
Vol. 23, Issue 4, April 2020
ReliasMedia.com

[INSIDE] 

 Evidence-based summaries and critical reviews on 
the latest developments in integrative therapies

Financial Disclosure: Integrative Medicine Alert’s Physician Editor Suhani Bora, MD; Peer Reviewer Eugene Lee, MD; Associate Editor Journey Roberts; 
Editor Jason Schneider; Relias Media Editorial Group Manager Leslie Coplin; and Accreditations Manager Amy M. Johnson, MSN, RN, CPN, report no 
financial relationships relevant to this field of study.

Cardiovascular Disease and Meat Consumption

page 32

Cannabis for Mental Health Disorders:  
Follow the Evidence

page 33

CANNABIS 

ABSTRACT & COMMENTARY

Cannabis in the Treatment of Headache  
and Migraine
By Ellen Feldman, MD

Altru Health System, Grand Forks, ND

Dr. Feldman reports no financial relationships relevant to this field of study.

SYNOPSIS: The authors of this observational study found nearly a 50% reduction in self-reported headache and migraine severity 
following use of inhaled medicinal cannabis.

SOURCE: Cuttler C, Spradlin A, Cleveland MJ, Craft RM. Short- and long-term effects of cannabis on headache and migraine. J Pain 
2019. pii:S1526-5900(19)30848-X. doi:https://doi.org/10.1016/j.jpain.2019.11.001. [Epub ahead of print].

Cannabis is now legal for medicinal use in 
over half of the 50 U.S. states.1 Multiple fac-
tors, including federal restrictions on fund-

ing cannabis research, have hindered the research 
necessary to provide evidence-based guidelines for 
use.2

Cuttler et al noted that 35% of medical cannabis 
users cite headache or migraine as a primary reason 
for medicinal cannabis use, but studies looking at 
the specifics of the responses are limited to one ran-
domized, double-blind study in 30 outpatients.

With barriers limiting a traditional research pro-
tocol, Cuttler et al used an innovative approach 
to gather data for this study. Strainprint is a free, 
Canadian-based app developed to collect analytics 
regarding medical marijuana. All data are anony-
mous. Users register with basic information (gender 
and birth date), select a symptom or medical prob-
lem and rate severity, enter the cannabis strain and 
method of administration, and then are prompted 
to re-rate severity of symptoms within 20 minutes 
to four hours after cannabis use. Severity ratings are 
based on a scale of 0 to 10. In this way, patients can 

http://AHCMedia.com
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track personal response to a specific strain 
of medical cannabis, while contributing 
information of use to researchers.3 

Using Strainprint, Cuttler et al were 
able to analyze data from 1,306 medical 
cannabis users with headache (the app 
was used 12,293 times) and 653 medical 
cannabis users with migraines (the app 
was used 7,441 times). Eligibility criteria 
included using an inhaled form of medical 
cannabis, including smoking, vaping, and 
bubbler (edible and tincture users were 
excluded). The tetrahydrocannabinol 
(THC) and cannabidiol (CBD) content of 
the strain of cannabis also was document-
ed; the app prepopulated this informa-
tion for known strains sold by Canadian 
distributors. 

Overall symptom reduction in all subjects 
with headaches was 89.9%. App users 
rated headache symptoms on a scale of 0 
to 10 before and up to four hours follow-
ing inhalation of medicinal cannabis. The 
mean reduction in severity was 47.3%. 
Statistical analysis showed significant 
individual variation in the extent of 
headache reduction following medicinal 
cannabis use; response to similar doses 
and strains was highly variable. There ap-
peared to be a correlation between severe 
initial ratings of headaches and greater 
severity reduction post-use. Repeated 
use of cannabis was correlated with less 
of an effect on symptoms (P = 0.010), 

suggesting tolerance to the cannabis. The 
concentrate was associated with greater 
reduction in headache severity (P < 0.001) 
and no indication of tolerance; however, 
limited sessions with concentrate were 
available. (See Table 1.)

