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Cannabis Use in Individuals with Spinal Cord Injury or Moderate to Severe Traumatic 1 

Brain Injury in Colorado 2 

 3 

 4 

Abstract 5 

Objective: To describe the prevalence of cannabis use in an adult sample with spinal cord injury 6 

(SCI) or traumatic brain injury (TBI) in Colorado, and to describe the self-reported reasons and 7 

side effects of cannabis use in this sample. 8 

Design: Mixed methods observational study, using focus group data and telephone survey 9 

Setting: Community 10 

Participants: Colorado adults who have sustained SCI or moderate to severe TBI and have 11 

received services through the rehabilitation hospital conducting the study. 12 

Interventions: None 13 

Measures: Survey 14 

Results: Focus group participants identified issues that were then included in the survey 15 

development. Seventy percent of the 116 surveyed reported cannabis use pre-injury (67% SCI, 16 

74% TBI) with 48% reporting use after injury (53% SCI, 45% TBI). Overall, the most common 17 

reason for use was recreational (67%), followed by reducing stress/anxiety (62.5%), and 18 

improving sleep (59%). Among the respondents with SCI, the most common reasons for use 19 

were to reduce spasticity (70%), recreation (63%), and to improve sleep (63%). Among those 20 

with TBI, reasons endorsed were recreational (72%), reducing stress/anxiety (62%), and 21 

improving sleep (55%). Smoking was the most common method of use.  22 
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Conclusions: A majority of this sample report using cannabis prior to injury, and approximately 23 

half report using cannabis post-injury. Both groups report recreational use, while the group with 24 

SCI also highly endorses using cannabis to address chronic medical conditions. Clinicians should 25 

be aware of the high prevalence of cannabis use in these populations and the impact such use 26 

may have on the individual’s medical management. Further research in this area is needed. 27 

 28 

Key Words: cannabis 29 

 30 

List of Abbreviations:  31 

TBI – Traumatic brain injury 32 

SCI – Spinal cord injury 33 

THC – Tetrahydrocannabinol  34 

CBD – Cannabidiol  35 

TBIMS – Traumatic brain injury model system 36 

SCIMS – Spinal cord injury model system 37 

NASEM– National Academies of Sciences, Engineering, and Medicine   38 
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Cannabis has been used for thousands of years for medicinal and recreational purposes. Over 100 39 

active ingredients called cannabinoids have been identified in cannabis, with various 40 

psychoactive and medicinal effects [1]. The most researched cannabinoids are 41 

tetrahydrocannabinol (THC) a psychoactive cannabinoid within cannabis that has psychoactive 42 

mood altering effects, and cannabidiol (CBD) found to have medicinal qualities without the 43 

mood altering effects of THC[2]. The cannabis plant produces hemp, marijuana, and hashish oil, 44 

and cannabis products can be ingested, inhaled, or topically applied. Although federal law 45 

prohibits cannabis use in the United States, a number of states have passed state legislation 46 

legalizing medical and/or recreational use. In Colorado, medical cannabis has been legal since 47 

2000 and recreational use has been legal since 2012. Nationally, 22.2 million Americans age 12 48 

and older report using cannabis in the last 30 days [3]. The Colorado Department of Public 49 

Health and Environment estimates that 49.3% of Colorado adults over age 18 have tried 50 

marijuana and 13.4% currently use marijuana [4]. There is growing interest in the potential 51 

benefits and risks of cannabis, particularly for individuals with chronic health conditions [5]. 52 

A 2017 evidence review by the National Academies of Sciences, Engineering, and Medicine 53 

(NASEM) Committee on the Health Effects of Marijuana summarized the evidence for  benefits 54 

and risks associated with cannabis use [6]. This report found conclusive/substantial evidence that 55 

cannabis is effective for treatment of spasticity related to multiple sclerosis, and for adult chronic 56 

pain. Moderate evidence was found for its effectiveness with specific sleep disorders, and limited 57 

evidence was found for improving social anxiety disorders. Limited evidence indicated that 58 

cannabinoids provide a neuroprotective effect in the event of traumatic brain injury (TBI). In 59 

terms of risks, there was substantial evidence for an association between cannabis use and the 60 
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development of schizophrenia and other psychoses, as well as an increased risk of motor vehicle 61 

accidents. Moderate evidence was found for an association between cannabis use and decreased 62 

cognitive functioning, and for increased suicide rates. There was moderate evidence that 63 

cannabis use could lead to the development of substance dependence. 64 

Cannabis research is complicated by the complexity of the cannabinoid system, variability in the 65 

types and dosages, lack of regulation and quality control, and legal issues [7]. The World Health 66 

