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Scope

T

he Canadian Coalition for Seniors’ Mental Health (CCSMH) received a grant from the Substance Use and Addictions
Program (SUAP) of Health Canada to create a set of four guidelines on the prevention, assessment, and treatment of
substance use disorders (SUDs) among older adults on the topics of alcohol, benzodiazepine receptor agonists (BZRAs),
cannabis, and opioids. The GRADE approach was utilized in the creation of these guidelines. The methodology can be
found in a separate document at ccsmh.ca.

An introduction to these guidelines which highlights issues of relevance to all four can also be found at ccsmh.ca.
These guidelines are not intended to provide a comprehensive guide on the use of these substances either by medical
authorization or non-medical use.
The goal of this document is to provide useful guidance for clinicians on either preventing the development of Cannabis
Use Disorder (CUD) or optimally assessing and treating older adults who have developed such a disorder. These
guidelines have been developed due to the paucity of information that surrounds the relationship between cannabis use
and the impact of aging processes such as changing physiology, metabolism, and the increase in polypharmacy. These
guidelines should be used as a complement to other reliable sources of information. While clinicians may choose to
authorize cannabis for medical purposes in older patients this document will not focus on possible medical uses, but
instead it seeks to address issues of non-medical cannabis use and CUD in older adults.

Definition of Key Terms
Cannabis Use Disorder: According to the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5), Cannabis
Use Disorder (CUD) is a problematic pattern of cannabis
use leading to clinically significant impairment or distress
as manifested by at least two of the criteria below occurring
in a 12-month period (American Psychiatric Association,
2013). It is important to note that among older adults,
some of these criteria may be modified by the aging
process or their social roles (e.g., retirement from work),
resulting in more subtle presentations (Kuerbis et al., 2014).
✚ Cannabis is often taken in larger amounts over a longer
period than was intended.
✚ There is a persistent desire or insignificant effort to cut
down or control cannabis use.
✚ A great deal of time is spent in activities necessary to
obtain cannabis, use cannabis, or recover from its effects.
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✚ Craving or a strong desire or urge to use cannabis.
✚ Recurrent cannabis use resulting in failure to fulfill
major role obligations at work, school, or home.
✚ Continued cannabis use despite having persistent or
recurrent social or interpersonal problems caused or
exacerbated by the effects of cannabis.
✚ Important social, occupational, or recreational activities
are given up or reduced because of cannabis use.
✚ Recurrent cannabis use in situations which are
physically hazardous.
✚ Cannabis use is continued despite knowledge of
having persistent or recurrent physical or psychological
problems that are unlikely to have been caused or
exacerbated by cannabis.

✚ Tolerance, as defined by either:
–	A need for markedly increased amounts of cannabis
to achieve intoxication and desired effect, or
–	A markedly diminished effect with continued use of
the same amount of cannabis.
✚ Withdrawal, as manifested by either:
–	Characteristic withdrawal symptoms (i.e., autonomic
hyperactivity, hand tremor, insomnia, nausea or
vomiting, transient sensory hallucinations or
illusions, psychomotor agitation, anxiety, and/or
seizures) OR
–	Cannabis (or a closely related substance) is taken to
relieve or avoid withdrawal symptoms.

Diagnosis
✚ 1 symptom or less, no diagnosis
✚ 2–3 symptoms, mild Cannabis Use Disorder
✚ 4–5 symptoms, moderate Cannabis Use Disorder
✚ 6 or more symptoms, severe Cannabis Use Disorder

Remission
✚ Following treatment, 3–12 months of abstinence is
considered early remission.
✚ More than 12 months is considered sustained remission.
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Summary of Recommendations and Grades

W

e used the GRADE approach (Grading of Recommendations, Assessment, Development and Evaluation) as a method of
grading the quality of evidence and the strength of recommendations. In following the GRADE process, the initial step was
to grade the quality of available evidence supporting each recommendation. Subsequently, we identified the overall strength of
the recommendation taking into account the quality of the evidence but also other factors such as the potential to do harm, the
cost and feasibility.

We have also developed a separate category for recommendations which are not primarily based on empirical evidence; but have
agreement that they represent best clinical practice. Examples would include: optimal assessment processes and those related to
education and/or policy. These recommendations have been categorized as “C” for consensus. We did not use the GRADE process
for these recommendations. Other guideline groups have used a similar approach e.g. British Association for Psychopharmacology
Guidelines (Lingford-Hughes et al., 2012). While such recommendations lack empirical evidence, we believe they are also useful
and important.

GRADE
QUALITY OF EVIDENCE

STRENGTH OF RECOMMENDATION

The quality of evidence for each recommendation is determined
through an examination of the following factors: (1) Study
design and the quality of the studies that were included, (2) the
directness of the evidence (generalizability or applicability) and
(3) the confidence that patients will benefit from the treatment.

The strength of each recommendation is determined through an
examination of the following factors:
(1) The balance between benefits and undesirable effects/ risks,
(2) uncertainty or variability of patient values and preferences
and (3) the resources associated with management options.

***High quality evidence doesn’t necessarily imply strong recommendations, and strong recommendations can arise from low quality evidence.

QUALITY OF EVIDENCE
HIGH

Further research is unlikely to change confidence in the estimate of effect

MODERATE

Further research is likely to have an important impact on the confidence in the estimate of effect and may
change the estimate

LOW

Further research is very likely to have an important impact on the confidence in the estimate of effect and is
likely to change the estimate

Note: Meta analyses and Randomized Controlled Trials are considered high quality vs. Observational studies which are considered low quality

STRENGTH OF RECOMMENDATION
STRONG

Strong recommendations indicate high confidence that desirable consequences of the proposed course of
action outweigh the undesirable consequences or vice versa.

WEAK

Weak recommendations indicate that there is either a close balance between benefits and down sides
(including adverse effects and burden of treatment), uncertainty regarding the magnitude of benefits and
down sides, uncertainty or great variability in patients’ values and preferences, or that the cost or burden of
the proposed intervention may not be justified.
(Adapted from Guyatt et al, 2008)
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RECOMMENDATION #1:

RECOMMENDATION #5:

Cannabis should generally be avoided by older adults who have:

Clinicians should advise patients, caregivers, and families about
potentially increased risks associated with higher potency delta-9tetrahydro-cannabinol (THC) extracts, or higher potency strains of
cannabis when compared to those with lower THC content.
[GRADE: Evidence: Low; Strength: Strong]

a. A history of, or are currently experiencing, mental health
disorders, problematic substance use, or Substance Use Disorder
(SUD). [GRADE: Evidence: Moderate; Strength: Strong]
b. Cognitive impairment, cardiovascular disease, cardiac
arrhythmias, coronary artery disease, unstable blood pressure,
or impaired balance. [GRADE: Evidence: Moderate; Strength:
Strong]

