants’ cannabinoid 

nowledge was assessed using four ad hoc statements with three 

esponse options (True/False/Do not know), resulting in a score 

anging from 0 (no correct answer) to 4 (four correct answers). 

he statements were the following ones: (1) “Cannabidiol (CBD) 

s an active ingredient naturally present in the cannabis plant”; 

2) “Cannabidiol (CBD) can impair some mental abilities (induce a 

igh)”; (3) “The active ingredient tetrahydrocannabinol (THC) can 

mpair some mental abilities (induce a high)”; (4) “Cannabidiol 

CBD) is illegal in France” (Supplementary Table 1). 

In the survey, cannabis was defined as containing THC above 

he French authorized threshold (0.3%), while CBD was defined 

s any product containing CBD with THC levels at or below this 

hreshold. 

We considered acceptability as a construct that reflects the ex- 

ent to which providers deem cannabis-based products to be ap- 

ropriate in the context of PD. 45 Acceptability levels of cannabis 

nd CBD were assessed using two questions for each: (1) “Might 

ou encourage the use of (quality-controlled) medical cannabis [re- 

pectively, CBD] for Parkinson’s disease if it were only available on 

https://www.franceparkinson.fr/
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rescription?”; and (2) “Might you encourage the use of (quality- 

ontrolled) medical cannabis [respectively, CBD] for Parkinson’s 

isease if it were available without prescription (ie, over the 

ounter)?” Our assessment of acceptability was therefore expected 

o encompass to some extent the component constructs of “affec- 

ive attitude,” “ethicality,” and “perceived effectiveness.”45 Respon- 

ents could answer Yes/No/Do not know to each question. For each 

f the two substances, acceptability was categorized as “moderate”

or one “Yes” answer, “high,” when both answers were “Yes,” and 

low” for all other situations. 

The perceived risk of cannabis dependence was assessed by 

sking: “In your opinion, how great is the risk of becoming de- 

endent on cannabis?” with six possible response options. Par- 

icipants’ views on the current legal status of cannabis in France 

ere evaluated through two questions: “Are you in favor of eas- 

ng legal restrictions on the medical use of cannabis in France?”

nd “Are you in favor of easing legal restrictions on the non- 

edical use of cannabis in France?,” each with three possible re- 

ponses. Barriers to the therapeutic use of cannabis and CBD for 

D were assessed using the question: “What are the barriers cur- 

ently preventing you from agreeing with the use of cannabis [re- 

pectively CBD] for therapeutic purposes for Parkinson’s disease 

that is to say, outside of official recommendations)?” Participants 

ere asked to select and rank between one and five options from 

 list of fifteen choices for cannabis and thirteen choices for CBD, 

espectively. 

Participants were required to answer the questions in the order 

hey appeared in order to proceed through the questionnaire. As a 

esult, there were no missing data. The questionnaire was revised 

nd approved by a neurologist. Questionnaire items are provided 

n Supplementary Table 2. 

tatistical analyses 

Participants’ characteristics were compared based on their oc- 

upation which we dichotomized into two groups: physicians and 

onphysicians. This choice was based on the assumption that 

hysicians would have different views on cannabis-based products 

s they are the only professionals who can prescribe medications. 

hey are also expected to be aware of the state of the art regard- 

ng the efficacy of cannabis-based products, as well as of possi- 

le drug-drug interactions. Chi-square and Mann-Whitney (or Stu- 

ent’s) tests were used for categorical and continuous variables, re- 

pectively, with P -values adjusted for multiple comparisons using 

he Bonferroni correction. 

Two separate binary logistic regression models were run—one 

or cannabis and the other for CBD—using a binary outcome: mod- 

rate/high versus low acceptability (with low acceptability as the 

eference category). Dichotomization was chosen to mitigate the 

isk of unstable estimates and poor model convergence, common 

hallenges in regression when sample sizes are small. This ap- 

roach ensured adequate statistical power and reliable coefficient 

stimation while maintaining the interpretability of the results. 

he main theoretically grounded explanatory variables were oc- 

upation (ie, physician or nonphysician), cannabinoid knowledge 

scored from 0 to 4), and perception of the risk of cannabis de- 

endence. Other explanatory variables included age, gender, city 

ize, practice sector (ie, public or private), number of PD patients, 

nd years of experience managing PD patients. The internal consis- 

ency of the cannabinoid knowledge variable was assessed using 

ronbach’s alpha, and dichotomization was considered based on 

he variable’s sample distribution to ensure an adequate events- 

er-variable (EPV) ratio and avoid overly sparse categories. Simi- 

arly, merging modalities of the risk perception variable was con- 

idered for categories representing less than 10% of participants. 

o variables were centered or standardized. Multicollinearity was 
3

ssessed using variance inflation factors (VIFs) for all candidate ex- 

lanatory variables. 

