0 KLAND CITY COUN 1L
RESOLUTION NO
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RESOLUTION ENDORSING AB - 1529, "THE MEDIC
MARIJUANA BILL" and the
"COMPASSIONATE USE INITIATIVE OF 199
WHEREAS, marijuana has been shown to alleviate nausea and pain associated
cancer and;
WHEREAS, marijuana has been shown to helped people with AIDS to relieve stress
and depression, eliminate nausea, reduce and manage pain and fight the "wasting away"
syndrome by stimulating the appetite and;
• WHEREAS, marijuana has been shown to control spasticity from multiple sclerosis
and paralysis and;
WHEREAS, marijuana has been shown to arrest the advance of glaucoma and:
WHEREAS, marijuana has been shown to relieve the pain of arthritis and
•
rheumatism and;
WHEREAS, marijuana has been shown to block epileptic seizures and help migraine
headaches and;
WHEREAS, AB - 1529 and the "Compassionate Use Initiative of 1996" will not
legalize the personal use of marijuana; •

LET IT BE RESOLVED that the Oakland City Council endorses the passage of
AB - 1529, "THE MEDICAL MARIJUANA BILL"; and let it be

FURTHER RESOLVED that the Oakland City Council endorses the
"Compassionate Use Initiative of 1996".

I certify tlzrrr the foregoing is a fall, true curd correc: copy of a Resolution parsed by
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OAKLAND CITY COUNCIL
RESOLUTION•NO

72516

C M. S.

INTRODUCED BY COUNCILMEMBER

RESOLUTION ENDORSING H.R. 2618, SUPPORTING THE ACTIVITIES
OF THE OAKLAND CANNABIS BUYER'S CLUB AND DECLARING
.
THAT THE INVESTIGATION AND ARREST OF INDIVIDUALS
INVOLVED WITH THE MEDICAL USE OF MARUUANA SHALL BE A
LOW PRIORITY FOR THE CITY OF OAKLAND
WHEREAS, marijuana has been shown to help alleviate pain and discomfort
in people suffering from a variety of illnesses including AIDS, cancer, glaucoma, and multiple
sclerosis; and,
WHEREAS, marijuana has alleviated the suffering of people with chronic
illnesses when no other medications have been effective; and,
WHEREAS, the use of marijuana is presently unlawful even under the
supervision of physician; and
WHEREAS. the illegal purchase of marijuana by people already suffering with
chronic illnesses subjects them to further suffering in the form of potential arrest and
prosecution; and
WHEREAS, Representative Barney Frank (MA) and local co-sponsors
Representative Ronald Dellums and Pete Stark have introduced H.R. 2618 which would allow
physicians to prescribe marijuana for medical purposes and would insure the production of
marijuana to meet the need for medical use; and
WHEREAS, the Oakland Cannabis Buyer's Club provides a way for patients
needin g to purchase marijuana for medical use to do so with greater ease and less risk of arrest
and prosecution; and
WHEREAS, the City of Oakland wishes to declare its desire not to expend City
resources in any investigation, detention. arrest or prosecution arising out of alleged violations
of state and federal law regarding the distribution of marijuana for compassionate medical use;
and
WHEREAS, the Oakland City Council passed Resolution 72379 C.M.S.
endorsing state legislation AB 1529, "The Medical Marijuana Bill" and the "Compassionate
Use Initiative of 1996:" now, therefore, be it

RESOLVED: That the Oakland City Council endorses of the passage of H.R.
2618; and be it further

RESOLVED: That the Oakland City Council authorizes the City Manager to
instruct the City's federal lobbyists to work in support of H.R. 2618; and be it further
RESOLVED: That, the Mayor and City Council hereby declare that it shall be
the policy of the City of Oakland that the investigation and arrest of members of the Oakland
Cannabis Buyers' Club for purchasing, selling and distributing marijuana for medical purposes
shall be a low priority; and be it further
RESOLVED: That, the Mayor and City Council hereby declare that it shall be
the policy of the City of Oakland that the investigation and arrest of persons for planting,
cultivating, purchasing, and/or possessing marijtlana shall be a low priority for the City of
Oakland if such persons have been medically diagnosed as suffering from an illness or injury,
the symptoms of which may be alleviated by the medicinal use of marijuana; and be it further
RESOLVED: That, the Mayor and City Council hereby , declare that it shall be
the policy of the City of Oakland that the investigation and arrest of persons for cultivating,
purchasing, possessing and/or distributing marijuana shall be a low priority for the City of
Oakland if such persons purchase or possess marijuana for, and/or distribute marijuana to
patients, whose physicians have determined that they are suffering physical pain that may be
alleviated by the medicinal use of marijuana; and be it further

RESOLVED: That, the Mayor and City Council call upon the Alameda
County District Attorney to cease prosecution of persons involved in the medical use of
marijuana; and be it further

RESOLVED: That if any provision of this resolution is declared by a court of
competent jurisdiction to be contrary to any statute, regulation or judicial decision, or its
applicability to any agency, person or circumstances is held invalid, the validity of the
remainder of this resolution and it applicability to any other agency, person or circumstance
shall not be affected.
IN COUNCIL, OAKLAND, CALIFORNIA,
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INTRODUCED BY COUNCILMEMBER

BJP:trc
RESOLUTION ESTABLISHING A WORKING GROUP TO
DISCUSS AND MAKE RECOMMENDATIONS TO THE CITY
COUNCIL REGARDING THE MEDICAL MARIJUANA
POLICY OF ME CITY OF OAKLAND
WHEREAS, marijuana has been shown to help alleviate pain and discomfort in
people suffering from a variety of illnesses including AIDS, cancer, glaucoma, and multiple sclerosis;
and
WHEREAS, marijuana has alleviated the suffering of people with chronic illnesses
when no other medications have been effective; and
WHEREAS, the use of marijuana is currently unlawful even under the supervision of a
physician, and
WHEREAS, the illegal purchase of marijuana by people already suffering chronic
illnesses subjects them to further suffering in the form of potential arrest and prosecution; and
WHEREAS, the Oakland Cannabis Buyers Club provides a way for patients needing
to purchase marijuana for medical use to do so with greater ease and less risk of arrest and prosecution;
and
WHEREAS, the Oakland City Council passed Resolution 72516 C.M.S., supporting
the activities of the Oakland Cannabis Buyers Club and declaring it to be the policy of the City of
Oakland that the arrest of individuals involved with the medical use of marijuana shall be a "low
prioritY' for the City of Oakland; and
WHEREAS, to the extent permitted by applicable law, the city of Oakland wishes not
to expend any City resources, including but not limited to those of the Oakland Police Department, in
any investigation, detention, arrest, and/or prosecution arising out of alleged violations of state or
federal law regarding the cultivation, distribution, sale, purchase, and/or possession of marijuana for
medicinal purposes; now therefore, be it
RESOLVED: that a Working Group be established to discuss and make
recommendation to the City Council regarding refinement of the City's medical marijuana policy, and
be it

79046-1
!3)

FURati,R RESOLVED: that said Working Group shall consist of representatives
designated by the City Manager and interested members of the public; and be it
FURTH:ER RESOLVED: that said Working Group shall consider legislative and
administrative methods to insure enforcement of and compliance with the City's medical marijuana
policy; and be it
FURTH:ER RESOLVED: that said Working Group shall consider the feasibility of
any other matters pertaining to the City's medical marijuana policy, and be it
FURTHER RESOLVED: that said Working Group shall report to the Public
Safety, Health, Human Services and the Family Committee no later than October 1, 1996, concerning
the results of its discussions and any recommendations regarding the refinement of the City's medical
marijuana policy.
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RESOLUTION No. 73555

C.M.S.

RESOLUTION SUPPORTING MEDICAL MARIJUANA ACTIVITIES IN
THE CITY OF OAKLAND AND DECLARING THAT THE
INVESTIGATION AND/OR ARREST OF INDIVIDUALS INVOLVED WITH
THE CULTIVATION, MANUFACTURE, AND/OR TRANSPORTATION
OF MEDICAL MARIJUANA PRODUCTS SHALL BE A LOW PRIORITY
FOR THE CITY OF OAKLAND
WHEREAS, on November 5, 1996, the voters of California passed Proposition
215, the Compassionate Use Act of 1996, by a YES vote of 55.7 percent, and the
residents of Oakland voted YES for Proposition 215 by an overwhelming 79.3 percent;
and
WHEREAS, marijuana had been shown to help alleviate pain and discomfort in
people suffering from a variety of illnesses including AIDS, cancer, glaucoma, and
multiple sclerosis when no other medications have been effective; and
WHEREAS, cultivation of medicinal strains of marijuana, the manufacture of
medical cannabis products such as oral preparations, and the transportation of
marijuana and cannabis products for medical purposes may remain illegal
notwithstanding the passage of Proposition 215; and
WHEREAS, there is a need to ensure.that patients have access to a safe and
affordable supply of medical grade marijuana and cannabis products; and
WHEREAS, the Oakland City Council passed Resolution 72379 C.M.S.
endorsing the Compassionate Use Act of 1996 and similar measures; and
WHEREAS, the Oakland City Council passed Resolution 72516 C.M.S.
supporting the activities of the Oakland Cannabis Buyers Club and declaring it to be
the policy of the City of Oakland that the investigation and arrest of certain individuals
involved with the medical use of marijuana shall be a low- priority for the City of
Oakland; and
WHEREAS, the Oakland City Council passed Resolution 72881 C.M.S.
establishing a Working Group to make recommendations regarding the City's medical
marijuana policy; and
WHEREAS, to the extent permitted by applicable law, the City of Oakland wishes
not to expend any City resources, including but not limited to those of the Oakland Police
Department, in any investigation, detention, arrest, and/or prosecution arising out of alleged
violations of state or federal law regarding the cultivation, manufacture, or transportation
of marijuana or cannabis products for medical purposes; now therefore, be it

RESOLVED: that the Mayor and City Council hereby declare that it shall be
the policy of the City of Oakland that the investigation, detention, arrest, or prosecution
of a person and/or that person's primary caregiver for the cultivation, manufacture, or
transportation of marijuana or cannabis products shall be a low priority for the City of
Oakland if such person has been medically diagnosed as suffering from a serious
illness or injury, the symptoms of which may be alleviated by the medicinal use of
marijuana and such cultivation, manufacture and/or transportation of marijuana or
cannabis products is for the personal medical use of such person upon the written or
oral recommendation or approval of a physician; and, be it further
RESOLVED: that the Mayor and City Council hereby declare that it shall be
the policy of the City of Oakland that investigation, detention, arrest, and/or prosecution
of persons for the cultivation, manufacture or transportation of marijuana or cannabis
products shall be a low priority for the City of Oakland if such persons cultivate,
manufacture, or transport marijuana or cannabis products for patients whose
physicians have determined that they are suffering from a serious illness or injury, the
symptoms of which may be alleviated by the medicinal use of marijuana and have
recommended or approved medical marijuana use for such patients; , and be it further
RESOLVED: that the Mayor and City Council call upon the Alameda County
District Attorney not to prosecute persons involved with the possession, purchase,
distribution, cultivation, manufacture or transportation of marijuana or cannabis
products for medical use; and be it further
RESOLVED: that if any provision of this Resolution is declared by a court of
competent jurisdiction to be contrary to any statute, regulation, or judicial decision, or
its applicability to any agency, person, or circumstance is held invalid, the validity of the
remainder of this resolution and its applicability to any other ,agency, person, or
circumstances shall not be affected.

IN COUNCIL, OAKLAND, CALIFORNIA,
-..
PASSED BY THE FOLLOWING VOTE:
AYES-

JUN 03 199179

.:.

BRUNNER, CHANG, DE LAI UENTE, MILEY, NADEL, REID, RUSSO, SPEES, and
P ESIDENT HARRIS

NOESABSENT-'
ABSTENTION-

MewATTEST:
CEDA FL YD
City Clerk and Clerk of the •
of the City of Oakland, Ca mia

,
ADMINISTRATIVE MEMO
,
PATE

•

BUREAU COMMANDERS
....

ra

Oakland Police Department
NOWA

DUE DATE

11 Dec 96

MEDICINAL USE OF MARIJUANA

The City Council has adopted a resolution in support of the medicinal use
of marijuana as a means of alleviating pain and discomfort for individuals
suffering from medical illnesses.
In accordance with the subsequent directive of the City Manager to handle
'znedicinal marijuana activity (in violation of Health and Safety Code 11357,
relating to the possession of marijuana, and 11358, relating to the
cultivation of marijuana) as a low priority, the following procedures will be
implemented immediately:
•

Citizen calls for service requesting police intervention at sites
where such activity is occurring shall be assigned a "D" priority by
Communications Division staff.

•

At both field and dispatch levels, every effort shall be made to
obtain and record the identity of the reporting citizen(s).

•

Field units receiving a dispatched assignment or initiating a contact
with persons purportedly involved in the use of marijuana for
medicinal purposes 'shall summon a command-level officer to thc
scene if an enforcement action (citation or arrest) for the 11357
H&S or 11358 H&S violation is intended.

•

The command officer shall evaluate the facts and exercise the
discretion and decision-making required to resolve the incident, in
accordance with the low-priority policy.

•

If an enforcement action is to be taken, the command officer shall
promptly notify his/her Bureau Commander and provide him with
a written summary of the incident and a copy of all pertinent
documents.

-

P.04
01-13-199 ? 04:09PM

-2-

•

Incidents involving persons who wish to make citizen arrests for the
law violation shall be handled in the normal manner.

•

Discretion to arrest will be left with the officer and commander at
the scene, based upon the facts presented to them at the time. The
marijuana should be turned in as evidence for follow-up
investigation by the Vice/Narcotics Section.

There are varied and opposing views—professional, legal and medical in
nature—regarding the practice of medicinal use of marijuana as a means of
alleviating symptoms and controlling chronic pain of patients with specific
medical conditions.
Nevertheless, the recent passage of Proposition 215 by California voters has
now created law. Federal and state officials are reviewing the initiative and
may issue guidelines in the near future. In the interim, the Department will
continue its participation on a City working group to identify and resolve
local implementation issues. As agreements are reached or decisions made,
additional procedural guidelines will be set forth in Departmental
publications or communications.
Interim training to all commanders in general and BFO commanders in
particular shall be provided over the next 3-4 weeks by Lieutenant Peterson.

Qvt#13,7imdc
Joseph Samuels, Jr.
Chief of Police

CITY OF OAKLAND
Memorandum

Bureau of Field Operations
TO:
ATTN: Command Staff
FROM: Vice/Narcotics Section
DATE: 12 Dec 96
RE:

Medicinal Marijuana Enforcement

Attached is a copy of an administrative memorandum you will be receiving shortly
outlining Chief's Samuels' guidelines for the enforcement of Proposition 215. It is
similar to the guidelines dealing with the needle exchange issue. The primary people you
will come into contact with will be members of the Oakland Cannabis Buyer's Club
(CBC) who are working with us (to the extent they can) to find a way to make this thing
work until the issue is settled in the courts.
Clients of the CBC are being issued new photo identification cards with a 24-hour
number to contact to verify they are medicinal members. The City's working group has
agreed to accept these new cards as a legitimate means of verifying identification if the
person has no driver's license. etc. You may come into contact with older ID cards until
the transition is complete; the se more than likely will be valid.. I would assume nonCBC members will claim in some fashion to be medicinal marijuana users; they may, or
may not, have some form of doctor verification.
In evaluating whether an arrest should be made, you should consider the intent of
Proposition 215 and the City Council's resolution supporting it and setting a low priol ;ty
on enforcement. Each case should be decided on its own merits.
It is requested the identification cards not be seized without a valid need. All information
on the card should be listed on the report. The marijuana should be seized and turned
into criminalistics. All such incidents require a report in addition to any citation which
may be issued. Follow-up responsibility for verifying the medicinal use will rest with the
Vice/Narcotics charging officers. The DA will make charging decisions. Ultimately, a
court order will have to be initiated by the patient/suspect if no charges are filed.
I realize this is confusing; feel free to call me anytime, day or night. I will try to provide
some guidance based upon what I know about the issue.

Peter A. Peterson
Lieutenant of Police
Vice/Narcotics Section

4. 2
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Legal !Issues in Medicine

person's health would benefit from the use of marijuana in the treatment of cancer, anorexia, AIDS,
chronic pain, spasticity, glaucoma, arthritis, migraine,
or any other illness for which marijuana provides relief." Nothing in the act permits persons using marijuana for medical purposes co engage in conduct
that endangers others (such as driving while under
its influence), condones "the diversion of marijuana
for nonmedical purposes," or permits the buying or
selling of marijuana. The two operative sections of
the law arc as follows:

s

REEFER MADNESS , THE FEDERAL
RESPONSE TO CALIFORNIA'S
MEDICAL-MARIJUANA LAW
GEORGE J. ANNAS, J.D., M.P.H.

ARIJUANA is unique among illegal drugs
in its political symbolism, its safety, and its
M wide use. More than 65 million Americans
have tried marijuana, the use of which is not associated with increased mortality.' Since the federal government first tried to tax it out of existence in 1937,
at least partly in response to the 1936 film Reefer
Madness, marijuana has remained at the center of
controversy. Now physicians are becoming more actively involved. Most recently, the federal drug policy against any use of marijuana has been challenged
by California's attempt to legalize its use by certain
patients on the recommendation of their physicians.
The federal government responded by threatening
California physicians who recommend marijuana to
their sick patients with investigation and the loss of
their prescription privileges under Drug Enforcement Administration (DEA) regulations.2
The editor-in-chief of the Journal suggested that
prohibiting physicians from helping their suffdring
patients by suggesting that they use marijuana is
"misguided, heavy-handed, and inhumane." He recommended that marijuana be reclassified as a Schedule II drug and made available by prescription without the usual requirement of controlled clinical trials.
Many states, including Massachusetts, had previously
passed laws that permitted their citizens to use marijuana for medicinal purposes under some circumstances. California's law seems to have engendered
a uniquely harsh federal response because California
is a large, trend-setting state; because its new marijuana law is very broad as compared with others; and
because the law was passed by popular referendum.
In this article I will discuss the new California law
and its implications for physicians.

3

4

THE CALIFORNIA PROPOSITION
In the fall of 1996, California voters approved the
Medical Marijuana Initiative (Proposition 215) by a
vote of 56 to 44 percent. The act is entitled the
Compassionate Use Act of 1996, and its purpose is
to give Californians the right to possess and cultivate
marijuana for medical purposes "where that medical
use is deemed appropriate and has been recommended by a physician who has determined that the

s

Notwithstanding any other provision of law, no physician
in this state shall be punished, or denied any right or privilege, for having recommended marijuana to a patient for
medical purposes.
[Existing California law] relating to the possession of marijuana [and the] cultivation of marijuana, shall not apply
to a patient, or to a patient's primary caregiver [the person
who has consistently assumed responsibility for the paticnt's housing, health, or safety] who possesses or cultivates marijuana for the personal medical purposes of the
patient upon the written or oral recommendation or approval of a physician.'
The primary purpose of this law is to provide a
specified group of patients with an affirmative defense to the charge of possession or cultivation of
marijuana, the defense of medical necessity. To use
this defense, the patient must be able to show that
his or her physician recommended or approved of
the use of marijuana, either orally or in writing. Obviously, a note from a physician is better evidence
than a simple assertion that "my doctor said this
would be good for me," and most patients will want
a written statement to help protect them from problems with the police. Nothing in this law changes
current law against buying or selling marijuana or affects federal law; it merely provides that qualified patients and their primary care givers can possess and
cultivate their own marijuana for personal medicinal
purposes, without violating state drug laws.
COMPASSION AND THE USE OF
UNAPPROVED DRUGS
The federal government has been in the business
of regulating drugs for almost a century, and few exceptions have ever been made to the basic rules of
the Food and Drug Administration (FDA), even for
patients with cancer or AIDS. In 1979, for example,
the FDA was successful in convincing a unanimous
U.S. Supreme Court that Congress intended no exception for terminally ill patients who sought to take
laetrile, an unapproved drug, for cancer. The FDA's
primary rationale was that the use of this unapproved and useless drug could prevent patients from
seeking conventional treatments for cancer that offered them at least some chance of a cure. Under
President Ronald Reagan, however, the FDA rc-
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sponded with a great deal morc flexibility to thc
AIDS epidemic and permitted thc use and sale of
drugs not yet approved (but in use in ongoing clinical trials) if, among other things, "the drug [was]
intended to treat a serious or immediately lifethreatening disease."' More surprisingly, the FDA
also permitted individual patients to import unapproved drugs from other countries , for their personal, medical use. 8 These regulations were almost purely political, had no scientific basis, and tended to
conflate . treatment and research and to undermine
the very purpose of clinical trials.8 The theory used
to justify these exceptions to federal drug laws was
the very one rejected by the Supreme Court: terminally ill patients have "nothing to lose" and should
not be deprived of the hope (even the false hope)
that they might escape death."
Given this history, it is not surprising that the advocates of the medicinal use of marijuana concentrate their reform efforts on helping patients with
cancer ameliorate the adverse effects of chemotherapy and helping patients with AIDS counteract weight
loss and fight their disease. Virtually no one thinks
it is reasonable to initiate criminal prosecution of patients with cancer or AIDS who use marijuana on
the advice of their physicians to help them through
conventional medical treatment for their disease.
Anecdotal evidence of the effectiveness of smoked
marijuana abounds.° Perhaps the most convincing is
the account of Harvard professor and author Stephen
Jay Gould, one' of the world's first survivors of abdominal mcsothelioma. When Gould started intravenous chemotherapy, he writes:
Absolutely nothing in the available arsenal of anti-cmctics
worked at all. I was miserable and came to dread the frequent treatments with an almost perverse intensity. I had
heard that marijuana often worked \veil against nausea. I
was reluctant to try it because I have never smoked any
substance habitually (and didn't even know how to inhale). Moreover, I had tried marijuana twice [in the

1960s] . . . and had hated it. . . . Marijuana worked
like a charm. . . . The sheer bliss of not experiencing
nausea — and not having to fear it for all the days intervening between treatments — was the greatest boost I received in all my year of treatment, and surely the most important effect upon my eventual cure.°
Similarly, in patients with AIDS, marijuana has been

credited with counteracting such side effects of treatment as severe nausea, vomiting, loss of appetite,
and fatigue, as \'ell as with stimulating the appetite
to help prevent weight loss.
THE WHITE HOUSE PRESS CONFERENCE
Had the California proposition been limited to
the use of marijuana for terminal illnesses such as
cancer and AIDS, it would probably have caused

much less concern. Arizona passed a much broader
initiative that permitted physicians to prescribe any
436
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drug on Schedule I, but in April 1997, the Arizona
legislature amended the law to apply only to drugs
approved by the FDA, thus effectively repealing it."
The California law applies only to marijuana but
makes it available for a wide range of medical conditions, including anorexia, pain,- spasticity, glaucoma, arthritis, migraine, "or any other illness for
which marijuana provides relief: 7'5 This very broad
definition of the potential medicinal uses of marijuana seemed an explicit endorsement of the drug itself,
which the Clinton administration and others believed to be sending the wrong message to America's
youth. After thinking about the issue for approximately two months, the Clinton administration announced that it would vigorously oppose the implementation of the California proposition and the
Arizona law.2
Barry McCaffrey, director of the Office of National Drug Control Policy, announced at a White House
news conference on December 30, 1996, that "nothing has changed. Federal law is unaffected by these
propositions."' McCaffrey expressed concern about
marijuana as a "gateway drug" and about thc potential impact of the law on children. As for the potential medicinal uses of marijuana, he said:
This is not a medical proposition. This is the legalization
of drugs that we're concerned about. Here's what the
medical advisor in the state of California saw as the potential uses of marijuana. [Here McCaffrey showed a slide.]
• . . It includes recalling forgotten memories, cough suppressants, Parkinson's disease, writer's cramp. This is not
medicine. This is a Chccch and Chong show. And now
what we arc committed to doing is to look in a scientific
way at any proposition that would bring a new medicine
to the assistance of the American medical establishment.'