Organization, American Medical Association, and NASEM have  called for additional quality 67 

research on the effects of cannabis and its various cannabinoids [8] [9]. 68 

Individuals with a history of spinal cord injury (SCI) or TBI commonly experience chronic 69 

symptoms including pain, insomnia, spasticity, and mood disorders, affecting quality of life [10] 70 

[11] [12] [13]. Chronic pain is reported in 69% of people with SCI [14] and 51.5% of individuals 71 

with TBI [12]. Spasticity is estimated to be present in 53 – 78% of people with chronic SCI. [15] 72 

[16]. Little is known about the prevalence or effects of cannabis use among these populations. 73 

Self-reports of decreased pain and spasticity with marijuana use among individuals with SCI 74 

have been documented [17] [18]. A recent University of Michigan SCI Model System study 75 

found 22% of SCI respondents use marijuana at least monthly, with a reasons for use including 76 

pain, spasticity, and anxiety [19]. That study included medicinal but not recreational use. The 77 

current authors know of no studies regarding  prevalence or intent of cannabis use in individuals 78 

with TBI. However, individuals with TBI have a reportedly higher rate of substance abuse than 79 

the general population [20]. 80 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT
Cannabis use following SCI or TBI 

 

 

5 

 

The current study was conducted at a Colorado rehabilitation hospital serving individuals with 81 

SCI or TBI. Hospital outpatients anecdotally report using cannabis to reduce pain, spasticity, 82 

stress, insomnia, and anxiety, and recreational use. This study aims to increase understanding of 83 

the prevalence and intent of cannabis use in our SCI and TBI populations, with the goal of 84 

informing treatment and future research. 85 

Methods 86 

This mixed-methods observational study was approved by the institutional review board. 87 

Focus Group 88 

Two structured focus groups assisted in constructing the questionnaire for the survey phase of 89 

this study. Letters were sent to Coloradoans over age 21with a history of SCI rehabilitation at the 90 

hospital, asking those who currently use cannabis to join a focus group. Individuals with TBI 91 

were not included in focus groups as hospital physicians specifically instruct TBI patients to 92 

abstain from cannabis. The first 10 respondents who committed to attend a focus group were 93 

included. Groups were facilitated by a study investigator and a staff psychologist. Participants 94 

discussed: why they use cannabis/marijuana; use prior to injury; method of consumption; how 95 

legalization affected use; and negative side effects. Responses were organized into themes, then 96 

summarized and used in development of the survey questionnaire.  97 

Participants 98 

Participants in the survey phase of the study were 51 individuals with SCI and 65 individuals 99 

with moderate to severe TBI, who received inpatient rehabilitation at XXX and were taking part 100 
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in follow-up calls through the SCI or TBI Model Systems Programs. Information about the 101 

Model System programs is available at www.tbindsc.org and www.nscisc.uab.edu.  102 

Data Collection 103 

Demographic and injury characteristics collected from the SCIMS and TBIMS databases 104 

included age, gender, education, employment status, and cause of injury. Further characteristics 105 

for the SCI sample included injury level, and American Spinal Injury Association (ASIA) 106 

Impairment Scale (AIS) at rehabilitation discharge. Several SCIMS and TBIMS database 107 

variables were recoded to be combined for reporting in this study.  108 

Procedure 109 

The data collection method attempted to avoid bias by including anyone willing to participate 110 

and meeting the criteria. A survey information sheet was mailed to participants enrolled in the 111 

