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ABSTRACT
Objective: An increasing number of states have approved posttraumatic stress disorder (PTSD) as a qualifying condition
for medical marijuana, although little evidence exists evaluating the effect of marijuana use in PTSD. We examined the
association between marijuana use and PTSD symptom severity in a longitudinal, observational study.
Method: From 1992 to 2011, veterans with DSM-III/-IV PTSD (N = 2,276) were admitted to specialized Veterans Affairs
treatment programs, with assessments conducted at intake and 4 months after discharge. Subjects were classified into 4
groups according to marijuana use: those with no use at admission or after discharge (“never-users”), those who used at
admission but not after discharge (“stoppers”), those who used at admission and after discharge (“continuing users”),
and those using after discharge but not at admission (“starters”). Analyses of variance compared baseline characteristics
and identified relevant covariates. Analyses of covariance then compared groups on follow-up measures of PTSD
symptoms, drug and alcohol use, violent behavior, and employment.
Results: After we adjusted for relevant baseline covariates, marijuana use was significantly associated with worse
outcomes in PTSD symptom severity (P< .01), violent behavior (P < .01), and measures of alcohol and drug use (P <.01)
when compared with stoppers and never-users. At follow-up, stoppers and never-users had the lowest levels of PTSD
symptoms (P < .0001), and starters had the highest levels of violent behavior (P < .0001). After adjusting for covariates
and using never-users as a reference, starting marijuana use had an effect size on PTSD symptoms of +0.34
(Cohen d =change/SD), and stopping marijuana use had an effect size of −0.18.
Conclusions: In this observational study, initiating marijuana use after treatment was associated with worse PTSD
symptoms, more violent behavior, and alcohol use. Marijuana may actually worsen PTSD symptoms or nullify the
benefits of specialized, intensive treatment. Cessation or prevention of use may be an important goal of treatment.
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Considerable interest and controversy have arisen regarding the clinical benefits and risks of marijuana for the
treatment of various medical conditions.1 Medical marijuana is now legal in at least 23 states,2although it remains
illegal under federal law. Approval has come through state legislative processes or by direct popular vote, and thus
medical marijuana has not met scientific standards typically required by the US Food and Drug
Administration.3 Posttraumatic stress disorder (PTSD) has been approved in at least 9 states as a qualifying condition for
use of medical marijuana.2 However, thus far, little is known about the effect of marijuana on PTSD; there have been no
randomized controlled trials evaluating its efficacy or safety.
Preclinical studies suggest that specific cannabinoids (cannabidiol) may show therapeutic promise in treating
PTSD.4,5 Survey studies suggest that PTSD patients report feeling better subjectively as a result of marijuana use6 and
that patients who use marijuana are more likely to report doing so to help them cope with their symptoms than for
reasons such as social motives, conformity, or enjoyment.7–9 Other studies suggest, to the contrary, that PTSD

contributes to the development of cannabis use disorder.10,11 At best, the most rigorous studies merely show a
noncausal association between PTSD and marijuana use.12 The only longitudinal studies thus far involve a Veterans
Affairs (VA) inpatient treatment program; these show that less improvement in PTSD during treatment was associated
with greater risk of marijuana use at follow-up13 and that the presence of a marijuana use disorder at admission is
associated with less improvement in PTSD symptoms.14 These studies, however, did not exclude veterans with other
forms of substance use or alcohol misuse and did not directly compare outcomes for veterans who initiated cannabis
use with outcomes for veterans who stopped using or never used marijuana. All other studies to date have been crosssectional in nature and thus have failed to address any longitudinal relationship between symptom severity in PTSD and
subsequent marijuana use.
In 1992, the Veterans Health Administration system implemented a national data collection system that monitored
outcomes of over 47,000 veterans treated in specialized intensive PTSD programs through 2011.15 Here, we present
data from all sites participating in this national program evaluation effort over a 20-year period. None of the veterans
were prescribed medical marijuana. However, as part of the program evaluation, data were collected on voluntary use
of marijuana in the 30 days prior to program entry and again in the prior 30 days, 4 months after discharge. Because of
the large sample size, we were able to identify subsamples who reported marijuana use but no other use of drugs or use
of alcohol to intoxication at the time of admission as well as veterans who reported no drug use at all. We have thus
been able to examine the relationship between change in marijuana use (in the absence of other initial drug or alcohol
misuse) and change in PTSD symptoms and other outcomes (violent behavior, employment, and alcohol use), which we
chose on the basis of their important association with PTSD.16–19 On the basis of previous literature showing that
substance use is associated with worse PTSD symptom outcomes,20 we hypothesized that marijuana use would likewise
be associated with greater symptom severity.
METHOD
The study was approved by the Institutional Review Board of the West Haven Center of the VA Connecticut Healthcare
System and was given a waiver of informed consent.


