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Recommendations for your patients who use 
cannabis medically or recreationally

• Cannabis use has health risks best avoided by abstaining
• Delay taking up cannabis use until later in life
• Identify and choose lower-risk cannabis products
• Don’t use synthetic cannabinoids
• Avoid smoking burnt cannabis-choose safer ways of using
• If you smoke cannabis, avoid harmful smoking practices
• Limit and reduce how often you use cannabis
• Don’t use and drive, or operate other machinery
• Avoid cannabis use altogether if you are at risk for mental health 

problems or are pregnant



Healthcare providers considering medical cannabis 
for their patients

• Subject cannabis products to the FDA review and approval process ensure safety and effectiveness. 

• Healthcare providers who recommend non-FDA-approved products should have:

– Training with an emphasis on risk mitigation and the prevention, diagnosis, and management of cannabis use 
disorder and other substance use disorders. 

– Patient-clinician relationship includes appropriate evaluation, medical record and follow-up visits to assess results and 
amend the treatment plan as needed. 

– Use caution as with other controlled substance.  

– Discontinue treatment if it is not effective or causes harm. 

– Only recommend if there is evidence that the potential benefits outweigh the potential harms.

– Great caution, recommending to those with substance or psychiatric disorders, pregnant or children and 
adolescents.

– Screen for cannabis and other substance use disorders and refer to treatment before recommending cannabis to be 
used for medical purposes. 

• Do NOT recommend cannabis use for the treatment of opioid use disorder. 



Other considerations regarding medical cannabis

• Do NOT recommend cannabis use for the treatment of opioid use disorder. 

• Potency of cannabis used for medical purposes should be determined and clearly displayed on the label. Consider the 
ratio of CBD to THC with respect to the indication and minimize potential adverse effects. 

• Discourage inhalation of combusted cannabis as a drug delivery method.

• Regulation of cannabis use for medical purposes should be overseen by departments of health. 

• Indications for medical or mental health conditions should not be specified by legislatures or public referenda. 

• Cannabis recommended by clinicians for medical purposes should be reported to Prescription Drug Monitoring Programs 
those recommending should check the PDMP prior to making a recommendation.

• Federal legislation and regulation should encourage scientific and clinical research on cannabis and its compounds, expand 
sources of research-grade cannabis, and facilitate the development of FDA-approved medications derived from cannabis such 
as cannabidiol (CBD) or other cannabis compounds. Research needs for cannabis to be used for medical purposes include 
basic outcomes studies for well-defined conditions using well-defined medical cannabis products. 



Larry 

25 yo male presents to his new PCP with complaints of back and joint 
pain. 

Medical marijuana card issued 

FHx: Paternal alcoholism, maternal substance and mood disorder.
Psych Hx: In psychiatric care since the age of  15, 7 psychiatric 
hospitalizations the 4 most recent for severe anxiety, paranoid 

delusions, and suicidality.  All strongly associated with marijuana use. 

Last hospitalization was a year and a half ago  
after an outpatient dual diagnosis PHP/IOP course, Larry remained in 
monthly OP care having achieved 12 months abstinence. 8 months ago, 
he tapered of his medication (Abilify 20, Wellbutrin XL 300, Sertraline 

100mg) and sustained mood stability and had found a job and just 
started training at Amazon.

But first needed a physical for work. 

At our next appointment he tested positive on UDS for THC.

PCP and the community health center had written him a certificate for 
MM “for my PTSD”.



Patient #2

27 yo single woman with Bipolar disorder, General Anxiety Disorder, 
Tobacco Use Disorder and Opioid Use Disorder, in remission, on 

replacement therapy.

Meds: buprenorphine/naloxone 8mg/d, quetiapine 400mg at night, 
sertraline 100mg and birth control

Psych Hx: Multiple psychiatric hospitalizations for mood lability and 
suicidality as well as two rehab programs for substance use disorder, the 

last one extended to three months.

However, for the last 18 months  on bup/nalox and in therapy she has 
been stable. Living with her mother, she has finished a program to be a 

medical technician and is applying for positions.

During our monthly appointment she presents tearful, slightly 
disheveled and her UDS is positive for bup and for the first time in a 

year, positive for THC.

“I have a card” 

“He told me I could smoke instead of taking your med for sleep, besides, 
he says it could make me fat”

“He also told me to get off the bup”



Patient #3

18 yo Caucasian boy with Major Depressive Disorder and generalized anxiety 
disorder.

Psych Hx: Psychiatrically hospitalized in September of  his SR yr after 
quitting soccer team (co captain as a JR),  failing grades and stopped going to 

school.

Meds: Sertraline 200 mg and Wellbutrin XL 450mg

By January catching up on homework and partially school iday, n February, 
full time,           in June walked with his classmates at graduation. 

First appointment of the summer came presenting slightly disheveled, 
distracted, anxious. After probing he reluctantly tod me he saw a doctor who 

gave him a MMC. 
The retired surgeon had diagnosed him with PTSD

Met one more time, stopped coming. Heard he had not gone to college…