In app users with migraines, the overall 
symptom reduction was 88.1%. App us-
ers rated migraine symptoms on a scale of 
0 to 10 before and up to four hours fol-
lowing inhalation of medicinal cannabis. 
Mean migraine rating reports decreased 
by 49.6% following cannabis use. Similar 
to headaches, there was significant varia-
tion in the extent of pain severity reported 
post-inhalation. Different than headaches, 
there was no correlation between severe 
initial ratings and greater migraine sever-
ity reduction, and no significant differ-
ence in migraine relief was associated 
with the use of concentrate vs. flower. As 
with headaches, there was a significant 
increase in the dose of inhaled cannabis 
with repeated use (P = 0.0010), suggesting 
tolerance. (See Table 2.) 

n COMMENTARY
California introduced legalization of 
medicinal cannabis to the United States in 
1996. Since then, 33 states have followed 
suit. There is an urgent need to complete 
studies, understand the risks and ben-
efits of medicinal cannabis, and develop 
evidence-based clinical guidelines for the 
use of medicinal cannabis. The strength 

Summary Points
• Data for this study came from Strainprint, a free app designed for users of medical 

cannabis to track strains and doses of cannabis by rating symptoms at baseline and 
after use.

• Analysis of data covered 12,293 sessions of headache treatment and 7,441 sessions 
of migraine treatment with inhaled cannabis. Diagnosis was based solely on self-
identification.

• Results for headache: Headache rating decreased in 89.9% of the sessions; men 
reported relief more frequently than did women; an average 47.3% decrease 
in severity was reported; a larger reduction in severity was noted with the 
concentrate form of cannabis (vs. flower); there appeared to be tolerance with use 
of the flower form.

• Results for migraine: Migraine rating decreased in 88.1% of the sessions; no gender 
differences were noted; an average 49.6% decrease in severity was reported; 
concentrate and flower form of cannabis appeared equally effective; there appeared 
to be a pattern of dose escalation over time.

mailto:customerservice%40reliasmedia.com?subject=
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of this Cuttler et al work is rooted in the innovative 
approach and plethora of data. Yet, to understand 
and attempt to apply the results clinically, consider-
ation of the origin of the data (self-reports from the 
Strainprint app) is essential.

The data were derived from 1,306 medicinal canna-
bis users with headache and 653 such users with mi-
graine; both groups used the Strainprint app multiple 
times to rate response after cannabis use — 12,223 
times for the headache group and 7,441 times for the 
migraine group. However, it is noteworthy that there 
are no data regarding medicinal cannabis users who 
do not use Strainprint, and no information regarding 
the frequency of app use per individual, or if any of 
the respondents stopped using Strainprint after an 
initial attempt. 

Medicinal cannabis users who tended to use the app 
most frequently may represent those individuals who 
were most satisfied with the results of using medicinal 
cannabis. If so, this would bias the results. In addi-
tion, the lack of a control group and lack of blinding 
weakens the ability to generalize and use the results 
with clinical confidence.

Another feature of this study is that all of the subjects 
self-diagnosed and self-reported results. Thus, scales 
of pain severity were individualized, again leading 

to difficulty generalizing the results. Additionally, it 
would be useful to have external validation regarding 
the diagnosis of migraine and headache, as there do 
not appear to be any standard diagnostic criteria. 

Cuttler et al found a slight but significant difference 
in gender response in the headache arm of the study, 
but not in the migraine arm. This is consistent with 
findings in a 2016 study, in which authors found 
inhaled cannabis to be a more powerful analgesic in 
men than in women. Future studies are necessary to 
determine any clinical significance to this finding.4

The headache results hint that concentrate was more 
effective than flower in pain reduction. Cuttler et al 
noted that the sample size of concentrate users was 
too small to draw conclusions (3.4% of subjects with 
headache used concentrate), but that this is an area 
ripe for exploration. Concentrate is a relatively newer 
form of cannabis with common names including 
“wax” and “dabs.” This concentrated form of can-
nabis contains higher than typical amounts of THC; 
there are case reports of concentrate use resulting in 
neurotoxicity, psychosis, and cardiotoxicity.5,6

Strainprint encourages documenting responses to 
medical cannabis, but does not collect detailed infor-
mation on adverse effects. This must be taken into 
consideration to put the results of this analysis into 
context.

Even with the clear limitations of this work, the 
results show marked promise for future investigation 
into the use of cannabis for headaches and migraines. 
There does appear to be an association of headache 
and migraine relief with the use of inhaled cannabis 
for some individuals. Future studies should help the 
medical field identify specific traits of the individuals 
and/or symptoms that best respond to this  
intervention. 

