[s your patient’s cannabis
use problematic?

Individuals who do not meet DSM-5 criteria for cannabis
use disorder may still have problematic use. The
screening tool and 5 interventions detailed here can help.

PRACTICE
RECOMMENDATIONS

> Address underlying
conditions for which patients
use recreational cannabis

to manage symptoms.

) Consider discrete, in-office
sessions of motivational
interviewing and referral

Jfor cognitive behavioral
therapy for patients with
problematic cannabis use.

) Provide counseling
around harm reduction
Jor all patients—especially
those with problematic
cannabis use. (€)

> Consider referral to an
addiction specialist for
patients with cannabis use
disorder or other problematic
cannabis use. (€)

Strength of recommendation (SOR)

Good-quality patient-oriented
evidence

Inconsistent or limited-quality
patient-oriented evidence

Consensus, usual practice,
opinion, disease-oriented
evidence, case series

N MDEDGE.COM/FAMILYMEDICINE

CASE >

Jessica F is a new 23-year-old patient at your clinic who is see-
ing you to discuss her severe anxiety. She also has asthma and
reports during your exploration of her family history that her
father has been diagnosed with schizophrenia. She has been us-
ing 3 cartridges of cannabis vape daily to help “calm her mind”
but has never tried other psychotropic medications and has
never been referred to a psychiatrist.

How would you proceed with this patient?

espite emerging evidence of the harmful effects of

cannabis consumption, public perception of harm

has steadily declined over the past 10 years."> More
adults are using cannabis than before and using it more fre-
quently. Among primary care patients who consume cannabis
recreationally, about half report less than monthly consump-
tion; 15% use it weekly, and 20% daily.® The potency of can-
nabis products has also increased. In the past 2 decades, the
average tetrahydrocannabinol (THC) content of recreational
cannabis rose from 3% to 19%, and high-THC content delivery
modalities such as vaporizer pens (“vapes”) were introduced.*®

Health hazards of cannabis use include gastrointestinal
dysfunction (eg, cannabinoid hyperemesis syndrome), acute
psychosis or exacerbation of an existing mood, anxiety, or
psychotic disorder, and cardiovascular sequelae such as myo-
cardial infarction or dysrhythmia.® Potential long-term effects
include neurocognitive impairment among adolescents who
use cannabis,”® worse outcomes in anxiety and mood disor-
ders,’ schizophrenia,!’ cardiovascular sequelae,'? chronic
bronchitis,"® negative impact on reproductive function,* and
poor birth outcomes.'>!”

I Hidden in plain sight. Many patients who use cannabis
report that their primary care physicians are unaware of their
cannabis consumption.'” Inadequate screening for cannabis
can be attributed to time constraints, inconsistent definitions
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for problematic or risky cannabis use, and
lack of guidance.'? This article offers a more
inclusive definition of “problematic cannabis
use,’ presents an up-to-date framework for
evaluating it in the outpatient setting, and out-
lines potential interventions.

Your patient doesn’t meet

the DSM criteria, but ...

Although it is important to identify can-
nabis use disorder (CUD) as defined in the
Diagnostic and Statistical Manual of Mental
Disorders, 5th edition (DSM-5; TABLE 1%'??),
consider also the immediate and long-term
consequences of cannabis use for individuals
who do not meet criteria for CUD. “Problem-
atic cannabis use,” as we define it, may also
involve (a) high-risk behaviors or (b) contra-
indicating medical or psychiatric comorbidi-
ties (TABLE 2%9).

CASE »

The patient in our case exhibited 4 factors in-
dicative of problematic cannabis use: heavy
vape use, cannabis use more than twice a week,
asthma, and a family history of schizophrenia.

Guidelines for screening and evaluation
All primary care patients should be screened
for problematic cannabis use, but especially
teenagers, young adults, pregnant women,
and patients with a mental health or sub-
stance use history. A variation of the single
question used to screen for alcohol use dis-
order can be applied to cannabis use.”® We
recommend asking the initial question, “Over
the past month, how many days a week on
average have you used cannabis and prod-
ucts that contain THC?” Although some
guidelines emphasize frequency of cannabis
use when identifying problematic consump-
tion,?*? duration of behavior and content of
THC are also important indicators.'® Inquire
about cannabis consumption over 1 month to
differentiate sporadic use from longstanding
persistent use.

