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ABSTRACT: Background: Since cannabis was legalized in Canada in 2018, its use among older adults has increased. Although cannabis may
exacerbate cognitive impairment, there are few studies on its use among older adults being evaluated for cognitive disorders. Methods: We
analyzed data from 238 patients who attended a cognitive clinic between 2019 and 2023 and provided data on cannabis use. Health
professionals collected information using a standardized case report form. Results: Cannabis use was reported by 23 out of 238 patients (9.7%):
12 took cannabis for recreation, 8 for medicinal purposes and 3 for both purposes. Compared to non-users, cannabis users were younger
(mean + SD 62.0 + 7.5 vs 68.9 +9.5 years; p =0.001), more likely to have a mood disorder (p < 0.05) and be current or former cigarette
smokers (p < 0.05). There were no significant differences in sex, race or education. The proportion with dementia compared with pre-
dementia cognitive states did not differ significantly in users compared with non-users. Cognitive test scores were similar in users compared
with non-users (Montreal Cognitive Assessment: 20.4 + 5.0 vs 20.7 + 4.5, p = 0.81; Folstein Mini-Mental Status Exam: 24.5 + 5.1 vs 26.0 £ 3.6,
p =0.25). The prevalence of insomnia, obstructive sleep apnea, anxiety disorders, alcohol use or psychotic disorders did not differ significantly.
Conclusion: The prevalence of cannabis use among patients with cognitive concerns in this study was similar to the general Canadian
population aged 65 and older. Further research is necessary to investigate patients’ motivations for use and explore the relationship between
cannabis use and mood disorders and cognitive decline.

RESUME : Prévalence et corrélations de la consommation de cannabis chez les patients d’une clinique canadienne de cognition. Contexte :
Depuis la légalisation du cannabis au Canada en 2018, sa consommation a augmenté chez les personnes agées. Bien que le cannabis puisse
exacerber des troubles cognitifs, il existe peu d’études au sujet de sa consommation chez les personnes 4gées évaluées pour des troubles
cognitifs. Méthodes: Nous avons analysé les données de 238 patients qui ont fréquenté une clinique de cognition entre 2019 et 2023 et qui ont
fourni des données en ce qui regarde leur consommation de cannabis. Les professionnels de la santé ont aussi recueilli des informations a I'aide
d’un formulaire de rapport de cas standardisé. Résultats : La consommation de cannabis a été rapportée par 23 patients sur 238 (9,7 %). A
noter que 12 d’entre eux avaient consommé du cannabis a des fins récréatives, 8 a des fins médicinales et 3 a ces deux fins. Par rapport aux non-
consommateurs, les consommateurs de cannabis étaient plus jeunes (moyenne + ¢ 62,0 ans + 7,5 ans contre 68,9 ans + 9,5 ans ; p = 0,001),
plus susceptibles d’avoir un trouble de ’humeur (p < 0,05) et d’étre des fumeurs ou d’anciens fumeurs de cigarettes (p < 0,05). Il n’y avait pas de
différences notables en termes de sexe, de race ou d’éducation. La proportion de personnes atteintes de démence par rapport a celles donnant a
voir des états cognitifs pré-démentiels ne différait pas de maniere significative chez les utilisateurs par rapport aux non-utilisateurs. Les
résultats des tests cognitifs étaient similaires chez les utilisateurs et les non-utilisateurs (MoCA: 20,4 + 5,0 contre 20,7 + 4,5, p = 0,81 ; examen
de Folstein : 24,5 £ 5,1 contre 26,0 + 3,6, p = 0,25). Enfin, la prévalence de 'insomnie, de I'apnée obstructive du sommeil, des troubles anxieux,
de la consommation d’alcool ou de troubles psychotiques ne s’est pas révélée significativement différente. Conclusion : La prévalence de la
consommation de cannabis chez les patients souffrant de troubles cognitifs dans cette étude est similaire a celle de la population canadienne
générale agée de 65 ans et plus. Des recherches supplémentaires sont ainsi nécessaires pour étudier les motivations des patients a consommer
cette substance et pour explorer la relation entre la consommation de cannabis, les troubles de 'humeur et le déclin cognitif.
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Highlights

« Among patients seen at a Canadian memory clinic, 9.7% reported using
cannabis for medicinal, recreational or both medicinal and recreational
reasons.