RECOMMENDATION #2:
Clinicians should be aware of the following:
a. The current evidence base on the medical use of cannabis is
relatively limited, and cannabis and most derivative products
have not been approved as therapeutic agents by Health
Canada, with the exception of two pharmaceutical grade
cannabinoid products. Clinicians should keep informed about
new evidence regarding possible indications and
contraindications for cannabis and cannabinoid use.
[GRADE: Evidence: High; Strength: Strong]
b. The common signs and symptoms associated with cannabis
use, cannabis-induced impairment, cannabis withdrawal, CUD,
and common consequences of problematic cannabis use.
[GRADE: Evidence: High; Strength: Strong]
c. The potential adverse effects of cannabis use in older adults,
such as changes in depth perception risking balance instability
and falls, changes in appetite, cognitive impairment, cardiac
arrhythmia, anxiety, panic, psychosis, and depression.
[GRADE: Evidence: Moderate; Strength: Strong]
d. Mental health disorders which are commonly comorbid with
CUD such as depression, anxiety, and schizophrenia/psychosis.
[GRADE: Evidence: Moderate; Strength: Strong]

RECOMMENDATION #3:
In order to support the retention of information, clinicians should
provide education and counselling with regard to cannabis and
cannabinoids to older patients and their family members/caregivers
both verbally and in writing. [Consensus]

RECOMMENDATION #4:
Clinicians should counsel patients, caregivers, and families to be
aware that older adults can be more susceptible than younger adults
to some dose-related adverse events associated with cannabis use.
[GRADE: Evidence: High; Strength: Strong]

RECOMMENDATION #6:
Clinicians should advise patients, caregivers, and families of risks
associated with different modes of use of cannabis and cannabis
products (e.g., smoking, vaporizing, oils, sprays, etc.) and counsel
patients on these risks. [GRADE: Evidence: Moderate; Strength:
Strong]

RECOMMENDATION #7:
Clinicians should educate patients to avoid illegal synthetic
cannabinoids (e.g., K2 and SPICE,) because of the potential to cause
serious harm. [GRADE: Evidence: Low; Strength: Strong]

RECOMMENDATION #8:
Clinicians should educate patients on the risk of cannabis-induced
functional impairment especially if the patient is cannabis-naive or
titrating to a new dose. It is recommended that the starting dose
should be as low as possible and gradually increased over time if
needed. [GRADE: Evidence: High; Strength: Strong]

RECOMMENDATION #9:
Clinicians should counsel patients on the potential long-term effects
of frequent cannabis use including respiratory problems,
precancerous epithelial changes, and cognitive impairment. Patients
should also be counselled on the risk of exacerbation of mental
health conditions with CUD, especially when high THC strains are
used. [GRADE: Evidence: Moderate; Strength: Strong]

RECOMMENDATION #10:
Clinicians should advise patients, caregivers, and families that:
a. Cannabis may impair the ability to safely drive a motor vehicle
for up to 24 hours. [GRADE: Evidence: High; Strength: Strong]
b. The use of both cannabis and alcohol together results in
synergistic impairment, increases risks for driving, and should
be avoided. [GRADE: Evidence: High; Strength: Strong]
c. It is dangerous to ride as a passenger with a driver who has
used cannabis within the previous 24 hours.
[GRADE: Evidence: High; Strength: Strong]
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RECOMMENDATION #11:

RECOMMENDATION #16:

Patients, caregivers, and families should be provided with
information about the signs, symptoms, and risks of cannabis
withdrawal. [GRADE: Evidence: High; Strength: Strong]

Clinical assessment of CUD in older adults should evaluate the signs
and symptoms of cannabis withdrawal, with consideration that the
rapid reduction or abrupt discontinuation of cannabis use may also
be associated with withdrawal symptoms. [GRADE: Evidence: High;
Strength: Strong]

RECOMMENDATION #12:
Clinicians should initiate non-judgmental discussions related to
cannabis and cannabinoid use. Careful histories should be obtained
from patients, caregivers, and families about signs and symptoms of
CUD that may be similar to those of age-related nervous system
changes, such as drowsiness, dizziness, memory impairment, and
falls. [GRADE: Evidence: High; Strength: Strong]

RECOMMENDATION #17:
When assessing patients, clinicians should be aware of the risk of
cannabis hyperemesis syndrome in association with chronic cannabis
use, especially with higher potency preparations.
[GRADE: Evidence: High; Strength: Strong]

RECOMMENDATION #13:

RECOMMENDATION #18:

All patients regardless of age should be screened for:

The Screening, Brief Intervention, and Referral to Treatment) (SBIRT)
approach should be considered for assessing and managing CUD
similarly to other SUDs. [GRADE: Evidence: Low; Strength: Strong]

a. The use of non-medical and medically authorized cannabis and
cannabinoids, and illicit synthetic cannabinoids as well as
tobacco, alcohol, and other drugs. [GRADE: Evidence: Low;
Strength: Strong]
b. The amount and type of cannabis or cannabinoid used, and its
frequency, by those who acknowledge any use. Those who
acknowledge any recent use (any in the past month) should
then go on to targeted screening using the Cannabis Use
Disorder Identification Test (CUDIT). [GRADE: Evidence: Low;
Strength: Strong]

RECOMMENDATION #14:
Clinicians should be aware that the diagnostic accuracy of some
screening tools may be variable given that some of the symptoms of
aging may overlap with those of CUD. [GRADE: Evidence: Moderate;
Strength: Weak]

RECOMMENDATION #15:
Assessment of CUD in older adults should evaluate:
a. Modes of use: i.e., ingesting, smoking, vaping, use of extracts,
topicals, nabilone, and nabiximols, etc., and consider the risks/
benefits/harms of all that apply to the patient.
[GRADE: Evidence: High; Strength: Strong]
b. Frequency and dosage. [GRADE: Evidence: High;
Strength: Strong]
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RECOMMENDATION #19:
Peer support programs should be considered for individuals with
CUD. [GRADE: Evidence: Moderate; Strength: Strong]

RECOMMENDATION #20:
It is recommended that a variety of psychosocial approaches be
considered for harm reduction or relapse prevention including:
Cognitive Behavioural Therapy (CBT), Motivational Interviewing (MI),
Mindfulness Based Relapse Prevention (MBRP), Motivational
Enhancement Therapy (MET), and Contingency Management (CM).
[GRADE: Evidence: Moderate; Strength: Strong]

RECOMMENDATION #21:
There are currently no established pharmacological treatments that
have been demonstrated to be safe and effective for either cannabis
withdrawal symptoms or CUD. [Consensus]

RECOMMENDATION #22:
Accredited residential treatment should be considered as
appropriate for treating CUD if the individual is unable to effectively
reduce or cease their cannabis use. [GRADE: Evidence: Low;
Strength: Strong]