Explore what types of cannabis the pa-
tientis ingesting and whether the patient uses
cannabis heavily (4 or more times a week on
average). Also determine the method of in-
gestion (eg, eating, vaping, smoking), THC-

content (%, if known), and estimated weight
of daily cannabis use in grams (TABLE 3%).
Although patients may not always be able
to provide accurate answers, you can gain a
sense of the quantity and forms of cannabis
a patient is ingesting to inform future conver-
sations on risk and harm reduction.*

Assess a patient’s risk for harm

Cannabis use has the potential to cause im-
mediate harm (linked to a single event of
problematic cannabis use) and long-term
harm (linked to a recurring pattern of prob-
lematic consumption). Cannabis can be
especially harmful for patients with the fol-
lowing medical comorbidities or psychoso-
cial factors, and should be avoided.

I Cardiovascular disease. Cannabis is
associated with an elevated risk for acute
coronary syndrome and cardiovascular dis-
ease.” Long-term cannabis use is linked to
increased frequency of anginal events, devel-
opment of cardiac arrhythmias, peripheral
arteritis, coronary vasospasms, and problems
with platelet aggregation.** Strongly cau-
tion against cannabis use with patients who
have a history of cardiovascular disease, or-
thostatic hypotension, tachyarrhythmia, or
hypertension.

I Pulmonary disease. Patients with pul-
monary disease such as asthma may find
cannabis helpful as a short-term broncho-
dilator.® However, for patients with under-
lying pulmonary disease who also smoke
cigarettes, strongly discourage the smoking
of cannabis or hashish, as that may worsen
asthma symptoms,* increase risk of chronic
bronchitis,*® and increase cough, sputum
production, and wheezing.*' There is current-
ly insufficient evidence to suggest a positive
association between cannabis use and the
development of chronic obstructive pulmo-
nary disease.*

I Family history of psychotic disor-
ders. Cannabis is associated with a dose-
dependent risk of schizophrenia, which is
especially pronounced in patients with a fam-
ily history of schizophrenia.*® Among patients
with a history of psychosis, heavy cannabis
use has been associated with increased hos-
pitalizations, increased positive symptoms,
and more frequent relapses.¢-3
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I Pregnancy, current or planned. Some
women turn to cannabis during pregnancy
due to its antiemetic properties. However,
perinatal exposure to cannabis is associ-
ated with significant risk to the offspring.
Maternal cannabis use during the first and
second trimesters of pregnancy is associat-
ed with decreased performance of the child
on measures of function at 3 years of age.*
In addition, cannabis consumption during
pregnancy is linked to increased frequency
of childhood behavioral issues, inatten-
tion, hyperactivity, and impulsivity.” Peri-
partum cannabis exposure can affect birth
outcomes and is correlated with lower birth
weight, incidence of preterm labor, and neo-
natal intensive care unit admission.'>'"*! Of
note, the THC concentration in breast milk
peaks at 1 hour after the nursing mother in-
hales cannabis and typically dissipates after
4 hours.*

I Age < 25 years. Chronic heavy use of
cannabis in those younger than 25 is associ-
ated with higher likelihood of developing
CUD, lower 1Q,° lower level of educational
attainment, lower income,” and decreased
executive function.?

I Substance use disorder history. Rec-
reational cannabis use can hinder recovery
from other substance use disorders.*

Consider these 5 interventions

Physicians can address problematic canna-
bis use with a 5-pronged approach: (1) harm
reduction, (2) motivational interviewing, (3)
addressing underlying conditions, (4) miti-
gating withdrawal symptoms, and (5) refer-
ring to an addiction specialist (FIGURE).

Harm reduction

Harm reduction applies to all individuals
who use cannabis but especially to prob-
lematic cannabis users. Ask users to abstain
from cannabis for limited periods of time to
see how such abstinence affects other areas
of their life. While abstinence is a goal, be
prepared to perform non-abstinence-based
interventions. The goal of harm reduction is
to encourage behaviors that minimize health
risks to which cannabis users are exposed.
Encourage patients to:

N MDEDGE.COM/FAMILYMEDICINE
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TABLE 1
Diagnosing cannabis use disorder
and determining severity

Three out of 10 people who consume cannabis develop cannabis use
disorder (CUD) as defined by the Diagnostic and Statistical Manual of
Mental Disorders, 5th Edition (DSM-5),>' with young adults at highest risk.?