SCIMS and TBIMS program at XXX who were over 21,  Colorado residents, and due for a 112 

scheduled SCIMS or TBIMS follow-up interview (not related to this study). After follow-up 113 

interview, respondents were asked to participate in this additional study on cannabis and were 114 

informed that data collected would be confidential and de-identified. If the interviewee agreed to 115 

participate, the five minute cannabis questionnaire was administered. Participants were told that 116 

cannabis is a plant which produces hemp, hash, hash oil, and marijuana, and were asked: 1) Did 117 

you ever use cannabis prior to injury?; 2) Have you used cannabis since your injury? If the 118 

answer to the second question was “No”, the survey was concluded. If yes, the   the survey was 119 

continued. See figure 1.  120 
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Statistical Analysis 121 

Analyses were conducted separately within the SCI and TBI cohorts. Demographic and injury 122 

characteristics were summarized using frequency counts and percentages for nominal variables 123 

and means and standard deviations for continuous variables. Pre-injury and post-injury use were 124 

cross-tabulated to show how cannabis use changes with injury. McNemar’s test was used to test 125 

for a change in cannabis use from before to after injury. For participants who responded 126 

affirmatively to using cannabis since their injury the frequency of use, reasons for use, methods 127 

of use, and negative side effects were described. The relationships between the demographic 128 

characteristics and cannabis use and frequency of use post-injury were also explored.  129 

Results 130 

Qualitative Results 131 

Nine adults with SCI who currently use cannabis attended the focus groups (5 in one session, 4 132 

in the other). Injury level and severity were not systematically collected, though observation 133 

revealed that focus group participants ranged from high level tetraplegia to individuals with 134 

incomplete injuries who were now ambulatory. Five  participants reported cannabis use prior to 135 

injury. Reasons for using cannabis post-injury included decreasing pain and spasticity, 136 

improving sleep, relaxation/enjoyment, decreasing stress, and decreasing other medications. 137 

Participants noted that medications prescribed post-injury have negative side effects, with one 138 

participant describing such side effects as “wicked.” Another participant stated “Cannabis is the 139 

least scary drug”. Medications participants reduced or discontinued since using cannabis include 140 

narcotic pain medications, anti-anxiety medications, and medications for muscle spasms. 141 
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Participants also commented that cannabis “takes the edge off”, “allows me to be more present”, 142 

and “saved my life”. The group noted that cannabis legalization has led to improved quality of 143 

available products, made them easier to obtain, and allowed purchase of products with lower 144 

THC. Negative side effects of cannabis included cost, lowered blood pressure, haziness, 145 

palpitations, fatigue, reduced muscle control, social stigma, and a lack of direction regarding 146 

dosage or product selection. Focus group participants suggested the survey used in the later 147 

portion of the study take less than 5 to 10 minutes to complete, and questions should include 148 

reasons for use and methods of use.  149 

Quantitative Results 150 

Sample Characteristics 151 

One hundred sixteen individuals participated in the survey. Of those asked to participate, only 152 

three declined. Demographic and injury characteristics were similar across cohorts and are 153 

summarized in Table 1.The majority of the116 respondents (SCI and TBI) were 1 to 5 years 154 

post-injury with an average age of 44.7 years at interview. Most participants were male (80%) 155 

had at least a high school degree, with 40% having some type of college degree. Half were 156 

currently employed.  157 

Cannabis Use Prior to and Since Injury 158 

Cannabis use prior to and since injury is cross-tabulated by cohort in Table 2. Overall, 159 

approximately 70% of participants reported ever using cannabis pre-injury and 48% reported use 160 

post-injury. There was a statistically significant change in cannabis use within the TBI cohort 161 
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(74% to 45%, p < 0.0001), and a non-significant change within the SCI cohort (67% to 53%, p = 162 

0.0707). Approximately 45% (SCI) and 42% (TBI) of participants reported using cannabis both 163 

before and after injury, while 25% (SCI) and 23% (TBI) reported not using cannabis before or 164 

after their injury. Furthermore, 22% (SCI) and 32% (TBI) reported using cannabis before their 165 

injury but not after, while 8% (SCI) and 3% reported using cannabis only after their injury but 166 

not before.  167 

Frequency, Reasons, and Methods of Cannabis Use 168 

The frequency, reasons, and methods for cannabis use are summarized in Table 3 for the 27 SCI 169 

and 29 TBI participants who reported use since injury. Two-thirds of participants who reported 170 

cannabis since injury indicated less than daily use (63% SCI, 69% TCI).  171 

Participants were read a list of reasons for cannabis use and asked to endorse all that applied to 172 

them, or to list other reasons for use. Within the SCI cohort, the highest response was for 173 

reducing spasticity (70%), followed by recreational use and improved sleep (both at 63%). The 174 

