
Marijuana: 
- Evidence of Benefit: 

� Moderate Evidence for cancer nausea but  5- hydroxytryptamine3-receptor  antagonists,  
dexamethasone,  and  aprepitant, may  have  superior efficacy and fewer side effects.  It 
should be saved for resistant patients or as a lower tier agent. It can lead also lead to 
Hyperemetic condition.  

� Approved for epilepsy in Lennox-Gastaut syndrome and Dravet syndrome, but mixed to 
poor evidence in other seizures. 

� Very low quality evidence for short term (2-3 weeks) neuropathic pain control but 
mechanism of action could overlap with simple psychiatric intervention such muscle 
relaxation techniques, SSRI, and CBT or simply be the euphoria of “getting high.” 

� Mixed to poor evidence in AIDS and cancer patients appetite stimulation (but in those 
conditions anything helps). 

- Risk to Patient: 
� Worsens every mental health disorder in long term.  
� In vulnerable people (especially <35 with genetic risk) it can lead to permanent psychosis 

or bipolar disorder. 
� It can dramatically increase incidents of self harm, suicide, and violence in vulnerable 

patients. 
� Can lead to patients becoming addicted.  
� Can temporarily or permanently worsen cognitive function. 
� Potential for withdrawal lasting days to weeks and post acute withdrawal 
� Problems of mouth, throat and gums including certain types of cancer 
� Liver problems and worsening of certain liver conditions 
� Cannabinoid Hyperemesis Syndrome  
� Increased potential cancer risk 
� Increase risk of cardiac and vascular issues. 
� Increased visceral adiposity and adipose tissue insulin resistance. 
� Sexual and reproductive problems. 
� Risk to fetus and developmental disorders. 

Benzodiazepines 
- Efficacy: 

� 1st line treatment in physical and psychiatric conditions: 
○ Acute Seizure control 
○  Catatonia (lorazepam only) 
○ Alcohol/BZD acute withdrawal in the first 72 hrs to 7 days 
○ Acute Immediately Dangerous Agitation (treatment not last more than a few 

days) 
� 3rd Line chronic Seizures  
� 3rd Line for the below anxiety disorders after failures of or greater risk in starting usually 

safer alternatives (hydroxyzine, gabapentin, pregabalin, quetiapine) for 2 weeks NTE 8 
weeks while antidepressant and therapy is being started or changed.  Must rule out PTSD, 
Borderline PD, bipolar, schizophrenia or contraindicated medical conditions (e.g. 
respiratory problems, fall risk, high risk with potential worsening cognition): 

○ Social Anxiety disorder (clonazepam only proven) 
○ Treatment resistant panic disorder while patient is not in Exposure Therapy 
○ Treatment resistant anxious depression in patients who treatment adherence is a 

greater concern than risk of increased depression/anhedonia. 
○ Treatment resistant generalized anxiety disorder 

- Risk to Patients 



� Increase risk of impaired driving even at normal therapeutic doses. 
� Increase risk of respiratory compromise especially in at risk populations. 
� Increase risk of falls especially in at risk populations. 
� Impaired cognition that may be long term. 
� Worsening or increase risk of negative outcomes almost all mental health disorders. 

○ Increase risk of depression/anhedonia 
○ Increased risk of negative behaviors/impulsivity  
○ Increased risk of hospitalizations in some disorders 
○ Increased risk of self harm in some disorders 

� Sedation 
� Risk of disinhibition 
� Potential for rebound anxiety after treatment 
� Risk of withdrawal and post acute withdrawal which can be life threatening or worse than 

original disorder. 
� May make first line treatments like therapy less effective. 
� Risk of addiction 
� Potential cancer risk? 

Z-Drugs 
- Efficacy: 

� 2nd line treatment in Sleep. It has less side effects than benzodiazepines and different risks 
from Seroquel, tricyclic antidepressants, and other sleep aids.  

- Risk to Patients: 
� Increase risk of impaired driving even at normal therapeutic doses with normal dosing 

(10 mg of Zolpidem) and potentially with others but less than BZDs. 
� Increase risk of falls especially in at risk populations. 
� Impaired cognition with Zolpidem that may be long term but unknown for the others. 
� Dangerous sleep behaviors have been identified even at low doses even on the first night 

or first several nights 
� Sedation 
� Risk of disinhibition though less than BZDs. 
� Risk of withdrawal which can be life threatening or worse than original disorder though 

less than BZDs 
� May increase trauma nightmares. 
� Potential risk of addiction/dependence with zolpidem though significantly less.  

Kratom 
- Evidence of Benefit: 

� No Clinical Proven efficacy 
� Theoretically it can help with withdrawal and pain (but so could heroin) 
� Theoretically help with energy and create euphoria (but so can meth or cocaine) 

- Risk to Patients: 
� Risk of overdose. 
� Risk of addiction potentially higher than opioids 
� Risk of stimulant like effects and opioid like effects. 
� Insomnia 
� Weight loss 
� Impaired memory 
� Increase prolactin (male breasts and lactation) 
� Increased risk of seizures 

 



 
 

 