Variables were initially selected based on a P -value threshold 

f < 0.20 (Wald test) in univariable analyses. A backward selec- 

ion procedure was then employed to finalize the two initial mul- 

ivariable models, with a significance threshold of 0.05. To ensure 

omparability, a common set of variables was included in the fi- 

al multivariable models. Any variable retained in at least one of 

he initial multivariable models was retained in the two final mod- 

ls, regardless of its P -value. The goodness-of-fit of the final mod- 

ls was assessed using the Hosmer–Lemeshow test. As sensitivity 

nalyses, we similarly performed two ordinal logistic regressions 

sing the three-level outcome (low/moderate/high acceptability). 

s a second sensitivity analysis, we forced the three main explana- 

ory variables (occupation, knowledge, and risk perception) into 

he final binary regression model, regardless of their P -values. An- 

wers to the two questions on position regarding the current le- 

al status of cannabis in France and barriers to its use were com- 

ared between the two occupational groups using a Chi-square 

est. 

Analyses were not weighted for representativeness as there is 

o publicly available national database reporting the characteris- 

ics of the French healthcare providers as a whole. Stata/SE 16.1 

oftware (StataCorp LP) was used for all analyses. 

esults 

tudy sample characteristics 

Three hundred and twenty-four people provided their consent 

t the beginning of the survey. The survey was completed by 218 

articipants (79.4% women, median [interquartile range (IQR)] age 

1 [34;50] years ( Table 1 ). While the France Parkinson mailing list 

ncluded approximately 5,0 0 0 recipients, we lacked data on the 

ize of the other mailing lists, the proportion of eligible individ- 

als within them, and the audience reach of the websites used for 

issemination. Consequently, we cannot accurately estimate the re- 

ponse rate. 

Participants accessed the survey through various channels, 

isted here in descending order of frequency: “other” channels 

39.0%), the France Parkinson association (26.6%), neurology net- 

orks (20.6%), and healthcare providers (13.8%). No further de- 

ails were collected for the “other” category, as the survey did 

ot prompt respondents to specify their recruitment source. The 

tudy population comprised 82 speech therapists, 58 physio- 

herapists, 45 physicians (including 42 neurologists), 21 nurses, 

hree dieticians, three occupational therapists, two neuropsychol- 

gists, one pharmacist, one clinical psychologist, one psychomo- 

or therapist, and one naturopath. Physicians therefore represented 

0.6% of the study population; they did not differ significantly 

rom other participants in terms of perceived risk of becom- 

ng dependent on cannabis, nor in their cannabinoid knowledge 

 Table 1 ). 

One quarter (27.5%) of the study population had low acceptabil- 

ty of cannabis for PD management; 11.9% had low acceptability 

or CBD ( Table 1 , Figure ). The proportion of physicians with low 

cceptability was higher compared to nonphysicians for both sub- 

tances ( P < 0.001, z-proportion test). The proportion of low ac- 

eptability was significantly higher for cannabis than for CBD in 

oth sub-populations ( P ≤ 0.020, z-proportion test). Answers to 

he separate acceptability questions can be found in Supplemen- 

ary Table 3. Cronbach’s alpha of the cannabinoid knowledge vari- 

ble was of 0.656. As 56.9% of the sample had a score of 4, the 

core was dichotomized ( < 4 vs 4). 
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Table 1 

Study sample characteristics according to their occupation (physicians/nonphysicians) (n = 218). 