« Cannabis users were younger, more likely to have a mood disorder and to
be smokers.

« More research is needed on how cannabis affects the progression of
cognitive disorders.

Introduction

The prevalence of cannabis use has been increasing in the general
Canadian population since the legalization of recreational cannabis
in October 2018.! Among Canadian adults aged 45 years and older,
the prevalence of cannabis use steadily increased from 2018 to 2020.?
A cross-sectional survey in 2020 found that 8% of Canadians aged
65 and older had used cannabis products in the previous 12
months.’> Concurrently, the absolute and relative number of
individuals aged 65 and older has also been increasing.* With an
aging population, dementia and other forms of cognitive impair-
ment are becoming increasingly important public health concerns.
In 2016, an estimated 564,000 Canadians were living with dementia,
and this number is predicted to rise to 937,000 by 2031.°

In October 2018, the commercial sale of cannabis for recreational
purposes became legal in Canada. The production and sale of
cannabis products is regulated by Health Canada, which licenses
producers and sellers. Health Canada mandates a maximum
tetrahydrocannabinol (THC) content and requires manufacturers to
label their products with the amount of THC and cannabidiol.

However, even before legalization, societal perspectives were
shifting toward increased acceptance of cannabis use.® Individuals
who had previously used cannabis as young adults were more
accepting of it as they aged, compared to previous generations.”
Among Canadian older adults, legalization further shifted beliefs
about cannabis and played a major role in de-stigmatizing its
medicinal use, although recreational use still carried more stigma.®
A qualitative study found that older Canadian adults who began
using cannabis were likely motivated by its perceived medicinal
benefits.” Most older adults see the use of cannabis for medical
purposes as acceptable, while viewing recreational use as risky.!°
Favorability toward recreational cannabis use appeared to decrease
with older age.!’ Cannabis use among older populations has been
linked to specific demographic and health factors, including being
male, not married, having multiple chronic diseases, experiencing
psychological stress and using other substances such as alcohol,
tobacco, recreational drugs and prescription drugs.” The increasing
rate of cannabis use among older adults can be attributed to greater
exposure and acceptance of cannabis, as well as the rise in its
availability and accessibility following legalization.®

Cannabis has some medicinal properties that may make it
attractive to patients with cognitive disorders and their caregivers.
Cannabis and derivative cannabinoids have shown some promise in
treating the behavioral and neuropsychiatric symptoms of dementia
such as agitation and aggression.!'~'* Older adults without dementia
who began using cannabis after the age of 60 often used it for
medicinal purposes, including managing pain, sleep, anxiety and
depression. Medical cannabis has been associated with self-reported
positive effects on sleep, pain and mood symptoms among older
dementia-free users in Canada.!® Additionally, cannabis may have
neuroprotective anti-inflammatory effects'®!” and has been asso-
ciated with a reduction in beta-amyloid production and tau
phosphorylation in in vitro and animal studies.'®!* Consequently,
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some caregivers are turning to cannabis as a means to address
emotional and sleep-related challenges in patients with dementia.?

However, cannabis use among older adults with cognitive
impairment carries risks and uncertainties. Regardless of frequency
and amount, cannabis use is a risk factor for injury and has been
associated with an increased rate of emergency department visits
among older adults aged 50 and older, even when accounting for other
potential risk factors.?! There is also the risk of negative acute and
chronic health consequences and adverse effects from interactions
with prescribed medications.”> The data on efficacy are also
inconsistent; for example, a crossover randomized controlled trial
found that low-dose oral THC did not significantly reduce
neuropsychiatric symptoms compared to placebo.!*> Moreover, there
is limited high-quality evidence, with the overall quality of studies often
rated as low.?> There is still a need for more robust, large-scale
randomized controlled trials to establish definitive efficacy and optimal
dosing. The literature underscores the evolving landscape of cannabis
use in older demographics and the need for further understanding of
cannabis use among patients with cognitive disorders.