Secretary of Health and Human Services Donna
Shalala said that the initiatives reinforced the growing belief among Americans that marijuana is not
harmful, whereas the administration remained "opposed to the legalization of marijuana [because] all
available research has concluded that marijuana is
dangerous to our health."' Nonetheless, she did say
that the National Institutes of Health (NIH) would
continue to support and review "peer-reviewed" and
"scientifically valid" research on "the possible usefulness of smoked marijuana in the limited circumstances where available medications have failed to
provide relief for individual patients."'
Finally, Attorney General Janet Rcno announced
that physicians who followed the terms of the California law would be the new targets of federal law
enforcement (instead of drug dealers) and threatened physicians with loss of their registrations with
the DEA and with exclusion from participation in
Medicare and Medicaid. She stated:
Federal law still applies. . . . U.S. attorneys in both states
will continue to review cases for prosecution and DEA of-
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ficials will review cases as they have to determine whether
to revoke the registration of any physician who recommends or prescribes so-called Schedule I controlled substances. We will not turn a blind eye toward our responsibility to enforce federal law and to preserve the integrity
of medical and scientific process to determine if drugs have
medical value before allowing them to be used.2
DOCTOR—PATIENT CONVERSATIONS

Two basic issues are raised by the administration's
position. One involves government regulation of
doctor–patient conversations, and the other the quality of evidence necessary to make marijuana available
by prescription. A group of California physicians
filed suit against McCaffrey, Reno, and Shalala, arguing that the threats of prosecution against physicians for talking to their patients violate their First
Amendment rights and interfere with their ability as
physicians to use "their best medical judgment in
the context of a bona fide physician–patient relationship. "12
In the only comparable case to reach the U.S. Supreme Court, the Court narrowly upheld a gag rule
related to discussing abortion in a federally funded
Title X family-planning clinic. 13 The Court upheld
the gag rule because Congress could reasonably
limit the types of medical services available at a federally funded facility." The Court was able to sidestep the First Amendment issue because patients (at
least in theory) had access to other doctors who had
an obligation to furnish them with full information,
and the doctor–patient relationship in a Title X
clinic was characterized as not "all-encompassing"
but, rather, as limited only to preconception counseling:
The Title X program regulations do not significantly impinge upon the doctor—patient relationship. Nothing in
them requires a doctor to represent as [his or her] own any
opinion that [he or she] does not in fact hold. Nor is the
doctor—patient relationship established by expectation on
the part of the patient of comprehensive medical advice.
The program does not provide post-conception medical
care, and therefore a doctor's silence with regard CO abortion cannot reasonably be thought to mislead a client into
thinking that the doctor does not consider abortion an appropriate option for her."
Even if one accepts this unconvincing rationale, it
is impossible to apply it to California physicians
who believe that marijuana would be beneficial for
their patients and who arc providing their overall
health care. Patients receiving care for cancer or
AIDS rightfully and reasonably expect and are entitled to full disclosure and discussion of available
treatment options. The California physicians are on
strong legal ground with their lawsuit, and they
should prevail. In early April, U.S. District Court
judge Fern M. Smith granted a preliminary injunction prohibiting the DEA from carrying out its

threats against California physicians and encouraged
the litigants to try to work out a settlement of the
dispute."
In response to the lawsuit and the growing opposition to its threats to physicians, the administration
issued a clarifying letter, essentially stating that physicians may discuss marijuana with their patients so
long as they do not recommend its use." This provides no guidance at all. Of course doctors can talk
to patients; the question is what they can tell them.
The real subject of dispute remains whether physicians can "recommend" marijuana (and thereby
grant their patients immunity from state prosecution), as the California proposition provides. Would,
for example, telling a patient with cancer that other
physicians have reported that marijuana has given
their patients relief from nausea constitute a "recommendation"?
Judge Smith made it clear that the First Amendment protects physician–patient communications and
that the government has no authority to determine
the content of physicians' speech." She also concluded that the federal statements regarding threatened prosecution were vague and thus could lead to
physicians' censuring their own speech to avoid possible federal prosecution. On the other hand, she
noted (correctly) that the First Amendment does
not protect "speech that is itself criminal because
(the speech is] too intertwined with illegal activity."" Under federal drug laws, which cannot be affected by legislation in California, it remains a crime
for physicians to aid, abet, or conspire — by speech
or action — to violate federal criminal statutes.
Thus, it is not a violation of the First Amendment
for the federal government to prosecute or threaten
to prosecute physicians who speCifically intend to
aid, abet, or conspire with their patients to violate
federal drug laws.
Judge Smith could have added that to prevail in
such a case the government will have to prove more
than simply that the physician recommended marijuana as worth trying for a medical condition. The
"more" will include evidence that thc physician
"associated himself with the venture" of illegally
purchasing marijuana "as something he wished to
bring about and sought by his actions to make succced." 17 This should require at least that the physician identify a source of the marijuana, and some
connection between that source and the physician." It is only speech short of this that the injunction covers. Of course, this formulation still leaves
it uncertain exactly how far physicians may go in
recommending marijuana use before the federal
government is justified in prosecuting them for
criminal behavior. Judgc Smith concluded with an
understatement: "This injunction does not provide
physicians with the level of certainty for which they
had hoped.""
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MARIJUANA AS MEDICINE
Attcmpts to have marijuana reassigned from Schedule I to Schedule II began almost immediately after
Congress passed the Uniform Controlled Substances
Act of 1970, which established the current system of
drug classification. The following findings must be
made to place a drug on Schedule I: "(A) The
drug . . . has a high potential for abuse; (B) The
drug . . . has no currently accepted medical usc in
treatment in the United States; and (C) there is a
lack of accepted • safety for use of the drug under
medical supervision," Part A for Schedule II drugs
is identical; the other requirements arc "(B) The
drug . . . has a currently accepted medical use in
treatment in the United States . . . and (C) Abuse
of the drug . . . may lead to severe psychological
or physical dependence."
In 1988, after two years of hearings, DEA administrative-law judge Francis Young recommended
shifting marijuana to Schedule II on the grounds
that it was safe and had a "currently accepted medical use in treatrncht." 19 Specifically, Judge Young
found that "marijuana, in its natural form, is one of
the safest therapeutically active substances known to
man. . . . At present it is estimated that marijuana's
LD-50 [median lethal dose] is around 1:20,000 or
1:40,000. In layman's terms . . . a smoker would
theoretically have to consume 20,000 to 40,000
times as much marijuana as is contained in one marijuana cigarette . . . nearly 1500 pounds of marijuana within about fifteen minutes to induce a lethal
response." As for medical use, the judge concluded,
among other things, that marijuana "has a currently
accepted medical use in treatment in the United
States for nausea and vomiting resulting from chemotherapy treatments." The administrator of the
DEA rejected Young's recommendation, on the basis that there was no scientific evidence showing that
marijuana was better than other approved drugs for
any specific medical condition. Further attempts to
get the courts to reclassify marijuana have been unsuccessful.
Reacting to a IDEA suggestion that only a "fringe
group" of oncologists accepted marijuana as an antiemetic agent, a survey of a random sample of the
members of the American Society of Clinical Oncology was undertaken in 1990. 20 More than 1000 oncologists responded to the survey, and 44 percent of
them reported that they had recommended marijuana to at least one patient." Marijuana was believed
to be more effective than oral dronabinol (Marinol)
by the respondents: of those who believed they had
sufficient information to compare the two drugs directly, 44 percent believed marijuana was more effective, and only 13 percent believed dronabinol was
more effective." Of course, nothing in the FDA regulations requires a drug to be more effective than an

existing one for it to be approved. Nonetheless, in
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the current anti-marijuana climate, the NIH has
consistently refused to fund research on marijuana.
In the 1A'ake of the California proposition, this position is no longer tenable.
An NIH panel, after a two-day workshop in February, recommended research on marijuana in the
areas of wasting associated with AIDS, nausea due
to cancer chemotherapy, glaucoma, and neuropathic
pain. 21 This list seems reasonable, especially since
objective criteria such as weight gain, intraocular
pressure, and the frequency of vomiting can be used
to determine the drug's effectiveness.
Such research may be difficult to do, but it is possible to compare orally administered dronabinol with
smoked marijuana. Some argue that because the
symptoms of nausea arc so subjective and "extremely
difficult to quantify in controlled experiments," marijuana should be available as a prescription drug on
a compassionate basis. 3 In fact, current FDA regulations provide the authority for making marijuana
available on a compassionate basis while such studies
arc proceeding. Other support for its compassionate
use would appear to come from the Clinton administration's solicitor general, Walter Dellinger, who argued before the Supreme Court less than two weeks
after the McCaffrey—Reno press conference that the
administration believed that Americans had a weak
constitutional right "not to suffer." Although Dellinger said he did not believe this right was broad
enough to prohibit the states from making physician-assisted suicide for terminally ill patients a
crime, it should certainly be broad enough to prohibit the federal government from denying patients
with cancer and AIDS access to drugs that could
help them withstand potentially life-saving treatments.
WHAT ABOUT THE CHILDREN?
The final argument that the administration makes
against any medical use of marijuana is that this
would send the "wrong message" to children, who
would then use this "gateway drug" and get hooked
on much more harmful substances, such as cocaine
and heroin. There are two responses to this argument. The first is provided by Boston Globe columnist Ellen Goodman, who asks, "What is the infamous signal being sent to [children]? . . . If you
hurry up and get cancer, you, too, can get high?"22
The second response relates to the "gateway" issue itself. A 1994 survey found that 17 percent of
current marijuana users said they had tried cocaine
and only 0.2 percent of those who had not used
marijuana had tried cocaine. 23 One way to interpret
these data is that children who smoke marijuana are
85 times as likely as others to try cocaine; another is
that 83 percent of pot smokers, or five out of six,
never try cocaine. 23 Honesty is likely to make a
greater and more lasting impression on our children
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than political posturing and hysteria. Many people
want to make marijuana legal for everyone. But opposition to the legalization of marijuana generally is
not a good reason to keep it from patients who are
suffering. Making marijuana a Schedule II drug
does not make it widely acceptable or available any
more than classifying medicinal cocaine as a Schedule II drug made it acceptable or available.
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CONCLUSIONS
Doctors are not the enemy in the "war" on drugs;
ignorance and hypocrisy are. Research should go on,
and while it does, marijuana should be available to
all patients who need it to help them undergo treatment for life-threatening illnesses. There is certainly
sufficient evidence to reclassify marijuana as a Schedule II drug. Unlike quack remedies such as laetrile,
marijuana is not claimed to be a treatment in itself;
instead, it is used to help patients withstand the effect of accepted treatment that can lead to a cure or
amelioration of their condition. As long as a therapy
is safe and has not been proved ineffective, seriously
ill patients (and their physicians) should have access
to whatever they need to fight for their lives.
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.prevention and education interVention. His volunteer efforts
.fbais on working with those living with HIV/AIDS to .establish: .
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SUBJECT: Summary of Proposition 215
LOCATION AND COUNCIL DISTRICT: City-wide.
RECOMMENDATION: This report is submitted at the request of the City Council for
an explanation of the impact of Proposition 215. Accordingly, this report is for information
only and requires no Council action. However, the Council may wish to direct staff to take
further action to ensure that citizens of the City of Sacramento act in conformity with
Federal and State law regarding marijuana usage for medical purposes.
CONTACT PERSON:

Samuel L. Jackson,

FOR COUNCIL MEETING OF: August 26, 1997
SUMMARY: On November 5, 1996, the voters of the State of California passed
Proposition 215 which added Section 11362.5 to the California Health and Safety Code.
Proposition 215 took effect on November 6, 1996. This Proposition provides for a defense
to criminal prosecution where marijuana is properly used for medical purposes. Since the
enactment of Section 11362.5, the Council has received requests from several individuals
for clarification of the City's position as to whether they could legally commence dispensing
and receiving marijuana through one or more club environments. The City Council has
requested the City Attorney to summarize the language of Proposition 215 and the intent
of the voters so as to assist the Council in formulating policies for the City of Sacramento
to effectuate the intent of this law.
BACKGROUND: On November 5, 1996, the Voters of the State of California enacted

Proposition 215 (also known as the Compassionate Use Act of 1996) relating to medical
use of marijuana. The language of the Proposition was enacted in the Health and Safety
Code, Section 11362.5, which pertinent provisions, read as follows:
Seriously HI Californians should have the right to use marijuana for medical
1.
purposes where appropriate and recommended by a physician;
2.
purposes;

Patients and primary caregivers may obtain and use marijuana for medical

Federal and State Governments are encouraged to implement a plan for safe
3.
and affordable distribution of marijuana to patients;
4. The Health and Safety Code Sections which prohibit the cultivation,
possession, or furnishing of marijuana, shall not apply to patients and primary caregivers
who cultivate, possess or use marijuana for personal medical purposes (hereafter, the
phrase "use marijuana" or any variation thereof shall also refer to cultivation or
possession); and
•

The Primary caregiver is an individual designated by the patient who has
5.
consistently assumed responsibility for the housing, health, or safety of that person;
The foregoing are summaries of the provisions which must be interpreted to
determine what authorization, if any, municipalities have to impact the use of marijuana for
medical purposes. The actual text of the Proposition is set forth in full in Exhibit 1 to this
report. The discussion of these provisions will be in a logical rather than numerical order,
as set forth above.
Preemption - It appears rather clear that the City of Sacramento is preempted from

regulating the possession or use of marijuana. This certainly was the •situation prior to the
enactment of Proposition 215 and none of the language in the Proposition seems to have
modified that position. In fact, provision 4 as summarized above attempts to encourage
the Federal and State governments to implement plans for distribution of marijuana to
patients. Since the City of Sacramento is governed by its Charter and not the general laws
of the State, it is not a political subdivision of the State of California.
Regulatory limitation - Assuming that the preemption issue could be overcome,

there is no apparent need for the Council to adopt regulatory action. Proposition 215
permits caregivers and patients to use marijuana consistent with its terms, Regulation by
the City may not prevent the use of marijuana, nor may such regulation expand the terms
which allow the use of marijuana. Use of marijuana as allowed by the Proposition applies
only to primary caregivers and patients. The language of the Proposition offers a clear
definition of primary caregivers as an individual designated by the patient who has
consistently assumed responsibility for the housing, health, or safety of that
person. Since only a natural person is capable of meeting this description, clubs do not

qualify. In addition, the natural person named as primary caregiver must be one who has
a longstanding relationship with the patient. Thus, the establishment of a regulatory
scheme to allow clubs to dispense marijuana to patients, as requested by some citizens,
would promote clear violations of the law.
Enforcement - It is the responsibility of law enforcement agencies, working in
conjunction with the prosecutorial agencies, to determine how to enforce the terms of
Proposition 215. The Chief of Police, the District Attorney, the Attorney General, the
Federal Department of Drug Enforcement (DEA), and the United States Attorney have
uniformly taken the position that they will enforce the laws of their respective jurisdiction
as they relate to marijuana use. The District Attorney and the Attorney General has stated
that they will recognize on a case-by-case basis an affirmative defense to the use of
marijuana where the individual has proper documentation that the use is for medical
purposes. If he has not already done so, the Attorney General should provide state-wide
guidelines for use by law enforcement agencies in determining what constitutes proper
documentation so as to constitute an affirmative defense to a violation of state law.

FINANCIAL CONSIDERATIONS:

Implementation of this law does impose an
adverse fiscal impact on the City's annual budget.

ENVIRONMENTAL CONSIDERATIONS: The subject of this report does not involve
a project that requires compliance with the California Environmental Quality Act (CEQA),
inasmuch as it does not involve an activity which may cause a direct or indirect change in
the environment (Public Resources Code Section 21065).

POLICY CONSIDERATIONS: The Council has to determine how to best afford the
opportunity for citizens to comply with the terms of Proposition 215 while also complying
with other Federal and State laws.

MBE/WBE: Since no goods or services are being purchased, then this report does not
impact the City's MBE/WBE policies.

FORMATION ONLY

tam H. Edgar
City Manager
slikprop215.rpt
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chapter. To this end, the provisions, sentences, phrases, words and groups of words in this
chapter are severable.
• (b) Whenever a provision, sentence, phrase, word, or group of words is held to be in
conflict with federal law, that provision, sentence, phrase, word, or group of words shall
remain in full force and effect to the maximum extent permitted by federal law
Article 15. Amendment
1399.965. (a) This chapter may be amended only by the Legislature in ways that further
its purposes. Any other change in the provisions of this chapter shall be approved by vote of
the people. In any judicial proceeding concerning a legislative amendment to this chapter, the
court shall exercise its independent judgment as to whether or not the amendment satisfies the
requirements of this chapter
(b) No amendment shall be deemed to further the purposes of this chapter unless it
furthers the purpose of the specific provision of this chapter that is being amended.
Article 16. Definitions
1399.970. The following definitions shall apply to this chapter:
(a) "Affiliated enterprise" means any entity of any form that is wholly owned, controlled,
or managed by a health care business, or in which a health care business holds a beneficial
interest of at least twenty-five percent (25%) either through ownership of shares or control of
memberships.
(b) "Available for public inspection" means available at the facility or agency during
regular business hours to any person for inspection or copying, or both, with any charges for
the copying limited to the reasonable cost of reproduction and, when applicable, postage.
(c) "Caregiver" or "licensed or certified caregiver" means health personnel licensed or
cenified- under Division 2 (commencing with Section 500) of the Business and Professions
Code, including a person licensed under any initiative act referred to therein; health
personnel regulated by the State Department of Health Services, and health personnel
•
regulated by the Emergency Medical Services Authority.

adaticeriliji support s'ervices:
•
(6) Any preferred provider organization, independent practice association, or other„,
organized group of health professionals with 50 or more employees in the aggregate
contracting for the provision or arrangement of health services.
• (e) "Health care consumer" or "patient" means any person who is an actual or potential
recipient of health services.
-1:Z1
(f) "Health care services" or "health services" means health services of any kind"
including, but not limited to, diagnostic tests or procedures, medical treatments, nursing caier
mental health, and other health care services as defined in subdivision (b) of Section 1345 of
the Health and Safety Code.
.
. fxr'' '.
(g) "Health facility" means any licensed facility of any kind at which health services tiir, 7
provided, including, but not limited to, those facilities defined in Sections 1250, 1200, 1200.0
and 1204, and home health agencies, as defined in Section 1374.10, regardless of busineit
form, and whether or not organized and operating as a profit or nonprofit, tax-exempt or
non-exempt enterprise, and including facilities owned, operated, or controlled..
governmental entities, hospital districts, or other public entities.
i v)
(h) "Private health care business" means any health care business as defined hereinI-1
except governmental entities, including hospital districts and other public entities. "Private
health care business" shall include any joint venture, partnership, or any other arrangement..-or enterprise involving a private entity or person in combination or alliance with a public
.
'entity.
_ A(i) "Health insurer" means any of the following:
.. 'ft'
•(1) Any health care service plan as defined in subdivision (P of Section 1345 of the Health
—and Safety Code. .
.
.
:f.;•,..;:itirl
(2) Any nonprofit
italhosp
service plan as governed by Chapter ha (commencing isnift-20
Section 11491) of Part.2 of Division 2 of the Insurance Code.
(3) Any disability insurer providing hospital, medical. or surgical coverage as goveined 4-.1.,
.
by Section 11012.5 and following of the Insurance Code.

Proposition 215: Text of Proposed Law
This initiative measure is submitted to the people in accordance with the provisions of
Article II, Section 8 of the Constitution.
This initiative measure adds a section to the Health and Safety Code; therefore, new
provisions proposed to be added are printed in italic type to indicate that they are new.
PROPOSED LAW
SECTION I. Section 11362.5 is added to the Health and Safety Code, to reid:

11362.5. (a) This section shall be known and may be cited as the Compassionate Use Act
of 1996.
(b)(1) The people of the State of California hereby find and declare that the purposes of
the Compassionate Use Act of 1996 are as follows:
(A)To ensure that seriously ill Californians have the right to obtain and use marijuana for
medical purposes where that medical use is deemed appropriate and has been recommended
by a physician who has determined that the person's health would benefit from the use of
marijuana in the treatment of cancer, anorexia. AIDS, chronic pain, spasticity. glaucoma,
arthritis, migraine, or any other illness for which manjuana provides relief
(B)To ensure that patients and their primary caregivers who obtain and use marijuana for
medical purposes upon the recommendation of a physician are not subject to criminal
prosecution or sanction.

. .
(C) To encourage the federal and state governments to implement a plan to provide for the'
safe and affordable distribution of marijuana to all patients in medical need of marijuana,
(2) Nothing in this section shall be construed to supersede legislation prohibiting perstins.-,e
from engaging in conduct that endangers- others, nor to condone the diversion of mart:juwtbT
for nonmedical purposes:
(c) Notwithstanding any other provision of law, no physician in this state shall kJ;
punished, or denied any right or privilege, for having recommended marijuana to a patiertt,.-...5,
for medical purposes.
•
•
(d)Section 11357, relating to the possession of marijuana, and Section 11358, relating
the cultivation of marijuana, shall not apply to a patient, or to a patient's primary caregiye5y,
who possesses or cultivates- marijuana for the personal medical purposes of the patient waif'',
the written or oral recommendation or approval of a physician. ,
(e)For the purposes of this section, "primary caregiver" means the individ ont designated
by the person exempted under this section who has consistently assumed responsibility for the
Te.;;,
housing, health, or safety of that person.
SEC. 2. If any provision of this measure or the application thereof to any person Or
circumstance is held invalid, that invalidity shall not affect other provisions or applications-of
the measure that can be given effect without the invalid provision or appLiCation, and to this
end the provisions of this measure are severable.