Variables Total sample 

N (column %) 

Physicians 

N (column %) 

Nonphysicians 

N (column %) 

P -value 1 

Total 218 (100) 45 (100) 173 (100) 

Gender < 0.001 2 

Men 45 (20.6) 22 (48.9) 23 (13.3) 

Women 173 (79.4) 23 (51.1) 150 (86.7) 

Age (in years, median [IQR]) 41 [34;50] 47 [39;53] 40 [32;50] 0.033 3 

Age (in years, by quartile) 0.649 2 

23–34 58 (26.6) 6 (13.3) 52 (30.1) 

35–41 54 (24.8) 11 (24.4) 43 (24.9) 

42–50 52 (23.9) 11 (24.4) 41 (23.7) 

51–75 54 (24.8) 17 (37.8) 37 (21.4) 

Area of residence < 0.001 2 

Rural area 63 (28.9) 1 (2.2) 62 (35.8) 

Medium-sized city 87 (39.9) 16 (35.6) 71 (41.0) 

Large city ( > 200 000 inhabitants) 68 (31.2) 28 (62.2) 40 (23.1) 

Type of practice < 0.001 2 

Public only 60 (27.5) 38 (84.4) 22 (12.7) 

Private (with or without public practice) 158 (72.5) 7 (15.6) 151 (87.3) 

Number of PD patients currently followed < 0.001 2 

< 10 152 (69.7) 3 (6.7) 149 (86.1) 

≥10 66 (30.3) 42 (93.3) 24 (13.9) 

Number of years of experience with people with PD 0.353 2 

< 5 44 (20.2) 5 (11.1) 39 (22.5) 

5–9 45 (20.6) 6 (13.3) 39 (22.5) 

10–19 71 (32.6) 15 (33.3) 56 (32.4) 

≥20 58 (26.6) 19 (42.2) 39 (22.5) 

Cannabinoid knowledge (median [IQR]) 4 [3;4] 4 [3;4] 4 [3;4] 0.561 3 

Cannabinoid knowledge (mean) 3.25 3.55 3.17 0.401 4 

Cannabinoid knowledge score (0–4) 1.000 2 

< 4 94 (43.1) 15 (33.3) 79 (45.7) 

4 124 (56.9) 30 (66.7) 94 (54.3) 

In your opinion, how great is the risk of becoming 

dependent on cannabis? 

1.000 2 

There is no risk 5 (2.3) 0 (0) 5 (2.9) 

Weak 21 (9.6) 7 (15.6) 14 (8.1) 

Moderate 51 (23.4) 14 (31.1) 37 (21.4) 

Serious 81 (37.2) 18 (40.0) 63 (36.4) 

Very serious 45 (20.6) 5 (11.1) 40 (23.1) 

I do not know 15 (6.9) 1 (2.2) 14 (8.1) 

Cannabis acceptability status < 0.001 2 

Low acceptability 60 (27.5) 26 (57.8) 34 (19.7) 

Moderate acceptability 108 (49.5) 16 (35.6) 92 (53.2) 

High acceptability 50 (22.9) 3 (6.7) 47 (27.2) 

Cannabidiol acceptability status < 0.001 2 

Low acceptability 26 (11.9) 15 (33.3) 11 (6.4) 

Moderate acceptability 80 (36.7) 19 (42.2) 61 (35.3) 

High acceptability 112 (51.4) 11 (24.4) 101 (58.4) 

Are you in favor of alleviating legal restrictions on 

medical use of cannabis in France? 

< 0.001 2 

No 12 (5.5) 8 (17.8) 4 (2.3) 

Yes, under certain conditions 136 (62.4) 32 (71.1) 104 (60.1) 

Yes, absolutely 63 (28.9) 5 (11.1) 58 (33.5) 

No opinion 7 (3.2) 0 (0) 7 (4.1) 

Are you in favor of alleviating legal restrictions on 

nonmedical use of cannabis in France? 

1.000 2 

No 104 (47.7) 23 (51.1) 81 (46.8) 

Yes 56 (25.7) 14 (31.1) 42 (24.3) 

No opinion 58 (26.6) 8 (17.8) 50 (28.9) 

IQR, interquartile range; PD, Parkinson’s disease. 
1 P -values were adjusted for multiple comparisons using the Bonferroni correction. 
2 Chi-square test. 
3 Mann-Whitney test. 
4 Student’s t-test. 