Medical marijuana has been approved for treatment of posttraumatic stress disorder (PTSD) in
several states, despite an absence of clinical trials evaluating efficacy and safety.



Psychiatrists are frequently asked whether they would recommend marijuana for PTSD.



This study shows that starting marijuana use may be associated with worse outcomes in PTSD.

Participants
Data were drawn from the national evaluation of specialized intensive PTSD programs implemented by the Northeast
Program Evaluation Center of the Veterans Health Administration from 1992 to 2011. All patients entering these
programs were evaluated at baseline and 4 months after discharge using a standardized set of sociodemographic and
clinical measures. The sample from which the subjects were selected included 47,310 veterans with a diagnosis of PTSD
(DSM-III criteria until 1994; DSM-IV criteria thereafter). To minimize confounding from the effects of substances other
than marijuana, we excluded subjects with problematic alcohol use (more than 2 drinks on 1 occasion), those with any
drug use other than marijuana in the 30 days prior to admission, and those who entered treatment on transfer from an
inpatient or residential program that would have restricted their access to alcohol or drugs. Any drug use was defined as
having reported use of any other substances (cocaine, amphetamines, crack cocaine, heroin, “downers,” or
hallucinogens) besides cannabis. From the initial sample of 47,310 patients, 12,770 were found to meet inclusion
criteria, according to the following groups: (1) those reporting no marijuana use prior to admission or after discharge
(n = 11,344) —“never-users”; (2) those reporting marijuana use at admission but not at 4 months after discharge
(n = 299)—“stoppers”; (3) those reporting use at admission and 4 months after discharge (n =296)—“continuing users”;

and (4) those reporting no use at admission but reporting use 4 months after discharge (n = 831)—“starters.” We
considered the last group (starters) to be a rough proxy for those who might have used medical marijuana for PTSD. To
provide more balanced samples, 850 subjects were randomly selected from the never-user group, yielding a total
analytic sample of 2,276 veterans.
Measures
Measures available from the dataset included sociodemographic characteristics, clinical data (PTSD symptom severity,
other comorbid psychiatric diagnoses, history of psychiatric hospitalization, drug and alcohol use severity measures,
chronic medical problems), community adjustment variables, and treatment program characteristics. Outcomes
included 4-month follow-up assessments of PTSD symptom severity, employment status, violent behavior, and
composite measures of alcohol and drug use from the Addiction Severity Index (ASI).21
Clinical data. PTSD symptom severity was measured by the Short Form of the Mississippi Scale for Combat-Related PTSD
(range, 11–55), which has been described and validated elsewhere.22 Other measures addressed the participation in or
witnessing of atrocities by self-report, history of war-zone service, and receipt of service-connected disability benefits
related to PTSD.
Treatment program characteristics. Characteristics of treatment program included discharge status, length of stay, year
of admission to program, and whether the veteran had been on a waiting list prior to admission to the program.
Discharge status reflected the conditions under which the veteran left the program, using the following classifications:
successful completion of the program, departure associated with unacceptable behavior or violation of program rules,
choosing to leave prematurely (without staff concurrence), being assessed as too sick to continue in the program, or
being transferred to another program.
Community adjustment variables. Variables assessing a veteran’s community adjustment included employment status,
violent behavior, history of incarceration, and whether the veteran was planning on attending military reunions after
discharge. Employment status was assessed as the average number of days a veteran had worked for pay in the previous
30 days using items from the ASI.21 Violent behavior was assessed using a 4-item self-report questionnaire from the
National Vietnam Veterans’ Readjustment Study.23
Data Analysis
First, analysis of variance was used to compare baseline characteristics of the 4 marijuana use groups (never-users,
starters, stoppers, or continuing users). These characteristics (sociodemographic features, baseline clinical variables,
community adjustment variables, and characteristics of program participation) could potentially confound comparison
of postdischarge outcomes between the groups. Because 5 outcome measures were examined and the sample size was
substantial, an α level of .01 was used to test for statistical significance.
Variables that were found to be significant on the bivariate analysis were used as covariates in a subsequent analysis of
covariance (ANCOVA) that compared the groups at follow-up on PTSD symptoms and other outcomes controlling for
potential baseline confounders. If the overall ANCOVA was significant at P < .01, t tests were used to compare adjusted
means. Subsequently, a linear multiple regression analysis including all marijuana users (whether at baseline or followup) was conducted to examine the association of change in days of marijuana use from before to after program entry
and change in PTSD symptoms, violent behavior, days of employment, and the ASI alcohol and drug use composite
scores, again controlling for potential baseline confounders, including the baseline values of the change variables (to
adjust for regression to the mean). Standardized regression coefficients were used to evaluate the strength of
association between change in days of marijuana use and change in other outcomes.
RESULTS
General Sample Characteristics