Proposition 216: Text of Proposed Law
This initiative measure is submitted to the people in accordance with . the provisions of
Article [I, Section 8 of the Constitution.
This initiative measure adds sections to the Health and Safety Code; therefore, new
provisions proposed to be added are printed in italic type to indicate that they are new.
PROPOSED LAW Division 2.4 (commencing with S ction 1796.01) is added to the Health and Safety Code
to read:

Division 2.4. The PAnster Pea-rectum Acr
CHAPTER 1. PURPOSE AND INTENT

1796.01. This division shall be known as the "Patient Protection Act." The people of
California find and declare all of the following:
(a) No health maintenance organization (HMO) or other health care business should be
able to prevent doctors, registered nurses, and other health care professionals from informing
patients of any information that is relevant to their health care.
(b) Doctors, registered nurses, and other health care professionals should be able to
advocate for patients without fear of retaliation from HMOs and other health care businesses.
(c) Health care businesses should not create conflicts of interest that force doctors to
choose between increasing their pay or giving their patients medically appropriate care.
(d) Patients should not be denied the medical care their doctor recommends just because

their HMO or health insurer thinks it will cost too much.
(e) HMOs and other health insurers should establish publicly available criteria for
authoriz,ing or denying care that are determined by appropriately qualified heal!!
.
professionals.
(I) No HMO or other health insurer should be able to deny a treatment recommended by`a
patient's physician unless the decision ' to deny is made by an appropriately qualified health
professional who has physically examined the patient.
(g) All doctors and health care professionals who are responsible for determining in any
way the medical care that a health plan provides to patients should be subject to the same
professional standards and disciplinary procedures as similarly licensed health profe.ssionals
who provide direct care for patients.
• ..
(h) No hospital, nursing home, or other health facility should be allowed to operate Unleis
it maintains minimum levels of safe staffing by doctors, registered nurses, and other health
professionals.
(i) The quality of health care available to California consumers will suffer health care
becomes a big business that cares more about making money than it cares about taking good
care of patients.
•-A
(j) It is not fair to consumers when health care executives are paid millions of dollars in
salaries and bonuses while consumers are being forced to accept more and more restrictions
on their health care coverage.
(k) The premiums paid to health insurers should be 'spent on health care se •rvices for

nits
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+ Cannabis helping-Alleviate Medical Problem*:*
194.Chii. rch

• San Francisco, CA 94114 • tel.(415) 861-1040 + fax (415)8614001

Honorable Joseph Serna •
915 Ii Street, Rrn.205
SaCramento, CA 95814
Dear Sir,
II am

writ
. „ing to stfro'nglr urge- your. slap' p.ori . of die SaCramento Medical
Cannabis. cooperative (SMCC) to operate and 'serve the greater
metropolitan• Sacramento
. . area. It is important to mobilize city • •
government, particularly the legislative branch, law enforcement -and
particularly die department of public health to work in tandem with the .
.SMCC..tfo insure the•safe and respOnsible diS• tribution of:cannabis for.fhe
-infirMed of -,vour cOmmunity
As the founder ofa cannabis dispensarY
San Francisco called
annabis
„, . Cannabis
Helping•Alleviate Medical Problems,(C.H.A.M.P.),..11-ani familiar -svith
the responsible efforts. of our on city government to implement
California Proposition 215 now California Health and Safet-V Code
11362.5. 11 support die SMCC in their efforts and dedication to
supporting • people With life-threatening illnesses such as AIDS, cancer, .
• 'Multiple sclerosis and sense- - threatening illness -es such as glaucoma, asthma,
epilepsy, among other medical conditions as' indicated ty a licensed
phys'ician, ih keeping with CHSC 11362.5.
Cannabis studies have shown 'significant effect. in pain management for
many different -illnesses,- nausea associated iv'ith chemo (therapies, relieving.
of inner-ocular pi:es'isUre
auses p-ermanent. blindness f0r.persons living
. •.
with glaucoma,..and Other s. ymptomology such as wasting- in the case,pf
people living. wirl AIDS. These illnesses and many.others are- represented in the* greAier metropolain-Sac .ramento area. •Epideiniological evidence
•
indicates that the number Of reported HIV cases',.in- the greater.

Sacramento area is 2,309 as of December 1996. The number of reported
cancer cases in the greater Sacramento area, as of 1993 is .13,759.
When cannabis use may alleviate symPiorns and 'improve the' quality 6f
life, II believe that medical necessity dictates thit we facilitate patient'S
acceSs.. A, local government resolutio
n-can support our state's Health and
Safety ,Codle 11362.5 and lead the :way to the responsible distribution of
cannabis. The efforts of SMCC and city government can tailor a model
for responsible distribution 'of cannabis that the greater Sacramento
community can embrace and' he proud. would conclude by offering Whatever assistance.I can to- support your:
process to implement medicinal cannabis distribution in the greater •
Sacramento area. IL would extend an invitation to visit our facility or meet •

with oUr . districi attorney Terrence Hallinan,
members 0f the
department Of public. health or C.H.A.M.P:s Medical advisory board for
more information and Perspective to 'support your informed action

-regarding -this matter of medicinal cannabis. Thank-you.

Sincerely,

Vic Hernandez, Dr.P.H,
Executive Director
deb
cc: Heather Fargo
Rob Kerth
Steve .Cohn
Jiannie R. Lee
Lauren R. Hammond'
Darrell Steinberg .Robbie Waters
Samuel C. Pannell

C + 1-1 + A + V1 +
+
194 Church St.

Cannabis Helping Alleviate Medical Problems

0 San Francisco, CA 94114 0 Tel. (415) 861 - 1040
'

e-mail: champsf@champsf.org

+
Fax (415) 861.-1001

•

Biography of C.H.A.M.P.
• .
Californians Helping Alleviate Medical Problems (C.H.A.M.R) is a not-for-profit
organization dedicated to the advocacy of quality public health practice, alternative and
western mediCine, and reliable and valid scientific research. CHAMP is committed to the •
philosophy of harrnsedUction, the principle of minimizing the potential harm that may be
caused by drug use medicine, research and public health activities, and maximizing the
potential quality of life for the individual, the community and society through education
community. building and ethical perspective.
•
•
future goals include the implementation Of a drug treatment center and an
'allopathic and naturopathic.medical clink with a dispensary that would include both - •
pharmacueticals and plant medicines including cannabis Currently Cannabis Helping
Alleviate Medical Problems (also known as C.H.A.M.P.) operates as a Cannabis buyer's
club and is an arm of Californians Helping Alleviate Medical Problems.
CHAMP, the cannabis buyer's chit) was founded on August 21st. 1996. On that date .a
group of concerned individuals met in a private home in the Haight Ashbiky neighborhood
to discuss the opening of a bUyer's club. These individuals felt the needs of persons who
needed cannabis after the closure of the San Francisco Cannabis Buyer's Club were not
' being met.
C.H.A.M.P. is dedicatedto supporting people with life-threatening or sense-threatening
illnesses and other conditions for which medicinal cannabis'usei . indicated by a licensed
physician. To support a physician's decision to recomthend cannabis as artiadjunct therapy
and monitor patients while on therapy, C.H.A.M.P.'has assembled a collection of .MEDL1NE literature searches, abstracts and position papers regarding the therapeutic' use
of cannabis for particular conditions. This collection of research and anecdotal evidence
supports the potential efficacy of cannabis for medicinal use C.H.A.M.P. believes that if
medicinal cannabis Can alleviate symptoms and improve the quality of life for people who
are living with life-threatening or sense-threatening illnesses, medical necessity dictates that
•
we facilitate patients' access. C.H.A.M.P. is about serviee, hope and coMpassiOn.
In the spirit of a commitment to harm redtiction, C.H.A.M.P..provides a safe and
comfortable environment located at 194 ChUrCh , Street at Market and 14th Streets in the,
heart of the Castro district of San Francisco It is an environment in which members can
use their cannabis and socialize without the potential harm that threatens many who smoke
in public places, Or the threat of losing housing due to marijuanapossession. Members .
have the opportunity to network with others living with the same disease(s) and to organize
educational programs and support grouPs. C:H.A.M.P:'s space hosts such programs as

• movie •-nights,, sewing. nightss(referied to as "stitch and bitch"), a healing circle,. an
• HIV/AIDS treatment support group, a drug users support group, and women's bight.
It is C.H.A.M.P.'s position that when respect is understood, social healing, emotional
support, medical relief and love may evolVe. The environment that 'people involved With
C.H.A.M.P. can create will contribute to community, healing and eofnmunity building that ' can -help reduce harm in our Society.
. . •
C.H.A.M.P. has a staff of ten people working to serve the needs of members, under the
direction of Executive Director Vic Hernandez and Co-managers Krista Mort and Allen
Mort. Staff Work in the areas Of Intake Services ., which shepherds prospective members
,through the intake process, including Verification of physician's recommendations and agreement to monitor; Safety and Security, which watches. out for the safety of Members
and staff during the club's operating hours; and Distribution and Purchasing, which
obtains organic cannabis, verifies product quality, and sells the cannabis to members at the
lowest possible cost.
. .
Cannabis for medicinal use is provided free of charge 'and delivered to C.H.A.IvI.P.
members who are bedridden; either in-acute hospital care, long term hospital care hospice..
or home' health care. We believe that members who are in such a struggle with life should
have access to their medication free of economic hassle.
-All of C.H.A.M.P.'s activities are conducted in an environment that meets San Francisco
City and County as well as California state health and safety codeS. C.H.A.M-.P.s policies
and positions 'are supported by a Medical Advisory Group comprisedof four .physicians'
and two medical researchers. Both the cannabis buyer's club and the not-for-profit
organization are legally represented by Thomas Loran III, Esq. and JUlie . Divcila, Esq. of .
Pillsbury, Madison and Sutro, LLP,:who provide advice concerning not-for-profit legal
status, legal consultation for board members and employees, and representation should
.•
legal problems arise.
C.H.A.M.P., the cannabis buyer's club has worked in a collaboration with the San
Francisco Department of Public Health, the San Francisco District Attorney's Office and
.local law enforcement to establish standards and guidelines regarding the implementation
of California Health and Safety Code 11362.S (formerly California Proposition 215).
Additionally, C.H.A.M.P. is in the process of developing research methodology and
instruments for a pilot epidemiological study to better understand the population that uses
. cannabis medicinally.
• .R.A.M.P. is committed to collaborating ta further responsible action and practice as it
applies to medicinal use of cannabis and to serve, the needs of its membership that go
beyond medicinal applications of cannabis.
Sincerely,
The C.H.A.M.P. Staff

•
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We would like to introduce ourselves to the community. We are C.H.A.M.P. (Cannabis Helping Alleviate
Medical Problems) and we are a not-for-profit organization dedicated to supporting people with lifeand/or sense-threatening illnesses and other medical conditions where cannabis use is indicated by a
licensed physician. When cannabis use may alleviate symptoms and improve the quality of life, we
believe that medical necessity dictates that we facilitate patients' access. We are about Service, Hope and
Compassion.
C.H.A.M.P. is committed to the philosophy of harm reduction. In that spirit, we provide a safe and
comfortable environment where members can purchase and use their cannabis in a social and supportive
setting without the risk of potential harm. We believe when compassion is respected, social healing,
emotional support, medical relief and love evolve. The safe environment we have created contributes to
community building and healing that can help reduce potential harm in our society. If this buyer's club
seems like a place for you, Welcome! The requirements for membership are below. We look forward to
seein g you at C.H.A.M.P.
Requirements for Membership
Completion of the C.H.A.M.P. Physician's Statement, which states medical diagnosis,
1.
recommendation of use of cannabis for said condition and a agreement to continue monitoring the patient
while using cannabis. The Physician's Statement must be current, within 30 days.
-OR2.
In lieu of the C.H.A.M.P. Physician's Statement, a potential member can also submit a letter of
diagnosis and an original letter of recommendation, on your physicians' letterhead, recommending
cannabis for a specific diagnosis or related condition(s) within the last 30 days. C.H.A.M.P. can provide
you with a sample letter to take to your doctor. ***Notes from physicians on prescription pads are not
acceptable. Physicians cannot legally prescribe cannabis, only recommend its use.***
A valid photo identification, such as CA driver's license or ID: valid U.S. passport; or a valid letter
3.
of description from a state, federal or city/county benefits agency.
Members must be 18 years of age or older. Exceptions are made for emancipated youth with
4.
proper documentation and in the case of a minor whose parent or legal guardian is physically present to
sign the consent during the intake. As with all members, either the C.H.A.M.P. Physician's Statement or
a current letter of diagnosis and recommendation of use are always required.
Complete an intake at the C.H.A.M.P. office. At that time, all physician recommendations are
5.
confirmed by telephone.
Wednesday
Thursday
Friday
Tuesday
Intake hours are: Monday
llam-4pm •
3pm-4pm
llam-4pm
llam-3pm
llam-3pm
C.H.A.M.P. IS LOCATED AT 194 CHURCH ST. @ MARKET, TEL (415) 861-1040
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C.H.A.M.P. Guidelines for Aquisition of Marijuana for Membership Purchase
In keeping with our harm reduction perspective and our committment to being a
quality health center , we have established the following guidelines for C.H.A.M.P.
staff members involved in the purchasing and distribution of marijuana for medicinal
use of the C.H.A.M.P. membership. The following information and guidelines must
be provided to all potential growers and suppliers who are considering business with
C.H.A.M.P..
C.H.A.M.P. is committed to the highest quality marijuana at the lowest possible
prices to its membership. To that end, C.H.A.M.P. is not interested in the
purchasing of marijuana that has been grown and/or brought over from Mexico.
There are serious questions about the content, cultivation and transportation of the
Mexican product that can impair the physical health and effect disease progression of
our members. We understand the both cost and potential medical effect are
important factors that move patients to purchase the Mexican product. To that end,
we are committed to finding product that is effective in alleviating the medical
conditions that patients seek marijuana and at a cost that is comperable to the
Mexican product.
C.H.A.M.P. is committed to acquiring organic product that the growers are able to
verify and speak to its cultivation, harvest and tranportation. Additionally, we are
committed to working with growers to provide a consitant product that members can
rely on for their particular ailment. The following procedures must be followed and
respected:
1. The potential seller of marijuana must leave a sample for review.
2. The sample is examined for a variety of molds and fungi using a jewelers glass.
Discoloration and unusual smell can be reason for suspecting potential

micro-organisms.
3. If the sample appears to be clean, samples are given to staff who use marijuana for
medicinal purposes, to sample to rate the quality. Quality is rated according to
how it smokes (ie. harsh, smooth) and what effect is experienced and for what
duration.
4. If the sample meets the quality requirements, the seller is contacted to negotiate an
agreement to purchase.
5. A sample is sent out to a phyto-chemist for analysis to check for chemical content.
This is a random sampling since it is difficult to analize every sample given since
the turn around time is so long. In the future, if we are able to find a local

laboratory able to conduct the analysis, that we require, at a short turn around
time, we could do this analysis for all marijuana purchased for C.H.A.M.P.. If
analysis of a random sample indicates inorganic cultivation or use of pesticides
that are harmful to C.H.A.M.P. membership, the purchasing relationship will be
discontinued and not reconsidered.
Product Guidelines
All products carried by C.H.A.M.P. are required to be sampled by staff and analized
for content to assure members that they are getting what they purchase. Once
analysis is complete, the following guidelines must be honored to allow the product to
be sold at C.H.A.M.P.:
1. All products (ie. baked goods, candies, tinctures, butter, ghee, and linament) must
have labeling or fact sheet to accompany the product.
A. Information about content and preparation.
B. Information about storage.
C. Information about Dosage and how to use the product.
D. Information about application and efficacy.
E. Information about possible side effects.
If vendors need assistance in honoring our request, we will try to assist if we are able
or refer to reliable sources. Thank-you.
C.H.A.M.P. Staff
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C.H.A.M.P. INTAKE PROCEDURES

I. PROSPECTIVE MEMBERS BRINGS IN AN ORIGINAL LETTER FROM THEIR
PHYSICIAN STATING THEIR DIAGNOSIS AND RECOMMENDING MEDICAL
MARIJUANA FOR ASSOCIATED CONDITIONS. IF THE PHYSICIAN DOES NOT
RECOMMEND MEDICAL MARIJUANA FOR MEDICAL USE, THEY MUST STATE IN THE
LETTER THAT THEY ARE GOING TO MONITOR THE PATIENT WHILE THE PATIENT IS
USING MEDICAL MARIJUANA. EXCEPTION, WHICH IS NOT THE RULE, IS MADE
WHEN THE PATIENT HAS EXHAUSTED ALL AVENUES TO OBTAIN A LETTER OF
RECOMMENDATION FROM THEIR PHYSICIAN TO USE MEDICAL MARIJUANA FOR
MEDICINAL USE AND CANNOT GET IT. IN THIS CASE, AN INTAKE STAFF PERSON
FROM C.H.A.M.P. WILL ASSIST THE POTENTIAL MEMBER IN CONTACTING THE
PHYSICIAN'S TO OBTAIN A LETTER. IF POSSIBLE, CHAMP NEEDS BOTH THE
PHYSICIAN'S STATEMENT (PROVIDED BY C.H.A.M.P.) AND A SEPARATE ORIGINAL
LETTER FROM THEIR DOCTOR. A SAMPLE LETTER WILL BE GIVEN TO THE
PROSPECTIVE MEMBER TO TAKE TO THEIR DOCTOR. IF THE LETTER IS IMPOSSIBLE TO
GET, THE SIGNED PHYSICIAN'S STATEMENT WILL SATISFY THIS REQUIREMENT, ON A
CASE BY CASE BASIS. IN ADDITION TO THE LETTER AND PHYSICIAN'S STATEMENT, A
VALID CA DRIVER'S LICENSE (CDL). CALIFORNIA ID CARD (CID) OR LETTER OF
DESCRIPTION IS ALSO REQUIRED. A COPY OF THE IDENTIFICATION USED SHOULD BE
PUT IN THE PATIENT'S FILE. THIS IS REQUIRED BEFORE THE INTAKE PROCEDURE CAN
TAKE PLACE. (UNTIL WE HAVE A COPY MACHINE, THE PROSPECTIVE MEMBER MUST
BRING IN A PHOTO COPY OF THEIR ID TO BE PLACED IN THEIR FILE ALONG WITH THEIR
PHYSICIAN PAPERWORK. YOU SHOULD ALSO INSTRUCT THE PROSPECTIVE NEW
MEMBER TO BRING IN A "PASSPORT PHOTO" FOR USE IN THEIR PICTURE MEMBERSHIP
ID CARD. THIS CAN BE DONE AT KINKO'S OR OTHER SIMILAR PLACES
2. MEMBERSHIP ELIGIBILITY INTAKE FORMS ARE DONE WITH THE PATIENT. THE
INTAKE PERSON WORKS WITH THE PROSPECTIVE MEMBER TO COMPLETE THE FORM.
THIS INSURES THAT THE FORM IS UNDERSTOOD AND FILLED OUT PROPERLY. THERE
ARE INSTANCES WHERE A PROSPECTIVE MEMBER IS UNABLE TO READ, RATHER THAN
PUT THEM ON THE SPOT, YOU WORK THROUGH THE INTAKE FORMS WITH EVERYONE.
3. UPON Completion OF THE MEMBERSHIP ELIGIBILITY INTAKE FORM WITH THE
PROSPECTIVE MEMBER, THE PHYSICIAN'S STATEMENT FORM, A SAMPLE
PHYSICIAN LETTER, AND A MEDICAL CONSENT FORM IS GIVEN TO THE
PROSPECTIVE MEMBER TO TAKE TO THEIR PHYSICIAN TO BE FILLED OUT AND
RETURNED TO C.H.A.M.P. TO SATISFY MEMBERSHIP REQUIREMENTS. C.H.A.M.P. NEEDS
ORIGINAL DOCUMENTS BACK. THE PHYSICIAN'S OFFICE CAN MAKE COPIES FOR THEIR
RECORDS.
4. WHEN THE PROSPECTIVE MEMBER BRINGS BACK THE COMPLETED PHYSICIAN'S
STATEMENT FORM ALONG WITH THEIR CONSENT FORM, PASSPORT PICTURE. AND
LETTER OF RECOMMENDATION & DIAGNOSIS, THE INFORMATION IS THEN VERIFIED
WITH THE PHYSICIAN'S OFFICE. THE INTAKE MATERIALS MUST BE RECEIVED BEFORE
VERIFICATION CAN TAKE PLACE.
5, AFTER THE RETURNED INFORMATION HAS BEEN VERIFIED, THE PERSON IS
WELCOMED AS A NEW MEMBER AND MAY MAKE PURCHASES. THEY WILL BE
ENTITLED TO RECEIVE THEIR MEMBERSHIP CARD (WHEN AVAILABLE).

6. THE FOLLOWING INFORMATION IS GIVEN TO THE NEW MEMBER:
A. THE C.H.A.M.P. POLICY BOOKLET.
B. USE OF MEDICAL MARIJUANA BROCHURE.
C. THE C.H.A.M.P. FLYER THAT LISTS THE HOURS.
Note: The Intake Staff Person should review this material with the new member and encourage them to
read the material further at their leisure

7. WHEN YOU ARE GIVING OUT THE INTAKE MATERIALS, YOU SHOULD MAKE SURE THE
CONSENT FORM IS PROPERLY FILLED OUT, INITIALED AND SIGNED IN THE
APPROPRIATE PLACES. THIS IS AN IMPORTANT ACKNOWLEDGMENT OF THE EFFORTS
THAT WE HAVE TAKEN TO INFORM AND RESPONSIBLY INSURE THAT THE NEW MEMBER
WILL USE MARIJUANA TO THEIR BEST INTEREST. MOST PHYSICIAN'S WILL WANT A
COPY OF THIS FORM FOR THE PATIENT'S MEDICAL RECORDS. THE PHYSICIAN'S
OFFICE MAY COPY THE FORM AS WE NEED THE ORIGINAL FORM IN THEIR
.C.H.A.M.P. FILE. IF THE PHYSICIAN'S OFFICE WANTS AN ORIGINAL CONSENT FORM
FOR THEIR RECORDS, HAVE THE PROSPECTIVE MEMBER FILL OUT A SECOND ORIGINAL
CONSENT FORM.
8. THE MEMBERSHIP CARD IS GIVEN TO THE NEW MEMBER WHEN READY. IF THERE
ARE ANY DELAYS IN GETTING THE MEMBERSHIP CARD READY, A PHOTO ID MUST BE
USED UNTIL THE CARD IS READY. SINCE THE MEMBERSHIP CARD IS A PHOTO ID CARD,
A SECOND ID WILL NOT BE REQUIRED ONCE THE NEW MEMBER HAS THEIR MEMBERSHIP
CARD.
NOTE: ALL MEMBERSHIP PAPERWORK, INCLUDING PHYSICIAN'S LETTER OF
DIAGNOSIS AND RECOMMENDATION MUST BE CURRENT WITHIN 30 DAYS.
Some Words of Advice: Take the time to explain everything to the prospective members. This will
help set the tone of the club. An informed membership can create many things. Remember, this is in
keeping with our bottom line which is about SERVICE, HOPE, AND COMPASSION.

Intake Procedure
I. To begin membership, prospectives need to provide C.H.A.M.P. with an original letter
of diagnosis dated within thirty days. If the prospective does not have this, intake
personel are to explain what is needed and provide a physican's statement (pink)
and sample letter (white).

2. Physican's statements are a prerequisite for membership:
a. There are NO EXCEPTIONS to this rule.
b. All physican's statements must be addressed to either CHAMP or "to whom it
may concern."
c. The membership process can be started without the physican's statement, but no
purchase or use of Cannabis is allowed on the premises without this document.
d. If the prospective member lacks this statement, but knows their doctor is
aware of their application, intake may either fax the forms to the doctor or call
for oral confirmation. Oral conformation can only be from the patient's doctor
and does not eliminate the need for eventual documentation.
e. Oral confirmation can only be from the patient's doctor and does not eliminate
the need for eventual paper documentation of awareness and willingness to
monitor.
3.0nce the correct paperwork is in order, fill out membership (gray) and medical release
(red) forms.

4. Give new member a copy of the guidelines (yellow) and how to use (green)forms.
Ensure the new member understands the minimal behavior requirements outlined
in the guidelines: i.e. explain what "being good" means at C.H.A.M.P..

5. When all the above is finished, the new member is given an informed consent form
(blue) and issued their C.H.A.M.P. card.