F

T

c

m

o

c

c

fi

P

w

7

[

s

actors associated with acceptability of medical cannabis and CBD 

The results of the multivariable analyses are summarized in 

able 2 . All VIF values ranged from 1.15 to 3.35, suggesting no 

ollinearity issue. The EPV ratio was 12, which exceeds the com- 

only recommended threshold of 10 to minimize the risks of 

verfitting, bias, and instability in parameter estimates. 46 For both 

annabis and CBD, moderate/high acceptability was inversely asso- 
4

iated with being a physician (adjusted odds ratio (aOR) [95% con- 

dence interval (CI)] 0.13 [0.06;0.28], P < 0.001; 0.10 [0.04;0.27], 

 < 0.001, respectively). Participants who considered that there 

as a very serious risk of becoming dependent on cannabis were 

5% less likely to report moderate/high cannabis acceptability (aOR 

95% CI] 0.26 [0.08;0.88], P = 0.031). 

Ordinal logistic regression yielded consistent results. For both 

ubstances, higher acceptability level was inversely associated with 
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Figure. Proportions of cannabis and cannabidiol acceptability status according to participants’ occupation (physicians, n = 45; nonphysicians, n = 173). 

Table 2 

Factors associated with high or moderate cannabis and cannabidiol acceptability levels (n = 218, multivariable logistic regression models). 

Cannabis Cannabidiol 

aOR [95% CI] P -value aOR [95% CI] P -value 

Healthcare occupation 

Nonphysician (ref.) 1 1 

Physician 0.13 [0.06;0.28] < 0.001 0.10 [0.04;0.27] < 0.001 

In your opinion, how great is the risk of becoming dependent on cannabis? 

There is no risk/Small risk (ref.) 1 1 

Moderate risk 1.30 [0.37;4.59] 0.681 1.46 [0.33;6.46] 0.615 

Serious risk 0.67 [0.21;2.12] 0.500 1.56 [0.38;6.35] 0.535 

Very serious risk 0.26 [0.08;0.88] 0.031 1.18 [0.23;5.91] 0.843 

I do not know 0.45 [0.09;2.22] 0.330 0.23 [0.04;1.30] 0.096 

aOR, adjusted odds ratio; CI, confidence interval. 

Hosmer–Lemeshow chi-square = 1.50 ( P = 0.913) for cannabis; Hosmer–Lemeshow chi-square = 0.46 ( P = 0.977) for cannabidiol. 
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eing a physician. Participants who considered that there was a 

erious or very serious risk of becoming dependent on cannabis 

ere less likely to report higher cannabis acceptability level. Fur- 

hermore, a good cannabinoid knowledge was positively associated 

ith CBD acceptability (1.98 [1.13;3.48], P = 0.017), but not with 

annabis acceptability ( P = 0.126) (Supplementary Table 4). Sensi- 

ivity analysis forcing the cannabinoid knowledge variable into the 

nal model yielded results similar to the ones found in main anal- 

ses (acceptability inversely associated with being a physician for 

oth substances; perceiving a very serious risk of dependence in- 

ersely associated with cannabis acceptability). Knowledge was not 

ssociated with the outcomes ( P > 0.3, data not shown). 

Given the relatively low number of physicians in our sample, 

e conducted, as post hoc sensitivity analysis, a Firth penalized lo- 

istic regression on the binary outcomes. Results were very similar 

o the one obtained in main analyses (Supplementary Table 5). 

ositions regarding the legal status of cannabis and barriers to use 

Descriptive analyses showed that the vast majority (91.3%) 

f participants supported easing legal restrictions on medical 

annabis use in France, whether absolutely or under certain condi- 

ions ( Table 1 ). However, support for reducing restrictions on non- 

edical use was considerably lower, at 25.7%. Inferential analyses 

howed that physicians were significantly less likely to be “abso- 

utely” in favor of easing legal restrictions on medical cannabis use 

11.1% vs 33.5% in the rest of the sample, P = 0.038). 

Descriptively, the top three barriers to agreeing with the use of 

herapeutic cannabis for PD as reported by physicians were: “the 

bsence of recommendations from medical authorities” (82.2%), “a 

ack of evidence to support its effectiveness” (80.0%), and “a fear 

f psychoactive effects (ie, drug highs )” (62.2%). Among nonphysi- 

ians, the most cited barriers were “a fear of drug-drug interac- 

ions” (63.0%), “a lack of information” (61.8%), and “the absence of 

ecommendations from medical authorities” (50.3%) ( Table 3 ). 

Similarly, descriptive results indicated that the three most cited 

arriers to agreeing with the use of therapeutic CBD for PD 
5

ere “the absence of recommendations from medical authorities”

84.4%), “a lack of evidence to support its effectiveness” (77.8%), 

nd “a lack of information about proper usage” (53.3%) for physi- 

ians. Among nonphysicians, the most cited barriers were “a lack 

f information about proper usage” (78.0%), “the absence of recom- 

endations from medical authorities” (61.3%), and “a fear of drug- 

rug interactions” (59.5%) ( Table 3 ). 