Canadian Guidelines on Cannabis Use Disorder
Among Older Adults
Rationale

C

annabis use for medical purposes has become a topic of great interest in recent years. Increased attention has been paid to
the many product types available (dried product, oils, edible cannabis, etc.) as well as its effects. However, evidence is limited
with regard to the potential benefits and harms of cannabis use, especially among older adults. Those who were born between
1946-1964, many of whom are now older adults, have a higher lifetime prevalence of use and past year use than any generation
that precedes them (Simoni-Wastila & Yang, 2006). This lack of evidence and increased lifetime exposure of many adults, coupled
with the recent legalization of non-medical cannabis use in Canada and subsequent increase in public interest, has driven concern
for potential problematic cannabis use and Cannabis Use Disorder among older adults.
Much of the limited evidence related to cannabis is due to its
longstanding classification as an illegal drug. This has impeded
clinical research on its use, the effects of its use, and its
potentially beneficial and adverse health outcomes. It is
important to consider these questions broadly, but also
specifically for different patient groups, such as older adults.
Older adults face unique physical and socioeconomic
circumstances that may influence their response to cannabis
use. Physiological changes that impact sleep, mobility, diet,
exercise, and overall quality of life, along with issues such as
polypharmacy and cognitive decline are all confounding
factors in the effects and response of cannabis use in this
population. All of these factors should be taken into consideration
in the clinical evaluation of the patient and in decision-making
when considering cannabis.
As the current state of evidence on cannabis use in older adults
is largely absent, further clinical investigation is needed to
understand the extent of effects, specifically within the context
of substance use and aging. Despite this, there is an abundance
of anecdotal (and sometimes conflicting) advice available to
consumers, based on personal and collective narratives
acquired over decades of use. There is a clear need to not only
reconcile anecdotal and self-reported experiences (positive and
negative) with the evidence to guide clinical decision-making,
but also to more fully understand the impact of physiological

and socioeconomic implications of cannabis use among older
adults. Applying some of the available evidence for younger
adults in the counselling of older adults and cannabis use is
necessary until we are able to fully understand the effects of
cannabis use and aging.
Aging presents unique considerations for cannabis use
particularly when coupled with multiple comorbidities, the use
of multiple medicines, and the use of a psychoactive substance
by a population more prone to vision, mobility, and cognitive
issues, among other concerns. These factors coupled with the
ongoing diversification of the cannabis market present a
rapidly changing landscape where little is known of consumer
habits and emerging products. As such, healthcare professionals
need to be aware of the fact that older adults do use cannabis,
should be asked about it, and need guidance for helping
ensure that they can use cannabis safely and access appropriate
treatments if their use is problematic.
The information contained within this document is based on
the most current and reliable English language research at the
time of publication. With the amount of variability in reliability
of data surrounding medical and non-medical cannabis use
there is a need for unbiased information and systematic
evidence-based approaches to clinical practice. It is in this
setting that we hope this guideline will support health care
professionals, patients, and families alike.

KEY POINTS FOR THIS GUIDELINE
✚ The evidence base for harms and potential benefits associated with cannabis use in older adults is limited but growing.
✚ Given that the adverse effects of cannabis may vary considerably based on routes of administration and subtype of strain,
as well as the lack of evidence regarding older adults, we have developed these guidelines utilizing a cautionary approach.
✚ Hopefully as research advances and capacity improves in the upcoming years, the risks and benefits of cannabis
use among older adults, as well as the risk of developing Cannabis Use Disorder, will be better understood.
9
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Background

C

annabis is a plant that contains hundreds of compounds
including cannabinoids, which act on the endogenous
cannabinoid (endocannabinoid) system. This complex system
is involved in bonding, sleep, appetite, immune response, and
pain regulation. Certain cannabinoids act by influencing
reward, motivation, and substance-related cues. Delta-9tetrahydro-cannabinol (THC) and cannabidiol (CBD) are two
cannabinoids that have the most available literature. They
exert various effects by binding to the cannabinoid receptors;
CB1 is located centrally in the brain, and CB2 is located
primarily peripherally and on the circulating immune system
throughout the body. The primary psychoactive ingredient in
cannabis is THC, which mimics the endocannabinoid
anandamide and binds to cannabinoid-1 (CB1) receptors in the
brain, often producing a high or sense of euphoria. THC is also
vasoconstrictive to blood vessels in the heart and brain and as
such may increase the risk of cardiovascular events including
stroke, cardiac arrhythmia, and myocardial infarction. In
contrast, CBD binds weakly to CB1 receptors and may interfere
with the binding of THC, resulting in a lack of euphoric and
reinforcing effect (Cohen & Weinstein, 2018). Also, CBD has been
shown to be an agonist similar to another endocannabinoid,
2-AG, and binds primarily to CB2 receptor sites.
It is important to note that the cannabinoid composition of
a cannabis plant is wide ranging and varies by strain. Some
are higher in CBD and others contain more THC. As a result,
the effects of cannabis use are also wide ranging and exhibit
a variety of psychosomatic properties. While neither taking
CBD nor THC has been found to be directly fatal in adults,
there have been overdoses in children who have ingested
edible cannabis derivative products (e.g., gummy bears), and
there is an increased risk of a variety of problems in adults
that can lead to harm and even death, among them motor
vehicle collisions in those driving after using cannabis and
psychosis leading to accidents (Els, 2018). Also, high THC use
has been linked to long-term negative psychiatric effects,
increasing depression, anxiety, worsening post-traumatic
stress disorder symptoms, panic attacks, and suicidal ideation,
attempts, and completion rates (Volkow et al., 2014; National
Academies of Sciences, Engineering, and Medicine [NASEM],
2017). Cannabinoids exhibit differential uptake in the body
based on the mode of consumption (inhaling vs. ingesting).
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Physicians and other health professionals need to be aware of
the most recent research on the use of cannabis for medical
and non-medical purposes, as they will find that a number
of people they care for choose to use cannabis. In Canada,
cannabis use rates in older adults have been rising over the
last decade as baby boomers age into their older years, and
supply has become more readily available. One study showed
the percentage of older adults using cannabis in Ontario
doubled from 2005–2015, and has increased fivefold since
1977 (Ialomiteanu et al., 2016; Centre for Addiction and Mental
Health [CAMH]). It is critical for clinicians to ensure that their
patients and clients are aware that there are potential risks
related to cannabis use and medical evidence that use of
cannabis (and more specifically certain cannabinoids) may
be beneficial for only a small number of clinical indications,
including chronic neuropathic pain, nausea and vomiting
due to chemotherapy, seizures, spasticity in multiple sclerosis,
and stimulation of appetite in patients with severe weight
loss due to AIDS and possibly cancer (NASEM, 2017; Allan
et al., 2018). There is a growing body of evidence which is
supportive of some other possible indications (Kalant & Porath,
2016). The pace and scope of cannabis research may require
clinical recommendations, such as those below, to be updated
and modified more frequently in order to stay current.

