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Cannabis Use: Here and Now

Regardless of what we think about 

“medical marijuana” or legalization…

What about marijuana use by our patients:

• For anyone in treatment or recovery?

• For pain patients on opioids or MH patients on 

psychotropics?

• For patients on medication assisted agonist therapy 

(bup or MTD)?



Risks of Cannabis Use During Treatment

• Risks specific to THC use and abuse itself:

Cognitive, physical, interpersonal, legal

• Risks in combination with prescribed medications  

(Note: Risk to prescriber…?)

• Risks of triggering use of primary drug (Relapse)

• Risks of abusing other drugs (Cross-addiction)



Rationale for concern regarding relapse risk

• Association with poly-drug abuse

• Similar patterns of reward and abuse 

across drugs

• Association with patterns of behavior, 

contacts, triggers, illegality

• Role in impulsivity and disinhibition



Particular Emphasis in “Recovery” Orientation

• Total abstinence from all mood altering 

chemicals (behaviors…) needed or required 

for “real recovery”

• Must deal with “resistance” or ambivalence 

about total abstinence

Is this evidence based or is it

philosophical/historical/cultural…?





In the setting of recurrent or ongoing use of 

cannabis…What is the evidence for…

• Development of cannabis use disorders (CUD):

either primary or as a “cross-addiction”?

• Precipitating relapse to primary drug of abuse?

• Potential for benefit from cannabis use...in terms of 

addiction treatment…? 



What is the potential for addictive cannabis use?

Most drug use…alcohol, cocaine, 

opioids…marijuana…proceeds along a continuum:

Occasional or low risk use>

<Regular or higher risk use>

<Heavy use or abuse>

<Compulsive or habitual use>

<Dependent or addictive use

Most drug users do not become addicted…but many

may overuse…use at risk or have negative 

consequences (often subtle… possibly serious)



PROBLEMS

USE

None

35%

Moderate

45%

At-risk

8%

Abuse

7%

Dependence

Dependence

Alcohol use in primary care patients > 18 years old

A Guide to SA Services for Primary Care Clinicians, SAMHSA, 1997

Alcohol or Other Drug Use Extends Along a Continuum 



Webster LR, Webster RM. Pain Med. 2005;6(6):432-442. 

Relative Prevalence of 

Misuse, Abuse, and Addiction with Opioids

Misuse 

Abuse

Total Pain
Population Treated with 

Opioids

Addiction



What’s the risk of cannabis abuse or addiction?

Estimates of use and abuse:

– Prevalence of past-year use in US adults: 4%

– Prevalence of abusive use among past-year adults: 30%

Addiction: Compulsive use, impaired control, continued use in 
spite of persistent problems associated with use.

Estimates of risk of addiction:

– 8-9% lifetime risk of dependence/addiction for all users

– 17% among those that start using in adolescence (<17 yo)

– 25-50% risk of dependence among daily users

ASAM Public Policy Statement on MJ, Cannabinoids and Legalization 2015



Comparison to other common drugs of abuse
National survey of US adults, subsample of lifetime users.

Cumulative probability estimate of: 

Transition to dependence: Remission from dependence

Nicotine      67% 84%

Alcohol       28% 90%

Cocaine      21% 99%

Cannabis     9% 97%

Increased risk with psychiatric and SU co-morbidities.

Probability and Predictors of transition from first use to dependence on nicotine, alcohol, 

cannabis and cocaine: results of National Epidemiologic Survey on Alcohol and Related 

Conditions.  Lopez el al. Drug Alc Depend. 2011

Probability and Predictors of remission from life-time nicotine, alcohol, cannabis or cocaine 

dependence: results of NESARC. Lopez et al.  Addiction.  2011



Increased risk in younger cohort:

Oregon Adolescent Depression Project:

4 diagnostic assessments between 16 and 30:

CUD weighted lifetime prevalence:       19%

Pattern on persistent, recurrent CUD:   30%

Eventual recovery within study period:  82%

Natural course of cannabis use disorders.  

Farmer RF, et al. Psychol Med.  2015



Likelihood of dependence and/or remittance…

As with all drugs, plays out according to interaction 

of factors…have to ask…can’t assume same for all.