Because there are few data on the prevalence and characteristics
of cannabis use among older adults with cognitive complaints, we
conducted an exploratory study to investigate the prevalence and
correlates of cannabis use in patients attending a Canadian
specialty cognitive assessment clinic. With the legalization of
cannabis and changing patterns of use, understanding the
prevalence and correlates of cannabis use is important to ensuring
clinicians are prepared to detect and provide informed advice to
both patients with cognitive concerns and their caregivers about
the use of cannabis products.

Methods
Participants

This study was based on analysis of data collected from
participants enrolled in the PROspective Registry of Persons with
Memory SyMPToms (PROMPT). PROMPT was established in
July 2010 and compiles data on patients who have been evaluated
at the Cognitive Neurosciences Clinic, which is located at two
urban tertiary care centers in Calgary, Alberta, Canada. Patients
are referred to this clinic by a primary care provider or specialist
physician and assessed for cognitive concerns (e.g., possible
dementia) by a psychiatrist or cognitive neurologist. Participants
included in this study attended the Cognitive Neurosciences
Clinics from February 11, 2019, to May 3, 2023.

Ethics

Informed consent was obtained from all participants. This study
was approved by the Conjoint Human Research Ethics Board at the
University of Calgary (REB15-0992).

Data collection

Participants’ information on age and sex was collected as part of
the general medical history. Other data were captured by their
healthcare provider on a standardized initial visit form (see
Appendix). These data included race, highest level of education,
smoking status, frequency of alcohol use, cognitive diagnosis (SCD,
MCI, dementia, other) determined at the clinic, cannabis use
characteristics (no use, recreational use, medicinal use), history of
stroke, obstructive sleep apnea (OSA), insomnia, psychiatric
diseases (i.e., mood disorder, anxiety disorder, psychotic disor-
ders), Montreal Cognitive Assessment (MoCA) scores, Mini-
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Mental State Examination (MMSE) scores and agitation (based on
a positive response to this question from the Mild Behavioral
Impairment Checklist: “has the person become agitated, aggres-
sive, irritable or temperamental?”).?* Cannabis use was defined as
the ingestion or smoking of any part of the cannabis plant or its
derivatives and was subtyped according to the participant’s
understanding of whether the product included CBD only or
included THC, with or without CBD. Medicinal use of cannabis
was classified as use to treat medical symptoms, as reported by the
patient. Clinic physicians did not direct patients to take cannabis
for medicinal reasons or prescribe synthetic cannabinoids and
provided advice regarding the use of cannabis according to their
clinical judgment. SCD refers to a self-perceived decline in
cognition that does not require confirmation by an informant and
in which there is no objective evidence of impairment by cognitive
testing.”® MCI is an at-risk state for dementia where a person shows
cognitive decline based on both cognitive tests and concerns from
the individual, an informant or clinician, but these deficits do not
interfere with independence in activities of daily living.?® Dementia
refers to a level of cognitive decline where independent daily
function is impaired.?”” “Other” cognitive diagnoses include
psychiatric disorders, neurodevelopmental disorders and normal
cognition, which were determined by the healthcare provider.
Information on dose, frequency and method of cannabis
consumption was not captured.