SCI group also highly endorsed decreasing pain (59%) and decreasing other medications (52%). 175 

Among those with TBI, recreational use was most commonly reported (72%), followed by 176 

reducing stress/anxiety (62%), and improving sleep (55%). 177 

Smoking was the most common method of cannabis use (81% SCI, 90% TBI), followed by 178 

ingesting edibles (70% SCI, 59% TBI), and vaping (inhaling vapor) (41% SCI, 45% TBI). Other 179 

methods of use included topical preparations and tinctures. 180 

Negative Side Effects of Cannabis Use 181 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT
Cannabis use following SCI or TBI 

 

 

10 

 

Participants noted negative side effects including decreased motivation (30% SCI, 28% TBI), 182 

feeling hazy/dull (18% SCI, 21% TBI), and fatigue (18.5% SCI, 21% TBI). The SCI group rated 183 

social stigma as a common negative side effect (26%). This was rated as much less important in 184 

the TBI group (7%). Additional side effects included paranoia, decreased physical 185 

control/stability, worry about mixing with other medications, dry mouth, and nausea. See Table 186 

4. 187 

Relationships between Demographic Characteristics and Cannabis Use 188 

The distributions of cannabis use and frequency of use (for those reporting use) are summarized 189 

in Table 5 by gender, education, and employment.  190 

Within the SCI cohort, 50% of males and 67% of females reported cannabis use since injury and 191 

of those that reported use, 48% of males reported daily use while none of the females reported 192 

daily use. Within the TBI cohort, 51% of males and 23% of females reported cannabis use since 193 

injury, with 27% of males and 67% of females reporting daily use. 194 

Cannabis rates since injury were similar among education sub-groups within the SCI cohort, 195 

however lower levels of education were associated with higher rates of cannabis after TBI (54% 196 

with lower than a Bachelor’s degree vs. 22% with a Bachelor’s degree or higher). The rate of 197 

daily use ranged from 25% to 41% among the education subgroups. 198 

Reports of cannabis use after injury were similar for those employed and not employed (student, 199 

retired, unemployed, homemaker, volunteer, or other). Within the SCI cohort 50% of those 200 

unemployed reported daily use compared to 29% of those employed; conversely, the rate of daily 201 
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use was slightly higher for those employed in the TBI cohort compared to those unemployed 202 

(38% vs. 25%). 203 

Discussion 204 

This is the first descriptive study investigating the prevalence of recreational and medical 205 

cannabis use in individuals with SCI or TBI. Over two-thirds (70%) of survey respondents report 206 

having ever used cannabis pre-injury, and approximately half report ever using cannabis since 207 

injury. The rate of pre-injury use in this sample was much higher than the estimated 48.9% of 208 

Colorado adults reported to have ever used cannabis [4]. Differing demographics between the 209 

general Colorado population and our SCI and TBI sample, which tends to be a younger and 210 

predominantly male population, may explain this discrepancy [21].  211 

The study sample reports an overall drop in use of cannabis pre-injury to post-injury. In the SCI 212 

sample, this decrease (22%) could be related to concerns about interaction with prescribed 213 

medications, physical effects of cannabis, or social stigma, which were listed as negative side 214 

effects among this group. There was also a drop in use in the TBI group (32%). Individuals with 215 

moderate to severe TBI often require some level of supervision, and therefore may have limited 216 

access to cannabis. Physicians routinely inform TBI patients to abstain from the use of alcohol, 217 

marijuana, or other non-prescribed medications. Limited finances may also be a factor in both 218 

groups access to cannabis.  219 

A high percentage in both groups endorsed recreational cannabis use. Colorado was one of the 220 

first states to legalize recreational cannabis use and such use appears to be socially accepted in 221 

the state. The SCI group also highly endorsed a number of medicinal reasons for use related to 222 
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chronic health conditions including spasticity, pain, sleep, stress/anxiety, and decreasing the use 223 

of other medications. Reducing depression, improving appetite, and decreasing nausea were also 224 

mentioned to a lesser degree, suggesting this population is using cannabis to address chronic 225 

health conditions related to SCI. The TBI group did not endorse as many medicinal reasons for 226 

cannabis use. However, the survey questionnaire was developed based on input of focus group 227 

participants with SCI only, and may not have included some important chronic TBI symptoms. 228 