M ID
annabis helping Alleviate Medical Problerhs
Membership Eligibility Intake

Date:

Time:

IDENTIFYING DATA
(MI

(First)

Name:(Last
• Address:
(Number & Street)
-_ ,(Work)(
Phone:(H6me)(

' (City)
)___ -_:_ ___;(Fax)(

Caucasian
_Mixed Ethnicity
Ethnicity: (circle one) African American
Pacific Islander
Native American
Latino/a
Sex: , DOB:

Caregiver

I.D Type (circle one)
I.D g

passport

'

. (State)
Decline

Phone(

CDE; CID or Other

MEDICAL INFORMATION.
•Refered by:(Physician)

License #:

GroUp/Practice:
)
Physician•Fax:(
Physician phone:( •)
Medical condition for which Marijuana is recommended/approved:

Physician Recommended Y N

Agree To Monitor Y N

NOTATIONS •

I submit that all information and medical documents regardin g my medical condition as criteria for
imembership to Cannabis Helping Alleviate Medical Problems (CHAMP) to be true..
: • Signature Card g:
CHAMP Member
Intake Person Signature:.
, Letter Verified Y

N

Date Verified

Verified How?

turn this sheet over

- Are you going to other medical marijuana clubs? • Y or N
,
How Many clubs are you a member of?
For what reasons do you G o to other. clubs"

How, did you hear about C.H.A.M.P 9

Are you computer literate? 'Y
•
•

: Do you have access to . a cOmputer?-: Y or N
Do you have an E-Mail address? Y or •N
If so,-May We contact you at this address about gatherings, actions: and
•
C.H.A.M.P. updates? Y or N
What.is your E-Mail address:

.Comment or Suggestions
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Dear Physician:
C.H.A.M.P., the new Cannabis Buyers Club, is collecting information regarding medicinal value and
necessity of marijuana to patients. In addition to the Physician's Statement that we provide for you, we
are also requesting a letter on your letterhead with an original signature and California Physician's License
Number documenting that the individual listed on the Physician's Statement is a patient under your care
and has a need for medical marijuana. Please forward a letter on your letterhead with the information
indicated in the sample letter below for use in medical files for your patient. In order to . control who
receives medical marijuana, we must receive this information prior to verification. Keep a copy of your
letter in the patient's file as someone from the C.H.A.M.P. staff will call your office to verify the
information. Please include the patient's medical record number for quick reference.
The following is a sample of what we need to be typed on your original letterhead:

(Date)
To: C.H.A.M.P.
194 Church St.
San Francisco, CA 94114 Dear C.H.A.M.P.:
" I have discussed the medical benefits and risks of using medical marijuana for the following conditions:
(Diagnosis examples:, Disabling HIV, AIDS. Asthma, Cancer, Multiple Sclerosis, Lupus, Paraplegia,
Epilepsy, Glaucoma, etc.), and the specific related condition(s) (examples: wasting, anorexia,
chemotherapy, nausea, pain', spasms. seizures, relief of eye pressure for glaucoma, etc.). I would
consider prescribing Medical Marijuana for this condition if I were legally able to do so.
If (Patient's Name) chooses to use medical marijuana therapeutically, I will continue to monitor his / her
condition and provide advice on his / her progress.
I am a licensed Physician to practice Medicine and write Prescriptions in the State of California. My
). I understand that a staff member from C.H.A.M.P. will call
California Physician's number is(
this office to verify this information."
Sincerely,
Physician's Signature
Physician's name
PHYSICIAN'S CALIFORNIA LICENSE NUMBER: (
PATIENT'S MEDICAL RECORD NUMBER: (
Thank you from the staff of C.H.A.M.P.

C+1-14-A+M+P
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We would like to introduce ourselves to the communit y . We are called Cannabis Helping
Alleviate Medical Problems (C.H.A.M.P.) and we are a nor-for-profit organization
dedicated to supporting people with life-threatening or sense-threatening illnesses and other
medical conditions where marijuana for medical use is indicated by a licensed physician. If
medical marijuana use will alleviate symptoms and improve the quality of life for people
who are living with these life-threatening or sense-threatening illnesses, we believe that
medical necessity dictates that we facilitate patient's access. We are about Service, Hope,
and Compassion.
C.H.A.M.P. is committed to the philosophy of harm reduction. In that spirit. we are
providing a safe and comfortable environment where members can use their marijuana and
socialize without potential harm that threatens many who smoke in public places or the
threat of losing housing because they are in possession of marijuana for their particular
ailment. We believe when respect is understood. the social healing, emotional support,
medical relief and love evolve. The environment that we all can create contributes to
community healing and community building that can help reduce potential harm in our
society. If this buyer's club seems like a place for you, Welcome! The requirements for
membership are below. We look forward to seeing you at C.H.A.M.P.
Requirements for Membership
I. Letter of diagnosis of a life-threatening or sense-threatening illness from a certified
physician recommending marijuana for the patient's particular condition: and a written
agreement to continue to monitor the patient while using medical marijuana.
2. Notes from the physician on prescription pads are nost acceptable. Physicians cannot
prescribe marijuana legall y . They can only recommend its use for a particular condition.
Physicians are not alwa y s cooperative. However, we need both the Physician's Statement
Form (provided by C.H.A.IVI.P.) filled out by your doctor as well as an original letter of
recommendation on your Physicians' letterhead recommending medical marijuana for a
specific diagnosis and related condition(s). The letter from your doctor should be current,
within the past 30 days. C.H.A.M.P. will provide vou with a sample letter to take to your
doctor.
3. A valid photo identification, such as a California driver's license or ID: or a valid U.S.
passport: or a valid letter of description from a state. federal. or city/county benefits agency.
A copy of the ID used will be copied for the member's file. Prospective members must
also bring in a "passport photo" to be used with their Photo Membership ID Card.
4. Members must be 18 years of age or older. Exception is made in the case of a minor
whose parent or guardian is physically present to sign the consent form, and has a medical
condition(s) and recommendation attested to on a letter from A certified physician.
All C.H.A.M.P. materials are in both Spanish and English and Spanish speaking people
are always available to support. We look forward to seeing you.
C.H.A.M.P.'S TELEPHONE NUMBER IS (415) 861-1040
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CHAMP STAFF USE

MEMBER #
PHYSICIAN'S STATEMENT
To Whom It May Concern:
This is to certify that my patient
is currently under my medical care, treatment and supervision for the medical diagnosis

of
This person reports that cannabis/marijuana is providing otherwise unattainable relief from her/his
symptoms. We have discussed the risks and benefits of cannabis/marijuana use as a treatment for this
condition.
I have no objection to her/him using cannabis for this purpose. I would consider recommending
cannabis/marijuana for this person's condition if I were legally able to do so.
If my patient chooses to use cannabis/marijuana therapeutically I will continue to monitor her/his
condition and provide advise on her/his progress.

This person's registered Caregiver is

Physician's Signature
Physician's name (print)
Phone Number

License#
Address
City, State and Zip Code

Date

/

/

CHAMP STAFF USE

MEMBER #
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RELEASE OF MEDICAL INFORMATION
do hereby grant permission for the release of

I
(print name)

my confidential medical information to Cannabis Helping Alleviate Medical Problems. I give
permission for the physician noted below to verify my medical status with a staff
member of Cannabis Helping Alleviate Medical Problems by telephone.
Cannabis Helping Alleviate Medical Problems agrees to use this information for
the sole purpose of determination of eligibility and also agrees to keep this
information confidential.
Signature
Current Physician's Name
Physician's Address
City

CA (Zip)

MEDICAL RECORD NUMBER
DATE OF BIRTH

Phone( )

-
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How to Use Cannabis Medically
In keeping with our harm reduction perspective, we are providing this information to
minimize potential harm and support the most effective use of marijuana for your
particular medical condition. Like other medications that you may already be taking,
responsibility and attention to the effective use of marijuana with other medications that
you may be taking are very important. Working with your health care team you can work
on an approach to marijuana use that can maximize the quality of your health. We at
C.H.A.M.P. would appreciate your experience with marijuana; how you take it; at what
dose; does it interfere with other medications; and what strains you find most affective for
your particular condition(s). This will help us to assemble a booklet for all patient's to help
them gauge their use based on the experiences of others with the same conditions. Until
further research is supported, we must do the best we can to share experiences noting that
there are many factors that affect experience. With your diligence and patience, we can
help each other and reduce potential harm.
there are various ways to administer marijuana
potency, side effects, and connivance of use.

(cannabis sativa), each with its own

Smoking: Smoking marijuana produces the most immediate effects and permits the most
refined control of your dosage. Smoking any material is not good for the lungs, but the
amount of marijuana you need to smoke is small. It is better to smoke the flowers (buds)
than the leaves, as this also reduces the amount you will need to smoke. Marijuana is
available in a variety of grades, some more potent than others. the highest grad of "green
bud," for instance., can be extremely potent for and may be too strong for some people
with HIV / AIDS. In discovering the most appropriate medicinal dose of the smoked (or
ingested) cannabis, individuals should exercise some degree of caution and be willing to
experiment and adjust their own dosage for continued effectiveness. Because of potential
lung damage and other complications, lower grade marijuana should not be smoked for
medicinal purposes, especially with immune disorders or other serious conditions. Clean,
lower quality herb, such as leaves or "shake," can be used as the active ingredient in
medicinal pastries (see below). Good, medium grade marijuana in small to moderate
quantities may be appropriate for some individuals seeking appetite stimulation, or
reduction of nausea or pain. Others may require small quantities of the strongest or highest
grade. Using a water pipe will cool the smoke and reduce some of the potential damage to
the lungs. Marijuana can contain fungal spores that may act as "opportunists" appearing
(after antibacterial or steroid therapy) in lungs damaged by bronchitis, pneumonia,
tuberculosis, etc. Smoking marijuana has been associated with aspergillus infections (a
fungal infection of the lungs) even in individuals with no history of antibiotic or
corticosteroid use. If you have a history of pneumocystis, bronchitis, or other lung
infections, you should consult with your physician and consider using a form of marijuana
that is not smoked (see below).
Eating: Marijuana can be eaten. When consumed this way, it is usually baked in
brownies or cookies and sometimes made into candy. It takes longer to feel the effects
when eaten and may take longer for you to control your dosage. Also, the effect often lasts
longer and may be stronger after eating marijuana when compared with smoking it. You

may also feel a certain heaviness in your body or even drowsiness. Keep sensitive to your
dosage adjustments and try to schedule your time so that you can relax when you take
marijuana.
Tea: Like other herbs, marijuana can be made into a tea. Boil the water first and pour it
over the marijuana. Let it steep longer than you would common black or green tea—
approximately an hour and a half. Add one (1) teaspoon of butter. The effects are similar
to eating it.
Tincture: To prepare a tincture, use five parts fresh marijuana to one part brandy or
vodka. If you are using dried marijuana, as is usually the case, use ten parts marijuana to
one part brandy or vodka. An easy way to do this if you do not have measuring
equipment, is to fill a container (glass or ceramic is preferable if you don't want to leech
any residues from metal containers) two thirds full with herb, then fill the container with
brandy or vodka and let it stand for a week or more. Afterward, strain the solution. If you
use a larger portion of herb, the tincture will be stronger.
SIDE EFFECTS
Marijuana is the oldest natural herb known to humans. If you are unfamiliar with it, there
are some effects that you should be aware of so that you can use it more effectively.
It is unnecessary to stay constantly "high" to receive medical effect for marijuana—
whether for appetite stimulation, pain reduction,. relief from nausea, etc. Staying "high"
most of the time is often counter productive to realizing some of the most beneficial affects
associated with marijuana use. Extended daily or frequent use of cannabis may be habit
forming for some individuals, especially those who suffer from depression or those who
constantly seek to "escape" or "zone out." (See under "depression").
Lung Damage: As discussed above, smoking marijuana can be irritating and even
damaging to the lungs. This is especially true of lower grades of the herb. Anyone who
smokes marijuana, even those with healthy lungs, should consider using anti-oxidants
(Vitamins A, Beta Carotene, C, E, Selenium, NAC, etc.) to help reduce or prevent some
the "free radical" damage caused by smoking. Get regular check-ups and consult your
doctor.
Uneasiness: Marijuana usually has a settling and comforting effect on the mind.
sometimes, however, people do experience feelings of anxiety and even paranoia. If this
happens to you there are several things you can do. Try to stay in environments where you
feel comfortable. You might want to avoid busy, noisy, or unattractive places. If your
environment is safe and comfortable and you still have some anxiousness, sit or lay down,
breathe deeply, and relax. Think loving thoughts. If you have loved ones with you, hold
each other for a while. If you have a pet, hold or stroke it. Eating will often quickly reduce
the feeling of anxiety. Then, the next time you use, try reducing your dosage. Because of
our social training, you may have feeling of guilt. Know that you have a right to your
medicine.
Depression: Excessive daily use of marijuana can lead to depression, lethargy, and a
feeling of the "blahs." Some people use the drug to constantly "escape" from the
mundane world. People with a tendency toward depression should be careful when using
marijuana as it can make some depression symptoms . worse. If you are taking anti2

depressants and the medications is controlling your symptoms, then moderate use of
marijuana should pose no problem. If depression worsens, you should consult with your
physician about changing dosage or type of ant-depressant and possibly reducing the
amount of marijuana consumed.
Hunger: Many people become hungry after using marijuana, and those who need their
appetite stimulated use it for this very reason. Most people who use marijuana get the
"munchies." If you are not using it for this purpose, drink water or juice. If you do wish
to eat, eat good, nourishing food rather than sweets. Try to get yourself into the habit of
surrounding yourself with and choosing some of the more nutritious snacks such as fruits,
whole grain cereals, baked chips (instead of fried), soups, sandwiches, etc.
Thirst: Marijuana often makes people thirsty and gives them a feeling of "dry mouth" or
"cotton mouth." Because of this it helps those who need it to rehydrate themselves. Drink
all the water you wish. Fruit Juices are better than coffee, black tea, or soft drinks.
Redness in the Eyes: this will not hurt you. You do not need to use any of the
commercial preparations available to "get the red out" for cosmetic reasons. If you must
go out in public and are concerned about the redness in the eyes, wear sunglasses.
Drowsiness: Some people find that marijuana makes them sleepy. If you can and wish
to, go ahead and take a nap. As with all medications that cause drowsiness, do not drive or
operate heavy machinery.
Insomnia: Some people find that cannot sleep after using marijuana. If this happens to
you, try reducing your dosage and avoid using it for about two hours or so before you
want to go to sleep.
Short Term Memory Loss: sometimes people find it difficult to carry on a complicated
conversation, keep track of details, or perform complex tasks. If this happens to you,
schedule your time so that you do not have to do these things when using your medicine.
Long-term memory loss is generally not affected, except in the case of chronic use. If you
are unable to concentrate or focus, it is better to remain in a safe environment. Many of the
effects of marijuana can be distracting, so driving and operating machinery should be
avoided. (See Drowsiness above.)
Giddiness: Many people find that many things that normally do not seem funny become

quite amusing when they use marijuana. Most people enjoy this effect. A good laugh
helps the healing power of your body and mind. If you must deal with situations where
humor would be inappropriate in your judgment, schedule your time so you do not have to
deal with them when taking your medicine. Don't worry, this will pass.
If you feel there is information that should be contained in this "How To" sheet, please let
us know. If you are seriously interested in further information regarding scientific and
medical research as well as clinical experience, we have assembled an extensive literature
search (abstracts) for your information.
Sincerely,
The C.H.A.M.P. Staff
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MEMBER GUIDELINES AND CODE OF BEHAVIOR
1. Not Allowed:
* Stealing
* Drug dealing
* Begging
* Alcohol or intoxication
* Sex on Premises
* Hustling Staff
* Hustling Members
* Physical or Verbal aggression toward any member or staff.
2. Pricing:
* C.H.A.M.P. will try to keep prices at reasonable levels.
* C.H.A.M.P.'s policy of "free cannabis" is not based on economic need, rather on
a member's health status, and as a result, people in hospital, hospice, or home
care (bedridden) are eligible for free cannabis as supply lasts. Supplies for these
members will be delivered by C.H.A.M.P. staff. Designated care givers for the
member can call in the request if the member is unable.
3. Purchasing:
* Members are limited to one quarter ounce (7 grams) purchase per day
maximum.
* Purchases for people other than club members are not allowed.
4. On Premises Activity:
* One Person at a time in rest room, unless assistance is needed.
* No IV drug use. i.e.. heroin, cocaine, or speed.
* No illegal drugs of any kind allowed on premises.
* No roof or fire escape access (except in case of a real fire).
* No animals except aid dogs.
* No cigarette smoking (except in designated area only).
* Marijuana smoking and inscence is allowed.
* Your own prescription medications are allowed.
If problems arise and sometimes they do, we encourage members to work with
C.H.A.M.P. staff to come to -a resolution. In the case of the abuse of membership,
C.H.A.M.P. reserves the right to modify the policies or refuse service.

FREE CANNABIS DISTRIBUTION REQUIREMENTS
I. The free Cannabis program is available to members who are bedridden; either in acute
hospital care, long term hospital care, hospice or home health care. It should be noted
that supplies are limited, but no one will go without.
2. An original letter ( no copies ) of diagnosis of a Life-threatening or Sense-threatening
illness from a certified physician recommending marijuana for the patient's particular
condition; or, written agreement to continue to monitor the patient while using medical
marijuana.
3. Valid photo identification, such as California Driver's License or ID, a valid U.S.
Passport, or a valid letter of description from a state, federal, or city / county benefits
agency.
4. Whenever possible, the institution where the member is staying should be notified of
membership, and told that the patient is receiving medical marijuana for medical use.
This is important because 1) Possible negative drug interactions and 2) Possible liability
on the part of the Hospital / Caregiver. C.H.A.M.P. must respect the policies as it
pertains to medicinal use.
We must stress that infraction or disrespect of these policies compromises the
integrity of C.H.A.M.P. and its membership, which now includes you. We welcome
your input into our policies and ideas for making C.H.A.M.P. a true health center
and to that end, a real community endeavor.
Sincerely,
The C.H.A.M.P. Staff
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CANNABIS HELPING ALLEVIATE MEDICAL PROBLEMS
MEMBERSHIP INFORMED CONSENT
(print name clearly) hereby
appoint C.H.A.M.P. as my agent for the sole purpose of procuring
cannabis for my own personal medical use in the treatment
of . This decision has been made of m v
own free will in conjunction with consultations with my primary care
physician. I acknowledge that no effort has been made by C.H.A.M.P.
to encourage me to procure or use any products that C.H.A.M.P.
provides.
I acknowledge that despite overwhelming anecdotal evidence
and limited studies to support potential efficacy, C.H.A.M.P. makes no
medical claims, of any sort, on behalf of any products or treatment
protocols for any condition whatsoever. I have been informed by a n
authorized representative of C.H.A.M.P. of the varieties of ingestion of
products provided by C.H.A.M.P., their potential effects, and that I
should continue to seek professional medical consultation and
monitoring during my use of any cannabis product that I may
procure through C.H.A.M.P.

WAIVER AND INDEMNIFICATION
IN CONSIDERATION OF THE SERVICES RENDERED TO ME BY
C.H.A.M.P.. I HEREBY AGREE. BOTH FOR MYSELF AND FOR MY HEIRS.
EXECUTES AND ASSIGNS, TO WAIVE ANY AND ALL CLAIMS AGAINST
C.H.A.M.P. AND ANYONE ACTING ON ITS BEHALF HARMLESS FROM
AND AGAINST ALL LOSS AND LIABILITY HOWEVER CAUSED THAT IS
RELATED IN ANY WAY TO MY PROCUREMENT AND/OR USE OF ANY
SUBSTANCE OBTAINED THROUGH C.H.A.M.P., INCLUDING SUCH LOSS
AS MAY BE CAUSED BY THE NEGLIGENCE OR FAULT OF C.H.A.M.P.
Initials
I have read. and agree to honor and abide by, the member
guidelines and code of behavior to support C.H.A.M.P. as a safe and
supportive place to be, as provided to me during the intake process.

I understand that my monetary contributions to C.H.A.M.P., if
any, for any products I may acquire through the organization, are
used to support the continued operation of C.H.A.M.P. and that this
transaction in no way constitutes commercial promotion. I declare
that I will not deliver any product procured by me, from C.H.A.M.P.,
to any other person or persons.
I affirm that I either am eighteen years of age or older or a m
less than eighteen years old and have the written consent of m y
parent(s) / legal guardian, and that I have a medical condition as
attested in my information form.
I understand that C.H.A.M.P. is organized and operates under the
mandate of San Francisco City and County Proposition P, California
Health and Safety Code 11362.S (formerly State Proposition 215) and
the authority of the common law doctrine of "necessity" as a defense
to conduct that the law would otherwise classify as criminal.
Although the principles upon which C.H.A.M.P. is founded and
operates are supported by members of the Board of Supervisors and
the District Attorney for the city and county of San Francisco,
California. Federal law presently prohibit cannabis for medicinal use.
I declare that I am not employed by, or under contract to, any local,
state, or federal law enforcement agency and that I make the above
representation truthfully and in good faith. I understand that a
breach of this informed consent constitutes a termination of m y
membership in C.H.A.M.P.

Member
Signature:
Print
Name:
Parent/Guardian
Signature:
C.H.A.M.P. Intake Person's Signature:
Date

Member#:

Date:

Date

CALIFORNIA MEDICAL MARIJUANA PROVIDERS

Axcess
Alan Silverman
P. 0. Box 14627
Santa Rosa, CA 95402
(707) 579-8443 Pager 329-5225
EMail alan@wco.com
http://www.acu.org webmasters
Hydroponic research & dev.

The Bulldog CBC
Carla D. Smith
Sacremento, CA
(916) 556-2737

Cannabis Buyer's Club of Berkeley
John P. Pylka
2560 Bancroft Way #98
Berkeley, CA 94704
(5 loy 486-1025

Humbolt Cannabis Action Network
P. 0. Box 4665
Arcata, CA 95521.
(707) 445-8981 Fax 269-5838
EMail hblthemp@northcoast.com

Los Angeles CBC
Director: Scott Imler
7494 Santa Monica Blvd., Suite 215
West Hollywood, CA 90046
(213) 874-0811 Fax: 874-8670

Mann Alliance for Medical Marijuana
Lynnette Shaw
210 Old School Plaza
Faiifax, CA 94930
(415) 893-1811
EMail elshaw@linex.com

Medical Cannabis Delivery Service
Cannabis Helping Alleviate Medical
Problems (C.H.A.M.P.)
E. D. Vic Hernandez
Co-Managers Allen & Krista Mort
194 Church St.
San Francisco, CA 94114
(415) 861-1040 Fax: 861-1001

Director: Michael DeHart
408 13th St. Box 536
Oakland, CA 94612
(510) 419-0321

Oakland Cannabis Buyer's Club
Director: Jeff Jones

Chico Medical Marijuana Caregivers
David Kasakove
1203 B Elmer St.