Prevention of Cannabis Use Disorder
Among Older Adults
RECOMMENDATION #1:
Cannabis should generally be avoided by older adults
who have:
a) A history of, or are currently experiencing, mental
health disorders, problematic substance use, or
Substance Use Disorder (SUD). [GRADE: Evidence:
Moderate; Strength: Strong]
b) Cognitive impairment, cardiovascular disease, cardiac
arrhythmias, coronary artery disease, unstable blood
pressure, or impaired balance. [GRADE: Evidence:
Moderate; Strength: Strong]
The endocannabinoid system modulates the functions of many
organ systems throughout the body. Cannabis and certain
cannabinoids therefore affect the central and peripheral
nervous systems, respiration, and cardiovascular, skeletal,
muscle, and bone function. The effects of cannabis can also
resemble the effects of various disease states and age-related
changes in these organ systems or can accentuate these
conditions in older adults. For example, regular cannabis
smoking can lead to chronic bronchitis and respiratory
symptoms (Ribeiro and Ind, 2016). Cannabis in other forms
may cause osteoporosis and can impair cognitive and motor
functions (Health Canada, 2018). Clinical case reports and case
series have indicated that regular cannabis use can be
associated with stroke even among younger adults without
other known risk factors (Hackam, 2015; Hemachandra et al.,
2016). Since older adults have a higher frequency of risk factors
for stroke, the possibility exists that cannabis use might also
increase frequency of stroke among older adults. Therefore,
individuals with existing health conditions or age-related
physiological changes can have these conditions aggravated
by cannabis, and should be advised of these risks and generally
advised to avoid cannabis use. The potential benefits of
cannabis in certain limited situations where it is medically
indicated (e.g., treatment of nausea due to chemotherapy)
need to be balanced against potential risks.
There is strong evidence that persons with CUDs have an
increased risk of developing alcohol, tobacco, or other SUDs
and should be monitored appropriately for these conditions
(Choi et al., 2017). Additionally, older adults with other
substance use disorders have an increased risk of developing
a CUD. Cannabis can precipitate or aggravate mental health
conditions such as psychosis, depression, and anxiety,

particularly in those with current experience, a personal
history, or a strong family history of these conditions. There has
not yet been research distinguishing between THC and CBD as
it pertains to specific health outcomes (e.g., psychosis, anxiety,
depression, and addiction). As such, we recommend that
individuals with current experience, a personal history, or a
strong family history of these conditions avoid cannabis
(NASEM, 2017).

Clinician Education
RECOMMENDATION #2:
Clinicians should be aware of the following:
a) The current evidence base on the medical use of
cannabis is relatively limited, and cannabis and most
derivative products have not been approved as
therapeutic agents by Health Canada, with the
exception of two pharmaceutical grade cannabinoid
products (see below). Clinicians should keep informed
about new evidence regarding possible indications and
contraindications for cannabis and cannabinoid use.
[GRADE: Evidence: High; Strength: Strong]
b) The common signs and symptoms associated with
cannabis use, cannabis-induced impairment, cannabis
withdrawal, CUD, and common consequences of
problematic cannabis use. [GRADE: Evidence: High;
Strength: Strong]
c) The potential adverse effects of cannabis use in older
adults, such as changes in depth perception risking
balance instability and falls, changes in appetite,
cognitive impairment, cardiac arrhythmia, anxiety,
panic, psychosis, and depression. [GRADE: Evidence:
Moderate; Strength: Strong]
d) Mental health disorders which are commonly comorbid
with CUD such as depression, anxiety, and
schizophrenia/psychosis. [GRADE: Evidence: Moderate;
Strength: Strong]
Although the use of cannabis for medical purposes is
legal under the Cannabis Act, Health Canada does not
endorse any health claims about the medical use of
cannabis or any health benefits associated with it;
Health Canada does provide information on the
11
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harms associated with cannabis use (Health Canada, 2018).
Thus, dried cannabis (leaves, buds, seeds) and derivative
products (oils, butter, waxes, “shatter”, and edible cannabis)
have not been approved as therapeutic agents by Health
Canada and are not available on prescription. Clinicians should
keep informed about new evidence regarding possible
indications or contraindications for use of these products. The
only Health Canada-approved cannabinoid products are
nabilone (Cesamet®), which is synthetic THC, and nabiximols
(Sativex®), which is a balance of naturally-derived THC and CBD.
These medical products should be considered for prescription
first, prior to consideration of non-prescription cannabis
products for medical purposes.
A comprehensive systematic review conducted in 2017
(NASEM, 2017) identified only three conditions for which there
is conclusive or substantial evidence that cannabis or
cannabinoids are effective in treating specific symptoms. These
include muscle spasms related to multiple sclerosis, nausea
and vomiting associated with chemotherapy, and chronic pain,
especially of neuropathic origin (Allan et al., 2018). These
findings were supported by a more recent Canadian review of
systematic reviews of medical cannabinoids (Allan et al., 2018).
Clinicians should be familiar with the distinction between THC
and CBD, the different methods of administration for cannabis
preparations, and potency and dosage of different cannabis
preparations (Health Canada, 2018). All of these elements are
very relevant in understanding cannabis administration and
require further research to convey an accurate representation
of the therapeutic effects of cannabis, as well as a proper
understanding of the psychoactive effects and other effects of
relevance to older adults. Common symptoms associated with
cannabis use, including adverse effects, are described in Table 1.
It is important to review the specific risks associated with
cannabis use on an individual basis. This may include the
patterns of use as well as the particular kinds of cannabis being
used to thoroughly understand the potential risks associated
with it. The particular implications of cannabis use among
older adults should be considered, including a higher risk of
falls, cognitive impairment, confusion, drug-drug interactions,
and other factors associated with age- and disease-related
physiological changes. However, evidence also suggests that
many older adults use cannabis without severe complications
or adverse events and the possibility of use within these
relatively safe limits should be acknowledged during
screening for CUD (Choi et al., 2015).
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Comorbid psychiatric conditions, such as depression,
anxiety, and schizophrenia, have been associated
with CUD and should be assessed clinically.

Patient and Family/Caregiver Education:
RECOMMENDATION #3:
In order to support the retention of information, clinicians
should provide education and counselling with regard to
cannabis and cannabinoids to older patients and their
family members/caregivers both verbally and in writing.
[Consensus]
Available evidence suggests that when presented with
relevant, accurate, and properly contextualized information
concerning the health effects of cannabis use, adults who use
cannabis may moderate the quantity or types of cannabis used
and/or the ways in which they consume it (Murphy et al., 2015).
Existing guidelines suggest that clinicians should provide
education and counseling concerning cannabis use to patients
(Allan et al., 2018). Although the evidence concerning
educational interventions among older adults is limited, and
there are no randomized controlled trials studying the
provision of patient education about the risks and benefits
specifically related to cannabis use in older adults, the use of
written or printed material may help the patient to retain and
reinforce this information and facilitate discussions with family
members or friends.