For example chronic anger/irritability, which affects up to a third of those with moderate/severe 229 

TBI, was not listed as a reason for use [22, 23] . Following recreational use, individuals with TBI 230 

highly endorsed reducing stress/anxiety, improving sleep, and “other” as reasons for use, with 231 

“other” including relieving tension, relaxing, and “mellowing out”. Future research into cannabis 232 

use after TBI should investigate anger/agitation as a potential reason for use. 233 

Both SCI and TBI participants reported negative side effects from cannabis use, including 234 

psychological effects such as decreased motivation, and physical effects such as feeling fatigued.  235 

The SCI group reported social stigma as a negative side effect, even though cannabis use appears 236 

to be socially accepted in Colorado. This sensitivity to social perceptions could be related to the 237 

visible nature of their injury, ie., feeling already more noticed socially. Individuals with TBI, 238 

who did not highly endorse this side effect, may be less socially aware and therefore less 239 

concerned with social stigma.  240 

Both groups listed smoking as the primary method of use, consistent with statewide usage of 241 

medical marijuana [4]. Smoking is the least expensive and possibly the most accessible method 242 

of use. The SCI group also highly endorsed edibles, which can be used more discreetly, and do 243 

not have the negative respiratory effects of smoking. They also more highly endorsed topical 244 
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application than the TBI group, perhaps due to using cannabis more for addressing medicinal 245 

needs. 246 

We examined the relationship between demographic characteristics and cannabis use since 247 

injury. While the sample size was small and lacks the power for meaningful statistical testing, 248 

there are notable trends that may be informative for future studies. Within the SCI group, the use 249 

since injury rate was similar between males and females. However, nearly half of males who 250 

have used since injury report daily use whereas none of the females do so. Within the TBI group, 251 

males tended to be more likely to use than females; however, females who used were more likely 252 

to be daily users than males. There does not appear to be a trend between employment and any 253 

use since injury for either the TBI or SCI samples. However, daily use was more likely to be 254 

endorsed by those not employed than employed in the SCI sample (50% vs. 29%) whereas daily 255 

use was slightly more likely to be endorsed by those employed than not employed in the TBI 256 

sample (38% vs. 25%).   257 

Study Limitations 258 

This study included a small regional sample, representing only individuals enrolled in the 259 

SCIMS or TBIMS. Results may not be easily generalized to states where cannabis use has not 260 

been legalized. Questionnaire items were based on focus group input from individuals with SCI, 261 

and might not include items specific to individuals with TBI. This study only documented pre-262 

injury and post-injury use, delineated into daily or more than daily. Future research should 263 

include more detailed descriptions of frequency of use.  264 

Conclusions 265 
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Individuals living with SCI or TBI report using cannabis before and after injury. Individuals with 266 

SCI report recreational use, but also highly endorse using cannabis to manage chronic medical 267 

conditions. Individuals with TBI report more recreational use, but further research is needed to 268 

assess other reasons for use specific to TBI. Clinicians should be aware of the high prevalence of 269 

cannabis use in these populations and the impact such use may have on the individual’s medical 270 

management. This study represents an initial foray into understanding the use of cannabis in 271 

these populations. The intent of this study was not to influence therapy in the direction of 272 

cannabis, but rather to increase understanding of the prevalence of use in these groups. The 273 

results of this study should be used to initiate further research, and to inform education and 274 

treatment. 275 

Figure Legend: 276 

Figure 1: Cannabis Survey  277 
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Table 1: Demographic and Injury Characteristics 