For now, the primary care provider is on safe ground 
telling patients that although research is preliminary, 
this study points to the potential usefulness of me-
dicinal cannabis in the treatment of headaches and/or 
migraine. The expectation of tolerance over time, as 
suggested by these results, should be included as part 
of an overall discussion. Cautionary notes include 
that there is not much information about side effects, 
effective dose, the effect of cannabis on any comorbid 
conditions, or cannabis interaction with pharma-
ceuticals or other substances. The hope is that with 
more robust and well-conducted studies, we will have 
clearer recommendations for patients in the future.  n
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Table 1. Findings for Cannabis Users  
With Headache

Women Men

P value 
(men vs. 
women)

Reduction of 
Symptoms

89.1% 90.9% P = 0.001

Exacerbation of 
Symptoms

2.9% 1.8% P < 0.001

No change 8.1% 7.4% P = 0.15

Significant P values are in bold.

Table 2. Findings for Cannabis Users  
With Migraine

Women Men

P value 
(men vs. 
women)

Reduction of 
Symptoms

88.6% 87.3% P = 0.12

Exacerbation of 
Symptoms

3.2% 2.9% P = 0.43

No change 8.2% 9.9% P = 0.02

Significant P values are in bold.
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SYNOPSIS: Investigators found consuming more processed meat, unprocessed red meat, or poultry (but not fish) was closely connected 
to a higher risk for incident cardiovascular disease. Meanwhile, consuming processed meat or unprocessed red meat (but neither fish nor 
poultry) was strongly associated with a higher risk of all-cause mortality.

SOURCE: Zhong VW, Van Horn L, Greenland P, et al. Associations of processed meat, unprocessed red meat, poultry, or fish intake with 
incident cardiovascular disease and all-cause mortality. JAMA Intern Med 2020; Feb 3. doi: 10.1001/jamainternmed.2019.6969. [Epub 
ahead of print].

In the diet of U.S. adults, meat is a major source of 
protein and fat as well as minerals such as iron, 

zinc, and several vitamins (including B). The meat 
and poultry industry is the largest segment of U.S. 
agriculture, and Americans eat more meat annually 
than any other nation.1

Red meat often is processed to allow an improvement 
in shelf life as well as color and taste. Meat may be 
cured, salted, or smoked (e.g., ham or bacon). These 
processes add high amounts of ingredients known to 
be unhealthy, including salts, saturated fats, polycy-
clic aromatic hydrocarbons, and cholesterol. There-
fore, eating too much processed meat could lead to 
an increased intake of these ingredients. Growing 
evidence reveals eating more red meat may lead to 
premature death, including death from cardiovascu-
lar disease (CVD) and cancer, but the results are not 
consistent.2,3 The authors of several of these studies 
argued that plausible mechanisms for poor outcomes 
are available linking processed meat consumption 
and risk of chronic diseases, such as stroke, heart 
failure, CVD, diabetes mellitus, and cancer, at several 
sites, as well as mortality.4 However, associations of 
poultry, fish, or unprocessed red meat consumption 

with CVD and mortality remain uncertain.
In their cohort study, Zhong et al analyzed individual-
level data for approximately 30,000 U.S. adults from 
six prospective cohort studies. These included the 
Cardiovascular Health Study (CHS), the Atheroscle-
rosis Risk in Communities (ARIC) study, the Fram-
ingham Heart Study (FHS), the Coronary Artery Risk 
Development in Young Adults (CARDIA) study, the 
Multi-Ethnic Study of Atherosclerosis (MESA), and 
Framingham Offspring Study (FOS).

The authors collected baseline diet data from 1985 to 
2002. Study participants were followed up until mid-
2016. The mean age of participants was 53.7 years, 
about 55% were women, and 69% of the total par-
ticipants were non-Hispanic white (23% were non-
Hispanic black). The researchers found that regular 
consumption of processed red meat (adjusted hazard 
ratio [HR], 1.07; 95% confidence interval [CI], 1.04 
to 1.11), unprocessed red meat (adjusted HR, 1.03; 
95% CI, 1.01 to 1.06), or poultry (adjusted HR, 
1.04; 95% CI, 1.01 to 1.06) were significantly as-
sociated with incident CVD while fish intake was not 
(adjusted HR, 1.00; 95% CI, 0.98 to 1.02). Incident 
CVD included all fatal and nonfatal coronary heart 



      April 2020 33

disease, fatal and nonfatal stroke, fatal and nonfatal 
heart failure, and other CVD deaths.