Statistical analysis

Patients were categorized as recreational cannabis use, medicinal
cannabis use or both based on whether “yes” was marked as a
response for “recreational marijuana” or “medicinal cannabis” use
or whether cannabis use was written in the “other abused
substances” section of the intake form. Among medicinal users,
information was collected on the type of cannabis, being CBD or
THC. Characteristics were compared between current cannabis
users and non-users using the two-sample -test or chi-squared test
as appropriate. Due to relatively low numbers, recreational and
medicinal users were combined for analyses where users and non-
users were compared. Because of insufficient numbers of cannabis
users, multivariable analysis was not performed. Participants with
missing data were excluded from analyses. Statistical analyses were
performed with the software R. A p-value of < 0.05 was considered
significant. This exploratory pilot study did not correct for multiple
comparisons.

Results

Among 438 participants enrolled in the PROMPT registry during
the study period, 200 were excluded because of missing cannabis
use information (n=199) or missing sex information (n=1).
Reasons for missing cannabis use information were not recorded
but were likely due to patients not being asked, refusing to answer
the question, or being unsure of their cannabis use status.
Characteristics of excluded and included patients are shown in
Table 1. Participants included in the study were more likely to be
older and have a history of current or former smoking, alcohol use,
insomnia, OSA, mood disorders, anxiety disorders, stroke and
agitation. There was a significant difference in the distribution of
cognitive diagnoses between the two groups, with a higher
prevalence of dementia, MCI and SCD among included
participants and a higher prevalence of other cognitive diagnoses
(including psychiatric disorders, neurodevelopmental disorders
and normal cognition) among those excluded. There were no

significant differences in sex, race, education, psychotic disorders,
MoCA or MMSE.

Among patients with recorded cannabis information, 23 out of
238 (9.7%; 95% CI 6-14%) reported using cannabis (Table 2). No
patients were taking prescription or illegal synthetic cannabinoids.
Cannabis was more commonly used for recreational than
medicinal purposes: 12 took cannabis for recreation, 8 for
medicinal purposes and 3 for both recreational and medicinal
purposes. Among those using for medicinal purposes, half used
CBD, and half used THC products. Those who reported cannabis
use were younger (mean age of non-users 68.87 [SD =9.49] vs
62.00 [SD=7.51] for users; p=0.001), more likely to have
reported a diagnosis of a mood disorder (56.5% vs 26%, p < 0.05)
and more likely to be former or current cigarette smokers (73.7% vs
42.9%, p<0.05). Comparing those that do and do not use
cannabis, there were no significant differences in sex, race,
education, alcohol use, insomnia, OSA, anxiety disorders, psychotic
disorders, cognitive diagnosis, MoCA, MMSE, stroke or agitation.

Discussion

In this exploratory study of older adults attending a Canadian
cognitive assessment clinic, approximately 1 in 10 patients with
information collected on cannabis use status reported using cannabis.
This is similar to general population data showing 8% of Canadians
aged 65 and older used cannabis products in 2020°, which is higher
than the 2.9% prevalence observed in older Americans.?®

There are few data on the use oflegal, recreational or medicinal use
of cannabis among community-dwelling persons living with
cognitive disorders or dementia. In a focus group study conducted
in Los Angeles, USA, in 2019, at which time cannabis use was legal in
California for medicinal and recreational use, 3 out of 26 caregivers
indicated that they provided cannabis to a person with dementia.?’
However, systematic surveys of clinic patients or persons with
cognitive disorders in the general population are lacking.

Two-thirds of those who used cannabis in our study reported
recreational use, contrasting with previous studies where older
adults typically framed their cannabis use as medicinal.® Factors
contributing to cannabis use in this demographic may include the
positive effects of cannabis on reducing agitation and aggression in
those with dementia as well as its broader benefits for sleep, pain
and mood symptoms.!!1420:293% This may also reflect societal
trends toward greater acceptance of recreational cannabis use.*!
This underscores the relevance of investigating the factors
contributing to the sustained use of cannabis in this age group,
particularly within the context of cognitive concerns.