The sample consisted of 2,276 veterans with a mean age of 51.7 years (SD = 8.6); the majority (96.7%) were male. Most
were white (72.7%), while 21.2% were African American, and 6.1% were reported as “other.” Married veterans
comprised 40.7% of the sample, while an equivalent portion (40.7%) were separated/divorced, and 1.9% were widowed.
The mean education level of the sample was 12.9 years (SD =1.9). A slight majority (51.4%) had a history of
incarceration. Comorbid psychiatric diagnoses included affective disorder (28.4%), anxiety disorder (12.2%), personality
disorder (8.2%), bipolar disorder (4.3%), psychosis other than schizophrenia (1.9%), and schizophrenia (0.8%). Most
(86.2%) had been prescribed psychotropic medications in the past 30 days, and most (63.6%) entered the treatment
program from waiting list status. The mean length of stay was 42.5 days (SD = 22.8).
Bivariate Analysis
Participants who never used marijuana were slightly older (53.2 years) than other groups and more likely to be married
than continuing users and starters (46.5% vs 37.2% and 36.3%, respectively) (Table 1). They also had the lowest baseline
ASI composite scores for both alcohol and (unsurprisingly) drugs. Generally, this group (never-users) had better
measures of community adjustment, with lower rates of incarceration (compared to starters and continuing users) and
lower measures of violent behavior (compared to stoppers and starters), and they were more likely to plan to attend
reunions after discharge (compared to stoppers and continuing users). Veterans who were using marijuana at admission
(continuing users and stoppers) had higher measures of violent behavior prior to admission than those who never used
before or after the program. In measures of treatment process, continuing users had shorter lengths of stay compared
to never-users and starters (38.2 vs 44.8 and 42.8 days, respectively) and were less likely to be on a waiting list than
never-users and starters (53.9% vs 68.2% and 64.9%, respectively). Other than history of war-zone service, groups did
not differ in measures of PTSD or other psychiatric disorders. Other variables that had a statistically significant
association with marijuana use groups (P < .01) included race, chronic medical problems, employment status at
admission, and number expelled from the program. All variables that had significant (P < .01) interaction with marijuana
use groups were included as covariates in subsequent examination of clinical variables at follow-up.

Clinical and Community Adjustment Outcomes
After adjusting for relevant covariates, ANCOVAs revealed significant differences among marijuana use groups in several
outcome measures (Table 2), including PTSD symptom severity. Starters and continuing users had significantly higher
measures of PTSD symptom severity at follow-up compared to never-users and stoppers. Starters showed significantly
higher measures of violent behavior at follow-up than all other groups. In measures of alcohol problems at follow-up,
starters had the highest measures, while stoppers had lower measures than continuing users but did not differ from
never-users. Stoppers and never-users had lower composite scores of drug abuse (ASI) than continuing users and

starters at follow-up. After adjusting for covariates and using never-users as a comparison, starting marijuana had an
effect size on PTSD symptoms at follow-up of +0.34 (Cohen d = group difference/SD), and stopping marijuana had an
effect size of −0.18. There was no difference at follow-up among the groups in employment status. Additional
multivariate regression analyses, controlling for covariates identified previously, yielded similar results, with significant
associations as measured by standardized regression coefficients between change in days of marijuana used and change
in PTSD symptoms (β = 0.17, t = 4.08, P < .0001), severity of violent behavior (β = 0.10, t = 2.79, P = .0054), the ASI
alcohol index (β = 0.24, t = 5.60, P < .0001), and the ASI drug abuse index (β = 0.65, t = 21.62, P < .0001).