We recommend asking the initial question, “Over the past month, how
many days a week on average have you used cannabis and products that
contain THC?" Prioritize in-depth evaluation for CUD in individuals who
screen positive on the initial question or for those with risk factors, such
as a family history of a substance use disorder or a history of tobacco use
disorder.?!

A diagnosis of CUD can be made when 2 of the 11 DSM-5 factors listed
below have occurred in a 12-month period. Severity is determined by the
number of criteria fulfilled (mild, 2-3 symptoms; moderate, 4-5 symptoms;
severe, > 5 symptoms). If a patient does not meet criteria for CUD but
their cannabis use is worth noting, you may elect to use International
Classification of Diseases (ICD-10) codes for “problems related to lifestyle.”

At least 2 of these 11 factors must occur within a 12-month period?'

¢ Taking more cannabis than was intended

¢ Difficulty controlling or cutting down cannabis use

¢ Spending a lot of time obtaining, using, or recovering from cannabis

e Craving cannabis

* Problems at work, school, and home as a result of cannabis use

e Continuing cannabis use despite related social or relationship problems
e Giving up or reducing other activities in favor of cannabis use

e Taking cannabis in high-risk situations

e Continuing to use cannabis despite physical or psychological problems
¢ Tolerance to cannabis

e Withdrawal symptoms when discontinuing cannabis

I Abstain from driving while intoxi-
cated. Cannabis use while driving slows
reaction time,” impairs road tracking (driv-
ing with correct road position),’ increases
weaving,” and causes a loss of anticipatory
reactions learned in driving practice.”® Risk
of crashing is significantly increased with ele-
vated levels of THC, and driving within 1 hour
of cannabis ingestion nearly doubles the risk
of a crash.®™

1 Abstain from vaping THC-containing
products. The Centers for Disease Control
and Prevention recommends that patients
minimize the use of THC-containing e-
cigarette or vaping products in light of the
thousands of reports in the United States of

381



THE JOURNAL OF

PRACTICE

>

To screen, ask,
"Over the
past month,
how many
days a week
on average
have you used
cannabis and
products that
contain THC?”

382

TABLE 2

Non-CUD? determinants of problematic cannabis use®?

Hazardous behaviors

Contraindicating comorbidities

¢ Driving while intoxicated

e Using multiple substances—eg, alcohol with
cannabis

¢ Using high-potency cannabis
* Heavy vape use

e Using cannabis > 2 times/wk before age 25°

Using cannabis > 4 times/wk in
conjunction with a:

Medical comorbidity

e Cardiovascular disease

* Pulmonary disease

* Pregnancy

Psychiatric comorbidity

e History of psychotic disorder

e Family history of schizophrenia

CUD, cannabis use disorder.

2 See TABLE 1222 for DSM-5 criteria defining cannabis use disorder.
5 Cannabis consumption during brain development (ie, up to age 25) is associated with several negative
psychosocial outcomes, including decreased executive function and lower 1Q.”

TABLE 3

Factors to consider in assessing cannabis use

e Method of ingestion (ie, eating, vaping, smoking)

e Percentage of THC content, if the patient knows (typical THC percentages/content for pre-rolled

joints: 2%-30%; vapes: 40%-95%)*

e Estimated weight of daily cannabis use in grams

Time(s) of day cannabis is used

e Source (ie, whole plant, natural cannabinoid, synthetic)

product-associated lung injury, which in
some cases have led to death.>

I Clarify serving sizes and recognize
delayed effects. Inexperienced cannabis
users often are confused by recommended
serving sizes for edible cannabis products. A
typical cannabis-infused brownie may con-
tain 100 mg of THC when the recommended
serving size typically is 10 mg. THC content
is included on the label of cannabis edibles
purchased in state-regulated stores; these
products are tested regularly in laboratories
designated by the state.