We found that certain characteristics distinguished cannabis
users from non-users. Cannabis users were younger, which reflects
a generational shift in the acceptance of cannabis use.” Cannabis
users were also more likely to be former or current cigarette
smokers, which corresponds with smoking being a risk factor for
cannabis use and vice versa.> Cannabis use is associated with
increased initiation of cigarette smoking, less smoking cessation
and higher risk of smoking relapse.** The mechanisms underlying
this association involve nicotine and cannabis both acting on the
brain’s reward system, potentially making individuals who smoke
cigarettes more susceptible to using cannabis.*

The higher prevalence of mood disorders (56.5% vs 26%,
P <0.05) among those who reported cannabis use in our study
raises questions about the potential bidirectional relationship
between cannabis use and mood disorders in older adults.
Although our cross-sectional study does not allow for causal
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Table 1. Characteristics comparing excluded participants to included participants
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Excluded Included P-value

Variable Level 200 238
Age, mean (SD) 66 (10.6) 68 (9.5) <0.05
Female sex (%) Female 89 (44.7) 114 (47.9) 0.57
White race (%) White 72 (86.7) 200 (85.5) 0.92
Education (%) Less than high school 34 (20.0) 30 (12.8) 0.14

High school/trade school 75 (44.1) 113 (48.1)

University 61 (35.9) 92 (39.1)
Smoker (%) Current/former 19 (30.2) 101 (45.5) <0.05

Never 44 (69.8) 121 (54.5)
Alcohol use (%) Daily 7 (10.3) 40 (17.3) <0.05

Non-daily 49 (72.1) 160 (69.3)

Never 4 (5.9) 26 (11.3)

Unable to determine 8 (11.8) 5(2.2)
Insomnia (%) Yes 10 (5.0) 40 (16.8) <0.001
0SA (%) Yes 4 (2.0) 26 (10.9) <0.001
Mood disorders (%) Yes 19 (9.5) 69 (29.0) <0.001
Anxiety disorders (%) Yes 16 (8.0) 37 (15.5) <0.05
Psychotic disorders (%) Yes 3(1.5) 3(1.3) 0.99
Cognitive diagnosis (%) SCD 15 (7.5) 18 (7.6) <0.001

MCl 44 (22.0) 114 (48.3)

Dementia 60 (30.0) 87 (36.9)

Other 81 (40.5) 17 (7.2)
MoCA (mean [SD]) 20.6 (5.3) 20.4 (4.9) 0.84
MMSE (mean [SD]) 25.3 (5.0) 24.7 (5.0) 0.31
Stroke (%) Yes 1(0.5) 17 (7.1) <0.05
Agitation (%) Yes 59 (46.8) 91 (46.0) 0.88

Note: Data were missing on sex for 1 patient, race for 121 patients, education level for 33, smoking status for 153, alcohol use for 139, cognitive diagnoses for 2 and agitation for 114. “Other”
cognitive diagnoses include psychiatric disorders, neurodevelopmental disorders and normal cognition. OSA = obstructive sleep apnea; MCl = mild cognitive impairment; SCD = subjective
cognitive decline; MoCA = Montreal Cognitive Assessment; MMSE = Mini-Mental State Examination.

inferences, this finding suggests that cannabis could either be used
as a form of self-medication for mood symptoms or be a
contributing factor to the development or exacerbation of mood
disorders through various biological and psychosocial path-
ways.”>® A systematic review by Sourkhou et al. found that
cannabis use is associated with increased depressive and manic
symptoms, as well as a higher likelihood of developing major
depressive disorder and bipolar disorder.”” Cannabis use was
linked to an unfavorable prognosis in both mood disorders,
suggesting a negative influence on the course and outcomes of
these disorders.”” Kuhns et al. report a bidirectional relationship
between cannabis use and the onset of depression, with worse
prognoses for both depression and bipolar disorder, including a
higher risk of suicidality.® Evidence suggests an association
between mood disorders and cannabis use across different age
groups.”” This prompts the need for longitudinal research to
elucidate the temporal dynamics of this relationship, specifically
within the demographic of older adults with cognitive impair-
ments, as this could have implications for mental health
interventions and screening strategies.