Public Health Model Disease Model of Addiction

HOST                                                             ENVIRONMENT

Genetic predisposition Availability/ease of access to drug

Impulsivity/Self-control Poverty/Opportunity

Social Skills/Relationships Family cohesion/monitoring

Age of first use                                                                            Peer attitudes/use    

Mental disorders Response to problem behaviors

AGENT

Positive Effect: psychotropic/physical

Speed of onset/Duration of action/Intensity

Safety or risk

Side effects/Cost



What about “cross addiction”

Definition: The tendency for an individual with one SUD to be at risk 

of abusing or becoming dependent on one or more other drugs 

when abstaining from the first. 

– Sometimes described as class specific (eg: sedatives or stimulants)

– Sometimes expanded to include compulsive behavioral alternatives

– Sometimes expanded to include tendency toward poly-drug abuse

while still abusing initial or primary drug of abuse

“Whack a mole” phenomenon…



Testing the Drug Substitution Switching-Addictions 

Hypothesis: A Prospective Study in a Nationally 

Representative Sample

Objective:  Determine if remission from an SUD increases risk of

onset of new SUD after a 3 yr f/u compared with lack of remission.

Design: Prospective cohort:  approx 35,000 adults (NESARC), 

interviewed twice, 3 years apart (waves 1 and 2).

Outcome measures:  Compared new-onset SUDs among those 

with at least 1 current SUD at wave 1 who had remitted or not 

remitted from that SUD at wave 2.



Results

• Approx 20 % of total sample had developed a new-onset SUD at 

wave 2 assessment.

• Those who had remitted from wave 1 SUD were approx ½ as 

likely to have developed a new SUD (13% vs 27%, P<.001)

• Male, younger, unmarried, earlier age SUD onset, psych co-

morbidity (ADHD, cluster A/B) increased odds of new-onset 

SUD.

• Limitations:  Limited time frame (3 yrs), self-report only.



Authors’ Conclusions

“Drug addiction is commonly viewed as a unitary syndrome…and 

drug substitution is a clinical concern…yet empirical support for 

this clinical concept remains mixed.”

“As compared with those who do not remit from an SUD, remitters 

have less than half the risk of developing a new SUD.”

“Contrary to clinical lore, achieving remission does not typically 

lead to drug substitution.” 



Other interpretations?

• Outcomes do contradict narrow definition of cross 

addiction (tendency to substitute another addiction 

when abstinent from first…80% did not).

• 20% of total developing second SUD is relatively low 

but still twice general population…still shows 

tendency to further SUDs (broader definition of cross-

addiction).



Commentary:

“ The neuroadaptations in the brain that result from genetic 

vulnerability and environmental triggers are substance-specific.  

That is, the dysregulation of consumption applies to the 

specific drug consumed.”

Proviso: “Although changes in the brain…appear to be substance 

specific, there are common traits (especially behavioral under-

control) that increase risk in general.  So some…remitted from 

one substance, might be predisposed to addiction to another. “

• Mark Willenbring, MD.  Former Director of Div. of Treatment and 

Recovery, NIAAA.  Clinical Prof. Psy. GWU School of Medicine.



Relapse risk associated with cannabis use:

Cognitive/psychiatric consequences:

Acute intoxication: Cognitive

-Impaired concentration, focus, problem solving and memory.

-Anxiety/agitation/paranoia/mood lability in some…although 

calming/mood stabilizing/sedative in others

-Can aggravate underlying emotional conditions

-Increase risk of psychotic symptoms

Behavioral consequences of use:

Decreased motivation

Decreased academic performance, higher drop-out rate

Lower educational attainment

Reduced workplace productivity

Association with illicit activity



Increased Risk of Early Adolescent Use

Strong emerging evidence that younger onset of use increases

likelihood of persistent and potentially profound impact on CNS.

Effects on:

Neural connectivity

Frontal lobe development 

Hippocampal volume and function 

Potential for long term impairment in function and behavior…

Greater potential for developing CUDs and other SUDs…initial 

and persistent.



What’s “one drink” ?

• Courtesy of Roy Stein, MD



How is risk magnified by escalating 

potency and availability…?