Due to the delayed onset of THC's effect,
there have been numerous cases of patients
taking a higher-than-intended dose of edible
cannabis that caused acute intoxication and
psychomedical sequelae leading to emergen-
cy hospital visits and, in some cases, death.®%
Individuals should start at a low dose and
gradually work up to a higher dose as toler-

ated. Patients naive to cannabis should be
especially cautious when ingesting edible
products.

1 Abstain from cannabis with high
THC content. High-potency cannabis (> 10%
THC) is associated with earlier onset of first-
episode psychosis.>**

Motivational interviewing

Motivational interviewing (MI) is a psychosocial
approach that emphasizes a patient’s self-effi-
cacy and an interviewer’s positive feedback to
collaboratively address substance use.*® MI can
be performed in short, discrete sessions. Such
interventions can reduce the average number of
days of cannabis use. One large-scale Cochrane
review found that cognitive behavioral therapy
(CBT), motivational enhancement therapy, or
the 2 therapies combined most consistently re-
duced the frequency of cannabis use reported
by patients at early follow-up.*
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FIGURE
Screening, diagnosis, and interventions for problematic cannabis use

Assess patterns of use
¢ Intake (eating, vaping, smoking)
* Frequency and timing of usage
e THC content as percentage of product (if known)
¢ Weight of daily usage in grams (if known)

e Source (whole plant, natural cannabinoid, synthetic
cannabinoid)

'

Identify problematic cannabis use from patterns exhibited in the context of ...

'

Hazardous cannabis-use

Contraindicating

Diagnosed CUD, per

behaviors comorbidities DSM-5
[ |
Intervene, as appropriate, by ...
Focusing on harm Con.duc.tlng Address_lng M!t|gat|ng T e
. motivational underlying withdrawl . L
reduction . . o addiction specialist
interviews conditions symptoms

CUD, cannabis use disorder; DSM-5, Diagnostic and Statistical Manual of Mental Disorders, 5th edition.

Address underlying conditions

Some patients use cannabis to self-medicate
for pain, insomnia, nausea, and anxiety.
Identify these conditions and address them
with first-line pharmacologic or psycho-
therapeutic interventions when possible.
This is especially important for conditions in
which long-term cannabis use may adversely
impact outcomes, such as in posttraumatic
stress disorder, anxiety, and mood disor-
ders.’®® Little evidence exists for the use of
cannabis as treatment of any primary psychi-
atric disorder.®"** Family physicians who are
uncomfortable treating a specific underly-
ing condition can consult specialists in pain
management, sleep medicine, psychiatry,
and neurology.

Mitigate withdrawal symptoms
Discontinuation of cannabis use may lead to

N MDEDGE.COM/FAMILYMEDICINE

withdrawal symptoms such as waxing and
waning irritability, restlessness, sweating,
aggression, anxiety, depressed mood, sleep
disturbance, or changes in appetite.®*** These
symptoms typically emerge within the first
couple days of abstinence and can last up to
28 days.®*%* Although the US Food and Drug
Administration has not approved any medi-
cations for CUD treatment, and there are no
established protocols for detoxification, there
is evidence that CBT or medications such as
gabapentin or zolpidem can reduce the in-
tensity of withdrawal symptoms.®>

Refer to an addiction specialist

Consider referring patients with problem-
atic cannabis use to an addiction specialist
with expertise in psychopharmacologic and
psychotherapeutic approaches to managing

substance use.
CONTINUED
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CASE »

You renew Ms. F's asthma medications, discuss
her cannabis use, start her on a selective se-
rotonin reuptake inhibitor, and refer her to
an outpatient psychiatrist. Over the next few
weeks, you and the outpatient psychiatrist em-
ploy brief motivational interviewing around
cannabis use, and you provide psychoeduca-
tion around potential harms of use when driv-
ing and in light of the patient’s asthma.

The patient’s anxiety symptoms decrease
with up-titration of the SSRI by the outpatient
psychiatrist and with enrollment in individual
CBT. She is slowly able to taper off cannabis
vaping with continued motivational interview-
ing and encouragement, despite withdrawal-
induced anxiety and sleep disturbance. JFP
CORRESPONDENCE

Michael Hsu, MD, Brigham & Women'’s Hospital, 75 Francis
Street, Boston, MA 02215; mhsu7@partners.org.
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