 SCI (N = 51) TBI (N = 65) 
 Mean (SD) [range] Mean (SD) [range] 
Age at Injury 34.1 (15.5) [13-69] 37.1 (15.0) [16-64] 
   [Missing] [0] [1] 
Age at Interview 47.1 (13.8) [22-74] 42.9 (15.6) [21-75] 
  [Missing] [0] [1] 
 Count (%) Count (%) 
Gender   
   Male 42 (82%) 51 (80%) 
   Female 9 (18%) 13 (20%) 
   [Missing] [0] [1] 
Level of Education   
   9th – 11th Grade 4 (8%) 2 (3%) 
   High School (incl. GED and Some College) 21 (42%) 39 (61%) 
   Associates Degree 3 (6%) 5 (8%) 
   Bachelor Degree 13 (26%) 16 (25%) 
   Master or Doctoral Degree 7 (14%) 2 (3%) 
   Other 2 (4%) 0 (0%) 
   [Missing] [1] [1] 
Employment   
   Competitive Employment 26 (52%) 30 (47%) 
   Student 2 (4%) 5 (8%) 
   Retired 7 (14%) 14 (22%) 
   Unemployed 14 (28%) 8 (12%) 
   Homemaker/Volunteer/Other 1 (2%) 7 (11%) 
   [Missing] [1] [1] 
Years post Injury   
   1-2 years 16 (31%) 27 (42%) 
   5 years 11 (22%) 20 (31%) 
   10 years 4 (8%) 10 (16%) 
   > 10 years (TBI max 15 yrs; SCI max 40 yrs) 20 (39%) 7 (11%) 
   [Missing] [0] [1] 
Cause of Injury   
   Motor Vehicle 18 (35%) 30 (48%) 
   Falls 14 (27%) 13 (21%) 
   Other 19 (37%) 20 (32%) 
   [Missing] [0] [2] 
Level and Completeness of Injury   
   Tetraplegia ABC (C1-C4) 10 (21%)  
   Tetraplegia ABC (C5-C8) 7 (15%)  
   Paraplegia ABC 14 (29%)  
   Tetraplegia/Paraplegia D 18 (39%)  
   [Missing] [2]  

SD = standard deviation 
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Table 2: Cannabis Use Prior to Versus since Injury 

SCI Cannabis Use Since Injury 
Cannabis Use Prior to Injury Yes No Total 
   Yes 23 (45%) 11 (22%) 34 (67%) 
   No 4 (8%) 13 (25%) 17 (33%) 
   Total 27 (53%) 24 (47%) 51 (100%) 
    
TBI Cannabis Use Since Injury 
Cannabis Use Prior to Injury Yes No Total 
   Yes 27 (42%) 21 (32%) 48 (74%) 
   No 2 (3%) 15 (23%) 17 (26%) 
   Total 29 (45%) 36 (55%) 65 (100%) 
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Table 3: Frequency, Reasons, and Methods of Cannabis Use since Injury 

 SCI (N = 27) TBI (N = 29) 
Frequency of Cannabis Use   
   Less Than Daily 17 (63%) 20 (69%) 
   Daily 10 (37%) 9 (31%) 
Reasons for Cannabis Use   
   Recreational/Enjoyment 17 (63%) 21 (72%) 
   To Decrease Other Medications 14 (52%) 3 (10%) 
   Decrease Pain 16 (59%) 9 (31%) 
   Decrease Spasticity 19 (70%) 4 (14%) 
   Decrease Nausea 9 (33%) 10 (34%) 
   Improve Sleep 17 (63%) 16 (55%) 
   Improve Appetite 9 (33%) 9 (31%) 
   Reduce Stress or Anxiety 17 (63%) 18 (62%) 
   Reduce Depression 9 (33%) 9 (31%) 
   Other 3 (11%) 11 (38%) 
Method of Cannabis Use   
   Edibles 19 (70.4%) 17 (58.6%) 
   Smoking 22 (81.5%) 26 (89.7%) 
   Vaping 11 (40.7%) 13 (44.8%) 
   Topically to the Skin 10 (37.0%) 8 (27.6%) 
   Tincture 5 (18.5%) 6 (20.7%) 
   Other 3 (11.1%) 4 (13.8%) 
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Table 4: Experienced Negative Side Effects 