Additionally, intake of processed meat (adjusted 
HR, 1.03; 95% CI, 1.02 to 1.05) or unprocessed 
red meat (adjusted HR, 1.03; 95% CI, 1.01 to 1.05) 
was associated with significantly increased all-cause 
mortality, while poultry and fish consumption was 
not. However, researchers also found the strength of 
the association between the intake of processed meat 
and CVD decreased with age, according to whether 
participants were younger than age 45 years, age 45 
to 64 years, or age 65 years or older.

n COMMENTARY
Compared with previous research, Zhong et al 
harmonized diet and other data across six cohorts, 
which largely attenuated the heterogeneities from 
previous studies and found significant positive as-
sociations of processed meat or unprocessed red meat 
intake with incident CVD and all-cause mortality. 
Although the observed effect sizes were small, the 
potential effects on public health can be significant, 
since these findings highlight how modification of 
dietary preferences may lead to meaningful effects on 
individual health outcomes. Interestingly, the authors 
identified a significant positive association between 
poultry intake and incident CVD. Although we can-
not state conclusively, this finding could be related to 

the intake of fried chicken; thus, it may be more of 
an adverse effect from frying than the poultry itself. 
Regardless, it is clear that certain meat choices are 
healthier than others.

It would be valuable to continue to advise patients to 
limit the intake of both processed and unprocessed 
red meats. Poultry, such as chicken and turkey, are 
leaner meats and are lower in saturated fats, which 
makes poultry a better protein choice than red meat. 
Of course, fish may be one of the healthiest options 
to recommend, since it is an excellent source of 
minerals, such as iron, zinc, iodine, magnesium, and 
potassium, as well as omega-3 fatty acids, vitamins, 
calcium, and phosphorus. The bottom line is that 
when fruits and vegetables are not sufficient, it may 
be poultry and fish that remain the healthiest  
options.  n
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Follow the Evidence
By Ellen Feldman, MD
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SYNOPSIS: In a review of 83 eligible studies, researchers found little evidence to support the efficacy of cannabinoids to treat depressive 
disorders, anxiety disorders, or several other mental health disorders. There is low-grade evidence that pharmaceutical cannabis may help 
improve symptoms of anxiety in patients with a comorbid medical condition.

SOURCE: Black N, Stockings E, Campbell G, et al. Cannabinoids for the treatment of mental disorders and symptoms of mental disorders: 
A systematic review and meta-analysis. Lancet Psychiatry 2019;6:995-1010. 

One of the most common reasons given for seek-
ing medicinal cannabinoid use is for treatment 

of a mental health disorder. Medicinal cannabis cur-
rently is legal in 33 states; quality research regarding 
this substance is necessary to provide individuals with 
full clinical guidelines and risk profiles.1 

Recognizing this need, Black et al conducted a meta-
analysis of 83 eligible studies regarding medical  
cannabinoids and mental health disorders. In this study, 
the authors use "medicinal cannabinoids” to cover all 
plant-based and synthetic derivatives of the cannabis 
plant; “medicinal cannabis” refers to any part of the 
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cannabis plant; “pharmaceutical cannabinoids” are ex-
tracts with defined tetrahydrocannabinol (THC) with or 
without cannabidiol (CBD); and “pharmaceutical CBD” 
refers to extractions of CBD alone.

Eligibility criteria included studies that used medicinal 
cannabinoids of any type and remission or change in 
symptoms in at least one of the following disorders: 
depression, anxiety, post-traumatic stress disorder 
(PTSD), attention deficit hyperactivity disorder 
(ADHD), Tourette syndrome, and psychosis. In all 
studies, the mental health disorder was either primary 
or secondary to another medical problem. Adverse 
effects and study withdrawals were included in the 
analysis.

Using standard tools — the Cochrane risk-of-bias 
tool2 and the Grading of Recommendations, Assess-
ment, Development and Evaluation (GRADE)3 — 
researchers put the evidence from the controlled trials 
into one of four categories, ranging from “very low 
quality” to “high quality.”

Within the 83 eligible studies, there were 50 random-
ized controlled trials (RCTs). The breakdown for each 
diagnosis is shown in Table 1. 

The median sample size across all diagnoses for RCTs 
was 10 to 39 participants. Median length of the trials 
was four to five weeks. The most common substance 
investigated was pharmaceutical THC; the next most 
common was pharmaceutical CBD. The eligible 
studies that were not RCTs were observational and 

included prospective studies, chart reviews, and case 
studies.

Pharmaceutical THC (with or without CBD) was used 
in all but one RCT involving depression. In all stud-
ies, depression was not a stand-alone diagnosis but 
was secondary to a chronic medical problem (mainly 
chronic noncancer pain or multiple sclerosis [MS]). 
The pooled standardized mean difference (SMD) for 
a change in depressive symptoms associated with the 
use of pharmaceutical THC with or without CBD 
was 0.00 to 0.05 (95% confidence interval [CI], -0.20 
to 0.17). Black et al explained that an SMD of 0.2 
represents a small effect, 0.5 represents a medium 
effect, and 0.8 represents a large effect, meaning that 
pharmaceutical THC with or without CBD had very 
little affect on users with depression. 