RECOMMENDATION #4:
Clinicians should counsel patients, caregivers, and families
to be aware that older adults can be more susceptible than
younger adults to some dose-related adverse events
associated with cannabis use. [GRADE: Evidence: High;
Strength: Strong]
Education and counselling are important in order for older
adults to avoid potential harms due to adverse effects
including changes in depth perception risking balance
instability and falls, changes in appetite, cognitive impairment,
cardiac arrhythmia, anxiety, panic, and psychosis. The potential
for greater harm in older adults exists because of more
vulnerable physiology, the prevalence of medical comorbidities,
and potential drug interactions when initiating any cannabis
use. Patients who intend to use cannabis should be
encouraged to seek out products with lower THC content
(< 10%) and to introduce use with a “low and slow” approach
to watch for side effects and/or complications.
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Table 1: The table below lists common adverse effects of cannabis in older adults***
PROBLEM AREA

SYMPTOM

CENTRAL NERVOUS SYSTEM

Dizziness, drowsiness, perceptual alterations, sensory alterations, driving impairment, headaches,
short-term memory impairment, attention and problem-solving impairment, falls, decreased
reaction time

PSYCHIATRIC

Psychoactive effects such as increased anxiety, paranoia, euphoria, depression; increased risk
for psychosis

RESPIRATORY

Chronic bronchitis and bronchial irritation (inhaled formulation), bronchospasm

CARDIOVASCULAR

Palpitations, arrhythmias, tachycardia, bradycardia, postural hypotension

GASTROINTESTINAL

Changes in bowel habits, appetite changes, dry mouth, nausea, vomiting

*** Please note that the majority of existing literature describing adverse effects of cannabis use is focused on the impact of THC. There are common sideeffects applicable to both THC and CBD, however much of the information pertains to THC-based products. It is important to note that adverse effects can
be experienced with both acute and chronic use, and also vary depending on formulation, concentration, and dose (MacCallum & Russo, 2018).

RECOMMENDATION #5:

RECOMMENDATION #6:

Clinicians should advise patients, caregivers, and families
about potentially increased risks associated with higher
potency delta-9-tetrahydro-cannabinol (THC) extracts, or
higher potency strains of cannabis when compared to
those with lower THC content. [GRADE: Evidence: Low;
Strength: Strong]

 linicians should advise patients, caregivers, and families
C
of risks associated with different modes of use of cannabis
and cannabis products (e.g., smoking, vaporizing, oils,
sprays, etc.) and counsel patients on these risks.
[GRADE: Evidence: Moderate; Strength: Strong]

There are several forms of cannabis products with higher THC
concentrations (e.g., those with street names such as Shatter,
Dab, Wax, and Budder), and clinicians should advise patients
of the potential harmful effects of using such products. Both
patients and clinicians should be aware that these products
are not available through the legal avenues for purchasing
cannabis such as licensed producers and other governmentregulated producers, although some of these products will be
regulated under the Cannabis Act in October 2019 and will be
available for sale as early as December 2020. Use of products
with higher THC content exacerbates the risks associated with
acute cannabis consumption including increased risk of motor
vehicle crashes, especially fatal collisions (Karila et al., 2014).

Cannabis products, regardless of THC and CBD content, come
in various forms including those that can be inhaled, those that
are ingested, and those that can be applied topically. Clinicians
should understand the basic pharmacokinetic differences
between formulations and their associated risks (Health
Canada, 2018). While the evidence is limited for CBD products,
clinicians should advise that CBD products may induce some
of the adverse effects associated with THC, but CBD’s effects on
the nervous system differ markedly. For any type of cannabis
product, inhaled formulations have a quicker onset of action
than ingestible forms (MacCallum & Russo, 2018). Risks
associated with chronic use of inhaled formulations include
but are not limited to increased risk for bronchospasm
mediated by bronchial irritation. Certain cannabis oil pens are
made using butane, a carcinogen (Miller et al., 2016).
Ingestible forms of cannabis, such as edibles and oils, have a
delayed onset of action and typically have a longer duration
of action (NASEM, 2017). This may result in the use of
larger than intended doses due to the delayed and
cumulative effects from repeated acute ingestions.
Patients should be cautioned against using multiple
doses of orally administered cannabis in short time
periods due to these risks.
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Topically administered cannabis products bypass the first phase
of hepatic metabolism and some sources have speculated that
this route of administration may therefore be associated with
fewer adverse effects. However, the evidence for this conjecture
is limited and topical formulations require further research
(Huestis, 2007). Based on clinical experience, patients rarely
report cognitive side effects when using topical cannabis
derivatives for pain, especially CBD-only products, so it may be
a lower risk starting point for those without contraindications
who wish to try a cannabis product.

RECOMMENDATION #7:
Clinicians should educate patients to avoid illegal synthetic
cannabinoids (e.g., K2 and SPICE,) because of the potential
to cause serious harm. [GRADE: Evidence: Low; Strength:
Strong]
Illicit synthetic cannabinoid products such as K2 and SPICE are
more potent than other forms of cannabis and present a
greater risk of adverse events among older adults. Using these
products can lead to severe health problems such as seizures,
irregular heartbeat, and hallucinations (Gunderson et al., 2012;
Seely et al., 2012; Harris & Brown, 2013; van Amsterdam et al.,
2015). In rare instances, death can occur (Seely et al., 2012;
Harris & Brown, 2013; van Amsterdam et al., 2015).

RECOMMENDATION #8:
Clinicians should educate patients on the risk of cannabisinduced impairment especially if the patient is cannabisnaive or titrating to a new dose. It is recommended that
the starting dose should be as low as possible and
gradually increased over time if needed. [GRADE: Evidence:
High; Strength: Strong]
Initiation of cannabis for medical or non-medical use can result
in physiological, cognitive, perceptual, and emotional changes,
including impairment. The risk of impairment with cannabis is
increased with formulations containing higher concentrations
of THC. Use of cannabis products with THC concentrations of
>20% under any circumstance is unwarranted. Claims made
for the potential benefits of cannabis in product promotions
may not be scientifically supported and patients should
be cautious of information provided by manufacturers
or distributors of cannabis products. In addition,
caution is advised in reviewing information that is
available online as the credibility of sources may
14

vary. Patients need to be aware of the THC concentration
in cannabis preparations and be aware that impairment in
attention, reaction time, mood, memory, depth and time
perception, and cardiac function are all possible adverse effects
that are more common when preparations with higher THC
concentrations are used. Only medical grade cannabinoids
available on prescription have accurate dosing supported
by Health Canada. Caution needs to be applied when
purchasing from dispensaries or the illicit market. One study
of randomly chosen edible cannabis products available at
dispensaries in the United States and tested in an independent
laboratory found only 17% were accurately labelled for THC
and 0% had accurate CBD labeling (Vandrey et al., 2015).

