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Medical Marijuana and Ethical Dilemmas 
for Chemical Dependency Professionals

As voter initiatives pass, where does this leave treatment professionals?
By PauL R. WeatheRLy, Ma, cdP

Discussions related to med-
ical marijuana and its efficacy 
treating a variety of medically 
recognized conditions domi-
nate many meetings with pro-
fessionals in the addiction 
treatment community. What 
is discussed to a  lesser degree 
are the ethical dilemmas re-
lated to admitting or choosing 
not to admit individuals into 
addict ion treatment pro -
grams in states that allow 
qualified patients to use mari-
juana as part of a therapeutic 
regimen to treat their medical 
conditions. Ethical dilemmas are created by state laws that recognize 
a wide variety of medical conditions that may respond positively to 
medical marijuana that are in conflict with federal laws and ethical 
guidelines related to the field of addiction counseling. Issues that com-
plicate these ethical dilemmas come from how state laws and regula-
tions vary in determining the amounts of processed and unprocessed 
marijuana a medical marijuana user may possess  during any given 
time interval, how states may or may not define a therapeutic dose, fre-
quency of dosing and questions regarding use of substances prior to, 
during or after attending addiction treatment group or individual 
counseling sessions and how is relapse defined for a medical marijua-
na patient. Further complications arise regarding conflicts between 
state law allowing MD, ND, DO or ARNP’s to recommend the use of 
medical marijuana to their patients and federal law banning sale, pro-
duction and possession of marijuana, the Uniform Disciplinary Act, 
the Americans With Dis  a bi l  it ies Act , U.S. Department of 
Transportation rules and regulations, as well as state laws and regula-
tions regarding addiction treatment and the professional responsi-
bilities of addiction treatment providers. This article will look at the 
issues arising in Washington State.

Washington State law specifically creates immunity from prosecu-
tion for MD, ND, DO and ARNP’s to have conversations with patients 
regarding the use of medical marijuana to treat a terminal or debili-
tating condition. It requires medical marijuana patients with qualify-
ing conditions to be issued documentation allowing them to possess 
both processed and unprocessed marijuana that may be used as an af-
firmative defense if they are arrested and/or prosecuted for posses-
sion of marijuana. In addition, the law defines what constitutes a ter-
minal or debilitating condition and the process that allows for 
individuals to petition the state to add non-recognized conditions to 
this list. State regulations developed by the Wash ing ton State 
Department of Health determine the amount of processed and un-
processed marijuana a qualified patient may possess during a 60-day 
time interval. Washington State law also defines the core competen-
cies for chemical dependency professionals and their responsibilities 

to patients in addiction treat-
ment programs.

A qualified health care pro-
fessional may have discussions 
with patients who have quali-
fying terminal or debilitating 
medical conditions regarding 
the use of marijuana as part of 
a therapeutic regimen only af-
ter a thorough physical exam-
ination that is age and gender 
appropriate specific to the 
condition and a history of the 
failure of standard treatments 
has been docu mented in the 
pat ient’s medical record. 

These discussions are allowed in regard to the health care profession-
al’s first amendment right of free speech. In other words, a qualified 
medical marijuana  patient does not have to have a prescription to use 
marijuana, only a recommendation. Because the patient does not have 
a prescription to use marijuana, addiction treatment providers can 
determine whether or not they are willing to admit a medical mari-
juana user into their  treatment program.

Information that requires consideration by the treatment provider 
and chemical dependency professionals includes the following: If a 
program is receiving federal funding to provide addiction treatment 
services directly or indirectly through distribution by the state, the 
program is at risk of losing that funding if they admit or allow patients 
to use medical marijuana. Patients who may be protected under the 
Americans With Disabilities Act lose their protection if they are known 
to be using a substance listed on schedule one of the uniform con-
trolled substances act. All medical marijuana patients must be listed 
with the Washington State Department of Health. There is very little 
literature that defines the term “therapeutic dose” so a medical mari-
juana patient determines the amount of the dose and frequency of 
dosing he or she determines adequate to receive relief from the symp-
toms of their terminal or debilitating condition. Providers must thor-
oughly review medical marijuana documentation to assure that the 
condition being treated is recognized under Washington State law and 
therefore legitimate documentation. Medical marijuana documenta-
tion from other states is not recognized in Washington because the 
recommender must be licensed to practice in Washington and inter-
state transportation of a controlled substance is violation of federal 
law. Finally, Washington State law defines the core competency of a 
chemical dependency provider to receive specific training that is “all 
oriented to assist alcoholic and drug addicted patients to achieve and 
maintain abstinence from mood-altering substances and develop in-
dependent support systems.”