 SCI (N = 27) TBI (N = 29) 
Feeling Hazy or Dull 5 (18.5%) 6 (20.7%) 
Fatigue 5 (18.5%) 6 (20.7%) 
Weight Gain 1 (3.7%) 0 (0.0%) 
Heart Palpitations 0 (0.0%) 1 (3.4%) 
Nausea 1 (3.7%) 1 (3.4%) 
Less Physical Control, Stability 3 (11.1%) 3 (10.3%) 
Low Blood Pressure 4 (14.8%) 0 (0.0%) 
Worried about Effects of Taking it with Medications 3 (11.1%) 1 (3.4%) 
Social Stigma 7 (25.9%) 2 (6.9%) 
Decreased Motivation 8 (29.6%) 8 (27.6%) 
Paranoia 5 (18.5%) 6 (20.7%) 
Other 6 (22.2%) 5 (17.2%) 
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Table 5: Relationships between Demographic and Injury Characteristics and Cannabis Use 
since Injury 

 SCI TBI 
 Use Since Injury Daily Use1 Use Since Injury Daily Use1 
Gender     
     Male 21 (50%) 10 (48%) 26 (51%) 7 (27%) 
     Female 6 (67%) 0   (0%) 3 (23%) 2 (67%) 
Education     
     Lower than Bachelor’s  17 (57%) 7 (41%) 25 (54%) 8 (32%) 
     Bachelor’s or Higher 9 (45%) 3 (33%) 4 (22%) 1 (25%) 
Employment Status     
     Employed 14 (54%) 4 (29%) 13 (43%) 5 (38%) 
     Not Employed 12 (50%) 6 (50%) 16 (47%) 4 (25%) 
1 Out of those reporting use since injury 
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Figure 1:  Cannabis Survey 

 

Cannabis is a plant which produces hemp, hash, hash oil and marijuana.  

Did you ever use Cannabis prior to your injury?  

1 = Yes 2 = No  

Have you used Cannabis since your injury?  

1 = Yes (Continue Survey) 2 = No (** If NO, DISCONTINUE SURVEY** )  

____________________________________________________________________________________  

Now I will ask about your reasons for using Cannabis since your injury.  

 

Since your injury have you used cannabis for any of the following reasons: (Read each item to 

participant for response)  

 

a. Recreational/enjoyment 1= Yes 2 = No  

b. To decrease other medications 1= Yes 2 = No  

c. Decrease pain 1= Yes 2 = No  

d. Decrease spasticity 1= Yes 2 = No  

e. Decrease nausea 1= Yes 2 = No  

f. Improve sleep 1= Yes 2 = No  

g. Improve appetite 1= Yes 2 = No  

h. Reduce stress, anxiety 1= Yes 2 = No  

i. Reduce depression 1= Yes 2 = No  

j. Other: 1= Yes 2 = No _______________ (Write in )  

 

Since your injury, which of these methods have you used?  

a. Edibles 1= Yes 2 = No  

b. Smoking 1= Yes 2 = No  

c. Vaping 1= Yes 2 = No  

d. Topically to the skin (such as patch , oil, or cream) 1= Yes 2 = No  

e. Tincture (liquid, spray) 1=Yes 2 = No  

f. Other: 1= Yes 2 = No _________________(Write In)  
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How often would you say you use Cannabis?  

1 = Daily 2 = Less than Daily  

Have you experienced any of these negative side effects?  

a. Feeling hazy or dull 1= Yes 2 = No  

b. Fatigue 1= Yes 2 = No  

c. Weight gain 1= Yes 2 = No  

d. Heart palpitations 1= Yes 2 = No  

e. Nausea 1= Yes 2 = No  

f. Less physical control, stability 1= Yes 2 = No  

g. Low blood pressure 1= Yes 2 = No  

h. Worried about effects of taking it with my medications 1= Yes 2 = No  

i. Social Stigma 1= Yes 2 = No  

j. Decreased motivation 1= Yes 2 = No  

k. Paranoia 1= Yes 2 = No  

l. Other 1= Yes 2 = No  

 

________________ (write in) 