P. O. Box 7041
Oakland, CA 94612
(510), 832-5346 Fax: 986-0534
EMail ocbc@rxcbc.org www.rxcbc.org

Chico, .CA 95428
(916) 892-9854 or 1 888 HEMP HAT'
http://www.cosmic.net/hemp

(714) 543 - 5123

Cultivator's Cannabis Club

Redding Buyer's Club

Dennis Peron & John Enewistle
1444 Market St.
San Francisco, CA 94102
(415) 621-3986 Fax: 621-0604

David Navarro
(916) 224-7245

Flower Therapy
• Todd Swindell & Bob VanAusdale
3180 17th St.
San Francisco, CA 94102.
(415) 255-6305 Fax: 255-6306

E.A.R.T.H
P. 0. Box 99633
San Diego,.CA 92169
(619) 225-0597

Orange County CBC

-

San Leandro Medical Cannabis Club
Director: Michael Holbrook
(510) 310-2874

Santa Clara County Medical
Cannabis Center
Co-Directors: Jessie Garcia
Peter Baez
265 Merridian Ave. #9
San Jose, CA 95126
(408) 971-7624 Fax(408)971-3842

Santa Crux Cannabis Buyer's Club
Hayward CBC
Bob Wilson & Jennifer Ferrell.
22540 Main St., Box 333
Hayward, CA 94544
(510) 330-7333

Tom Seiler
201 Maple St.
Santa Cruz, CA 95060
(408) 429-8819 Fax: 457-1733

Valley Buyers Club
David Jennings
(916) 661-7974

WO-MEN Alliance for
Medical Marijuana (WAMM)
ED. Valerie Corral
1803 Mission St., Suite 553
Santa Cruz, CA 95060
(408) 423-5413 Fax/tel. Same
INFO PROVIDED BY C.H.A.M.P.
Updated 6/20197

Harm Reduction
Michael R. Aldrich
August 21, 1993
Harm reduction means reducing the harm of drug use to the user and society.
Harm reduction recognizes the reality of the world rather than trying to operate
in myths and fantasies. It recognizes that people in all societies have used
drugs in many different ways for many thousands of years. It recognizes that a
"drug-free society" is a myth. It sets up goals that are practical, workable and
achievable, unlike the unachievable goal of a drug-free society.
Harm reduction asks, What do users want? It is based on the perspective of the
user, rather than missionary work, trying to force the perspective of the
missionary on the user. It means ethnography rather than law enforcement.
Harm reduction means outreach, taking social and health services to people on
their own turf and on their own terms. It also means in-bring, making the system
more accessible and more user-friendly rather than defining the user as an
enemy to be defeated.
Harm reduction is future-oriented, rather than past-oriented. It involves real
drug education for young people about the benefits as well as the harm of drug
use, education about how to use drugs intelligently. It means making safer
drugs for future users rather than trying to keep them from using drugs at all.
Harm reduction means making less harmful options available. If we make coca
tea available, most people will choose that form of cocaine over more harmful
forms like crack, as a matter of simple survival. People can make choices that
reduce the harm to themselves and to society.
At the same time, harm reduction means treatment on demand-- making a wide
range of treatment options available to people who get into trouble with drugs.
It means helping the drunk or the junkie get services, rather than -throwing the
drunk or junkie or crackhead or speed freak in jail.
Harm reduction means reducing the harm to police, too. It means that if a cop
goes to pat someone down and gets stuck with a needle, the chances are much
less that the cop will become HIV infected if the needle has been cleaned with
bleach or has been obtained from a needle exchange.
Harm reduction is focused on public health. Harm reduction means changing
the attitudes and behavior not only of users but also of doctors, police,
politicians, and public health officials. It means redefining the concept of public
health from old 19th century concepts to new 21st century concepts. The
emphasis is on community health rather than on agency agendas.
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In San Francisco it was quite a struggle at first to get health officials, treatment
programs, politicians, and the criminal justice system to recognize the value of
outreach and needle exchange; we have been blessed by the fact that police
and politicians did understand this. The result has been that unlike New York
and many other cities where outreach was minimized and needle exchange
was a joke, in San Francisco we have kept HIV contained at less than 15%
among injection drug users for the past six years.
Harm reduction recognizes what users have been telling us for years, that
"drugs of abuse" can also have great medical value, starting with marijuana.
San Francisco voters have taken a big step in this direction already with
passage of Proposition P in 1991; 80% approval is the largest vote in favor of
marijuana in the history of the world.
Harm reduction also means learning innovative techniques from what works in
other countries, We can learn from the Netherlands, for instance, that making
the marijuana market separate from the heroin and cocaine markets greatly
reduces the harm to society. Marijuana legalization, whether up-front or under
the table by simply not enforcing the laws, is an essential part of harm reduction.
We can learn from Australia that it is a public health measure to have a
government van drive way out in the country to deliver needles, alcohol wipes,
healing creams, and AIDS prevention information to drug users in their own
homes. This is a very different attitude from having police helicopters doing
Vietnam search and destroy missions and confiscating users' homes.
We can learn from Frankfurt that having a city drug policy coordinating group
like the one that Werner Schneider heads, including top-level health and
criminal justice officials, is a lot more effective than having police, prosecutors,
AIDS offices, drug treatment agencies, social services, and health departments
all pursuing different agendas and fighting each other over funding. The same
applies to cities, states, and the Federal government coordinating harm
reduction activities.
We can also learn from Frankfurt an even more provocative idea about
changing the definition of a "shooting gallery" from a dark and hidden place to a
"health gallery" where outreach workers, medical staff, and HIV specialists are
available to drug users on their own turf and on their own terms. A place where
people can learn how to shoot up safely and take responsibility for their own
health, with access to a whole range of health and social services.
The same concept could apply to crackhouses, with a particular focus on
stopping the spread of tuberculosis and AIDS and STD's. The same could
apply to psychedelic dance clubs, providing a safe environment in which
psychedelics can be taken, with experienced "guides" and perhaps a medical
team like Haight Ashbury Free Clinic's rock medicine group available to help
people if they are having bad trips.
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All of these local concepts could be used at the state and Federal levels as well.
The first step in harm reduction at the national level will be to take the power to
schedule drugs out of the hands of the Justice Department and return it to the
medical and scientific community where it belongs.
We are talking about an evolutionary change in the concept of what health care
and social service means in the 21st century. In the near future, drugs are
going to be much better, more potent and more dangerous; specifically targeted
neurochemicals that almost everyone is going to want. Smart drugs and genetailored drugs for performance, memory and intelligence enhancement, drugs to
prolong life and improve the quality of life; and even, if science fiction is correct,
drugs that improve access to cyberspace or virtual reality systems.
If we gear future drug policy to the abuse of 19th-century drugs, as we do now,
our policies will be irrelevant. But if we learn the policies of harm reduction that
can be achieved, we will have a much better chance of surviving the 21st
century.
I thank you for your time and consideration.

Presented to the California Drug Policy Coalition/ California NORML
International Drug Reform Conference, Fort Mason, San Francisco, 8-21-93.
Michael R. Aldrich, Ph.D., is program coordinator of the California AIDS
Intervention Training Center, which trains community health outreach workers
for the State of California; and curator of the Fitz Hugh Ludlow Memorial Library,
the nation's largest private collection of drug literature, P.O. Box 640346, San
Francisco, California 94164-0346, USA.
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Harm Reduction Programs At C.H.A.M.P..

HIV/AIDS Treatment Support Group
This support group is designed to share ireatment_options for HIV/AIDS ranging from
standard antiviral combination therapies to alternative perspectives and integrating
strategies. Learn and educate each other to understand HIV/AIDS treatment approaches
with others living with HIV/AIDS. Information and perspective on how to manage your
health; how speak With your health care professional about treatment options; how to
assess what treatment option(s) are best suited for you based on your lab work and other
factors will be discussed. Buildyour information and networking resources with real
people. living with HIV/AIDS. The purpose of this group is to minimize the.potential.harms
that navigating through the HIV/AIDS treatment choices can bring and maximize quality of
life. Be your own primary health care advocate with the support of those who also want a
quality of life that does not restrict. This group is not an advocacy group for a particular
- approach or treatment, not' is this group an 'emotional support group. .'
Stitch and Bitch
This is an informal group designed to get those 'people together who share an interest in
. sewing or knitting. Participants can create their own master piece in stitchery, mend their
own clothing or drop by to work on a cooperative endeavor with friends or for
C.H.A.M1P.. C.H.A.M.P. has a wide n/ariety of fabrics to choose from and use. We
recommend that you bring your own machine. If you don't have a sewing machine, we
have 4 sewing machines that.will be available on a first come' first serve basis. Participants
should have some experience and knowledge 'of how to use a sewing machine before they
use it. Professionals from the community who sew have offered to lend expertise to the
• novice.
Healing Circle
Experiential sessions designed to bring healing arts practitioners, those in training and
those wanting to learn techniques in message,*accupressure, acupuncture and meditation. The idea of this session is to share the art of healing anis reducing the stress of city life that
can bring about harm ta physical, mental, and spiritual health as well as effect on quality of
life.
Substance Use Management (SUM. Group
This drug use support group is organized ni the philosophy of Harm Reduction to educate
'and support those persons who may have problems with drug.tise. Techniques and support
to manage drug use as well as support to attain or maintain sobriety will be provided.

Movie Night
The purpose of this evening is to get people together under the shared interest of film. Drop
in for snacks and juice. It's ok to bring your own treats if you'll share! .
Women's' Day
An afternoon social for Women living With life-threatening or sense-threatening illness. The
purpose is to get women together and meet one another and develop support groups and
networks. Message practitioners.will be on hand to provide healing to reduce stress that
effects health. Child care will be provided free of charge to participants: by Family Services.
Advance notice for child care service is required to arrange this service.
Medical Updates •
As part of our commitment to harm reduction through education, .C.H.A.M.P. will.be
providing educational forums regarding the medical use of cannabis as it applies to
conditions for which C.H.A.M.P. members are using them. Additionally, medical updates
will also address treatment options, other than cannabis, for illnesses that people are
living with, such as,HIV/AIDS
The 'conditions of these groups held at C.H.A.M.P: are that participants respect each other
and differences that may arise. In the event of conflict that people strive to resolve the.
conflici and grow beyond differences. We ask that participants respect the C.H.A.M.P.
space by leaving it clean and in tact after the events.
C.H.A.M13 . is committed to HOPE, SERVICE, AND COMPASSION.
Sincerely,
The C.H.A.M.P. Staff

TEXT of Proposition 215, passed by 56% of California voters, is now state law.

INITIATIVE MEASURE TO BE SUBMITTED DIRECTLY TO THE VOTERS
The Attorney General of California has prepared the following title and summary of the chief purposes and points of the proposed measure:

MEDICAL USE OF MARIJUANA. INITIATIVE STATUTE. Provides that patients or
defined caregivers, who possess or cultivate marijuana for medical treatment recommended
by a physician, are exempt from general provisions of law which otherwise prohibit possession or cultivation of marijuana. Provides physicians shall not be punished or denied any
right or privilege for recommending marijuana to a patient for medical purposes. Declares
that the measure not be construed to supersede prohibitions of conduct endangering others
nor to condone diversion of marijuana for non-medical purposes. Contains severability
clause. Summary of estimate by Legislative Analyst and Director of Finance of fiscal impact
on state and local government: Because this measure restricts the use of marijuana to only
those persons for whom it is prescribed by a licensed physician, it would probably have no
significant state or local fiscal impact.
TO THE HONORABLE SECRETARY OF STATE OF CALIFORNIA

County
We, the undersigne, registered, qualified voters of California, residents of
(or City and County), hereby propose an addition to the Health and Safety Code, relating to the compassionate
use of marijuana, and petition the Secretary of State to submit the same to the voters of California for their
adoption or rejection at the next succeeding general election or at any special statewide election held prior to
•that general election or otherwise provided by law. The proposed addition to the Health and Safety Code shall
read as follows:
sede legislation prohibiting persons from engaging in conSECTION 1. Section 11362.5 is added to the Health
duct that endangers others, nor to condone the diversion
and Safety Code, to read:
of marijuana for nonmedical purposes.
11362.5 (a) This section shall be known and may be
(c) Notwithstanding any other provision of law, no physited as the Compassionate Use Act of 1996.
sician in this state shall be punished, or denied any right
(b) (1) The people of the State of California hereby
or privilege, for having recommended marijuana to a pafind and declare that the purposes of the Compassiontient for medical purposes.
ate Use Act of 1996 are as follows:
(d) Sectioh 11357, relating to the possession of mari(A) To ensure that seriously ill Californians have the
juana, and Section 11358, relating to the cultivation of
right to obtain and use marijuana for medical purposes
marijuana, shall not apply to a patient, or to a patient's
where that medical use is deemed appropriate and has
primary caregiver, who possesses or cultivates marijuana
been recommended by a physician who has deterfor the personal medical purposes of the patient upon the
mined that the person's health would benefit from the
written or oral recommendation or approval of a physiuse of marijuana in the treatment of cancer, anorexia,
cian.
AIDS, chronic pain, spasticity, glaucoma, arthritis,
(e) For the purposes of this section, "primary caregiver"
migraine, or any other illness for which marijuana provides relief.
means the individual designated by the person exempted
under
this act who has consistently assumed responsibil(B) To ensure that patients and their primary
ity for the housing, health, or safety of that person.
caregivers who obtain and use marijuana for medical
SEC. 2. If any provision of this measure or the applicapurposes upon the recommendation of a physician are
tion thereof to any person or circumstance is held invalid,
not subject to criminal prosecution or sanction.
that invalidity shall not affect other provisions or applica(C) To encourage the federal and state governments
tions of the measure which can be given effect without
to implement a plan to provide for the safe and afthe invalid provision or application, and to this end the
fordable distribution of marijuana to all patients in
provisions of this measure are severable.
medical need of marijuana.
(2) Nothing in this act shall be construed to super-

(AMENDED 2/4/97)

DEFLNING THE DEPARTMENT OF PUBLIC HEALTH'S ROLE
IN THE IMPLEMENTATION OF PROPOSITION 215

WHEREAS, the citizens of California ap p roved the passage of Proposition 215, known as the
Compassionate Use Act of 1996. or the Medical Marijuana Initiative; and,
WHEREAS, the Department of Public Health supports the responsible implementation of
Proposition 215, and.
WHEREAS, the Department of Public Health supports the responsible and accountable operation
of marijuana distribution centers: and.
WHEREAS, the Department of Public Health has been working with the District Attorney's
Office to compile a standard set of approved operating procedures for marijuana
distribution centers/sites; and,
WHEREAS, the Department of Public Health supports the need for additional research on the
medical benefits of marijuana; now. therefore, be it
RESOLVED, that the Department of Public Health will facilitate responsible implementation by
collaboratin g with the San Francisco Medical Society and other professional associations
co provide educational forums for p'nvsicians re garding the research findings on the
medical benefits, dru g interactions, and side effects of marijuana, in treatin g various health
conditions: and, be it
FURTHER RESOLVED, that the Department of Public Health will conduct monitorings of
programs to ensure compliance with developed guidelines focusing initially on patient
intake eli6bility; and. be it
FURTHER RESOLVED, that the Department of Public Health will take a role in compiling
methods of quality assurance testin g currently in use by centers to facilitate the sharing of
expertise and resources, but will not undertake quality assurance testin g of marijuana
within the Department of Public Health because of lack of expertise and infrastructure;
and, be it
FURTHER RESOLVED, that the Department of Public Health will study the feasibilit y of
developing a policy detailing when a recommendation of medical marijuana for a patient
may be considered by a Department of Public Health physician; and, be it

FURTHER RESOLVED, that the Department of Public Health will encourage the Board of
Supervisors to defend a Department of Public Health physician who recommends medical
marijuana in a Federal administrative or criminal proceeding arising out of that
recommendation if the physician, in good faith and using reasonable clinical judgment,
recommended the use of marijuana for medicinal purposes to his/her patient(s), and, be it
FURTHER RESOLVED, that the San Francisco Health Commission supports the Department's
defined role in the implementation of Proposition 215.
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MEMORANDUM
DATE:
TO:

January 2.7, 1997
The Honorable Edward A. Chow, M.D., Pr ident, and
Members of the San Francisco Health Co=lission

THRU:

Sandra R Hernandez, M.D./0
Director of Health

FROM:

Mitchell Katz, M.D.
/7/14„-/TV,
Director, Community Health Safety

,p

ImplEmentation of Proposition 215

Please find attached for your consideration and approval the proposed Department
Public Health's policy on the implm-tentation of Proposition 215.

of

Thank you.

AIDS OFFICE

25 VAN NESS AVENUE, SURE 500
SAN FRANCISCO, CA 94102-6033

415-554-9000
FAX 415-431-7547

• Role of the San Francisco Department of Public Health

In the Implementation of Proposition 215
Le November of 1996. the citizens of California approved the passa g e of Protiosition 215. known as the
Compassionate Use Act of 19%. or the Medical Marijuana initiative. This initiative has been added to the
California Health and Safety Code (11362.6). it calls for the comeassionate use of marijuana for medicinal
purposes with the recommentiation of it by a paysician (Attachment #1).
The Department of Public Health (DPH) supports the responsible implementation of Proposition 21.1. We believe
that DPH can .cest facilitate its implementation by:
1) Collaboratine with the San Francisco Medical Society and other professional associations to provide
educanonal forums for physicians regardi.ne the research findings on the medical benefits, drug interactions,
inz various health conditions. These forums will be au gmented with
and side die= of marijuana in treat
articles in medical publications. DPH grand rounds, and information packets available for physicians and
ptients
Although Propasicion 215 protects physicians from State sanctions. nothine in the legislation protects
physicians from federal sanctions for recommence= medicinal marijuana. In fact. various Federal officials
have stated that physicians who recommend marijuana to their patients could face ioss of their drug

enforcemem agency (DEA) certification for prescribing a controlled substance and/or loss of federal
reimbursement (e.g., Medicare, Medicaid) for their services. While DPH cantor prevent such actions, we
will provide =finical assistance to physicians. institutions and marijuana distribution centers on methods to
minereeTe individual professional risk and M at iTri i7P Stitt adherence to Mae law.
.
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2) Supporting the development of regulations to govern the responsible and accountable operation of marijuana
distribwdon centers. The District Attorney's office is takin g the lead in compiling a standard set of approved
operating pronechires for marijuana distr:Dution centers/slues. The Department of Public Health has provided
advice and support in reviewing the procedures and guidelines (Aaachment #2). The Department of Public
Health has developed uniform forms for patient declaration and release of information (Attachment #3),
documentation of written physiciawhealth care provider recommendation (Anachmerd #4), oral
physiciantheaith care provider recornmeedation with verification (Attachment #5), and caregiver designation
(Anar:=ezu. r6). The Department of Public Health will conduct =nitorings of programs to ensure
compliance with guidelines that are tieveloped. with initial monitorings primarily focused on patient intake and
It is also exeected that San Francisco-based cannabis distribution =ten also will compiy with all appropriate
local and/or stale regulations. to protect the public's health and welfare. These regulations. nerraits. and
standards will be enforced by the appropriate designated agency (for example. fire codes by the Fire
Department).

3) Supporting the heed for additional researth on the medical benefits of marijuana.. DPH feels strongly that such
research should have appropriate safeguards to ensure the confidentiality of patients and be consistent with
human studies regulations and principles. DPH can lend technical assistance in developing research enetheds
and designs. but will not participate in meant protocol which do not meet these minimum criteria.
4) Not undertaking quality assurance testin g of marijuana because of a lack of expertise and infrascruceire.

However. DPH will take a role in coropliine methods currently in use by centers to facilitate the sharing of
expertise and resources.
5) Supporting physicians within the Depar=ent of Public letnilth who determine within the doctor-patient
relationship that the recommendation of medicinal marijuana is appropriate. The Department of Public Health.
likewise will leave the decision of appropriateness to the individual practitioner, with no coercive actions or
sanctions agaro.st those who do or do net wish TA recommend medicinal marijuana-

stop41/71RS. 177t. 00C

rEE—JZ-1vr7

1 II

Attachment 1

Proposition 215
Medical Marijuana Initiative
SECTION 1. Section 11262.5 is acided to the Health anti Safety Code, to read: 11352.5. (a) This section
shall be known and may be cited as the Compassionate Use Au of 1996. (b)(1) The p:xmle of the State of
California hereby find and declare thai the purposes of the Compassion= Use Act of 1996 are as
follows:
(A) To ensure that seriously ill Californians have the tient to obtain and use marijuana for
purposes where that medical use is deemed appropriate and has been recommended by a physician who
has determined that the person's health would benefit from the use of marijuana in the creatment of
cancer anorexia. AIDS. chronie pain. spasticity, ziauaoma. arthritis, migraine, or any other il lness for
which marijuana provides relief.
(B) To ensure that patients and their primary caregivers who obtain and use marijuana for medical

purposes upon the recommesui,arion of a physician are not subject to criminal prosecution or sanction.
(C) To encourage the federal and state so v enaments to implement a plan to provide for the safe and
affordable distribution of marijuana to all patients in medical need of marijuana.
(2) Nothing in this act shall be construed to supersede lezislation prohibiting persons from enzana in
conduct that endangers others. nor to condone the diversion of marijuana for nonmedical purposes.
(e) Notwithstanding any other provision of law, no physician in this state shall be punished. or denied any

right or privilege, for having recommended marijuana to a patient for tneciical purposes.
(d) Section 11357. relating to the possession of marijuana. and Section 11358. re/atitut to the cultivation
of marijuana.. shall not appty to a patient, or to a patient's primary caregiver, who possesses or cultivates
marijuana for the personal medical purposes of the patient upon the written or oral recommendation or
approval of a physician.
(e) For the purposes of this section. 'primary caretver'. means the individual designated by the person
exempted under this section who has consistently assumed responsibility for the housing, health. or safety
of that person.

SECTION 2. If any provision of this measure or the application thereof to any person or circumstance is
held invalid, that invalidity shall not affect other provisions or applications of the measure that czn
,Oven effect without the invalid provision or application, and to this end the provisions of this measure
are severable.
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Attachment 2

Implementation of Health and Safety Code 11362.3
Medicinal Marijuana Distribution Centers
Core Standards/Guidelines and Issues:
• Health and Safe:), Code 11362.5 is alSo knawn as Proposition 215.
• Sources for legally procuring marijuana for medicinal purposes reviously known as
'clubs') will be referred w here as -Centers."
1) Cannabis Products
• Quality assurance mechanisms currently utilized by centers will be collected and
disseminated to centers to assist in sharing expertise and resources. The criteria for
quality assurance includes: 1) potency assessment. 2) assessment for adulterants—
pesticides. molds. fungi. and 3) assessment for adulterants—other dru gs in addition to
cannabis.
• Centers should establish instructions/caveats/advice re- emergency situations/drug
interactions/public safety (e.g.. driving or operatin g equipment).
• Centers should develop procedures for ensurin g as much as possible that the entire chain
of activities (grow n. harvesting transportation, storage and exchange) is in complianre
with Health and Safety Code 11362.5.
2) Facility and Operations of the Center
• Centers should comply with all required local, state and federal business permits and
regulations (e.g.. ADA. OSHA, business license, zoning, Health and Fire Department).
• Centers should establish and maintain a good nei ghbor policy, including effective crowd
control so there are no public nuisance or safety issues: pedestrian traffic management so
that traffic does not create a disturbance to other businesses or residents; noise/music
parameters that are within normal and acceptable levels: and site security.
• Centers should maintain general liability insurance.
3) Record Keepin g and File Maintenance
• Individual distribution sites may develop and maintain verifiable patient identification
cards. An approved list of sites cards may be used by law enforcement (with
verification phone numbers on the cards) to identify patients.
• Centers should maintain documentation necessary to demonstrate that the cannabis
purchased by the facility is directed only to individuals with qualifying conditions (audit
• Centers should maintain financial record keeping consistent with the organization's status
(e.g., private, non-profit) in standard accounting procedures.
• Centers should maintain personnel and mana gement records consistent with acceptable
business practices and legal status. File appropriate reports with governmental agencies
in a-timely manner (e.g. 501(c)3, IRS, permits. dues).
• Centers should NOT pay employees, staff, or volunteers with cannibis. All employees.
staffand volunteers should be free of felony convictions and be in good standing.
•
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4) Operating Procedures and Protocois—Intake and Elicribility •
• Centers should establish intake protocols to verify that an applicant is qualified to
purchase medicinal marijuana for a specified period of time. While the knowled ge and
confidenriality of the individual physician/patient relationship is the best determinant of
eligibility, the distribution site may be most protected by those diagnoses specifically
cited in the legislation.
• Intake and screening procedures must ensure that only those individuals with qualifying
conditions and physician recommendations have access to purchase of medicinal
cannabis Procedures may include a combination of individual physician and medical
board involvement for patients whose diagnosis is not included in Health and Safety
Code 11362.5s language.
• Centers should develop guidelines/criteria for membership of a Medical Advisory Board
whose function is to oversee policy development.
• For those Centers where Medical Advisory Boards are involved in any fashion with
individual eligibility or intake decisions, these guidelines/criteria should be employed:
1) membership can include 1-20 individuals, of whom a majority must be licensed
M.D.s and/or pharmacologists, 2) Medical Advisory Board members should be free of
felony convictions and be in good standing
• Centers should have documentation of the training of intake workers to the protocol.
• Centers should establish procedures for processing non-standa rd issues--(e.g., nonstandard form from physician to patient, applicant has no identification, physician
unavailable to validate patient and condition, physician will not continue
recommendation but client wishes to purchase).
• Centers should establish and maintain a standardized physician statement form for patient
intake and eligibility purposes (see attached document).
• Centers should develop standardized formats for accommodatin g and verifying oral
physician recommendations (see attached documents). These guidelines should include
adequate information to protect the distribution site and provide an audit trail for
monitoring of compliance.
• Centers should deveiop mechanisms to update expiring recommendations for patients and
'notificationiimplementation procedures for patients whose physician recommendation is
not renewed.
• Centers should establish and maintain a srandardized form for 'primary caregiver"
designation (see attached document).
• Centers should determine what confidentiality requirements should exist between the
Center and the physician and/or the patient/client. alon g with procedures for the safe
storage of documents.
5) (Venting Procedures and Protocols—Preventing Abuses
• Center should require an original letter or recommendation or oral authorization for each
patient. Other relationships among distribution centers should be developed so abuses of
the system can be avoided.
• Intake protocols and client management practices and procedures must insure that there
is no diversion of cannabis to unqualified individuals either by the Center or the client.