DISCUSSION
This is the first longitudinal study of the association of marijuana use with PTSD symptom severity and other outcomes
that excluded the potentially confounding effect of baseline use of other drugs or problematic alcohol use. These data
show that initiating marijuana use was associated with higher measures of PTSD symptoms at follow up, with a modest
effect size (d = 0.34) compared to never-users. Stopping marijuana use during treatment, in contrast, was associated
with the greatest improvement in PTSD. Regression analyses showed statistically significant positive associations
between increased days of marijuana use and more severe PTSD symptoms, violent behavior, and alcohol use, but not
days of employment. This study cannot exclude the possibility that PTSD patients refractory to treatment are more likely
to use marijuana in an attempt to self-medicate.
Our findings are consistent with previous longitudinal studies of the relationship between marijuana use and
PTSD13,14 and with a previous study of substance use more generally in PTSD.20 However, this study extends previous
literature by directly comparing outcomes among those who begin marijuana use following treatment, those who stop
use during treatment, those who continued to use before and after treatment, and those who never used. Further, our
larger sample size and refined exclusion criteria (ie, recent use of other drugs and intoxication with alcohol) provide a
purer sample more capable of isolating the association of initiating marijuana use among veterans with PTSD and
subsequent symptom severity. Although our use of the starter group as a rough proxy for medical marijuana use is
imperfect and does not take into account the frequency or quantity (ie, dosing) of recommended use for medical
marijuana, it should be noted that the concept of a prescribed dose in the medical marijuana literature has not been
specified, and most clinical trials of medical marijuana allow patients to self-titrate based on symptoms and tolerability.
These findings can be contextualized within existing literature suggesting that patients feel that marijuana use is helpful
in the treatment of PTSD.6,24 The data are associational and allow for the possibility that patients with PTSD refractory
to specialized, intensive treatment begin marijuana use in an effort to self-medicate. This is highlighted by the fact that
among all “pure” marijuana users in this study (n = 1,426), over half (n = 831, 58%) began use after treatment. Previous
research also suggests that patients feel that other substances (alcohol, heroin, benzodiazepines) may alleviate PTSD
symptoms,6 but more objective assessments indicate that these substances are generally associated with worse
outcomes.20,25 Our findings do not suggest, however, that marijuana is associated with improvement in PTSD. Previous
evidence suggesting that marijuana improves PTSD symptoms come from isolated case reports24 or studies
methodologically weakened by recall bias and/or post hoc subjective assessment of symptom severity.6,26 Such biases