The one RCT that studied medicinal cannabis found 
no change in depressive symptoms in patients with 
chronic noncancer pain when compared to treatment 
with placebo.

Pharmaceutical THC with CBD beat placebo in a sig-
nificant lowering of anxiety symptoms in seven studies 
involving patients with either chronic noncancer pain 
or MS. The SMD was -0.25 (95% CI, -.0.49 to -0.01). 
However, the evidence GRADE was very low because 
of several factors, including reporting bias and none 
of the respondents had a primary diagnosis of anxiety. 
Two studies looked at CBD alone vs. placebo in the 
treatment of social anxiety; there was no significant 
improvement in symptoms. 

Symptoms of ADHD did not show a significant 
change in one RCT of pharmaceutical THC with CBD 
vs. placebo. 

Two small RCTs compared pharmaceutical THC with 
CBD to placebo in treatment of Tourette syndrome 
and found no significant impact on symptoms.

One small study of 10 individuals with PTSD found 
that pharmaceutical THC with CBD vs. placebo was 
associated with improved global functioning and 
reduced nightmares (SMD = -1.3; 95% CI, -1.48 to 
-0.77).

One RCT of 24 individuals found no change in posi-
tive symptoms of psychosis (such as hallucinations) 
with the use of pharmaceutical THC with CBD vs. 
placebo, but a worsening of negative symptoms, such 
as social isolation and withdrawal; (SMD 0.36; 95% 
CI, 0.10 to 0.62). 

The remaining five RCTs investigating psychosis used 
CBD vs. placebo. There was no significant  

Summary Points
• This meta-analysis included 83 studies involving 

medicinal cannabinoids in the treatment of one 
of the following mental health disorders (as 
a primary disorder or secondary to another 
medical condition): depression, anxiety, 
attention-deficit hyperactivity disorder, post-
traumatic stress disorder, and psychosis. 

• Low-quality evidence suggests an improvement 
in anxiety symptoms in participants with other 
medical conditions (such as multiple sclerosis 
and chronic, noncancer pain) when treated 
with pharmaceutical tetrahydrocannabinol 
(THC) with or without cannabidiol (CBD).

• Pharmaceutical THC with or without CBD 
is not associated with improvement in any of 
the mental health conditions reviewed; when 
compared with placebo, there is an association 
with adverse effects in 10 studies.
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improvement noted in any primary outcomes, but 
one study involving 86 individuals reported an 
improvement in global functioning with an SMD of 
-0.62 (95% CI, -1.14 to -0.09). 

Pooled results from all RCTs indicate that pharma-
ceutical THC with CBD was associated with signifi-
cantly more adverse effects in 10 studies (odds ratio 
[OR] 1.99; 95% CI, 1.20 to 3.29) vs. placebo and 
significantly more study withdrawals in 11 studies vs. 
placebo (OR 2.78; 95% CI, 1.59 to 4.86). Adverse 
events were not recorded in this meta-analysis, but are 
known to be (from other literature) increased occur-
rence of depression, anxiety, and psychotic symptoms. 
The evidence GRADE for these findings was low 
to moderate. There were fewer studies examining 
adverse effects and study withdrawal when CBD 
(one study) or medicinal cannabis (three studies) was 
compared with placebo, but none of these resulted in 
a significant difference. The researchers also did not 
state whether cannabis was the only treatment partici-
pants were using for their conditions.

n COMMENTARY
The most striking conclusion emerging from this 
comprehensive review and meta-analysis regarding 
cannabinoids for the treatment of mental health disor-
ders is how little we know.