Attachment 2
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• Any distribution to minors should inniude explicit documented parent jguardiln approval..
In addition. distribution should not occur for children below the age of 13 years unless at
least two physicians concur that this is a recommended treatnent and the parent and/or
guardian has given their written consent.
• Centers should limit purchases to a =inn= of eight rains of marijuana per day per
individual to avoid secondary distribution. Centers should establish an automated patient
per day purchase monitoring system to prevent system abuses.
• Centers should establish terms and conditions for club membership-, sanctions for
violations resale or distribution, behavior), along with vertication that each
member understands the terms and agrees to them.
• Centers should establish, maintain and post: Conditions of Membership; responsible
marijuana use; health bulletins, alerts and messages.
• The San Francisco Department of Public Health will develop monitoring guidelines to
assess the compliance of sites with Health and Safety Code 11362.5. DPH monitoring
activities will initially focus on intake and eligibility procedures. with feedback to sites
on areas of improvement.
• Substance abuse education and prevention messages (e.g.. avoid overuse of cannabis do
not drive when using cannabis) should be developed for use at Centers. especially
prevention programs aimed at minors.

..P.SPADOCIOACC
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Health and Safety Code 11362.5

DOCUMENTATION OF PHYSICIAN'S
ORAL RECOMMENDATION

Patient Declaration Form

Patient Declaration Under Penalty of Perjury:

I.

(print patient's name), do
hereby declare, that I have discussed the risks and benefits of cannabis
use with my physician, who has recommended it for my diagnosis of

I understand that my physician will be contacted to verify the contents
of this declaration. I also understand that my physician may need
written authorization from me to discuss my medical condition and the
contents of this declaration with the center for verification purposes

only.
I understand that if my physician is unable to verify this declaration, I
will be refused services at this center.
tdeclare under penalty of perjury that the foregoing is true and correct
(date) in
and that this declaration was signed by me on
(county), California.

Patient's Signature

Witness Signaturerritle

Date

The San Francisco Department of Public Health has created this form for usage by centers. This form
must be accompanied by a Verification of Physician Oral Recommendation Form.
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(This pail of the form is provided for the convenience of the authorized Center. Please remove and
destroy the bottom half of this form after verification has been completed in order to protect the
identity of the recommending physician.)
Physician's Same
Address

Date Seen by Patient (optional)

Phone

(.7
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Attachment 4

Health and Safety Code 11362.5

PHYSICIAN'S STATEMENT

is a patient

This certifies that
under my medical care and supervision for the treatment of

I have discussed the medical benefits and risks of cannabis use with the

patient as a treatment for these medical conditions. I recommend cannabis
use for my patient.
If my patient chooses to use cannabis therapeutically, I will continue to
monitor his/her medical condition and to provide advice on his/her progress.
This letter is for use by my patient and

(please include the name of the chosen marijuana center) only. I understand
that I may be contacted to verify the information in this letter. My patient
authorizes me to discuss their medical condition and the contents of this
letter with the center for verification purposes only.
Patent's Signature
Physician's Signature

N.P./P.A. Signature (optional)

Physician's Name (print)

N.P./P.A. Name (optional-print)

Physician CA License No.

(street)

e

(city)
ooc
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Phone Number
. The San Francisco Deparrmeru of Public Health has crewed this format for physician usage.

Date of Statement:
Time Period Covered:
(:)

3 months
6 months
12 months
Other

: Er: -0=
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Health and Safety Code 11362.5

VERIFICATION OF PHYSICIAN'S
ORAL RECOMMENDATION
This form must be completed in full to qualify as a verified oral
recommendation. Please remove and destroy the bottom half of the form
once verification is complete.
Patient's Name
Date Seen by Physician (optional)
I have spoken to the recommentiine physician who attests that (check all those that apply):
He/She has discussed the risks and benefits of cannabis use.
He/She will continue to monitor the patient for side effects and drug interactions.
He/She has a valid California physician's license.
— He/She has recommended medicinal marijuana to this patient. ORHe/She does not recommend medicinal marijuana to this patient.
The physician gives an oral recommendation for the following time period:
3 Months
6 Months
12 Months
Other:
Date of Oral Verification:
I have also verified this physician's California license as current and valid by checking with the California
Board of Medical Quality Assurance.
Yes

Date Verification Complete

Employee's Name •

Employee's Signature
Verification Information was provided by (please check all that apply):
Office staff at physician's phone number
Muse at physician's phone number
Nurse practitioner or physician's assistant at physician's phone number
Direct discussion with physician
The San Francisco Department of Public Health has created this form for usage by centers. This form must be
accompanied by a Patient Declaration Form.
AMMO/
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(This part of the form is provided for the convenience of the authorized Center. ,Please remove and destroy
the bottom half of this form after verification 'nas been completed in order to protect the identity of the
recommending physician.)
Physician's Name

kddress
Phone

Date Seen by Patient (optional)

Attachment 6

Health and Safety Code 11362.5

PRIMARY CAREGIVER CERTIFICATION
, do hereby certify that
patient name

fall name and address of caregiver
is my primary caregiver. S/he consistently assumes, on my behalf, responsibility for my housing, health or safety.

Signature of patient

Dated

INDIVIDUAL NOTARIZATION
State of California. County of
day of

On this

said County and State.

. 19

, before the undersigned, a notary public in and for
personally appeared. Said person is

known to me, or was proved to me on the basis of satisfactory evidence, to be the person who signed the above
Primary Caregiver Certification. SIbe acicnowiedge to me that s/he executed the Primary Caretriver Certification.
In witness whereof, I have set my hand and affixed my official seal on the day and year mentioned above.

Notary Public

5 Notary
Seal
The San Francisco Departzneru of Public Health has created this form for the purposes of caregiver certification for
Health and Safety Code 113624 also lawwn as Proposition 215. This form does NOT confer legal guardianship,
durable power of awaked care or other imptications beyond those of Health and Safety Code 11362.5. aLso known as
Proposition 215.
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FURTHER RESOLVED. the San Francisco He.aith Commission supports the
Departments defined roie in the Implementation of Pro p osition 215.

Sandy Ouye Mori
Executive Secretary to the
Health Commission

Date

Lb
TOTAL F.16
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+ Cannabis helping Alleviate Medical Prois)lems-+
194 Church St. 0 ' San Prancisco, CA 94114 0 Tel. (415) 861-1040 0 Fax (415) 861.-.1001.
e-mail: champsf@champsf.org
V

Esteemed Colleague,
We are enclo s ing information regarding the use of marijuana for
medicinal purposes for your consideration. We have assembled a
collection of literature searches from MEDLINE, abstracts and position
papers regarding the adj uncttherapeutic use of marijuana for particular
conditions. This collection of research and anecdotal evidence supports
potential efficacy . We hope this information supports your decision to
.recommend marijuana as an adjunct therapy. Should you choose not to
recommend marijuana, we hope this information supports your 'efforts to
monitor your patient should he/she choose to use marijuana for their particular condition. Please feel free to cOntact-Dr. Vic Herndndez at C.H.A.M.P. should you have additional questions regarding medicinal
use of marijuana Our telephone number is (415)861-1040.
Additionally, we have enclosed information related to legal issues as they
pertain to clinicians recommending marijuana as an adjunct therapyand/or monitoring patients who use marij uana medicinally: Should Toll
have further legal questions, our legal representative, Mr. Thomas Ijoran.
III, Esq. of Pillsbury, Madison- and Sutro has agreed to field such
quegtions. You can reach him at (415)983-1865.,
• We hope this inforMationis , helpful and we can work together to further
responsible action and practice as it applies to the medicinal applications
of marijuana. Thank- you. -

Sincerely,
C.HA.M.P.-Medical Advisory Group

Medicinal Marijuana: A Literature Overview
Department of Public Health
R. Jan Gurley, M.D.
3/26/97
Historical Overview and Clinical Attributes
Cannabis satzva has been known and used for recreational and medicinal purposes for thousands
of years. Western medicine, however, was relatively slow to recognize the existence of the psychoactive
version of this hemp plant. with the first major description of its actions not occurring until 1839.(1) Many
therapeutic roles have been attributed to this plant over the years, with the list of its attributes beginning to
sound like an advertisement for "snake oil." These reported therapeutic attributes include: controlling
nausea and vomiting, treating cholera and rabies, including diminishing muscle spasms of all sorts, as an
appetite stfmulant, to lower intraocular pressure in g laucoma, for phantom limb pain and other pain
syndromes (Sir William Oster recommended it as the most satisfactory remedy for migraines), for
menstrual cramps (as it was prescribed to Queen Victoria), to promote uterine contractions in labor (and to
treat the pain associated with them), for the treatment of addiction and withdrawal symptoms. and to
prevent seizures, reduce anxiety, etc.
Several of these attributes have been studied in the past two decades. Other, new attributes have
been discovered or are being investigated. This review will focus on the literature available on the safety
and efficacy of cannabis and cannabinoicis.

Pharmacodvnamics. Constituent Compounds, and Methods of Administration
Marijuana is composed of the cured leaves, small stems and flower clusters of the Cannabis saliva
plant. Marijuana strength is related not only to the type of plant, but also to the conditions in which it is
gown and the sex of the plant.(2) Sinsemilla plants are of higher potency than the male or female varieties.
Drying, curing, handling and storage procedures all impact the potency of the final product. Variations in
these factors in the 1920's-30's led to marijuana being regarded as an unreliable product for dosing, with
some substances being used which were actually inert due to age, heat and light exposure.
Potency of standard varieties of marijuana for sale in this country have approximately tripled in
the last 10 years. While cannabis is composed of literally hundreds of active compounds. known as
cannabinoids. and numerous other substances. the primary psychoactive in gredients are in the resinous
substance of the plant. The most psychoactive and prevalent ingredient is called delta-9tetrahydrocannabinol. or d-9-THC. Potency is often expressed in the percent of d-9-T1-IC, which is roughly
4%. The more potent sinsemilla type averages 7%. but may be as high as 14%.
Marijuana can be administered in a number of fashions, includin g eating it in foods (such as
cookies or brownies), mixin g it with clarified butter for use on foods, extracting it in teas. or creating an
alcohol-based tincture. Ingested marijuana tends to have a slower onset of action, blunted "high" and
longer duration of effect than the smoked variety. Marijuana is highly lipophilic and its preparation, even
in teas, should include fatty substances to dissolve the active ingredients. During smoking, pyrolysis
destroys approximately half of the active substance, but users will achieve a faster and more easily dosed
"high." In order to smoke marijuana, which is the most common method of usage, users perform deep
inspirations with breath holding for 20-30 seconds to maximize the absorption of the drug. There is
essentially no active ingredients in the exhalation with marijuana smoking.
The high of marijuana has been described as a combination of perception chan ge, magical
thinking and euphoria. Unlike alcohol intoxication, the high of marijuana can be overcome by volition.
After several hours. there is a gradual "coming down" phase consisting of g eneral physical and mental
torpirude. This phase can be accompanied by strong hunger cravin gs for hi gh calorie foods. Unlike alcohol
intoxication, there is no hangover once the marijuana high is over.
The principal active component of cannabis. delta-9-tetrahydrocannabinol (d-9-THG), has a half
life of 2-60 hours. Much of the drug is inactivated by the cytochrome P450 system. Naïve users may have a

much long er half life due to their relatively inactive cytochrome P450 enzymes. The presence of active or
inactive metabolites have not been dearly defined. Some of the variation in half life is due to redistribution
in tissues—thus d-9-THC can persist lon ger in the CNS compartment than in plasma. In chronic users, both
d-9-THC and other metabolites accumulate in fat stores, where they are slowly released. Chronic users can
have cannabis metabolites in their urine after weeks to months of abstinence.
The mechanisms of action of cannabinoids are remarkably poorly defined. Cannabinoids are
thou ght to affect a number of hormonal and neurotransmitter signalin g systems. From in vitro studies,
many of their observed clinical effects have unique, as yet undefuied, mechanisms of action which are
distinct from those already described. However, some of the proposed effects may be mediated by
dopaminergic systems, serotoninergic neurotransmitters, and specific messen gers such as 5-HT and
GABA. In addition, marijuana is thought to have independent effects on the hypothalamic--pituitary-adrenal axis.
Symptom/Disease-Specific Literature
Nausea and Vomiting of Chemotherapy
Studies of chemotherapy induced emesis (CIE) are the most well documented and controlled
evidence for the effectiveness of cannabinoids. These studies, however, have been performed almost
exclusively in oral forms of isolated cannabinoids (with recent studies of intravenous forms of isolated
cannabinoids). These studies have shown a clear indication for cannabinoids in the control of CIE,(3-6)
with particular importance of patients who have failed standard therapies.(7) For a good review of this
topic, please see the reference list.(3)
However, there are no controlled studies or trials using whole marijuana. A significant benefit of
whole marijuana is that is can be delivered in a smoked format, with a rapid onset of action and a titratable
effect by the patient. One of the best controlled trials, with a smoked version of THC is that of Chang, et
al.(8) In this study, smoked versions of THC cigarettes, with placebo versions were utilized and allowed
patients to titrate their own dosing in response to vomiting. In practice, both patients and oncologists report
that smoked marijuana is somewhat more effective than and as safe as the legally available oral
cannabinoids.(9)
Another major differences between marijuana and THC, besides the availability of a smoked,
titratable delivery system with whole marijuana, is that d-9-THC alone can produce a relatively common
adverse effect of anxiety disorder and panic attack. These effects can occur more frequently in the elderly
and may result in the discontinuation of therapy.(10) These effects, which also can occur with marijuana
use, are felt to diminished by the presence in marijuana by the presence of cannabidiol, a non-psychoactive
compound with anti-psychotic properties.(11) Significant improvements (both decrease side effects and
increased control) also occurs with the combination of THC and prochloperazine (Compazine). whose
antipsychotic effects also decrease the CNS side effects of THC.(12)
In addition to being an effective agent for patients who have failed, or are refractory to other
standard therapies. carumbinoids are estimated to be relatively as effective as droperidol or lorazepam.(3)
Cannabinoicis are more effective than prochlorperazine, and the combination of cannabinoids and
prochloperazine is estimated to be as effective as higher-dose metaclopromide with dexarnethasone. In
addition. patient preference was greater for the cannabinoid and prochlorperazine combination.(6)
Cannabinoid compounds have also been tried for other types of nausea and vomitin g, specifically
radition-induced and postoperative nausea and vomiting. Results with these trials (which used
cannabinoids alone and with possibly suboptimal dosing) were not as encouragin g as with CIE (13, 14)
Wasting and Cachexia
Similar to the situation with CIE, there are no studies of the effects of whole marijuana on wasting
or the loss of appetite due to cancer. The studies that do exist apply to the effects of single compound
cannabinoids.(15-17) The FDA has approved the use of dronabinol (a synthetic cannabinoid for the
treatment anorexia with AIDS patients. Studies have shown an increase in appetite for treated patients, but
there are conflicting results regarding whether an increase in weight occurs. One study documented an
increase in weight of, on average, approximately one pound. and a decrease in the rate of weight loss with
treatment. Minimal adverse reactions were reported.
Epilepsy

Some of the few studies of actual marijuana smoking include case reports of the effects of smoked
marijuana on controlling seizures.(18, 19) In these studies. withdrawal of marijuana usage precipitated the
resumption of seizures. and was a reproducible effect. One study also reported the induction of seizures by
marijuana. In a long-term, blinded study of normal volunteers and patients who had poorly controlled
seizures on standard therapies, the addition of caruiabidiol improved seizure control in a lar ge number of
patients.
Spasms
Control of spasms and muscle disorders is one of the oldest claims of marijuana's efficacy.
Studies of this potential therapeutic benefit are few and poor, however.(20-24) The vast majority of these
few studies are of individual case reports, or reports involving only a few patients, with little to no blinding
and rarely objective measurements of improvement. Studies have shown that cannabinoids to not help in
Huntington's disease, and that its use in multiple sclerosis may impair balance and exaggerate gait
disorders.(25, 26) In addition, one study has shown that cannabidiol can worsen the movement disorder of
Parkinson's.(22)
Glaucoma
While treatment of glaucoma may be one of the therapeutic benefits of marijuana most recognized
by the public, studies of the effectiveness of isolated cannabinoids have been limited by the adverse effects
of the medications. These adverse effects may be more pronounced in the elderly population usually
diagnosed with glaucoma. The development of ophthalmic cannabinoid drops have limited by the
lipophilic nature of the active ingredients. New studies are evaluating different potential mechanism for
marijuana's effectiveness that may be more amenable to the development of isolated drug therapy.(27) The
consistent effects of marijuana in lowering intraocular pressure have been shown in a number of welldesigned studies, and is thought to occur through both the alpha and beta adrenergic effects.(28)
Migraine

Treatment of migraines has also been a historically noted therapeutic benefit of marijuana. Three
case report of migraine prophylaxis exist in the literature.(29) New basic science studies have also shown
that cannabinoids can inhibit the aggregation of platelets, as well as maintain vasoconstriction—a
mechanism of action that might be similar to ergotamines. There are no well-designed studies to assess
these effects.
Asthma

Effects of cannabinoids on airway constriction have shown that marijuana can dilate bronchioles
in normal subjects. (30-32) When compared to isoproteronol, cannabinoids had a longer duration of action.
Aerosols were developed to improve local delivery, but were hampered by the lipophilic nature of
cannabinoids. In addition, smoking marijuana with its particulates and irritating terpenes can cause a
significant paradoxical bronchospasm fairly commonly. Long term inhalation of marijuana has been shown
to have adverse effects on the lung. In the setting of other effective therapies. the role of cannabinoids in
asthma has remained limited.
Pain and depression
Given the fact that the euphoria of marijuana is a reason for its non-medicinal use, its potential as
an anti-depressant has been postulated. Little data exists to support this possibility. One study found that
cancer patients receiving chemotherapy showed less depression while receiving THC.(Regelson. 19761.
Other studies have shown that chemotherapy patients receiving THC have higher subjective comfort
ratings.(8). On the other hand, another short study of few patients could find no antidepressant activity.(33)
Addiction
Marijuana is thought by many to assist with the withdrawal symptoms of drugs. In addition,
marijuana has been historically reported to be helpful in the treatment of alcoholism. Some ethnographic
studies of drug use have confirmed the self-report of marijuana's effectiveness in amelioratin g symptoms
and moving out of a hard drug subculture to one of more controlled drug use.(34)
Anti-tumor, Antibiotic, and Anti-fungal Effects
Very little good literature exists to support these claims of cannabis effectiveness, although
references to these attributes have existed for ages, especially in regard to treatment of syphillis and
gonorrhea. Some very few in vitro studies have shown some tumor growth retardation for certain strains of
tumor, but this work has not been pursued or extensively replicated. Czechoslovakian scientist studied the

antibiotic activity of cannabis extracts and found them to be effective only when applied to the skin or
mucous membranes—not when taken intemally.(35) This work has not been pursued.
Anesthetic or Pre-anesthetic
Severai investigators tried to establish a role for THC in anesthesia or as a pre-anesthetic. These
results were not encouraging. When given intravenously, TI-IC has anxiety attacks as a relatively common
side effect. In addition, the increases in heart rate, hypotension and decreases in respiratory rate observed
were undesirable effects for inn-aoperative management.
Short-Term Adverse Effects
Overall safety
Cannabis has one of the highest therapeutic index measurements known. There have been no
confirmed deaths from cannabis overdose. The therapeutic index is estimated at 40,000 to l.(36) By
contrast. the therapeutic index for secobarbital is estimated at 3-50:1, and that of ethanol at 4-10:1. There is
also one report of possible allergy to marijuana (or its contaminants), but not with anaphylactic
symptomatoloey.(37)
Anxiety or panic attacks
Anxiety or panic attacks are frequently cited as adverse effects of marijuana. These effects seem
to be more common among the elderly, much less likely in children, and are worsened by the absence of
cannabidiol (such as in using 9-D-TIC alone), which counteracts these symptoms.(4, 5, 10) Among
cannabis users. 22% reported acute anxiety or panic attacks as adverse effects, and these symptoms were
significantly more common among female users.(38) These symptoms are felt to be related to a number of
variables, including the tachycardia induced by cannabis, the "set" or disposition of the user to cannabis,
and the "setting" or environment in which it is used. Modification of these variables, where possible. may
reduce the occurrence of acute anxiety or panic attacks. A hospital-based study has shown that reassurance
is frequently sufficient.(8)
Psychosis or mental illness
Acute psychosis has also been frequently cited by patients as an adverse consequence of
marijuana usage. In a survey of chronic users, 15% reported psychotic symptoms.(38) There have also
been studies of patients admitted to acute psychiatric services, many of whom have toxicologic evidence of
recent cannabis exposure.(39) A recent study, however, tried to determine if marijuana psychosis was
possible in the absence of underlying psychiatric disease.(40) This study, which looked at 10,000
psychiatric hospital admissions, argued that there is little evidence that a psychotic disorder can be induced
in a previousl y asymptomatic individual.
However, several reports anecdotally indicate that marijuana can worsen an existing psychiatric
disorder. This worsening can persist for months neuropsychiatric testing. In addition to psychotic
symptoms. marijuana has been anecdotally reported to worsen mania in patients with bipolar disorders.
Cardiovascular Effects
There are a number of cardiovascular effects due to marijuana use.(28) Initially, patients can have
a pronounced tachycardia—with up to a 50% increase in heart rate. This tachycardia is felt by some to be a
precipitant to panic attacks and anxiety in some patients. Heart rates of up to 150 may be well tolerated in a
young populations, but should be considered when recommending marijuana to older patients. In addition,
patients can have transient hypertension with the tachycardia. or no change in blood pressure. The transient
tachycardia is thought not to be due to beta adrenergic stimulation, as it cannot be blocked by propanolol.
Cardiac output increases purely due to the increase in heart rate, and peak exercise performance is
diminished.
Orthostatic hypotension is another adverse effect of marijuana. This effect can also be worrisome
in the elderly. Its exact mechanism of action is unknown, but these adverse effects are a frequently reported
problem in the treatment of nausea and vomiting with cannabinoids (see above).
Drug Interactions
Cannabinoids have several effects that could cause drug interactions. These effects include
decreased gut motility, decreased stomach acidity, and increased activity of the cytochrome P450 system.
Each of these effects should be taken into consideration in patients on multiple medications who use
medicinal marijuana.(41)
Infections