Increasing potency: 3.4% THC in 1993, 8.8% in 2008

-Increasingly potent versions (eg: hash oils)

-Increasing availability of edible forms (cookies, candies): attractive to children

-Availability of high potency full-agonist synthetic cannabinoids

Increased drug availability: Typically leads to:

-Increased use>>Increased risk>Increased misuse

-Increased availability to high risk groups: Adolescents and children

Proviso:  Will public health risk be mitigated by switch to cannabis and away from 

higher risk substances:  Alcohol, benzodiazepines, opioids.



Risk of cannabis contributing to relapse?

0pinion in the treatment community typically recommends

abstinence from all mood altering drugs, not just the primary

drug, to minimize risk of relapse.

In general, this is applied to cannabis use…from a

recommendation to a requirement with consequences.

This is based on “conventional wisdom” (clinical experience 

and anecdote) and some empirical evidence.



“Marijuana use and achievement of abstinence from 

alcohol and other drugs among people with substance 

dependence: a prospective cohort study.”

Mojarrad M, Samet JH, Cheng DM, Winter MR, Saitz R.  Drug 

and Alcohol Depend.  2014

Secondary analysis of chronic disease mgmt study:  Individuals 

(n=535) referred from inpatient detox to PC after-care and 

seen and assessed minimum of 2 follow-ups.

Marijuana use was associated with 27% reduction in odds of 

abstinence from other drugs or heavy alcohol use (adj. odds 

ratio 0.73, 95% CI).



“Postdischarge Cannabis Use and its Relationship to 

Cocaine, Alcohol, and Heroin Use: A Prospective Study”

Aharonovich E, et al.  Am J Psychiatry.  2005

Objective:  Prospectively examine the relationship of cannabis use 

to remission or relapse of use of other substances.

Methods:  250 patients (Av age 37, 66% male,57% white), 

inpatient psy/SA setting, current dependence dx: alcohol 75% , 

cocaine 58%, heroin 20%, cannabis 15%. 

Follow up interviews at 6, 12 and 18 mos.  Sustained remission 

defined as min. 26 wks without use following hospital d/c.



Results

29% of patients (n=73) reported cannabis use post discharge (66% 

of those reported 1-2 times/wk, 26% reported 5-7 times/wk)

Post d/c cannabis use significantly increased the hazard of first use 

of any substance and reduced the likelihood of stable remission 

from use of any substance:

• Among the 82% of patients who returned to alcohol, cocaine 

and/or heroin use, 34% used cannabis.  Of the 18% who did not 

return to use, 7% used cannabis.

• Among all patients, 53% achieved sustained remission (>26 

wks):  Fewer of those with sustained remission used cannabis 

(15%) compared to those who did not (41%).



Authors’ Conclusions/Provisos

• Proposed explanations for worse outcomes in those using 

cannabis:

Reward properties similar across drugs.

Use may trigger other drug use.

Use continues drug-seeking behaviors.

Increased potencies of cannabis products.

Proviso:  Negative outcomes related to cannabis appeared to be 

substance specific:  True for alcohol and cocaine but not for 

heroin….authors related this to likelihood of MAT post d/c.



Does cannabis use represent the same 

risk for those in treatment for opioid SUD

Some studies support the conclusion that concurrent 

cannabis use is associated with poorer outcomes.

Multiple studies support the position that concurrent 

cannabis use during treatment for opioid dependence 

(bup, MMT, naltrexone) does not appear to worsen 

outcomes...

Or may even be associated with improved outcomes.



Negative effect on outcome:

Marijuana and benzodiazepines in patients receiving methadone 

treatment.  Dupont RL, Saylor KE.  JAMA. 1989.

Factors associated with lapses to heroin use during methadone 

maintenance.  Wasserman DA, et al.  Drug Alcohol Depend.  

1998.

The prevalence and significance of cannabis use in patients 

prescribed chronic opioid therapy:  a review of the extant 

literature.  Rasfield GM, Wasan AD, Jamison RN.  Pain Med. 

2009.



No negative effect on treatment outcome:

Marijuana use and treatment outcome among opioid-dependent 

patients.  Budney AJ, Bickel WK, Amass, L.  Addiction.  1998

Concurrent substance use and outcome in combined behavioral and 

naltrexone therapy for opiate dependence.  Church SH, et al.  Am J 

Drug Alcohol Abuse. 2001.