RECOMMENDATION #9:
Clinicians should counsel patients on the potential
long-term effects of frequent cannabis use including
respiratory problems, precancerous epithelial changes,
and cognitive impairment. Patients should also be
counselled on the risk of exacerbation of mental health
conditions with CUD, especially when high THC strains are
used. [GRADE: Evidence: Moderate; Strength: Strong]
As more older adults begin using cannabis for both medical
and non-medical reasons, many may use cannabis chronically
rather than intermittently and thus be at increased risk of
long-term health effects. These risks can include respiratory
and cardiovascular problems (Hall & Degenhardt, 2014),
skeletal changes that increase risk of fractures (Sophocleous
et al., 2017), emotional and cognitive disorders (NASEM, 2017),
and SUDs involving not only cannabis itself but also opioids
and other pain relievers (Choi et al., 2017). Though there is
no conclusive evidence of a causal link between prolonged
use of cannabis and cancer, an association cannot be ruled
out as precancerous changes in respiratory epithelium have
been observed in people who chronically smoke cannabis
(Barsky et al., 1998). Clinicians should be aware that some of
the products made by licensed medical cannabis producers
in Canada have higher THC concentrations (>20% THC), and
should advise patients to avoid such products as they may
further increase the risk of mental health problems over time.
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RECOMMENDATION #10:
Clinicians should advise patients, caregivers, and families
that:
a) Cannabis may impair the ability to safely drive a motor
vehicle for up to 24 hours. [GRADE: Evidence: High;
Strength: Strong]
b) The use of both cannabis and alcohol together results in
synergistic impairment, increases risks for driving, and
should be avoided. [GRADE: Evidence: High; Strength: Strong]
c) It is dangerous to ride as a passenger with a driver who
has used cannabis within the previous 24 hours.
[GRADE: Evidence: High; Strength: Strong]
Due to the varying potencies and durations of effect of
different cannabis products, it is important to emphasize the
significant impact that cannabis has on driving performance
and the high potential to cause impairment while driving.
Numerous experimental studies have shown that THC impairs
cognition, psychomotor function, and actual driving
performance in a dose-related manner (Ramaekers et al., 2004).
Furthermore, surveys that established recent use of cannabis
by directly measuring THC in blood showed that individuals
who test positive for THC, particularly at higher levels of THC,
are approximately three to seven times more likely to be
responsible for their crash as compared to drivers that had not
used drugs or alcohol (Ramaekers et al., 2004). A recent
systematic review showed the odds ratio of a motor vehicle
collision after using cannabis was between 2.49–2.84 (Els et al.,
2019). Of note, the effects of CBD on driving are not well
known, and currently most of the evidence on driving
impairment is related to THC use (Beirness & Porath, 2019).
However, in childhood epilepsy studies where pure CBD was
used, 30% of participants reported significant sedation
(Ali et al., 2019). Thus Dr. Charl Els and colleagues, in a position
paper endorsed by the Occupational and Environmental
Medical Association of Canada and the Canadian Society of
Addiction Medicine, recommend not using cannabis (with any
concentration of THC and/or CBD) within 24 hours of safety
sensitive work (Els et al., 2018). Specifically, the document notes
“it is not advisable to operate motor vehicles or equipment, or
engage in other safety-sensitive tasks for 24 hours following
cannabis consumption, or for longer if impairment persists.”

Due to the variation of effects of THC on driving as THC/CBD
formulations change, it is essential to note that the consumption
of cannabis and alcohol together will have a synergistic effect
on impairment, and that those who may be below the legal
allowable blood alcohol levels may still be unsafe to operate a
motor vehicle when alcohol is consumed with cannabis
(Neavyn et al., 2014).

RECOMMENDATION #11:
Patients, caregivers, and families should be provided with
information about the signs, symptoms, and risks of
cannabis withdrawal. [GRADE: Evidence: High; Strength:
Strong]
Cannabis withdrawal symptoms will be more pronounced with
abstinence after long-term use of higher amounts of cannabis.
Most research has investigated symptoms in young adults
rather than older adults. Typical symptoms of withdrawal
include fluctuating behaviour and mood and physical
symptoms such as weakness, sweating, restlessness, dysphoria,
sleeping problems, decreased appetite, nervousness/anxiety,
irritability, aggression, and craving. The desensitization and
downregulation of the CB1 receptors begin to reverse within
the first two days of abstinence and return to more natural
functioning within four weeks of abstinence. The severity of
withdrawal is highly variable and dependent on the amount
of cannabis used, sex, and patient and contextual factors.
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Screening for Cannabis
Use Disorder

C

linicians may underestimate the likelihood of problematic
substance use or a SUD among older adults. It is therefore
important to conduct a comprehensive history of current and
past use of substances, including cannabis and cannabinoids.
A comprehensive assessment is recommended when a SUD
is suspected.

RECOMMENDATION #12:
Clinicians should initiate non-judgmental discussions
related to cannabis and cannabinoid use. Careful histories
should be obtained from patients, caregivers, and families
about signs and symptoms of CUD that may be similar to
those of age-related nervous system changes, such as
drowsiness, dizziness, memory impairment, and falls.
[GRADE: Evidence: High; Strength: Strong]
Just as with other substances, discussions with older adults
about cannabis use and the possibility of CUD should be nonjudgmental and supportive in nature. Ensure that screening for
CUD in older adults is age appropriate; employs active
listening; is supportive; uses a health or medical frame;
accounts for memory impairment or cognitive decline; and is
non-threatening and non-stigmatizing. The DSM-5 criteria for
Cannabis Use Disorder require impairment in meeting social
and occupational obligations and the specific social and
functional roles of older adults should be considered when
assessing the impact of cannabis use on them. It is important
to respect older adults’ autonomy and confidentiality but it is
also helpful to obtain collateral information from family,
friends, and other caregivers, with the patient’s consent if it is
available, particularly for individuals who may have cognitive
impairment due either to cannabis or to comorbid medical or
psychiatric conditions. Many symptoms of CUD such as
drowsiness, dizziness, memory impairment, and falls are
relatively common among older adults without CUD, but CUD
should be considered as a potential cause or contributor to
these symptoms in older adults (Allan et al., 2018; NASEM,
2017).

RECOMMENDATION #13:
All patients regardless of age should be screened for:
a) The use of non-medical and medically authorized
cannabis and cannabinoids, and illicit synthetic
cannabinoids as well as tobacco, alcohol, and other
drugs. [GRADE: Evidence: Low; Strength: Strong]
b) The amount and type of cannabis or cannabinoid used,
and its frequency, by those who acknowledge any use.
Those who acknowledge any recent use (any in the past
month) should then go on to targeted screening using
the Cannabis Use Disorder Identification Test (CUDIT).
[GRADE: Evidence: Low; Strength: Strong]
All patients should be screened for cannabis use. Particular
attention should be paid to individuals with a past history of
substance misuse, recent bereavement, depression, social
isolation, significant self-neglect, and chronic pain. Answers to
the screening questions may vary according to the individual
depending on how the question is asked. Older patients might
not think to mention medical use when asked about cannabis.
The CUDIT is quite useful for identifying if problems found in a
given case may not be attributable to cannabis use. If quantity,
potency, and frequency of use are low and there are higher
scores in memory or functional issues, the problem may not be
related to cannabis.