are minimized in the current longitudinal study based on standard psychometric data. Another possible interpretation of
these data is that marijuana use in patients with PTSD provides transient relief but that subsequent periods of
withdrawal contribute to a worsening of baseline symptoms. Hence, while patients may feel that marijuana improves
their PTSD, it may contribute to an overall worsening of the disorder. This is consistent with previous literature
characterizing marijuana use in PTSD as a “pernicious feedback loop”8 and is consistent with existing theories explaining
the high comorbidity of PTSD and substance abuse generally.27
An unanticipated finding was the robust association of the initiation of marijuana use with higher follow-up measures of
violent behavior. Previous literature regarding the association between cannabis use and violence is inconsistent.28–
31 Despite its popular reputation as a drug that does not induce violence, cannabis has been shown in some populations
(adolescents, inner-city youth) to be associated with violent behavior.32,33 The only study to date examining an
association between marijuana use and violence in a population diagnosed with PTSD found that patients with a recent
history of violence were more likely to report recent marijuana use.34 Our finding that those who started using
marijuana in the months after completing treatment had higher overall rates of violent behavior could be partially
explained by the fact that starters also had higher rates of alcohol use at follow-up (which is associated with
violence35,36) and that marijuana withdrawal symptoms include irritability and aggression.37 Another possible
interpretation is that the association between marijuana use and violence represents a selection effect or “general
deviance syndrome,”32 whereby individuals who are more impulsive or prone to breaking rules or laws resort to
violence as well as marijuana in the face of stress or problem situations; however, these interpretations cannot explain
why starters had higher rates of violence at follow-up compared to continuing users.
Strengths of the current study include exclusion of subjects who recently used drugs other than marijuana or
experienced alcohol intoxication, a large sample size, adjustment for multiple potentially confounding factors, and the
longitudinal nature of the study, albeit with a relatively short follow-up period. Despite the robust statistical findings of
this study, several limitations require comment. First, patients were not randomized to receive marijuana or placebo,
and thus the groups cannot be considered to have been equivalent at the time of program entry. Hence, these data are
associational in nature and cannot be taken as demonstrating causal relationships. Unmeasured differences between
the groups at the time of program entry in areas such as impulsivity or antisocial behavior may explain both worsening
symptoms and marijuana use. Second, drug use was assessed by self-report and not verified by toxicologic testing. Third,
we could not assess or control for the varying levels of cannabinoids in the marijuana used. This point is significant
because Δ9-tetrahydrocannabinol, which is responsible for the euphoria associated with the drug, has been shown to
exacerbate anxiety,38 while cannabidiol has anxiolytic properties.39–41Fourth, our sample was limited to older, mostly
male veterans suffering from long-standing PTSD. The generalizability of our study to other populations is unknown.
Finally, our assessments were conducted when veterans were presumably not under the immediate influence of
marijuana. It does not address the possibility that some veterans do receive transient symptomatic relief while
intoxicated.
The above limitations notwithstanding, our study has suggestive implications for clinical practice and public policy. The
results of our study provide no support for the hypothesis that marijuana is associated with general improvement in
PTSD symptoms, and the observed associations suggest that it may actually worsen PTSD symptoms or nullify the
benefits of specialized, intensive treatment. Especially in light of the adverse health effects of marijuana use,1 these
data indicate that providers should be cautious or even avoidant in using this agent to treat PTSD. Given that our study
shows only associations and not causation, it remains possible that more severe PTSD symptoms drive people to seek
marijuana to transiently self-medicate symptoms. Prospective randomized clinical trials would be needed to establish a
more definitive understanding of the impact of marijuana use on individuals with PTSD.
Submitted: August 27, 2014; accepted January 22, 2015.
Disclosure of off-label usage: The authors have determined that, to the best of their knowledge, no investigational
information about pharmaceutical agents that is outside US Food and Drug Administration–approved labeling has been
presented in this article.

Financial disclosure: Dr Wilkinson received a $2,500 grant from Janssen/American Psychiatric Foundation as a resident
research award for a project involving electroconvulsive therapy. Drs Stefanovics and Rosenheck have no personal
affiliations or financial relationships with any commercial interest to disclose relative to this article.
Funding/support: Dr Wilkinson’s work was supported in part by a National Institute of Mental Health grant,
5R25MH071584-08.
Previous presentation: This work was presented at the annual meeting of the American Academy of Addiction
Psychiatry; December 4–7, 2014; Aventura, Florida.
Additional information: The Intensive PTSD VA Treatment database is managed by the VA New England Mental Illness
Research and Education Center, West Haven, Connecticut. The data are on secure VA servers and are not available to
the public. Queries can be directed to Dr Rosenheck (robert.rosenheck@yale.edu).
REFERENCES
1. Volkow ND, Baler RD, Compton WM, et al. Adverse health effects of marijuana use. N Engl J Med. 2014;370(23):2219–
2227. PubMed doi:10.1056/NEJMra1402309
2. 23 legal medical marijuana states and DC: laws, fees, and possession limits. Procon.org Web
site. http://medicalmarijuana.procon.org/view.resource.php?resourceID=000881. Accessed January 12, 2015.
3. Wilkinson ST, D’Souza DC. Problems with the medicalization of marijuana. JAMA. 2014;311(23):2377–
2378. PubMed doi:10.1001/jama.2014.6175
4. Stern CA, Gazarini L, Takahashi RN, et al. On disruption of fear memory by reconsolidation blockade: evidence from
cannabidiol treatment. Neuropsychopharmacology. 2012;37(9):2132–2142. PubMed doi:10.1038/npp.2012.63
5. Das RK, Kamboj SK, Ramadas M, et al. Cannabidiol enhances consolidation of explicit fear extinction in
humans. Psychopharmacology (Berl). 2013;226(4):781–792. PubMed doi:10.1007/s00213-012-2955-y
6. Bremner JD, Southwick SM, Darnell A, et al. Chronic PTSD in Vietnam combat veterans: course of illness and substance
abuse. Am J Psychiatry. 1996;153(3):369–375. PubMed doi:10.1176/ajp.153.3.369
7. Bonn-Miller MO, Vujanovic AA, Feldner MT, et al. Posttraumatic stress symptom severity predicts marijuana use
coping motives among traumatic event-exposed marijuana users. J Trauma Stress. 2007;20(4):577–
586. PubMeddoi:10.1002/jts.20243
8. Boden MT, Babson KA, Vujanovic AA, et al. Posttraumatic stress disorder and cannabis use characteristics among
military veterans with cannabis dependence. Am J Addict. 2013;22(3):277–284. PubMed doi:10.1111/j.15210391.2012.12018.x
9. Bonn-Miller MO, Vujanovic AA, Boden MT, et al. Posttraumatic stress, difficulties in emotion regulation, and copingoriented marijuana use. Cogn Behav Ther. 2011;40(1):34–44. PubMed doi:10.1080/16506073.2010.525253
10. Cornelius JR, Kirisci L, Reynolds M, et al. PTSD contributes to teen and young adult cannabis use disorders. Addict
Behav. 2010;35(2):91–94. PubMed doi:10.1016/j.addbeh.2009.09.007
11. Lipschitz DS, Rasmusson AM, Anyan W, et al. Posttraumatic stress disorder and substance use in inner-city
adolescent girls. J Nerv Ment Dis. 2003;191(11):714–721. PubMed doi:10.1097/01.nmd.0000095123.68088.da
12. Cougle JR, Bonn-Miller MO, Vujanovic AA, et al. Posttraumatic stress disorder and cannabis use in a nationally
representative sample. Psychol Addict Behav. 2011;25(3):554–558. PubMed doi:10.1037/a0023076
13. Bonn-Miller MO, Vujanovic AA, Drescher KD. Cannabis use among military veterans after residential treatment for
posttraumatic stress disorder. Psychol Addict Behav. 2011;25(3):485–491. PubMed doi:10.1037/a0021945