It is important to remember that marijuana can be contaminated with or g anisms, and can be a
source of fecal oral spread in infections. Marijuana has been documented to be contaminated with may
fungal species. particularly Aspereillis species.(42) It is unclear what the effect is of pyrolysis in the
survival of these contaminants. althou gh clearly, pulmonary and systemic infections have occurred from
their inhalation. Other enteric bacteria have also been identified on marijuana. A multi-state Salmonella
outbreak was documented due to marijuana that was heavily contaminated with animal feces (most likely
to increase the weight). Additionally, a hepatitis B outbreak in U.S. military personnel in Europe was
linked to marijuana use.(43) Obviously, immunosuppressed patients should not be using visibly moldy or
dirty marijuana_
. In addition to these outbreaks. a case control study has shown that smoking dru gs (marijuana,
cocaine or crack) is a risk factor for the development of bacterial pneumonia in HIV-infected intravenous
drug users. The risk was estimated at over twice that of those who did not smoke illegal drugs, and was
highest of all risk factors (including CD4 count and tobacco smoking) for those patients who had a
previous history of PCP (over 22 times the risk of those who did not smoke illegal drugs).(44)
Motor Vehicle Accidents and Injuries
Marijuana is clearly a risk factor for serious automobile accidents and injuries. It is estimated that
60-80% of marijuana users who are licensed to use a car do so while intoxicated by that drug. Marijuana
causes impairments in perception, focus, coordination, reaction time and time perception.(45) These
impairments may persist for 12-24 hours after the euphoria is gone. Adolescents who drove after smoking
marijuana on at least six occasions per month were 2.4 time more likely to be involved in an automobile
accident. Pilots performed significantly less well on simulated flight tests, and were unaware of their
impairment after smoking a cigarette containing d-9-THC.(2) In addition, these impairments are
significantly worsened with the addition of alcohol ingestion. A large scale Study of 14,600 marijuana
users found that they were more likely to have a slightly increased risk of injuries, even when controlled
for alcohol and tobacco use.(46)
Lone-Term Adverse Effects
Pregnancy

Marijuana usage during pregnancy has been shown to correlate independently with impaired fetal
growth and with decreased len gth of gestation. Even with strict confidentiality and protection from
disclosure to any agency, marijuana usage is notoriously underreported among pregnant women. Fetal
developmental delays are also documented, but it is difficult to attribute any one factor to marijuana usage,
as many substance using pre gnant women are polysubstance users. Interventions with populations at risk
need to be tailored to the effects of overlappin g risk behaviors during pre gnancy (includin g tobacco and
alcohol).(47. 43)
Dependenc7;
While tolerance to marijuana has been well-documented with chronic use, the existence of a true
addiction has been more controversial. Receptor identification and cloning have shown that receptors are
downregulated with chronic cannabis exposure. Psychological addiction has been identified in humans in
several studies. but physical addiction has been harder to identify. However, the recent biochemical
isolation of cannabinoid antagonists have shown that physical withdrawal symptoms can be precipitated by
cannabinoid antag onists in animals which are chronically exposed to cannabinoids. Similar to the models
of alcohol dependency, there are genetic differences in susceptibility to marijuana dependency based on
animal models. (49-53)
Smoking and Lung Damage
Marijuana has all the same particulates and carcinogens as cigarettes. The only differences are in
the "active - ingredients of nicotine versus cannabinoids.(54) Marijuana has, in fact, more tar than
cigarettes, and marijuana smokers inhale more deeply and breath hold for longer than ci g arette smokers.
increasin g their exposure to these substances.(55) Marijuana joints also do not have filters. While some
particulates may be decreased by using a water pipe, aerated carcinogens are actually increased by this
method. A case report of 6 young patients with atypical, aggressive tumors emphasizes the concerns about
cancer potential in marijuana smokers.(56) Many of these patients. however, were also tobacco smokers.
Typically, patients who are chronic users of marijuana frequently are also chronic users of
tobacco. No studies exist to determine whether these effects are additive or synergistic. Chronic marijuana

smokin g is thought to cause functional impairment predominantly in the lar ge airways, with airway
nonspecific hyperresponsivity to methacho line challen ge less than that seen with tobacco smokers.(57-59)
Marijuana smokers who do not smoke tobacco have been documented in a study of 14,600 marijuana users
to have small increased risks of more outpatient visits for respiratory illnesses, injuries and other types of
illnesses. There was also a trend (not statistically si gnificant) for more hospitalizations.(46) Obviously, the
most effective way to eliminate the lung adverse effects of marijuana is to in gest it instead of smoking it.
CNS Effects
There is some evidence to support the existence of a marijuana "amotivational" syndrome among
long-term chronic users. While defining and measuring lack of motivation remains a challen ge, one study
reported that cessation of cannabis was related to higher aspirations with regard to emplornent.(60) In
addition, several studies of chronic, long-term users have demonstrated impaired neuropsychiatric testing.
However, separating out the components of various factors such as prolonged release of cannabis, actual
underlying psychiatric disorder independent of cannabis and current drug intoxication to define a true
residual impairment has been difficult. Where studies, which generally do not control for these factors,
have reported deficits, the most consistent findings are of impairment of tests of focused attention, visual
and verbal memory, and visuomotor functions. For a good review of this topic, see the reference list.(61)
Several studies have found an association with marijuana usa ge and schizotypal personality traits
or the development of schizophrenia. While some of these studies have attempted to control for other hard
drug usage, many of the contributors to mental illness are confounded in the populations studied. It is, at
minimum, unclear whether marijuana usa ge is a marker or precipitant for later mental illness, an attempt at
self-medicating by at-risk patients prior to dia gnosis. or an association without any causality. (62-64)
Gynecomastia
Gynecomastia, or the development of breast tissue in males, is a known adverse effect of chronic
marijuana use. Adolescent breast tissue, whether in males or females, is particularly sensitive to any
chan ges in the ratio of estrogens to androgens. This ratio is thought to be altered by the stimulation of the
cytochrome P450 enzyme system to increase the conversion of androgens to estrogens. Sensitivity to the
ratio of estrogens to androgens decreases in the patient's 20's. Gynecomastia does not have health
consequences, but it can have significant social and self-image consequences for adolescent male patients.
Fertility
•
Marijuana, based on in vitro studies, has been reported to impair fertility. (65) There are no clear
epidemiologic studies to confirm clinical correlations to the in vitro results.
Immune function
Immunolo g ic studies. perfomed in vitro, have shown that cannabis can inhibit normal
immunolo g ic function. Macropha g e function, interleukin-2 expression. lymphocyte proliferation, and NK
cell activity have been shown to be inhibited by cannabis. Autoimmune encephalitis is also inhibited by
cannabis, and cannabis is thought to be an endogenous immunomodulatary substance. B cells are
stimulated by cannabis at low concentrations. (66-77) Clinically, however, it is unclear what the
significance of these results are. In spite of large scale, long-term prospective studies. there have been no
links to marijuana usa ge and progression to AIDS in HIV infected patients.(78, 79)
Warnings for Special Populations
Adolescents
Adolescents comprise a vulnerable population with regard to dependency issues. While there is
much controversy over the role of marijuana in the development of addiction, the stepping stone theory is
the result of numerous studies which show that adolescents are unlikely to try hard dru g s without first
using tobacco and/or alcohol. Marijuana is considered the "gateway" drug in that it introduces potential
addicts to the subculture of illegality, while having the acceptance of a community as a relatively safe
substance. Some studies have shown that there is a closer association with serious alcohol usa ge prior to
hard drug usage than there is to marijuana. In the Netherlands, drug poiicy was changed with the express
purpose of separating the culture of illegality from marijuana usage to prevent pro gression to hard drug
usage. These issues should be considered when deciding to recommend marijuana for chronic conditions in
adolescent patients. An important factor in that decision should be the relationship of the patient to
tobacco. alcohol and other substances. along with an informed decision about how the patient will obtain

marijuana. For an overview of the steppin g_ stone theory and the Dutch experience, see the reference list.
(34)
Those in recovery
Similarly, for those patients in recovery, remaining clean and sober is an important priority,
especially for chronic conditions, but even for many patients with terminal illnesses. Marijuana usa ge for
these patients may be associated with the subculture of addiction and the usage of hard dru gs. In addition,
patients who are clean and sober may see marijuana as a violation of their commitment. re gardless of the
potential medicinal benefits. The recommendation of medicinal marijuana with these patients should be
undertaken only after an in-depth assessment of the patient's previous drug-using experiences (and whether
marijuana was a "tri g ger" substance for them), along with the patient's needs and concerns around
maintainin g sobriety. Obtaining on-going dru g counseling services for the patient may be extremely
beneficial for medicinal marijuana issues.
Infants
Households with children should be explicitly warned about the need for child-safe storage ' of
marijuana..Unlike adults, children who ingest marijuana can become comatose and need respiratory
support.(80) Reports indicate.that flumazenil. a benzodiazepine antagonist, can promptly reverse pediatric
coma from cannabis ingestion.(81)
Basic Science Recent Developments
Newer defined cannabinoids fall into several classes, but include those similar to arachidonic acids
(eicosamines), aminoalkylindoles and anandamide—each with unique properties and sites of action.
The newer cannabinoids have been shown to selectively mimic specific attributes of marijuana in animal
models. which had previously been based on "folklore" only. For example, cannabinoids have been shown
to diminish the withdrawal symptoms precipitated by naloxone (Narcan) in opiate addicted animals. (82)
Anandamide has also been shown to decrease motor activity through extrapyramidal effects, which may
explain the beneficial effects of marijuana on spasms, along with its reported worsening of Parkinson's
symptoms. (83, 84)
Two types of cannabinoid receptors have been identified—CBI and CB2. CB1 has been shown to be a
transmembrane. G-type protein receptor which acts throu gh activation of cyclic AMP, with differing
binding affinities for different cannabinoid agonists and antagonists. It can be identified throu ghout most of
the cerebral cortex, basal g anglia and cerebellum (but not spinal cord or brainstem). It is also found in the
guinea pi9. small intestine and rat bladder. mouse vas deferens. CB2 receptors have distinct binding
affinities from those of CBI. It has been localized primarily in the spleen.
Please see the reference list for three in-depth recent reviews of newly isolated cannabinoids and
cannabinoid receptors. (85-87)
Interestin g ly, the isolation of cannabinoid compounds has revealed a newly identified therapeutic
potential—that of CNS protection. Numerous in vitro and animal studies have shown the neuronal
protective effects of cannabinoids after closed head injury, anoxic damage and other types of CNS insults.
(88-96)
Summary
Marijuana is actually a complex combination of numerous substances which have a wide variety of effects
and mediators in the human body. Many of these components have important interactions which can
modify the adverse effects of any one component g iven in isolation. Recent basic science developments
and some clinical studies based on individual components in marijuana have lent credence to many of the
claims of patients and historians about its properties. In general, however, the body of literature about
marijuana is extremely poor in quality. Marijuana and its metabolites hold tremendous promise for the
development of novel acting agents to address a number of chronic diseases.

In its current form, marijuana andior its components has been documented to help alleviate sufferin g in
patients with a variety of serious illnesses. In terminally ill patients. none of the lon g-term adverse effects
are of si gnificant importance. For these patients, minimizing the short term adverse consequences and drug
interactions is best done with a thorou gh understanding by the health care provider and the patient about
the biolo gy and pharmacolo gy of marijuana, along with on- goin g monitoring of the patient. Health care
providers should monitor not only dosa ge, but route of administration. potential drug interactions, and the
occurrence of adverse events.
As therapeutic indications become more chronic in nature, the si gnificance and risk of short and long term
adverse effects must be weighed a gainst the desired benefit. For chronic conditions. patients who are best
suited to medicinal marijuana will be those who will gain substantial benefit to offset these risks, and who
have failed a well-documented, compliant and comprehensive approach to standard therapies.
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In September 1928 Alexander Fleming returned
from vacation to his laboratory and discovered that
one of the petri dishes he had inadvertently left out
over the summer was overgrown with staphylococci
except for the area surrounding a mold colony. That
mold contained a substance he later named penicillin.
He published his finding in 1929, but the discovery
was ignored by the medical establishment, and
bacterial infections continued to be a leading cause
of death. Had it aroused the interest of a
pharmaceutical firm, its development might not have
been delayed. More than 10 years later, under wartime
pressure to develop antibiotic substances to
supplement sulfonamide, Howard Florey and Ernst Chain
initiated the first clinical trial of penicillin
(with six patients) and began the systematic
investigations that might have been conducted a
decade earlier (Hayes, et al., 1993).

After its debut in 1941, penicillin rapidly
earned a reputation as "the wonder drug of the '40s."
There were three major reasons for that reputation:
it was remarkably non-toxic, even at high doses; it
was inexpensive to produce on a large scale; and it
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was extreme-ly versatile, acting against the
microorganisms that caused a great variet y of
diseases, from pneumonia to syphilis.
In all three respects cannabis suggests parallels:

' (1) Cannabis is remarkably safe. Although not
harmless, it is surely less toxic than most of the
conventional medicines it could replace if it were
legally available. Despite its use by millions of
people over thousands of years, cannabis has never
caused a death. The most serious concern is
respiratory system damage from smoking, but that can
easily be addressed by increasing the potency of
cannabis and by developing the technology to separate
the particulate matter in marihuana smoke from the
cannabinoids (prohibition, incidentally, has
prevented this technology from flourishing). Once
cannabis regains the place in the U.S. Pharmacopoeia
that it lost in 1941 after the passage of the
Marihuana Tax Act (1937), it will be among the least
toxic substances in that compendium.

(2) Medical cannabis would be extremely
inexpensive. Street marihuana today costs $200 to
$400 an ounce, but the prohibition tariff accounts
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for most cf that. A reasonable estimate of the cost
of cannabis as a medicine is $20 to $30 an ounce, or
about 30 to 40 cents per marihuana cigarette. As an
example of what this means in practice, consider the
following. Both the marihuana cigarette and an 8 mg
ondansetron pill -- cost to the patient, $30 to $40
-- are effective in most cases for the nausea and
vomiting of cancer chemotherapy (although many
patients find less than one marihuana cigarette to be
more useful, and they often require several
ondansetron pills). Thus cannabis would be at least
100 times less expensive than the best present
treatment for this symptom.

(3) Cannabis is remarkably versatile. Let me
review briefly some of the symptoms and syndromes for
which it is useful. I will begin with the most common
present medical uses of marihuana.

Cancer Treatment

Cannabis derivatives have several minor or
speculative uses in the treatment of cancer, and one
major use. As appetite stimulants, marihuana and THC
may help to slow weight loss in cancer patients
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(Regelson, et al., 1976). TI-IC has also retarded the
growth of tumor cells in some animal studies, but
results are inconclusive, and another cannabis
derivative, cannabidiol, seems to increase tumor
growth (White, et a/., 1976). Possibly cannabinoids
in combination with other drugs will turn out to have
some use in inhibiting tumor growth.

But the most promising use of cannabis in cancer
treatment is the prevention of nausea and vomiting in
patients undergoing chemotherapy. About half of
patients treated with anticancer drugs suffer from
severe nausea and vomiting, and for 30% to 40% of
them, the commonly used antiemetics do not work
(Roffman, op. cit., pp. 82-83). The nausea and
vomiting are not only unpleasant but a threat to the
effectiveness of the therapy. Retching can cause
tears of the esophagus and rib fractures, prevent
adequate nutrition, and lead to fluid loss. Some
patients find the nausea so intolerable they say they
would rather die than go on.

The antiemetics most commonly used in
chemotherapy are phenothiazines like prochlorperazine
(Compazine), the relatively new ondansetron (Zofran),

and granisitron (Kytril). The suggestion that
cannabis might be useful arose in the early 1970s
when some young patients receiving cancer
chemotherapy found that marihuana smoking, which was
of course illegal, reduced their nausea and vomiting.
In one study of 56 patients who got no relief from
standard antiemetic agents, 78% became symptom-free
when they smoked marihuana (Vinciguerra, et al.,
1988). Oral THC has proved effective where the
standard drugs were not (Lucas and Laszlo, 1980;
Sallan,

et al.,

1975.). But smoking generates faster

and more predictable results because it raises THC
concentration in the blood more easily to the needed
level (Chang,

et

al., 1979). Also, it may be hard for

a nauseated patient to take oral medicine. In fact,
there is strong evidence that most patients suffering
from nausea and vomiting prefer smoked marihuana to
oral THC (orinspoon and Bakalar, op. cit., 1993).

Oncologists may be ahead of other physicians in
recognizing the therapeutic potential of cannabis. In
the spring of 1990, two investigators randomly
selected more than 2,000 members of the American
Society of Clinical Oncology (one-third of the
membership) and mailed them an anonymous
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questionnaire to learn their views on the use of
cannabis in cancer chemotherapy. Almost half of the
recipients responded. Although the investigators
acknowledge that this group was self-selected and
that there might be a response bias, their results
provide a rough estimate of the views of specialists
on the use of dronabinol (Marinol) and smoked
marihuana.

Only 43% said the available legal antiemetic
drugs (including oral synthetic THC) provided
adequate relief to all or most of their patients, and
only 46% said the side effects of these drugs were
rarely a serious problem. Forty-four percent had
recommended the illegal use of marihuana to at least
one patient, and half would prescribe it to some
patients if it were legal. On average, they
considered smoked marihuana more effective than oral
synthetic THC and roughly as safe (Doblin and
Kleiman, 1991).

Glaucoma

Cannabis may also be useful in the treatment of
glaucoma-, the second leading cause of blindness in
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the United States. In this disease, fluid pressure
within the eyeball increases until it damages the
optic nerve. About a million Americans suffer from
the form of glaucoma (open angle) treatable with
cannabis. Marihuana causes a dose-related, clinically
significant drop in intraocular pressure that lasts
several hours in both normal subjects and those with
the abnormally high ocular tension produced by
glaucoma. Oral or intravenous TI-IC has the same
effect, which seems to be specific to cannabis
derivatives rather than simply a result of sedation.
Cannabis does not cure the disease, but it can retard
the progressive loss of sight when conventional
medication fails and surgery is too dangerous
(Hepler, et al., 1976).

It remains to be seen whether topical use of THC
or a synthetic cannabinoid in the form of eyedrops
will be preferable to smoking marihuana for this
purpose. So far TI-IC eyedrops have not proved
effective, and in 1981 the National Eye Institute
announced that it would no longer approve human
research using these eyedrops (Roffman, 1982). Other
natural cannabinoids and certain synthetic cannabis
derivatives are still being studied. But smoking
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marihuana (six to ten times a day) seems to be a
better way of titrating the dose than taking an oral
cannabinoid, and most patients apparently prefer it.

Seizures

About 20% of epileptic patients do not get much
relief from conventional anticonvulsant medications.
Cannabis has been explored as an alternative at least
since a case was reported in which marihuana smoking,
together with the standard anticonvulsants
phenobarbital and diphenylhydantoin, was apparently
necessary to control seizures in a young epileptic
man (Consroe, et al., 1975). The cannabis derivative
that is most promising as an anticonvulsant is
cannabidiol. In one controlled study, cannabidiol in
addition to prescribed anticonvulsants produced
improvement in seven patients with grand mal
convulsions; three showed great improvement. Of eight
patients who received a placebo instead, only one
improved (Cunha, et al., 1980). While again the
evidence is anecdotal, there are patients suffering
from both grand mal and partial seizure disorders who
find that smoked marihuana allows them to lower the
doses of conventional anticonvulsant medications or
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dispense with them altogether (Grinspoon and Bakaiar,
1993).

Pain

There are many anecdotal reports of marihuana
smokers using the drug to reduce pain: post-surgery
pain, headache, migraine, menstrual cramps, and so
on. In particular, marihuana is becoming increasingly
recognized as a drug of choice for pain that
accompanies muscle spasm. This kind of pain is often
chronic and debilitating, especially in paraplegics,
quadriplegics, other victims of traumatic nerve
injury, and people suffering from multiple sclerosis
or cerebral palsy. Many of these sufferers have
discovered that cannabis not only allows them to
avoid the risks of opioids for pain relief, but also
reduces muscle spasms and tremors, sometimes allowing
them to leave their wheelchairs (Petro, 1980).

Cannabis may

act by mechanisms different from those

of other.analgesics. Some new synthetic cannabinoids
Might prove to be especially effective as an
analgesic -- a possibility implied by the recent
discovery of cannabinoid nerve receptor sites in the
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brain and other organs (Matsuda, et al., 1990; Munro,
et al., 1993).

AIDS

The American AIDS epidemic first came to notice
in 1981, and by now more than 211,000 Americans have
died of the disease. Nearly one million are infected
with the HIV virus, and perhaps as many as half a
million are ill. Although the spread of AIDS has
slowed among homosexuals, the reservoir is so huge
that the number of cases is sure to grow. Women and
children as well as both heterosexual and homosexual
men are now being affected; the disease is spreading
most rapidly among inner city black and Hispanic
intravenous drug abusers and their sexual partners.
The period of incubation is variable, but averages 8
to 10 years. It appears that almost all infected
persons will eventually become ill. Opportunistic
infections and neoplasms can be treated in standard
ways, and the virus itself can be attacked with antiviral drugs, of which the best known is zidovudine
(AZT). Unfortunately, AZT, along with some of the
newer drugs used in the treatment of AIDS such as the
protease inhibitors, sometimes cause severe nausea

12

that heightens the danger of semi-starvation for
patients who are already suffering from nausea and
losing weight because of the illness.

Marihuana is particularly useful for patients
who suffer from AIDS because it not only relieves the
nausea but retards weight loss by enhancing appetite.
When it helps patients regain lost weight, it can
prolong life. The synthetic cannabinoid dronabinol
(Marinol) has been shown to relieve nausea and retard
or reverse weight loss in patients with HIV
infection, but most patients prefer smoked

cannabis

for the same reasons that cancer chemotherapy
patients prefer it: it is more effective and has
fewer unpleasant side effects, and the dosage is
easier to adjust.

Affective Disorders

Cannabis was first proposed as a treatment for
depression by Jacques Joseph Moreau de Tours in 1845
(Moreau de Tours, 1857). During the next 100 years
his proposal was supported and disputed in a number
of medical papers. The most recent study on cannabis
and depression was undertaken in 1973. Eight
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hospitalized patients were given either THC or a
placebo for up to a week. The THC did not help them,
and in four it produced discomfort and anxiety so
serious it had to be withdrawn (Kotin, et a/., 1973).
But the patients were not prepared for the experience
of an *altered state of consciousness, and the brief
duration of the trial must also be considered.
Standard antidepressants often require three weeks or
even longer to work. Today, among the minority of
depressed and bipolar patients who do not respond to
any of the standard antidepressants or find the side
effects unbearable, some have discovered that whole
smoked marihuana is more useful than any legal drug

(Grinspoon and Bakalar, op. cit., 1993). This
evidence is anecdotal, and large-scale clinical
studies will eventually be required.