Multiple small clinical trials have explored the use of medical
cannabis* or synthetic cannabinoids (drugs that stimulate
cannabis receptors)®® for the treatment of neuropsychiatric
symptoms of dementia, including agitation. However, when
interpreting results of cannabinoid research, it is important to
recognize that there are chemical differences between phytocan-
nabinoids (derived from the cannabis plant), endocannabinoids
(endogenously produced metabolites that have activity on
cannabinoid CB1 and CB2 receptors)?! and synthetic cannabi-
noids (chemically synthesized derivatives of cannabinoids for
prescription or illegal use) that may affect their medicinal
properties. Canadian guidelines for medical management of
dementia do not address cannabis use,*? while Canadian guidelines
for managing behavioral and psychiatric symptoms of dementia
recommend the use of nabilone (a synthetic cannabinoid) for the
treatment of refractory agitation with low-quality evidence,
without addressing the use of phytocannabinoids.*®

The impact of cannabis on cognition is controversial. A
systematic review of cannabis use in older adults found that, while
conclusions were limited by variability in the products used and
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Table 2. Characteristics of all participants categorized as cannabis users (n =23) and non-users (n = 215)

Cannabis user Cannabis non-user P-value

Variable 23 215
Age, mean (SD) 62.0 (7.5) 68.9 (9.5) <0.05
Female sex (%) Female 11 (47.8) 103 (47.9) 0.99
White race (%) White 21 (95.5) 179 (84.4) 0.28
Education (%) Less than high school 4 (17.4) 27 (12.3) 0.18

High school/trade school 14 (60.9) 99 (46.7)

University 5 (21.7) 87 (41.0)
Smoker (%) Current/former 14 (73.7) 87 (42.9) <0.05

Never 5 (26.3) 116 (57.1)
Alcohol use (%) Daily 8 (38.1) 32 (15.2) 0.06

Non-daily 12 (57.1) 148 (70.5)

Never 1 (4.8) 25 (11.9)

Unable to determine 0 (0.0) 5(2.3)
Insomnia (%) Yes 6 (26.1) 34 (15.8) 0.34
OSA (%) Yes 2 (8.7) 24 (11.2) 0.99
Mood disorders (%) Yes 13 (56.5) 56 (26.0) <0.05
Anxiety disorders (%) Yes 6 (26.1) 31 (14.4) 0.24
Psychotic disorders (%) Yes 0 (0.0) 3(1.4) 0.99
Cognitive diagnosis (%) SCD 4 (17.4) 14 (6.6) 0.29

Mcl 11 (47.8) 103 (48.4)

Dementia 7 (30.4) 80 (37.6)

Other 1(4.3) 16 (7.5)
MoCA, mean (SD) 20.7 (4.5) 20.4 (5.00) 0.81
MMSE, mean (SD) 26.0 (3.6) 24.5 (5.1) 0.25
Stroke (%) Yes 2 (8.7) 15 (7.0) 1.00
Agitation (%) Yes 9 (50.0) 82 (45.6) 0.91

Note: Data were missing on race for 4 patients, education for 3 patients, smoking status for 16, alcohol use for 7, cognitive diagnosis for 2 and agitation for 40. “Other” cognitive diagnoses include
psychiatric disorders, neurodevelopmental disorders and normal cognition. OSA = obstructive sleep apnea; MCl=mild cognitive impairment; SCD = subjective cognitive decline;

MoCA = Montreal Cognitive Assessment; MMSE = Mini-Mental State Examination.