14. Bonn-Miller MO, Boden MT, Vujanovic AA, et al. Prospective investigation of the impact of cannabis use disorders on
posttraumatic stress disorder symptoms among veterans in residential treatment. Psychol Trauma. 2013;5(2):193–
200. doi:10.1037/a0026621
15. Fontana A, Rosenheck R. Treatment-seeking veterans of Iraq and Afghanistan: comparison with veterans of previous
wars. J Nerv Ment Dis. 2008;196(7):513–521. PubMed doi:10.1097/NMD.0b013e31817cf6e6
16. Engdahl B, Dikel TN, Eberly R, et al. Comorbidity and course of psychiatric disorders in a community sample of former
prisoners of war. Am J Psychiatry. 1998;155(12):1740–1745. PubMed doi:10.1176/ajp.155.12.1740
17. Savarese VW, Suvak MK, King LA, et al. Relationships among alcohol use, hyperarousal, and marital abuse and
violence in Vietnam veterans. J Trauma Stress. 2001;14(4):717–732. PubMed doi:10.1023/A:1013038021175
18. Smith MW, Schnurr PP, Rosenheck RA. Employment outcomes and PTSD symptom severity. Ment Health Serv Res.
2005;7(2):89–101. PubMed doi:10.1007/s11020-005-3780-2
19. McFall M, Fontana A, Raskind M, et al. Analysis of violent behavior in Vietnam combat veteran psychiatric inpatients
with posttraumatic stress disorder. J Trauma Stress. 1999;12(3):501–517. PubMed doi:10.1023/A:1024771121189
20. Fontana A, Rosenheck R, Desai R. Comparison of treatment outcomes for veterans with posttraumatic stress
disorder with and without comorbid substance use/dependence. J Psychiatr Res. 2012;46(8):1008–
1014. PubMeddoi:10.1016/j.jpsychires.2012.05.004
21. McLellan AT, Luborsky L, Cacciola J, et al. New data from the Addiction Severity Index: reliability and validity in three
centers. J Nerv Ment Dis. 1985;173(7):412–423. PubMed doi:10.1097/00005053-198507000-00005
22. Fontana A, Rosenheck R. A short form of the Mississippi Scale for measuring change in combat-related
PTSD. J Trauma Stress. 1994;7(3):407–414. PubMed doi:10.1002/jts.2490070306
23. Kulka RA, Schlenger WE, Fairbank JA, et al. Trauma and the Vietnam War Generation: Report of Findings from the
National Vietnam Veterans’ Readjustment Study. New York, NY: Brunner/Mazel; 1990.
24. Passie T, Emrich HM, Karst M, et al. Mitigation of post-traumatic stress symptoms by Cannabis resin: a review of the
clinical and neurobiological evidence. Drug Test Anal. 2012;4(7–8):649–659. PubMed doi:10.1002/dta.1377
25. Norman SB, Myers US, Wilkins KC, et al. Review of biological mechanisms and pharmacological treatments of
comorbid PTSD and substance use disorder. Neuropharmacology. 2012;62(2):542–
551. PubMed doi:10.1016/j.neuropharm.2011.04.032
26. Greer GR, Grob CS, Halberstadt AL. PTSD symptom reports of patients evaluated for the New Mexico Medical
Cannabis Program. J Psychoactive Drugs. 2014;46(1):73–77. PubMed doi:10.1080/02791072.2013.873843
27. Stewart SH, Pihl RO, Conrod PJ, et al. Functional associations among trauma, PTSD, and substance-related
disorders. Addict Behav. 1998;23(6):797–812. PubMed doi:10.1016/S0306-4603(98)00070-7
28. Mulvey EP, Odgers C, Skeem J, et al. Substance use and community violence: a test of the relation at the daily
level. J Consult Clin Psychol. 2006;74(4):743–754. PubMed doi:10.1037/0022-006X.74.4.743
29. Arendt M, Rosenberg R, Fjordback L, et al. Testing the self-medication hypothesis of depression and aggression in
cannabis-dependent subjects. Psychol Med. 2007;37(7):935–945. PubMed doi:10.1017/S0033291706009688
30. Carabellese F, Candelli C, Martinelli D, et al. Cannabis use and violent behaviour: a psychiatric patients cohort study
in Southern Italy. Riv Psichiatr. 2013;48(1):43–50. PubMed
31. Norström T, Rossow I. Cannabis use and violence: is there a link? Scand J Public Health. 2014;42(4):358–
363. PubMed doi:10.1177/1403494814525003