RECOMMENDATION #14:
Clinicians should be aware that the diagnostic accuracy of
some screening tools may be variable given that some of
the symptoms of aging may overlap with those of CUD.
[GRADE: Evidence: Moderate; Strength: Weak]
For patients who are using cannabis either medically or nonmedically it is important to assess potential for CUD. There are
a number of challenges involved in detecting and diagnosing a
substance use disorder in older adults (Kuerbis et al., 2014).
DSM-5 criteria for SUDs include a number of criteria that
measure impairment based on the impact of substance use on
fulfilling social or interpersonal roles or performance in areas
that are not always applicable to older adults (such as at work,
school or while driving).
CUD can also be overlooked because of the increased presence
of coexisting medical morbidities whose symptoms may mask
CUD in older people.
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Assessment of
Cannabis Use Disorder
RECOMMENDATION #15:
Assessment of CUD in older adults should evaluate:
a) Modes of use: i.e., ingesting, smoking, vaping, use of
extracts, topicals, nabilone, and nabiximols, etc., and
consider the risks/benefits/harms of all that apply to the
patient. [GRADE: Evidence: High; Strength: Strong]
b) Frequency and dosage. [GRADE: Evidence: High; Strength:
Strong]
Different modes of use are associated with different risks and
outcomes, and modes of use should be identified for each
individual. Regular inhalation (smoking) of combusted
cannabis remains the most common route of administration in
Canada (Ialomiteanu et al., 2016). This route adversely affects
respiratory health outcomes (Lee & Hancox, 2011; Pletcher et al.,
2012; Gates et al., 2014; Tashkin, 2014; Martinasek et al., 2016),
and poses the greatest health risk. The use of edible cannabis,
liquids, and oils may eliminate respiratory risk but these forms
of administration introduce the risk of potential use of larger
than intended doses because of the delayed onset of effect
(Wang et al., 2013; 2014; Monte et al., 2015). The mode of use
should be explored carefully when there is a history of adverse
effects that appear to be disproportionate to the effects
typically observed with the reported amount of consumption.
Frequency and dose used during each episode of use are
strong predictors of the risk of both acute and chronic
cannabis-related problems (Solowij et al., 2016). Systematic
reviews have found associations between the frequency or
dose of cannabis use and various adverse health outcomes,
including mental health problems, cardiovascular problems,
motor vehicle collisions, suicidality, and cognitive effects
(Moore et al., 2007; Reece, 2009; Lorenzetti et al., 2010; Elvik,
2013; Gibbs et al., 2015; Ganzer et al., 2016). In the assessment
of CUD, cannabis-related anxiety and cannabis dependence are
important to identify. The risk of anxiety and cannabis
dependence are strongly associated with daily or near daily
use (Coffey et al., 2002; Degenhardt et al., 2013; Silins et al.,
2014). Assessment of CUD in older adults should also include
comprehensive assessment of potential physical manifestations
of CUD or consequences of cannabis use. As with other SUDs,
the DSM-5 criteria for CUD may not adequately aid with
assessment of severity of CUD in older adults (Budney et al.,
2003; Kuerbis et al., 2014).

RECOMMENDATION #16:
Clinical assessment of CUD in older adults should evaluate
the signs and symptoms of cannabis withdrawal, with
consideration that the rapid reduction or abrupt
discontinuation of cannabis use may also be associated
with withdrawal symptoms. [GRADE: Evidence: High;
Strength: Strong]
Like all substances with addictive potential, cannabis can be
associated with a withdrawal syndrome. It can appear when
individuals who use cannabis rapidly reduce their use.
Cannabis withdrawal syndrome typically emerges after
1–3 days of abstinence from cannabis. Symptoms tend to peak
between 2–6 days and can last up to 14 days (Budney et al.,
2003). Cannabis withdrawal symptoms can be reliably assessed
using the Cannabis Withdrawal checklist (Budney et al., 2003)
which includes questions about the commonly observed
symptoms such as: shakiness/tremulousness, depressed mood,
decreased appetite, nausea, irritability, sleep difficulty,
sweating, craving to smoke marijuana, restlessness,
nervousness/anxiety, increased aggression, headaches,
stomach pains, strange dreams, and increased anger. Cannabis
withdrawal symptoms therefore can be confused with some of
the self-reported reasons individuals give for using cannabis
products. Not unlike alcohol and opioid withdrawal, during
cannabis withdrawal, symptom relief can occur with taking the
substance once again, thus reinforcing use. Individuals who
screen positive for cannabis use should be assessed for
withdrawal symptoms.
The frequency of cannabis withdrawal syndrome is dependent
on factors such as duration and frequency of use and amount
of cannabis used. In most studies, withdrawal reactions occur
in approximately 20–30% of individuals who frequently use
cannabis (Budney et al., 2003; 2004). The symptoms are
frequently severe enough to give rise to a high rate of relapse.
Current approaches to treatment of the withdrawal syndrome
are discussed in Recommendation 22.

RECOMMENDATION #17:
When assessing patients, clinicians should be aware of the
risk of cannabis hyperemesis syndrome in association with
chronic cannabis use, especially with higher potency
preparations. [GRADE: Evidence: High; Strength: Strong]
Cannabis hyperemesis syndrome is characterized by
recurrent episodes of nausea and vomiting
accompanied by abdominal pain typically occurring
in individuals with prolonged use of high dose
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cannabis. The prevalence of hyperemesis syndrome among
individuals with CUD is not well known although overall it
appears to be a relatively uncommon, although distressing and
potentially dangerous, condition. Management of hyperemesis
syndrome is largely supportive to ensure adequate hydration
and administration of antiemetics. It typically resolves within
48 hours of cessation of cannabis use (Galli et al., 2011).
Hyperemesis syndrome can develop in association with any
frequency of cannabis use but most often is observed in
individuals who have been using cannabis for one year or
longer at a frequency of daily to weekly (Sorensen et al., 2017).

Treatment of Cannabis
Use Disorder

T

his section focuses on the treatment of older adults who
have developed CUD. Current treatments to date for CUD
have focused primarily on psychotherapy and contingency
management. Pharmacotherapy trials have been conducted as
adjunctive interventions to psychosocial treatment, however,
no pharmacologic treatment has emerged as efficacious.