Further descriptive analyses showed that, among physicians, “a 

ack of evidence to support its effectiveness” was overwhelmingly 

he primary barrier (ie, cited on first position) to agreeing with the 

se of both cannabis and CBD for the therapeutic management of 

D, while no singular primary barrier stood out among nonphysi- 

ians (Supplementary Table 6). 

iscussion 

This study is the first to explore French healthcare providers’ 

cceptability, knowledge and perceptions of therapeutic cannabis 

nd CBD use for PD. Among participants, physicians—who are the 

nly professionals authorized to prescribe medications—exhibited 

ower acceptability of cannabis use compared to other health- 

are providers, with a lack of evidence to support its effectiveness 

merging as a major barrier. A similar disparity between physicians 

nd nonphysicians was observed regarding the acceptability of CBD 

se. Notably, CBD was more widely accepted than cannabis across 

oth groups. 

omparison with prior studies 

Previous research has highlighted differences in attitudes to- 

ard medical cannabis between physicians and nonphysicians. In 

heir systematic review of healthcare providers’ beliefs, knowledge, 

nd concerns about medical cannabis, Gardiner et al reported that 

urses and other allied health professionals were “largely support- 

ve of medicinal cannabis.” No such result was given for medical 

ractitioners. 29 Similarly, a study involving clinicians in the District 

f Columbia revealed that nurse practitioners were more likely 
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Table 3 

Barriers to therapeutic use of cannabis and cannabidiol of participants according to their occupation (ie, physicians vs nonphysicians) (n = 218). 

Cannabis Cannabidiol 

Physicians Nonphysicians Chi-square 

test P -value 

Physicians Nonphysicians Chi-square 

test P -value 

Cited N (%) Cited N (%) Cited N (%) Cited N (%) 

Putting oneself or one’s patients in an illegal situation 14 (31.1) 86 (49.7) 0.026 - - - 

Fear that patients would become dependent on the 

substance 

16 (35.6) 62 (35.8) 0.972 2 (4.4) 26 (15.0) 0.059 

Fear of psychoactive effects (ie, drug highs ) 28 (62.2) 85 (49.1) 0.117 5 (11.1) 20 (11.6) 0.933 

Fear of drug-drug interactions 6 (13.3) 109 (63.0) 0.000 7 (15.6) 103 (59.5) 0.000 

Fear of other adverse effects 20 (44.4) 81 (46.8) 0.776 13 (28.9) 89 (51.4) 0.007 

Lack of evidence to support its effectiveness 36 (80.0) 36 (20.8) 0.000 35 (77.8) 73 (42.2) 0.000 

Lack of information about proper usage 16 (35.6) 107 (61.8) 0.002 24 (53.3) 135 (78.0) 0.001 

Difficulties in supply 4 (8.9) 20 (11.6) 0.610 2 (4.4) 11 (6.4) 0.629 

Cost of substance 4 (8.9) 31 (17.9) 0.142 12 (26.7) 47 (27.2) 0.946 

The lack of recommendations from medical authorities 37 (82.2) 87 (50.3) 0.000 38 (84.4) 106 (61.3) 0.003 

My colleagues’ reluctance 0(0) 0(0) - 1 (2.2) 0 (0) - 

My relatives’ reluctance (other than colleagues) 0(0) 0(0) - 0 (0) 2 (1.2) - 

Fear of stigmatization (social disapproval) of patients 1 (2.2) 9 (5.2) - 0 (0) 13 (7.5) - 

Fear of stigmatization (social disapproval) of myself 0 (0) 1 (0.6) - 0 (0) 5 (2.9) - 

Its form/mode of administration (eg, dried herb/resin) is 

poorly adapted to certain patients 

2 (4.4) 28 (16.2) 0.042 - - - 

Percentages indicate the proportion of the column population who cited the barrier. 
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han oncologists to recognize a medical role for cannabis. 30 An- 

ther systematic review indicated that physicians with specialties—

eflecting our interviewed sample of physicians—were less sup- 

ortive of the legal use of medical cannabis. 27 Our findings extend 

hese observations by including attitudes toward CBD-based prod- 

cts. 