32. Harrison LD, Erickson PG, Adlaf E, et al. The drugs-violence nexus among American and Canadian youth. Subst Use
Misuse. 2001;36(14):2065–2086. PubMed doi:10.1081/JA-100108437
33. Friedman AS, Glassman K, Terras BA. Violent behavior as related to use of marijuana and other drugs. J Addict Dis.
2001;20(1):49–72. PubMed doi:10.1300/J069v20n01_06
34. Barrett EL, Mills KL, Teesson M. Hurt people who hurt people: violence amongst individuals with comorbid substance
use disorder and post traumatic stress disorder. Addict Behav. 2011;36(7):721–
728. PubMed doi:10.1016/j.addbeh.2011.02.005
35. Macdonald S, Erickson P, Wells S, et al. Predicting violence among cocaine, cannabis, and alcohol treatment
clients. Addict Behav. 2008;33(1):201–205. PubMed doi:10.1016/j.addbeh.2007.07.002
36. Martin SE. The epidemiology of alcohol-related interpersonal violence. Alcohol Health Res World. 1992;16(3):230–
237.
37. Budney AJ, Moore BA, Vandrey RG, et al. The time course and significance of cannabis withdrawal. J Abnorm Psychol.
2003;112(3):393–402. PubMed doi:10.1037/0021-843X.112.3.393
38. Crippa JA, Zuardi AW, Martín-Santos R, et al. Cannabis and anxiety: a critical review of the evidence. Hum
Psychopharmacol. 2009;24(7):515–523. PubMed doi:10.1002/hup.1048
39. Bergamaschi MM, Queiroz RH, Chagas MH, et al. Cannabidiol reduces the anxiety induced by simulated public
speaking in treatment-naïve social phobia patients. Neuropsychopharmacology. 2011;36(6):1219–
1226. PubMeddoi:10.1038/npp.2011.6
40. Campos AC, Ortega Z, Palazuelos J, et al. The anxiolytic effect of cannabidiol on chronically stressed mice depends on
hippocampal neurogenesis: involvement of the endocannabinoid system. Int J Neuropsychopharmacol.
2013;16(6):1407–1419. PubMed doi:10.1017/S1461145712001502
41. Zuardi AW, Cosme RA, Graeff FG, et al. Effects of ipsapirone and cannabidiol on human experimental
anxiety. J Psychopharmacol. 1993;7(suppl):82–88. PubMed

