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It is not everyday that one has the privilege to participate in a principled discussion regarding a burning 

medical issue. Today I was privileged to present my proposal for Medical Cannabis for children with 

Autism to the Indications Panel of thr Israeli Medical Cannabis Unit (MCU) of the Health Ministry. I 

express my gratitude to Dr. Michael Dor who enabled this presentation. 

I will post my proposal below. I was able to present only part of the proposal due to time and other logistical 

restrictions. 

After the presentation to the Panel, I had the opportunity to speak informally with several distinguished 

colleagues who has stated reservations and objections to my proposal at the Panel. While they will of 

course remain anonymous here, I will endeavor to present their medical opinion as completely as 

possible. I apologize in advance if what I write here in any way deviates from their opinion as I 

understood it. For my own opinion I take full personal and professional responsibility. 

The discrepancies fall into four categories: 

1. Extent of the Indication  

a. My colleagues are of the opinion that the indication should be restricted to the 

relatively small and extreme part of the population of children suffering Autism who 

exhibit extreme self-destructive or violent behavior or whose management is 

destructive to their families in the extreme. Such was the strategy with MC for 

childhood epilepsy. The first children admitted should be studied in as orderly a fashion 

as possible in order to learn scientifically about dosing schedules and the response of 

different forms of  autism to different formulas and strains. Only after a year or more 

when the initial lesions are learned should be indication be expanded. 

b. In my opinion the indication should be as broad as possible according to the clinical 

thinking of the responsible treating physician. This should be seen as a two-year pilot 

clinical trial in which all children suffering from any form of autism can be admitted 

contingent upon agreement of the family and the treating physician. All children with 

autism suffer from a devastating developmental impairment which constitutes a 

medical emergency because the child is losing developmental time and developing less 

well than he could, regardless of violence. The clinical trial model will require careful 

and well documented follow-up with structured tools for assessment of change. 

2. Dangers of Treatment with Cannabis 

a. My colleagues point out that a number of children with epilepsy suffered side effects 

even with predominant CBD strains (CBD/THC as 20/1). Particularly there was 

transaminase elevation. 



b. In my view the literature regarding the risk of “damage to the developing brain” is 

inconclusive, relying largely on surveys of adolescents using street marijuana. The 

developmental damage of untreated autism is conclusive and devastating. Many 

commonly used medications for children such as valproic acid not infrequently elevate 

transaminases yet are considered quite safe, simply requiring monitoring. In my opinion 

and experience cannabis entails fewer side effects that all the standard medications 

used to treat autistic children. 

3. The Effectiveness of Standard medication on Autistic Children 

a. My colleagues that there is information from high quality journals that antipsychotic and 

SSRI treatment can treat up to 60% of autistic children with satisfactory effect. 

Therefore cannabis ought not to be used in the first line but rather only after a full trial 

of at least one (or two) standard medications. True the literature has small samples and 

would not reach Cochrane level “evidence based” status. 

b. In my experience the positive developmental effect of standard medications is anything 

but encouraging and subject to significant side effects. So long as the status of the 

benefit of standard medication does not reach evidence-based confidence, no autistic 

child should have a delay in a trial of cannabis pending trials with other medications. 

4. Cannabis -  political and social changes in 2016 

a. My colleagues hold that the historical shifts in the status of cannabis in the world should 

not influence purely scientific medical standards. Even should Israel follow the 

presumed soon to be accomplished Federal rescheduling of cannabis in the USA, and 

even should many desperate parents of autistic children would no longer  be legally 

daunted from making the trial of cannabis on their own rather than waiting prolonged 

developmental time for the indication to broaden, such events should not influence the 

MCU, which is neither responsible for nor responsive to social changes. 

b. I feel that a creating a widening gap between needs of children and families and policies 

of the Ministry of Health is undesirable. In my experience, once cannabis is 

decriminalized, de facto or de jure, parents will not wait in line until orderly research is 

conducted. It is to be anticipated that many children suffering autism will become 

exposed to some form of cannabis treatment, the minority with the medical guidance 

that only the MCU can mandate and provide. Since in my opinion the potential benefit 

of the clinical trial far outweighs its risk, I believe physicians sworn to relieve suffering 

and never to deny potential treatment should be both responsible and responsive in this 

changing climate and its potential results. 

Final note: There is not a great number of child psychiatrists in Israel who would wish to participate in 

the Clinical Trial that I proposed. In effect the numbers of children who would be included in practice in 

my colleagues’ narrow proposal as opposed to my broad proposal may be quite similar. 

 

 



MY PROPOSAL: 

1. THE NEED 

a. Many children with Autism suffer devastating behavioral symptom 

i. Overactivity, sleep disorder 

ii. Self-destructive 

iii. Violence and episodic rage 

iv. Deficient communication 

b. These symptoms take an enormous toll on the children’s families 

2. THE LIMITATIONS OF CONVENTIONAL THERAPIES 

a. “Major Tranquillizers”  

i. High incidence of side effects especially metabolic and extrapyramidal 

b. “Minor Tranquillizers” 

i. Addictive potential, Diminshed alertness 

c. Hypnotics 

i. Addictive Potential, partial effects 

d. SSRIs 

i. Side effects, partial effectiveness 

3. A DEVASTATING CONDITION WITH NO SATISFACTORY TREATMENT 

a. The question: IS IT WORTH TRYING? 

b. Risks: 

i. No expected irreversible untoward effect in the short term 

ii. “Developmental Risks” highly inconclusive 

1. Based on use of contaminated street drugs in adolescents 

2. Based on THC rich material 

c. Potential Benefits 

i. Reduce global anxiety and tension 

ii. Reduce self-destructive behaviors 

iii. Improve sleep 

iv. Lessen burden on families and educational settings 

v. Improve communication 

vi. And communicative development 

vii. Improve ability to learn 

4. INDICATION: PRINCIPLES 

a. Emergency 

b. Requires careful follow-up 

i.  To document improvement 

1. Sleep 

2. Communication 

3. Reduce Self-destructive behaviors 

4. Family burden reduced 

ii. To identify side effects 



1. Reduced alertness 

2. Reduced self-control 

3. Reduced communication 

5. THE INDICATION IN PRACTICE 

a. Two Year Pilot 

b. Included: Children with autism in the ASD suffering from: 

i. Sleep disorder 

ii. Communication Disorder 

iii. Self-destructive or violent behavior 

iv. Anxiety  

v. Hyperactivity 

c. Not contingent upon receiving any other medication 

d. No Known Contraindications 

e. Physicians entitled to recommend MC license 

i. Children below 16 years of age: 

1. Child Psychiatry Specialist 

2. Child Neurology Specialist 

ii. Children over 16 years of age and adults: 

1. Child and adolescent psychiatry specialist 

2. Child neurology specialist 

3. Adult psychiatry specialist 

4. Adult neurology specialist 

f. Information required by MCG to consider the application: 

i. One treatment summary from an institution 

ii. A baseline status (for follow-up) 

iii. Proof of previous medications – unwarranted 

iv. Summary of Family Physician – unwarranted 

g. Dosage schedule 

i. 20 gram/ month initial dose 

ii. Responsible physician to choose the strain 

iii. Responsible physician ONLY to determine further dose (without MCU 

intervention) 

h. Cessation of Treatment: 

i. Intolerable or damaging side effects 

ii. Improvement in communication to the point that it should be tested whether 

the child can maintain developmental momentum without the cannabis 

i. Follow-up 

i. An on-line checklist tool 

ii. All results collected and reported every 3 months of treatment 

 