Few studies have specifically explored healthcare providers’ at- 

itudes toward the therapeutic use of cannabis for PD. In our study, 

cceptability was assessed using hypothetical scenarios (eg, “Might 

ou encourage […] if […]”), which were tailored to the French con- 

ext. Since regulatory and cultural contexts vary across countries, 

o too do the formulations used to evaluate acceptability among 

ealthcare providers. Consequently, the acceptability levels we ob- 

erved are challenging to compare directly with those reported in 

ther studies, where access to cannabis-based products may differ 

ubstantially. For example, Bega et al reported that among an in- 

ernational sample of 56 PD neurologists, 10% had recommended 

annabis use to their patients, with 39% endorsing its use when 

equested by patients. 28 In a quota-based survey conducted among 

S-based neurologists, pharmacists, nurses, and nurse practition- 

rs, Szaflarski et al revealed that neurologists held less favorable 

iews toward therapeutic cannabis for PD compared to nurses and 

urse practitioners. They also observed that attitudes across all 

urveyed professions were linked to their knowledge of cannabis. 31 

Healthcare providers’ opinions on the legalization of medical 

annabis can play a pivotal role in shaping political decisions re- 

arding its authorization. In our study, we identified marked differ- 

nces in attitudes between physicians and nonphysicians. Specif- 

cally, while 82.2% of physicians supported easing legal restric- 

ions on medical cannabis use in France, 93.6% of other healthcare 

roviders endorsed this stance. Szaflarski et al reported that over 

0% of healthcare providers in their study agreed that cannabis 

roducts for medical purposes should be legal if prescribed by a 

edical provider. 31 Similarly, in Bega et al’s study, nearly 70% of 

eurologists expressed belief that cannabis should be permissible 

or medicinal prescribing. 28 

otential explanations 

In our convenience sample, the less favorable attitude of physi- 

ians towards the therapeutic use of cannabis-based products for 

D may stem partially from their deeper understanding of poten- 

ial adverse effects, such as cognitive impairment 47 and drug-drug 
6

nteractions, 23 which could be prevalent among self-medicated pa- 

ients (ie, whether for PD or another condition). 48 This may thus 

ontribute to a heightened risk perception among physicians, ex- 

ending beyond concerns about dependence. However, the primary 

arriers to agreeing with the use of cannabis and CBD for the 

herapeutic management of PD cited by physicians in our study 

eemed to be largely driven by the lack of robust scientific evi- 

ence and official recommendations. These barriers, less frequently 

eported by nonphysicians, have been reported as barriers to pre- 

cribing medical cannabis for chronic pain in previous research. 32 

ndeed, given that under French law, physicians are free to pre- 

cribe treatments based on the best available scientific evidence, 

ncouraging the use of cannabis-based products in the absence of 

cientific proof may raise issues of professional liability. 

Despite we checked for multicollinearity, we cannot definitely 

iscard potential confounding effects to explain lower acceptabil- 

ty levels among physicians. The fact that in our sample physi- 

ians were older may have had an effect on their acceptability, as 

lder age may be correlated with higher risk perception in terms 

f cannabis use. 49–51 Physicians were also more likely to be male, a 

haracteristic that was positively associated with attitudes regard- 

ng cannabis-base therapies in Szaflarski et al’s work, 31 but not as- 

ociated with believing that cannabis has medicinal use nor rec- 

mmending cannabis to patients in Schauer et al’s work. 30 In a 

revious work not focused on PD, female providers appeared more 

ikely to be supportive of medical cannabis than male providers. 52 

n our sample, physicians were also less likely to live in a rural 

rea. 

A previous study involving French general practitioners found 

hat having a good knowledge of the effects of cannabinoids was 

ssociated with a willingness to become a medical cannabis pre- 

criber. 53 Consequently, the low acceptability of cannabis-based 

roducts among physicians in our study may also be partly at- 

ributable to knowledge gaps. This is supported by the signif- 

cant number of respondents who identified insufficient infor- 

ation on proper usage as a barrier. Similarly, concerns about 

rug-drug interactions, though less frequently cited, may also re- 

ect a lack of familiarity with these risks. These findings align 

ith those of Rønne et al, who also highlighted a knowledge 

ap among physicians in their study. 27 In sensitivity analyses, we 

ound a positive effect of cannabinoid knowledge on acceptabil- 

ty of CBD (regardless of the occupation). As we did not find such 

n effect for cannabis, we may make the hypothesis that accept- 
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bility of CBD is related to the awareness of its relatively safe 

rofile. 