Does cannabis use predict poor outcome for heroin-dependent 

patients on maintenance treatment? Epstein DH, Preston KL.  

Addiction. 2003.

Association of cannabis use with opioid outcomes among opioid-

dependent youth.  Hill KP, Burnett ML…Woody GE. Drug Alcohol 

Depend. 2013.



“Does cannabis use predict poor outcomes for heroin-

dependent patients on maintenance treatment? 

Past findings and more evidence against.”

Epstein DH, Preston KL.  Addiction.  2003

Aims:  Determine if cannabinoid positive UDS in heroin dependent 

outpatients predict other drug use or impairments in psychosocial 

functioning and if better predicted by CUDs or cannabis use itself.

Design/Setting:   Analysis of 3 trials, including contingency mgmt for 

cocaine or heroin use during MMT (urban, 408 pts.)

Trials 25-29 wks.  Evals 3, 6, 12 mos post treatment.



Epstein and Preston study
Measurements:  

Qualitative UDS 3/wk. Outcome included proportion UDS 

positive for cocaine or heroin. CUDs assessed with Dx

Interview III R. Addiction Severity Index at intake and follow up.

Findings:  

Cannabis use was not associated with retention, use of 

cocaine or heroin or any other outcome measure during or 

after treatment.

Cannabis use disorders were weakly associated with 

psychosocial problems at post treatment follow up.



“Concurrent substance use and outcome in 

combined behavioral and naltrexone therapy 

for opiate dependence.”

Church SH, et al.  Am J Drug Alcohol Abuse.  2001.

Methods: 47 opiate dependent patients received 6 mo. course of

treatment with naltrexone and CBT. Opiate neg UDS and naltrexone

ingestion rewarded with vouchers.

Abstinence from other drugs encouraged but no contingencies

placed on nonopiate drug use. UDS collected 2/wk for cocaine,

cannabis and benozodiazepines.

Outcomes: opiate pos UDS, retention, proportion naltrexone taken.  



Church, et al.

Results:  

Majority (78%) used a nonopiate drug at least once.

There were no significant correlations between concurrent 

drug use and opiate dependence treatment outcomes.

When categorized into abstinent, intermittent and heavy use 

groups…intermittent use had superior outcome compared to 

both abstinent and heavy use groups in several contrasts.



“Intermittent marijuana use is associated with 

improved retention in naltrexone treatment for 

opiate-dependence.”

Raby WN, et al.  Am J Addiction.  2009

Follow up to previously observed association between moderate 

cannabis use and improved retention in naltrexone treatment.

Method:  Opioid dep pts (n=63) s/p inpatient detox and induction to 

oral naltrexone followed by 6 mo trial of intensive behavioral 

therapy versus control behavioral therapy.



Raby, et al

Results:

Participants classified into 3 levels of cannabis use during 

treatment:  abstinent (0% positive), intermittent (1-79% positive) 

and consistent (80% or greater positive).

Intermittent cannabis users showed superior retention in naltrexone 

treatment compared to abstinent or consistent users (Median: 133 

vs 35 vs 35. Mean 113 vs 47 vs 68).



Association of cannabis use with opioid 

outcomes among opioid-dependent youth.  

Hill KP, Burnett ML…Woody GE, Weiss RD. Drug Alcohol Depend. 

2013

Objective: The association of cannabis use with opioid tx outcome.

Methods: Participants (n=152), aged 15-21 randomized to 

psychosocial tx and either 12 wk buprenorphine-naloxone treatment 

with taper weeks 9 to 12 or 2 wk detoxification with buprenorphine-

naloxone.



Hill, et al

Results:  

Half reported occasional cannabis use, one third reported no use 

and one sixth reported daily use.

Lifetime cannabis use was 4 yrs, median age of initiation was 15.

Neither past cannabis use non concurrent use was associated with 

the level of opioid use.

Conclusions:  

Overall, cannabis use had no association with opioid use over 12 

weeks in this sample of opioid dependent youth.  While cannabis 

use remains potentially harmful, it was not a predictor of poor 

opioid treatment outcome.



Cannabis as treatment adjunct?

• Substitution therapy…?

• Self-medication…pain, anxiety, insomnia…



Stop short of that…but…

What are the potential clinical and public health 

risk of decreased access to cannabis as an 

individual choice?