Standing in contrast to the lack of quality medical 
studies regarding mental health disorders and medi-
cal cannabinoids are high-quality, rigorous investiga-
tions regarding the use of this agent for chronic pain, 
neuropathic pain, and nausea and vomiting associated 
with chemotherapy, and spasticity associated with 
MS.4

In 2017, the National Academies of Sciences, Engi-
neering, and Medicine released a comprehensive re-
port reviewing and summarizing research since 1999 
regarding recreational and medicinal cannabis use. 
The report summarizes the relevant medical literature 
and ranks evidence for efficacy as well as adverse  
effects when using medicinal cannabinoids for a 
specific medical condition. In regard to mental health, 
the study reports that there is “no evidence to support 
or refute a statistical association between cannabis use 
and changes in the course or symptoms of depressive 
disorder,” and there is moderate evidence of increased 
social anxiety disorder associated with regular  
cannabis use.5

In addition, the report notes substantial evidence of 
development of schizophrenia with heavy canna-
bis use and moderate evidence of increased suicidal 
thoughts and attempts associated with heavy cannabis 
use.5

The work of Black et al strongly supports the idea 
that there remains no strong evidence for medici-
nal cannabis to treat depression, anxiety, ADHD, 
Tourette syndrome, or psychosis. Of note, with the 
exception of PTSD and Tourette syndrome, most 
of these conditions are not on a list of conditions 
qualifying for medical cannabinoid use in any state. 
However, 23 states currently specify PTSD as an ap-
proved condition for medicinal cannabinoids and only 
five specify Tourette syndrome. In addition, in what 
appears to be a growing trend, at least six states allow 
physicians to certify a need for a dispensary card at 
the “discretion” of the provider.6,7

Given the strong probability that providers will be 
asked about medicinal cannabinoid use by patients 
looking for alternative treatment of a mental health 
disorder, it is useful to be armed with facts. There is 
currently no evidence that medicinal cannabinoid use 
helps mental health disorders, and there are concerns 
that heavy use can cause mental health problems. 
There is weak evidence that medicinal cannabinoid 
use is associated with a decrease in anxiety associated 
with a chronic health condition.

Many states have preemptively approved medicinal 
use of cannabinoids for specific diagnosis without 
waiting for rigorous studies or medical evidence to 
prove their efficacy. Efficacy of medicinal canna-
binoids is well-studied and established for specific 
disorders, but there is not yet evidence of efficacy for 
treating mental health disorders. The downside to 
using medicinal cannabinoids for a mental health dis-
order may be considerable. The primary care provider 
is well-situated to aid patients in understanding the 
current state of knowledge regarding medicinal can-
nabinoid use in disorders of mental health. However, 
it is important to urge caution and patience until 

Table 1. Number of Studies per Diagnosis

Total trials
Randomized  
controlled trials

Depression 42 23 (n = 2,551)

Anxiety 31 17 (n = 605)

Tourette 
syndrome

8 2 (n = 36)

Attention deficit 
hyperactivity 
disorder

3 1 (n = 30)

Post-traumatic 
stress disorder

12 1 (n = 10)

Psychosis 11 6 (n = 281)
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CME QUESTIONS

1. In the study by Cuttler et al, medicinal cannabis 
use is associated with reduction of headache and 
migraine relief:
a. in more than 80% of the respondents in this 
double-blind, placebo-controlled study with 
volunteers from numerous headache clinics.
b. in more than 80% of the respondents in this 
observational study with volunteers using an 
anonymous app to record responses.
c. in just under half of the migraine respondents 
and close to 80% of those with headache, in 
this double-blind, placebo-controlled study with 
volunteers from numerous headache clinics.
d. in just under half of the headache respondents 
and close to 80% of those with migraine, in this 
observational study with volunteers using an 
anonymous app to record responses. 

2.  According to the study by Black et al, which 
of the following is true about medicinal 
cannabinoids?
a. There is evidence confirming efficacy in 
chronic pain, nausea and vomiting associated 

with chemotherapy, anxiety, and post-traumatic 
stress disorder, but not in any other mental health 
disorder.
b. There is evidence confirming efficacy in chronic 
pain, nausea and vomiting associated with 
chemotherapy, and spasticity in multiple sclerosis, 
but not in any disorder of mental health.
c. They are well-investigated for a range of 
disorders including multiple disorders of mental 
health.
d. They are approved for use in 33 U.S. states, 
despite no clear evidence of efficacy for any 
diagnosis.

3. Based on the study by Zhong et al, regularly 
consuming which of the following is not 
significantly associated with either incident 
cardiovascular disease or all-cause mortality?
a. Processed red meat
b. Unprocessed red meat
c. Fish
d. Poultry

CME OBJECTIVES
Upon completion of this educational activity, participants should be able to:

•  present evidence-based clinical analyses of commonly used alternative therapies;
•  make informed, evidence-based recommendations to clinicians about whether to consider using such therapies 

in practice; and
•  describe and critique the objectives, methods, results, and conclusions of useful, current, peer-reviewed, clinical 

studies in alternative medicine as published in the scientific literature.
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