Regardless of provider type (ie, physicians or nonphysicians), we 

ound that perceiving cannabis dependence as a very serious risk 

as consistently associated with lower acceptability of medical 

annabis for PD. This finding aligns with a previous study among 

eople living with PD in France, 44 as well as with Bega et al’s re- 

earch, where 84% of participants perceived cannabis as potentially 

ddictive. 28 A recent meta-analysis by Dawson et al estimated the 

revalence of cannabis use disorder at 25% among users of med- 

cal cannabis. 54 However, it included participants using cannabis 

or “medicinal reasons,” a term which does not necessarily reflect 

edical supervision (ie, vs self-medication) of dosages and fre- 

uencies. Moreover, their meta-analysis did not exclude dual use 

otives (ie, recreational and medical). The authors also noted that 

ounger age may be a risk factor for cannabis use dependence, 

hich is important when considering that PD affects older people. 

mportantly, appropriate clinician training could mitigate depen- 

ence risks by implementing key recommendations such as proper 

creening of patients and monitoring of medical cannabis use. 55 

The hesitance among our convenience sample of French physi- 

ians to support loosening legal restrictions on medical cannabis 

ay be rooted in skepticism regarding its therapeutic benefits, as 

ighlighted by our analysis of barriers to its use. A study of gen- 

ral practitioners in France also suggested that physicians might 

ppose the legalization of medical cannabis due to concerns over 

otential risks to their own security. 34 Furthermore, physicians ex- 

ressed apprehension that legalizing medical cannabis could pave 

he way for broader legalization of nonmedical cannabis use. 34 

oreover, the ongoing national experiment—which focuses on the 

easibility of prescribing cannabis-based products rather than their 

ffectiveness—may have heightened physicians’ reluctance. In this 

ontext, cannabis is treated as a last-resort option for a limited set 

f conditions, and the program’s future remains uncertain. Patients 

nrolled in this program can be monitored until March 2026, while 

he regulatory framework for medical cannabis production and au- 

horization was submitted to the European Commission in March 

025. Additionally, the complexity and heterogeneity of EU regula- 

ions on medical cannabis 56 may discourage healthcare providers 

rom considering cannabis-based products as reliable therapeutic 

ptions. 

mplications of the findings 

Currently, French healthcare curricula do not include formal 

ducation on cannabis-based products. Yet, previous studies have 

emonstrated that brief educational interventions can significantly 

mprove healthcare providers’ knowledge and positively influence 

heir attitudes toward cannabis-based medicines. 48 , 57 Accordingly, 

ntegrating such training into healthcare education programs could 

ddress the need for a deeper understanding of cannabis-based 

roducts 28 , 29 while also helping to correct misconceptions, 30 , 34 

ith the broader goal of enhancing patient QoL. 

In our sample, we found that nonphysician healthcare providers 

enerally held a positive view towards the use of cannabis-based 

roducts; whereas physicians were less supportive. Should the 

rench regulatory framework evolve to permit therapeutic access 

o cannabis-based products, our results suggest that a model grant- 

ng physicians discretionary authority to determine specific pre- 

cription indications—though common in many jurisdictions 58 —

ay prove insufficient to ensure equitable access for people with 

D. Instead, our data suggest a need for evidence-based guidelines 

ssued by medical institutions, coupled with targeted training pro- 

rams, to secure physician endorsement of such practices. This re- 

uirement appears particularly crucial for cannabis compared to 

BD, suggesting a more nuanced situation for CBD. 
7

As long as CBD and cannabis remain somehow accessible out- 

ide of medical prescriptions in France, physicians—regardless of 

heir personal views—must proactively engage in open discussions 

bout these substances with people living with PD. This proac- 

ive approach is necessary to prevent or mitigate potential ad- 

erse effects associated with the use of cannabis-based products. 

ithout a nonjudgmental and supportive exchange, patients may 

hoose to hide their use from physicians, 24 , 59 , 60 or turn to non- 

hysician healthcare providers, who tend to be more receptive to 

annabis-based therapies. While patient-reported data would be 

eeded to confirmed it, this latter assumption is somehow sup- 

orted by our provider-reported results. For instance, nurses gener- 

lly hold more positive attitudes toward cannabis-based products, 

otentially reducing stigma compared to physicians. 33 , 61 However, 

hese professionals may lack in-depth training on cannabis-based 

roducts, limiting their ability to provide comprehensive patient 

ounseling—particularly regarding drug interaction risks. Given the 

elatively higher acceptability of CBD compared to cannabis, we 

ypothesize that healthcare professionals may perceive CBD as a 

ore accessible entry point for initiating discussions with patients 

bout cannabis-based products. 