“Daily marijuana users with past alcohol 

problems increase alcohol consumption during 

marijuana abstinence.”

Peters E and Hughes JR.  Drug and Alc Dependence.  2010.

Purpose:  Investigate whether consumption of alcohol or other

substances changes during marijuana abstinence.

Method:  Daily marijuana users (n=28) completed an 8-day

baseline period of marijuana and other drugs as usual, 13 day

marijuana abstinence period and 7 day return to baseline.

Measures: Self report of substance use and twice weekly UDS.



Peters and Hughes study

Results:  Individuals with prior diagnosis of alcohol abuse or 

dependence significantly increased alcohol use (52% 

increase) but those without this history did not (3%).

Marijuana withdrawal discomfort scores positively correlated 

with increase in alcohol use.

Increases in cigarettes, caffeine and non-MJ illicit drugs did 

not occur.

Conclusion:  Study provides empirical validation of drug 

substitution in subgroup of daily marijuana users.



“Medical Cannabis Laws and Opioid Analgesic 

Overdose Mortality in the United States, 1999-

2010.”

Bachhuber MA, Saloner B et al.  JAMA Intern Med.  2014.

Presumed risks of cannabis in the setting of opioid use 

(prescribed or illicit):  

Impairment, disinhibition

Additive sedative effect

Engagement in illegal behavior, risky social behaviors…



Could access to cannabis mitigate 

risk in relation to opioids?

Assessment of opioid over-dose deaths related to cannabis

access:

Study found that states with “medical marijuana” laws had 24.8 % lower

annual opioid overdose deaths compared to states without similar laws.

Effect occurred after implementation of increased access and increased

over time since implementation.

Speculation on mitigating effects: 

Access to cannabis decreased reliance on higher dose opioids,

and less use of benzodiazepines and alcohol.



Conclusions Regarding Clinical applications?

Personal opinion …

• Limited and/or conflicting evidence of cannabis use as an 

“independent” indicator of poorer outcomes (at least as it applies 

to opioid abuse/dependence)

• Should not encourage a “laissez faire” approach to cannabis 

use…

-some do become dependent

-use can have subtle detrimental effects

-can be an indicator of other emotional or behavioral issues

• It’s use should prompt further assessment and/or monitoring but 

should not be allowed to interfere with access to treatment.





Case 1

• Young man (26 yo) presents for MAT for 4 yr. 

history of heroin addiction…unemployed, 

recently living with parents, no legal problems.

• Exam significant for active track marks.

UDS is positive for opiate, benzo, cocaine and

THC.

• Buprenorphine/naloxone requested:  Induction  

and titrated successfully to 16 mg equivalent.



Case 1 Continued

At 3 months:

• No further opioid use or other illicit use except 

continuing positive for THC.

• No active engagement in recovery:  No f/u with 

psychosocial support, inconsistent attempts at 

work (“I’m thinking of taking some classes at 

community college…”)

Changes in treatment plan…?



Case 1 continued:

At 6 months:

No significant change in activity in interim.  

Misses or reschedules 2 visits in interim.  Asks 

for call-in “bridge” but when told to come in, is 

positive for cocaine as well as THC.

Response…?



Case 2

• 54 yo married construction worker with DJD 

hands and knees and opioid dependence 

(addiction vs “complex dependence”) has been 

buying buprenorphine at job site…wants to go 

legal.

• Stabilizes on 16 mg equivalent with fair pain 

mgmt and function. Consistent with visits.  

• UDS all THC positive only. Reports pain 

relief/better sleep with hs cannabis.



Case 3
• 36 yr old woman, white collar worker, divorced, 2 

school aged children.

• History of recurrent prescription opioid abuse 

and dependence, partly related to “chemical 

coping” for “anxiety.”  

• Has stabilized in the past on bup/naloxone and as 

new job with insurance, so wants to re-start 

medication.

• UDS on admit is positive bup, benzo and THC.

Initial treatment agreement…?



Case 3 continued

First 3 months:  

Initially stabilizes on 2 tab per day but then runs 

out early and requests increase because it 

“helps calm me down…”

Being seen Q2wks: Two of 6 UDS pos. for benzo 

use and consistently positive for THC.

Becoming more labile at visits and more erratic.

Responses…?