RECOMMENDATION #18:
The Screening, Brief Intervention, and Referral to
Treatment (SBIRT) approach should be considered for
assessing and managing CUD similarly to other SUDs.
[GRADE: Evidence: Low; Strength: Strong]
The use of SBIRT approaches in the context of CUD treatment
has been a relatively unexplored area. However there is
significant evidence supporting the use of brief interventions
(e.g., motivational enhancement and brief advice) among older
adults (Fleming et al., 1999; Gordon et al., 2003; Fink et al.,
2005; Schonfeld et al., 2010; Moore et al., 2011; Schonfeld et al.,
2015). SBIRT initiatives are known to effectively reduce problem
drinking among older adults which might otherwise go
unnoticed by substance abuse services (Schonfeld et al., 2010).
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RECOMMENDATION #19:
 eer support programs should be considered for
P
individuals with CUD. [GRADE: Evidence: Moderate; Strength:
Strong]
Peer support programs can be a valuable recovery tool for
patients with CUD (Tracey & Wallace, 2016). One of the factors
which exacerbates SUDs/CUD is lack of social connection
(Sarkar et al, 2015). Older adults are at elevated risk of losing
social connections due to retirement, loss of friends/loved ones,
etc. Clinicians need to be aware of what peer support programs
are available in their areas and can support patients in their
engagement in a program to support their recovery process.

RECOMMENDATION #20:
I t is recommended that a variety of psychosocial
approaches be considered for harm reduction or relapse
prevention including: Cognitive Behavioral Therapy (CBT),
Motivational Interviewing (MI), Mindfulness Based
Relapse Prevention (MBRP), Motivational Enhancement
Therapy (MET), and Contingency Management (CM).
[GRADE: Evidence: Moderate; Strength: Strong]
The most efficacious treatments to date include a combination
of MET/CBT/CM including computer-delivered treatments, which
show some of the highest abstinence rates to date, comparable
to results obtained in treatment of cocaine use disorder, but
lower efficacy than with alcohol. One meta-analysis found
lower abstinence rates for people who use cannabis compared
to people who use cocaine, opiates, and polysubstances
(Sherman & McRae-Clark, 2016). A brief online CM self-help
intervention showed a significant decrease in past month
quantity, frequency of cannabis use, and lower severity of
dependence scores (Copeland et al., 2017), though the eligible
participants were not all diagnosed with CUD (median age 26,
but including adults up to 65). MET has been shown to improve
cannabis-related outcomes among treatment-seeking adults,
non-treatment seekers, and individuals with co-occurring
disorders (Danovitch & Gorelick, 2012). Technology based
interventions that deliver CBT, MET, or MI, ideally in combination,
have shown similar rates of effectiveness to therapist-delivered
modalities (TDM), albeit without the randomization or follow
up that are included in the more proven TDM. These should be
considered if TDM access is restricted. In a randomized
controlled trial where SUDs were broadly addressed using
Mindfulness Based Relapse Prevention (MBRP) after intensive
inpatient or outpatient treatment, there was demonstration of
empirical promise for the feasibility and initial efficacy of MBRP
in aftercare treatment of SUDs. Of the participants in this study,
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5.4% cited marijuana as their primary substance of choice
(Banes et al., 2014).

RECOMMENDATION #21:
 here are currently no established pharmacological
T
treatments that have been demonstrated to be safe and
effective for either cannabis withdrawal symptoms or CUD.
[Consensus]
Certain medications have demonstrated potential in the area
of withdrawal and cravings management. Gabapentin has
been shown to address the attenuation of withdrawal
symptoms while N-acetylcysteine (NAC) has demonstrated
some promise in the reduction of cravings. A review by
Sherman et al (2016) suggests some evidence for gabapentin
and the most evidence for NAC. The potential side effects of
drowsiness, dizziness, and fatigue are cited among others as
challenges that outweigh any existing promise, combined with
insufficient evidence to demonstrate efficacy for improving
withdrawal symptoms or abstinence rates (Marshall et al., 2014;
Hassell et al., 2017). However, a systematic review by Werneck
et al (2018) concluded that cannabinoid replacement therapy
(with nabilone or dronabinol) has sufficient promise to warrant
more extensive clinical trials. This off-label treatment should
only be considered for highly intransigent cases that have not
responded to all other interventions, where benefits are likely
to outweigh risks, and very cautious dosing should be applied.
There are no studies on the treatment of insomnia due to
cannabis or cannabinoid withdrawal in older adults. In younger
adults, trazodone has been used.

RECOMMENDATION #22:
Accredited residential treatment should be considered as
appropriate for treating CUD if the individual is unable to
effectively reduce or cease their cannabis use. [GRADE:
Evidence: Low; Strength: Strong]
Drawing from evidence used for the management of other SUDs
that can be applied as reasonable principles for all SUD
management, most experienced clinicians may manage older
adults with mild to moderate CUD. Patients with more severe or
complex disorders may benefit from involvement with a team
or program specializing in SUDs including, when available, in an
inpatient setting. Subsequently, the threshold to admit an
older adult with social, psychological, or physical comorbidities
to either residential or hospital care for treatment of CUD or
withdrawal management may involve a lower threshold than
what would be used for a younger adult.

Future Directions

F

uture research into cannabis use and CUD among older
adults needs to start by recognizing and understanding
patterns of and motivations for use in this population. It is clear
that older adults use cannabis, but what is less clear is how and
why this population uses it, what the prevalence of use across
the life course is, how multiple factors unique to aging may
positively or negatively impact on patterns of use, and the harms
associated with it. While the perception that cannabis use poses
a significant risk of negative consequences has decreased, it is
nonetheless associated with cognitive impairment, increased
risk for psychiatric disorders, and other mental health problems.
Compounding this are the realities of aging, accompanied by
changing physiologies that may alter the way cannabis is
metabolized and experienced, a higher prevalence of multimorbidity that may increase the likelihood of a chronic or acute
health condition being exacerbated, or of an unintended drug
interaction.
Despite these limitations, clinicians need to discuss cannabis
and cannabinoid use with their patients, to help promote
healthy behaviours and to identify potential risks or harms or
problematic use that warrant follow-up or intervention.
Clinicians also need to be mindful of the social context within
which cannabis—a widely-used, now legal, and widelyavailable substance—is situated. This includes anecdotal
narratives about its medicinal properties, which although
potentially promising, are largely unsubstantiated and open to
exploitation. In addition to this; the reality that cannabis
occupies a counter culture image that is now being
commercialized as legal markets open up poses a risk for older
adults to be specific demographic targets in cannabis marketing.
Regulation and quality control within a legal market have
arguable benefits for reducing certain harms, but the
implications for rates of use remain unknown for the older
adult population, even in jurisdictions with a longer history of
legal non-medical cannabis.
It is in this context that clinicians must be aware of the current
state of evidence and practice in cannabis use disorder and
cannabis use in older adults. Keeping in mind that older adults
are using cannabis, likely have questions, and deserve
evidence-informed answers and guidance. These guidelines
provide recommendations on the basis of available evidence
and the experience of clinicians, and acknowledge that
gaps in the evidence clearly exist. Patients will
undoubtedly have questions, and it is important that
clinicians have answers grounded in evidence, rather
than conjecture or anecdotes about cannabis use.
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