Balancing evidence-based practice with openness to evolv- 

ng therapies is therefore a key ethical challenge for healthcare 

roviders, particularly in PD where unmet needs persist. While 

he current lack of consensual and robust evidence for cannabis 

nd CBD necessitates caution, dismissing patient interest outright 

ay risk undermining trust and overlooking potential future ben- 

fits. Encouraging transparent discussions about the limits of ex- 

sting evidence—while remaining receptive to new data—can foster 

 patient-centered approach that respects both scientific rigor and 

ndividual preferences. 

trengths and limitations 

The primary strength of our study lies in its pioneering na- 

ure, being the first to investigate healthcare providers’ perspec- 

ives on cannabis-based products for PD within France’s restrictive 

egal framework. Additionally, we successfully collected and com- 

ared responses from both physicians and nonphysician healthcare 

roviders, thereby revealing distinctions based on occupation. Fur- 

hermore, our study comprehensively assessed both cannabis and 

BD, with the latter receiving comparatively less scrutiny regarding 

ts acceptability among healthcare providers. 

However, the relatively modest sample size—particularly within 

he physician subgroup—may have limited our ability to identify 

ther factors influencing the acceptability of cannabis and CBD. It 

ay also have contributed to the wide confidence intervals ob- 

erved for some estimates, warranting cautious interpretation of 

hese results. The cross-sectional nature of the study prevents from 

ny causal inference. Moreover, the broad range of professions 

ithin the ‘nonphysician’ category necessitates a careful interpre- 

ation and cautious generalization of our findings, as does the dis- 

roportionate sample size between physicians and nonphysicians. 

he professional heterogeneity within the nonphysician group may 

ave obscured occupation-specific differences, given that health- 

are providers—depending on their professional roles—may prior- 

tize symptoms with varying expected responsiveness to cannabis- 

ased products. Additionally, our method did not allow for assess- 

ng the response rate or potential recruitment bias, as we relied on 

ord-of-mouth dissemination and did not target a finite group of 

ndividuals. Online recruitment may indeed introduce a selection 

ias toward professionals who are involved in collective organiza- 

ions and already interested in the cannabis topic. While the on- 

ine and anonymous nature of the survey likely mitigated response 

ias, we cannot rule out the possibility of socially desirable an- 

wering, especially in this professional context and given the sen- 
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itivity of this topic in France. Results from our convenience sam- 

le cannot be generalized to French healthcare providers and thus 

all for further research to validate and expand upon our findings. 

inally, as we did not use validated tools, the psychometric prop- 

rties of our questionnaire remain to be established, especially re- 

arding the acceptability component constructs that were captured 

y the questions we used (based on hypothetical scenarios rather 

han actual clinical behavior), or the multidimensional nature of 

annabinoid knowledge. Since this latter variable was not vali- 

ated, the associated findings should be interpreted as exploratory. 

Regarding our acceptability variable, as it relied on two scenar- 

os (prescription vs over-the-counter), it may have partially cap- 

ured regulatory attitudes rather than strict therapeutic acceptabil- 

ty. For analytical and interpretability purposes, we collapsed an- 

wers to the two outcome questions into three acceptability levels, 

nd then dichotomized the variable. Such data transformation may 

ave obscured nuance, as several combinations of answers could 

ield to moderate and low acceptability levels. However, as the 

ow acceptability category included participants who did not pro- 

ide any positive answer to the two questions, we expect such a 

ichotomization to be relatively pertinent. 

onclusion 

Our exploratory study highlights that among a sample of 

ealthcare providers in France, physicians showed lower accept- 

bility towards cannabis and CBD for therapeutic use in PD com- 

ared to other healthcare professions. CBD was generally more ac- 

epted than cannabis. If cannabis-based products were to be au- 

horized for symptom alleviation in PD patients, physicians may re- 

uire more robust scientific evidence and training before prescrib- 

ng these treatments. 
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