The NAADAC code of ethics offers five principles that offer implic-
it but not explicit guidance regarding medical marijuana. They are 
Trustworthiness, Compliance with The Law, Rights and Duties, 
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Preventing Harm and Duty to Care. Subsequently problems arise re-
garding the admission and treatment of medical marijuana patients. 
Conflicts between state and federal laws make it difficult for chemical 
dependency providers to balance compassion for the patient with the 
consequences of civil disobedience. Because chemical dependency 
professionals are not on the list of health care providers protected un-
der Washington law they are risk of practicing outside of their scope 
and jeopardizing the creation of working relationships with their pa-
tients. Conflicts in laws and opinions regarding the efficacy of medi-
cal marijuana compounded by Federal legal definitions that marijua-
na has no medical value compromise a chemical dependency 
provider’s ability to improve the options and choices a medical mari-
juana patient may have to treat acute medical issues related to addic-
tion to alcohol or other drugs. Lack of knowledge in the chemical de-
pendency provider community about marijuana and its potential for 
use as a medicine and various risks to the user’s health dependent 
upon the route of administration complicate the chemical dependen-
cy professional’s ability to evaluate the myriad of mixed messages pa-
tients and providers receive regarding marijuana. Lastly, the question 
of what degree does the use of marijuana to relieve symptoms of a rec-
ognized medical condition impair a patient’s ability to make progress 
meeting goals and objectives on a treatment plan and will this ulti-
mately require the termination of the patient/counselor relationship 
requiring potential life and death decisions to be made by a chemical 
dependency professional.

This overview of the problem does not come without an overview of 
some basic solutions. Each agency providing addiction treatment ser-
vices in Washington would be well served to develop policy and proce-
dure for admitting or choosing not to admit qualified medical mari-
juana patients into their program. For agencies making the choice to 
do admissions, issues like therapeutic dose verified by testing param-
eters defining the limits of THC metabolites should be defined. Rules 

related to dosing pre-treatment, during treatment and post-treatment 
should be concretely stated and definitions regarding how the agency 
defines relapse need to be clearly presented to medical marijuana pa-
tients. Finally, expectations and training for providers regarding doc-
umentation regarding conditions for admission or referral, progress 
or lack of progress attaining treatment goals and criteria for discharge 
would need to be implemented.

For chemical dependency professionals, each will need to make de-
cisions regarding the personal values, biases and understandings of 
their responsibilities as providers of services to alcoholic and drug ad-
dicted individuals. These decisions will ideally incorporate the guide-
lines provided in the NAADAC code of ethics, research and discus-
sions with peers about the implications of attempting to provide 
addiction treatment services to qualified medical marijuana patients. 
These decisions will ultimately inform how each individual provider 
will engage in the discharge of his or her duties providing services to 
the community of patients requesting addiction treatment services.

This article in many ways only scratches the surface of the problem. 
It poses many more questions than it answers. But in consideration of 
all the many mixed messages that exist about marijuana as a medicine, 
recreational diversion, legalization/decriminalization, creator of tax 
revenues, etc. it is important that conversation begin somewhere.

Paul R. Weatherly MA, CDP, is director of the Alcohol/Drug Counseling Program at 
Bellevue College, located in Bellevue, Washington.

Essentially, this process opens up communication of information 
through the “crossroads” of our brain, i.e., the orbitofrontal, insula, 
and anterior cingulate cortices, which brings awareness from our 
bodily sensations into our executive attentional areas, i.e., the dorso-
medial, ventramedial and dorsolateral prefrontal cortices.

Significantly, the neural pathways related to this level of embodied 
self-awareness are relatively slower than the pathways related to other 
intellectual activities (e.g., solving a math problem). This is due to the 
fact that interoceptive pathways involve unmyelinated nerve fibers 
(Fogel, 2009). Myelinated nerve fibers speed up transmission of en-
ergy and information through neural circuits. Therefore, in consider-
ing brain processes, this level of embodied self-awareness is going to 
be much slower and take more time to develop (particularly in early 
recovery) than the relatively rapid fire ideas and thoughts about one-
self that enter the mind as “self-awareness.” In short, this practice may 
entail slowing down, taking a deep breath into our body and trusting 
the information that comes from our physiology (i.e., from our “gut” 
and our “heart”) — information that can guide our response to an 
emotional event in recovery (Woodford, 2012).

In summary, when the processes of paying attention and increasing 
emotional awareness are engaged in the middle prefrontal region of 
the brain, several important functions of the brain are enhanced that 
are essential for developing a relationship with oneself and others in 
recovery; namely, attuned communication, empathy, insight and in-
tuition (Siegel, 2007). Although these functions are severely compro-
mised by addiction, when we repeatedly slow down and reflect on our 

emotional experiences, we are working out the muscles of our mind 
to increase our ability to respond well to high-risk situations in recov-
ery. Over time, this process strengthens new neural pathways related 
to self-regulation and emotional development (Fosha, Siegel, & 
Solomon, 2009), which is at the heart of developing an integrated 
sense of self that can weather the storms of life in recovery.

Mark S. Woodford, PhD, LPC, MAC, is a Professor and Chairperson 
of the Department of Counselor Education at The College of New 
Jersey. Dr. Woodford earned his Bachelor’s and Master’s degrees 
from The College of William and Mary and his doctorate in counselor 
education and supervision from the University of Virginia. He is the 
author of Men, Addiction, & Intimacy: Strengthening Recovery by 
Fostering the Emotional Development of Boys and Men.
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Emotion, continued from page 25

Recognize Greatness: NAADAC 2014 Awards
Know someone who should be recognized for their 
outstanding contribution to the profession? 
Nominate them for a NAADAC national award!

Deadline: April 30, 2014
Details at www.naadac.org/recognitionandawards
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