quality of the research methods, modest reductions in cognitive
performance were seen in users taking higher doses and among
those with heavier lifetime use.** On the other hand, cannabis has
been reported to reduce neuroinflammation and prevent aggre-
gation of amyloid and tau in preclinical studies'®! and therefore
might reduce the rate of cognitive decline in Alzheimer’s disease.
However, this hypothesis has not been tested in adequately
powered clinical trials. Instead, most trials have tested the effects of
cannabis on neuropsychiatric symptoms, and surprisingly, most of
them did not report the effects on cognitive test scores. A
systematic review!! found evidence from only two small (50 or
fewer subjects each) randomized controlled trials: one trial found
no effect of THC on episodic memory,'? but another found that the
synthetic cannabinoid nabilone improved MMSE over 6 weeks of
treatment.'*

A limitation of this study is that many patients did not have
their cannabis use status collected. Participants with cannabis
information were more likely to be older and have a history of
current or former smoking, alcohol use, insomnia, OSA, mood
disorders, anxiety disorders, stroke and agitation (Table 1).

Participants included also had a higher prevalence of dementia,
MCI and SCD, whereas those excluded had a higher prevalence of
other cognitive diagnoses, including psychiatric disorders, neuro-
developmental disorders and normal cognition. The higher
prevalence of these conditions among included participants may
indicate an underlying bias in data collection, where clinicians
might have been more diligent in questioning patients on cannabis
use if they presented with more complex health profiles and more
pronounced health issues. Patients and family members may have
also underreported cannabis use due to stigma or concerns about
provider perceptions, leading to an underestimation of cannabis
use. The limited sample size results in an underpowered study, and
these findings need confirmation through future larger studies.
However, even if all patients with missing cannabis information
were non-users, the prevalence of use (~5%) would still be
appreciable, indicating that clinicians should systematically
ascertain cannabis use in all patients attending a cognitive
assessment clinic.

Additional limitations of our study that impact the interpre-
tation and generalizability of the findings should be considered.
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First, our data collection form only accounts for participants who
currently use cannabis and does not account for those who may
have used cannabis in the past. Additionally, among current users,
we did not collect information on dosing and method of cannabis
consumption. Due to the limited sample size, we could not perform
multivariable logistic regression to identify characteristics inde-
pendently associated with cannabis use. Additionally, the duration
of cognitive symptoms and cannabis use is unclear, leaving open
the question of whether cannabis contributes to cognitive decline
and presentation to the memory clinic or whether it is used to
manage symptoms associated with cognitive decline.

These limitations underscore the need for larger longitudinal
studies with prospectively collected data on cannabis use. These
studies should collect information on lifetime as well as current
use, the reasons for use including symptoms that prompted use,
whether the decision to use cannabis was made by the person
affected by the cognitive disorder or by their care partner and
symptoms of dependence or abuse. Determining the exposure to
THC and CBD is very complex due to the variety of products
available in Canada, which may include solid concentrates, hash,
dried flower, edibles, vape oils, tinctures, topicals, oral oils in
capsules, oral oils in drops and drinks.*> While Health Canada
requires product labels that report the quantity of THC and CBD,
the accuracy of these labels has been called into question, as the
products are not manufactured to drug grade. For example, one
study found that 40% of cannabis products in Ontario had assayed
levels of THC that were outside variability limits*®; most
commonly, the product was labeled as being more potent than
it actually was.

Overall, this exploratory study provides preliminary insights
into cannabis use among older adults in Canada with concerns or
diagnoses of cognitive impairment, revealing that a notable 10%
use cannabis, primarily for recreational purposes. This underscores
the importance of regularly screening for cannabis use to minimize
potential adverse effects from interactions with other medications
or other side effects, such as dizziness or falling.” As societal
attitudes toward cannabis evolve and its accessibility increases,
understanding its effects on older adults with cognitive disorders
becomes increasingly critical. Future research should aim to
include larger sample sizes and longitudinal designs to confirm
these preliminary findings and should investigate patients’
motivations for use, the relationship of cannabis use with mood
disorders and the role of cannabis in cognitive decline.
Understanding these dynamics is important for healthcare
providers to offer informed guidance and support to older adults
with cognitive concerns who use or are considering using cannabis.
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