The above comprise the symptoms and syndromes
for which cannabis is most commonly used today. But
there are others for which there is compelling
anecdotal evidence. They include migraine, severe
pruritis, premenstrual syndrome, labor pain,
hyperemesis gravidarum, asthma, osteoarthritis and
other rheumatoid disorders, pseudotumor cerebri,
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Crohn's disease, and tinnitus, to name a few
(Grinspoon and Bakalar, n press, 1997).

*****************************

Marihuana has more in common with penicillin

than

safety, low cost, and medical versatility. There

are also historical parallels. Just as World War II
provided the impetus for research on penicillin as an
antibiotic, the AIDS epidemic is now exerting some
pressure on researchers to explore cannabis as a
medicine. But it took more than 10 years to recognize
the medical potential of penicillin, and its
systematic exploration was long delayed by lack cf
interest and resources. For similar reasons, the
urgently needed large double-blind clinical studies
on cannabis have not yet begun. In this case progress
has been delayed largely because the medical
establishment and government authorities are
stubbornly committed to wild exaggeration of
marihuana's dangers when it is used for non-medical
purposes. In fact, the potential dangers of marihuana
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when taken for pleasure and its usefulness as a
medicine are historically and practically
interrelated issues: historically, because the
arguments used to justify public and official
disapproval of recreational use have had a strong
influence on

opinions

about its medical potential;

practically, because the more evidence accumulates .
that marihuana is relatively safe even when used as
an

intoxicant,

the clearer it becomes that the

medical requirement of safety is satisfied.

If any other drug had shown similar promise,
public and professional interest would be intense.
But the U.S. government, in its zeal to prosecute the
War on Drugs, has been doing everything it can to
reduce that interest and prevent the fulfillment of
marihuana's medical promise

(Grinspoon, ec

al.,

1995). Cocaine and morphine (Schedule II drugs) are
legally available as medicines; marihuana is not. In
1972 an effort began to put marihuana in Schedule II,
a classification that would allow doctors to
prescribe it. Finally, in 1988, after years of
hearings in which scores of witnesses presented
impressive evidence of marihuana's medical
usefulness, an administrative law judge recommended
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that it should be transferred to Schedule II. The
Drug Enforcement Administration rejected the
recommendation and was upheld on appeal.
Given that cannabis is such a remarkably safe,
versatile, and effective medicine, and could be a
remarkably inexpensive one if the prohibition tariff
were eliminated, why is the United States Government
so adamantly opposed to any arrangement that would
legalize it? We can only speculate about the answer,
but at least three possible reasons come to mind:

(1) The government has been exaggerating the
dangers of recreational marihuana for almost 70
years. It has spent many millions of dollars in
efforts to demonstrate some harm that would justify
prohibition. Since 1967 more than ten million
Americans have been arrested on marihuana charges,
and many of them have had to serve long prison
sentences. Careers have been ruined and families
bankrupted or destroyed. The damage is beyond
estimation. It is difficult for the government to
turn around now and say, "Sorry, we made a mistake."
Governments don't readily acknowledge mistakes.
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(2) There are now considerable vested interests
in maintaining prohibition. The Drug War has created
a vast enforcement and "educational" bureaucracy, a
drug abuse industrial complex that parallels the
military-industrial complex produced by the Cold War
and is just as difficult to unseat. Forfeitures of
drug dealers' property fill the coffers of the drug
control system, supplemented by the illegal seizures
of corrupt drug agents. The Drug War juggernaut also
sustains a growing industry devoted to examining the
hair and urine of citizens for traces of marihuana
and other drugs. The pharmaceutical companies and
drug-testing laboratories that profit from this
practice do not want to see it ended. A mirror-image
industry on a smaller scale develops techniques for
defeating the drug tests and markets them in such
magazines as High Times. Illicit marihuana dealers,
of course, also profit from the present system, and
so do the people who provide hydroponic lighting and
control equipment to growers who seek safety from the
law by moving indoors. All in all, a large and
growing investment of capital and human resources is
involved.
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(3) Finally, marihuana has become a symbol
'charged with cultural tensions. Along with
psychedelic drugs, it was seen as a catalyst of the
anti-establishment movement of the 1960s and 1970s.
Many regarded the free speech, civil rights, and
anti-Vietnam movements as socially healthy and
exciting expressions of a vibrant democracy. But
others saw these movements as symptoms of a society
out of control -- just look how those marihuanasmoking young people dressed and wore their hair
Even today, culturally conservative people are
fearful of marihuana. The establishment plays to this
fear by exaggerating the harmful potential of the
drug and especially by presenting its users as
deviant. Successful middle-class marihuana users
passively cooperate with this campaign when they keep
their use secret and allow the television camera's
lens to focus on latter-day hippies.

It is distressing to consider how many lives
might have been saved if penicillin had been
developed as a medicine immediately after Fleming's
discovery. It is equally frustrating to consider how
much suffering might have been avoided if cannabis
had been available as a medicine for the last 60
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Initial enthLiSiasm for drugs is often
dnted after further investigation. As Sir
! Osler put it, "We must use new drugs quickly
.hey are still efficacious." But it is not as
cannabis were an entirely new agent with
properties. Studies conducted in the past ten
aye confirmed a centuries-old promise.
! that as restrictions on research are relaxed,
.s promise is realized, cannabis, one of the
medicines, will come to be recognized as a
drug of the new millennium.
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1. The brain absorbs THC through unique receptor sites that affect body systems, triggering
a chain of temporary psychological and physiological effects. Initially it has a stimulant effect,
followed by relaxation and overall reduction in stress. May cause drowsiness or anxiety.
Analgesic (pain lowering) effect. Blocks migraine or seizures. Enhances sense of well-being.
2.
3.

Cannabis reddens and dehydrates the eyes, lowering intra ocular pressure.
- Stills ringing in ears (tinnitus).

Dehydrates mouth, stimulates appetite,
4.
enhances culinary experience.
Smoke has anti-phlegmatic and expectorant effect,
5.
clearing throat and lungs. Also irritates the mouth, throat,
and respiratory system, but precautions can mitigate this.
Accelerates heartbeat and pulse. Dilates bronchia and
6.
blood vessels. When smoked, the lungs and cardiovascular
system add cannabinoids to blood flowing directly to the
brain — an extremely fast and effective delivery system.
Calms stomach. Stimulates appetite. Settles
7.
gastrointestinal tract. Reduces nausea (antiemetic)
and vomiting. Helps motion sickness and soothes
various side effects of radiation and chemotherapy.
Little or no effect on reproductive system.
8.
No proven mutagenic effect. Traditionally used as an
aphrodisiac and to overcome impotence.
Soothes joints. Overall analgesic effect reduces pain.
9.
Anti-inflammatory, helps arthritis and rheumatism when
taken orally or applied topically. Vasodilation carries blood more
quickly from the extremities, lowering overall body temperature.
10. Relaxes muscles. Reduces muscle cramps, convulsions,
spasms, ataxia and other neurological or movement disorders.
11. Helps mitigate or control symptoms of multiple sclerosis
(MS), spinal injury, epilepsy.
The
body's fatty tissues collect inert cannabinoids for disposal.
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Presented by the FAMILY COUNCIL ON DRUG AWARENESS • PO Box 1716, El Cerrito CA 94530, USA
• Not all marijuana has the same potency or the same medical properties. Ask your doctor. Legal penalties may apply to use.

SUMING HEMPSEED OR USING

cA NNA BISJ
EMON:IHE:BOOK:j4EAM•FOR:tfEALTHEIY:,CHRIS

1. Washing hair with hempseed oil shampoos conditions and benefits the hair and scalp.
2. Antibiotic cannabis flower extracts clean and disinfect the ears.
3. Using THC eye drops reduces pressure from intra ocular fluids.
Anti-viral THC extracts applied topically to lesions can halt oral
and genital herpes outbreaks.
Hemp seed is a nutritious addition to the human diet, combining
essential proteins and EFAs. It lowers cholesterol, lubricates the
digestive tract and eases constipation. Edistin helps in digestion
and facilitates assimilation of nutrients. Available as seeds or
capsules of extracted EFAs.
6. Cannabis foliage, rich in THC or CBD, eases pain and
inflammation of arthritis in joints when used topically as a
/ poultice, herbal pack, or direct wrapping of leaves soaked in
• alcohol around swollen and painful joints.

MORE GENERAL HEALTH APPLICATIONS
7. Personal hygiene and cleanliness: Hemp-based
cleaning agents are used in soaps, shampoos, laundry
detergent, and other cleaning products.
8. Skin care: Seed oil soothes and moisturizes the
skin. Used in lotions and cosmetics to condition skin.
9. Topical treatment of injuries and abrasions. Seed oil is used
as emollient for preparation of salves, including herbal salves.
10.

effects as a topical disinfectant,
anti-inflammatory, pain control, and healing agent.

Antibacterial and analgesic

11. Treating burns: Decoction of hemp root has been recommended for bums, both as disinfectant and pain relief.
12. Corn plasters for feet.
13. Hemp fiber for bandaging materials, slings, pads, misc. medical supplies.
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• Not all cannabis has the same medical properties. While many hemp uses are legal, criminal penalties may apply to others.

THC RECEPTORS IN THE BRAIN
AFFECT MOOD, MOVEMENT, PAIN

RESPIRATORY EFFECTS
OF CANNABIS SMOKE
Dries mucus membrane
and nasal passages*

Cardiopulmonary
exchange
transfers
cannabinoids
to blood.

Cerebral cortex:
Memory, perception, pain, higher
thinking, emotions

Causes oral
Dehydration

Irritates large
/ air passage
of lung,*
throat, and
windpipe.t

r'*

Hippocampus:
Memory

Basal ganglia:
Movement,
coordination
Relaxes
and dilates
bronchi and
alveoli
for
asthma

Possible health risks caused by long-term buildup of smoke
residues have not yet been fully assessed regarding these
t Minor bronchitis risk.
tissues.

GASTROINTESTINAL BENEFITS OF
MARIJUANA & HEMPSEED
Consuming
resin
stimulates
the appetite

Smoking
prevents
nausea,
Reduces
vomiting

Cerebellum:
Movement

Based on Hemp for Health, by Chris Conrad. Inner Traditions

REDUCING EYE PRESSURE
10P = Inner Occular Pressure.
Sites of
eye's fluid
drainage
points
where
glaucoma
blockage

These blocked drains lead
to fluid buildup and high
KW that cause blindness.

Occurs.
Cannabis
dries eyes,
to lower
10P to a
safe level.

CARDIOVASCULAR
RESPONSE
Cannabis stimulates the cardiovascular system, like salt, mild
exercise, or falling in love.
Hempseed EFA
improves
nutrition and
immune support;
edistin helps
digestion &
gastric
absbrbtion.

Eating
hempseed
oil soften
stools and
facilitates
defecation

Stimulates heart
rate, dilates blood
vessels throughout
circulatory system
Cools the extremities. Helps bring down fevers.
Sometimes lowers blood pressure
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Fifty-three UK and 59 USA people with multiple sclerosis (MS) answered
anonymously the first questionnaire on cannabis use and MS. From 97 to 30%
of the subjects reported cannabis improved (in descending rank order): spasticity, chronic pain of extremities, acute paroxysmal phenomenon, tremor,
emotional dysfunction, anorexia/weight loss, fatigue states. double vision, sexual dysfunction. bowel and bladder dysfunctions. vision dimness. dysfunctions of walking and balance, and memory loss. The MS subjects surveyed
have specific therapeutic reasons for smoking cannabis. The survey findings
will aid in the design of a clinical trial of cannabis or cannabinoid administration to MS patients or to other patients with similar signs or symptoms.

Introduction

that cannabis affects this sign/symptom. and (b) subjects claiming
not to have a particular sign/symptom and yet later answering that

The present paper describes the results of the first survey directed at MS patients who smoke cannabis to
relieve some of their symptoms. Our objective was to systematically document the claimed benefits of cannabis for
MS by MS patients who use cannabis.

Questionnaire, Subjects and Methods
The self-designed questionnaire consisted of 13 pages of 68 questions. Most of these questions were of the close-ended with ordered
choices type. An 'odds consistency value' was calculated for subjects'
responses on every sigusymptom. Odds were formed by computing
the ratio of subjects over two conditions: (a) subjects claiming to have
a particular sign/symptom and answering later in the questionnaire
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cannaVis aiTects tills sigidsympzor.... Data returned y uj;e
second of these categories were excluded. The questionnaire was distributed by the Alliance for Cannabis Therapeutics (ACT in both the

United Kingdom and the United States. Patients returned completed
questionnaires anonymously by posting them directly to one of the
authors. A time limit of 6 months was set for the return of questionnaires. Of 255 questionnaires sent out (120 USA. 135 UK). 25 were
returned by the postal services, undelivered. Of the remaining 230
questionnaires. 132 were returned, yielding a response rate of 57%.
The final sample was 112, as 14 subjects did not use cannabis. 3 subjects had used cannabis only orally, 1 subject had used only the cannabinoid. nabilone, and 2 questionnaires were incompletely answered. Details of the subjects included in the survey are given in
table 1.
Each question and answer was assigned a code which was entered

into a database programme (Microsoft Excel 5.0. Microsoft Corporation. Redman. WA). The data were analyzed using the Statistical
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Table 1. The subjects with MS
UK

USA

All
subjec

males

females

males

females

Subjects
Mean -± SD) a g e of subjects
Age of subjects. range
Mean t SD) number of years since MS diagnosed
Number of years since MS dia gnosed. ranee

33
44.8±6.9
30-63
16.7±3.5
4-38

26
.3.4±6.9
28-55
12.8±6.3
3-25

24
44.0 ± 11.7
22-67
12.1± 8.6
2-36

29
45.0± 9.6
24-61
15.3± 8.5
4-35

112
44.4 ±
—

Subjects mostly or completely confined to bed or wheelchair
Subjects that can walk only with a stick, crutch or brace
Subjects that can walk without aid for 200 m or more

13
6
14

8
4
14

Ii
6
7

14
8
7

46
24
42

Subjects with relapsing-remitting MS
Subjects with primary-progressive MS
Subjects with secondary-progressive ivi3
Subjects who do not know their type of MS

11
10

11
10
1

9
4

10
2

42
26
'Li
28

6

5

8

13

14.4±

2—

The USA and UK subjects did not differ significantly in numbers. gender. ace, or duration of MS (p >0.05 each comparison). Similarly, there were no significant differences between the g enders or
between brie countries with respect to walking abilityidisability. A

comparison of MS types showed that there were no statistical di.
ences between genders or countries, except for the primary-pro F
sive type of MS. For this variable, there were significantly more
jects from the USA than the UK (p <0.05).

Package for Social Sciences (SPSS 5.0.1. SPSS Inc.. Chicago, Ill.).
Categorical data were analyzed using the 7. : test with, if necessary,
Yates correction for frequencies of five or less ( I]. Interval data were
analyzed by between-subjects analysis of variance PI If the main or
interaction effects were significant, post-hoc analyses of mean differences were carried out by the Newman-Keuls multiple comparisons
method (2]. Additionally. overall statistical comparisons of cannabis
effects on MS symptoms, by country, by gender and by type of MS.
were earned out by calculating Pearson product-moment correlation
coefficients tr) and then testing for the significance of r [2]. The alpha
level was preset at 0.05 (two-tailed).

* Table 2 shows reported cannabis consumption patterns and the claimed benefits of taking cannabis. The
perceived effects of cannabis use on specific signs and
symptoms of MS are listed in table 3. More than 70% of
the subjects find cannabis to reduce spasticity (both at rest
and during ambulation), chronic pain of extremities (especially leg pain at night), acute paroxysmal phenomena
(parasthesias, numbness, and trigeminal neuralgia), tremor, and emotional dysfunction (reactive depression and
anxiety). All these signs and symptoms are major disabling features of MS, and tremor, chronic pain, and
paroxysmal phenomenon are among the most difficult to
treat by conventional means [3, 4]. From 60 to 70% of
subjects report cannabis to reduce weight loss (due to

decreased appetite), fatigue states (tiredness, leg we
ness), double vision, and sexual dysfunction. Of th
commonly occurring symptoms, fatigue is a major sou
of disability, and frequently is not amenable to effect
treatment [3, 4]. Less than 60% of subjects report can:
bis to reduce most dysfunctions of bladder and boy
vision dimness. walking disability, impaired balance
memory loss. Bladder and bowel dysfunctions are
tremely common in MS. and standard treatments h:
varyin g rates of success and there is no pharmacologi
treatment for the remainder of this final set of signs
symptoms [3, 4]. Most subjects (70.5%) claimed that ti
had tried to stop taking cannabis one or more times, o
to find their MS symptoms return and become worse.
• Analyses of cannabis effects on the MS signs and syn
toms cross-tabulated by country, gender and type of t
(raw data not shown in tables) yielded the following Pe.
son's rs: 0.85 for all USA subjects versus all UK subjec
0.89 for all male subjects versus all female subjects: O.',
0.78 and 0.77 for relapse remission versus primary p:
gressive. versus secondary progressive and versus do r.
know type. respectively; 0.88 and 0.87 for primary p:
gressive versus secondary progressive and versus do r.
know type, respectively: and. 0.86 for secondary progr(
sive versus do not know type. Each of these correlatic
was statistically significant (p < 0.05). Analyses of cant
bis effects on MS signs and symptoms cross-tabulated
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Results

Table 2. Cannaois consumption patterns of subjects with MS
UK

USA

All
subjt

males

females

males

females

Mean ± SD) number of years that subjects have smoked cannabis
Number of years that subjects have smoked cannabis. range
Mean t ± SD) number of times cannabis taken per day
Mean i ± SD) number of days per week that cannabis is taken

11.7 ± 7.2
2-28
3.9±3.5
6.0±1.8

7.2±5.2
0.2-18
2.6±2.1
6.1±1.5

2.8±4.2
0.2-18
2.4±3.1
4.9±2.1

2.2±3.3
0.2-16
1.7±1.0
5.1±2.4

5.9 ±
0.2—
2.7 ±
5.6±

Subjects who usually take cannabis between 6 p.m. and midnight
Subjects who usually take cannabis whenever it is felt to be necessary
Subjects who usually take cannabis just before going to bed
Subjects who usually take cannabis at regular intervals throughout the day
Subjects who usually take cannabis between 6 a.m. and midday
Subjects who usually take cannabis between midday and 6 p.m.

17
/1
11
13
8
7

12
15
11
9
6
5

20
7
11
3
5
4

16
5
9
4
5
6

65
48
42
29
24
22

Subjects who take cannabis to relieve .:ertan MS ..;ymptoms
Subjects who take cannabis to aid relaxation
Subjects who take cannabis to relieve anxiety
Subjects who take cannabis to relieve depression
Subjects who take cannabis to reduce the frequency of MS episodes
Subjects who take cannabis to obtain energy
Subjects who take cannabis to 'get high

30
26
18
17
15
13
11

17
16
13
14

23
15
6
9
7

25
22
10
8
7
3
5

103
80
50
47
43
26
24

8
4

4

Similarities and differences can be discerned between both genders and countries. One important similarity is that cannabis is
usually taken in the evening. Another is that cannabis is taken mainly
to relieve symptoms of MS and to promote relaxation, only a small
percentage of respondents claiming that they take the drug to get
'high'. Major differences were as follows. Male subjects smoked cannabis more years. and smoked cannabis more times per day, than did
female subjects tp < 0.05. each comparison). Also. USA subjects

smoked cannabis more years. smoked cannabis more times per
and smoked cannabis more days per week, than did UK subjects
0.05, each comparison). More USA subjects smoked =nab:
needed, and smoked cannabis at regular intervals, than did UK.
jects (p < 0.05, each comparison). Lastly, for the anxiety, depress
frequency of MS episodes. and energy items. more USA subj
claimed a beneficial effect than did UK subjects (p <0.05, each c
parison).

rang es of ambulatory disability (raw data not shown in
tables) indicated that only 3 symptoms were judged to be
significantly different across the disabilities. Subjects who
are 'mostly or totally confined to a bed or wheelchair' felt
• cannabis was less effective in relieving depression. weight
!css. and spasms when walking than did subjects who 'can
walk independently without aid for 200 m' ( p 0.05, each
comparison).

provement after cannabis for the general categories
pain. spasticity and tremor. These results are consist
with those obtained in five small clinical trials in wh
cannabis. delta-9-THC or nabilone was given to
patients and in one clinical trial in which delta-9-T.
was given to one patient with spasticity arising from a:
nal cord injury. Reviews and critiques of these stuc
have been published [6, 71. Our findings also are con:
tent with the many individual case reports. published
over a century, of patients with spasticity arising from
or spinal cord injury [8-11].
The present study employed a quantitative inter.
check of the consistency of subject responses. This feat:
is important as it can detect respondents who deliberat
or inadvertently answer questions incorrectly [12].
'mean odds value' was 12:1, indicating that. overall,
odds are . 12 to 1 that the subjects who reported that can:
bis affected their signs or symptoms actually had th.
signs or symptoms. The response rate (57%) for

Discussion
The use of a completely ineffective treatment in patients with MS is associated with improvement in 65—
70% of patients because of a high placebo response rate
[5]. Accordingly, particular attention should be paid to
those signs or symptoms that . more than 70% of participants have reported to be improved by cannabis. The
present results clearly indicate such a high level of im-
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Table 3. Effects of cannabis on MS si g ns and symptoms (all suOjects)
Sign or symptom

Spasticity at sleep onset
Pain in muscles
Spasticity when awaking in night
Pain in legs at night
Tremor (arms/head)
.Depression
Anxiety

•

Spasticity when awaking in a.m.
Spasticity when walking
Tingling in face/arms/legs/trunk
Numbness of chest/stomach
Pain in face
Weight loss
Weakness in legs
Tiredness
Urinary urgency
Double vision
Sexual dysfunction
Ability to walk
Urinary hesitancy
Vision dimness
Defecation urgency
Balance
Urinary incontinence
Slurred speech
Fecal incontinence
Memory loss
Constipation

Subjects
Subjects with listed
sign/symptom reporting with listed
sigwsymptom
improvement'
after cannabis. %

96.5
95.1
93.2
92.3
90.7
90.6
89.6
89.0
87.3
80.8
74.9
73.3
73.3
72.9
66.3
64.0
62.8
62.7
59.4
58.5
58.3
57.7
56.2
54.7
54.3
44.4
32.0
30.2

86
61
59
52
43
74
58
73
55
78
32
15
30
85
92
75
43
51
92
53
60
26
96
53
46
27
53
53

Subjects
much
better. %

Subjects
little
better.%

Subjects
Subjects
little
not
changed.% worse. %

75.6
73.8
71.2
75.0
53.5
62.2
60.3
63.0
61.8
37.2
34.3
33.3
53.3
35.3
31.5
29.3
34.9
39.2
27.7
17.0
30.0
23.1
18.9
24.5
30.4
221
9.4
5.7

20.9
21.3
22.0
17.3
37.2
28.4
29.3
26.0
25.5
43.6
40.f
40.0
20.0
37.6
34.8
34.7
27.9
23.5
31.7
41.5
28.3
34.6
37.3
30.2
23.9
22.2
22.6
24.5

3.5
4.9
6.8
5.8
9.3
8.1
8.6
11.0
12.7
17.9
25.0
26.7
26.7
23.5
26.1
36.0
34.9
31.4
36.6
35.8
40.0
38.5
30.5
45.3
39.1
55.6
54.7
69.8

0.0
0.0
0.0
1.9
1.9
1.4
1.7
0.0
0.0
0.0
0.0
0.0
0.0.
3.5
6.5
0.0
2.3
5.9
2.9
5.71.7
3.8
10.5
0.0
4.3
0.0
9.4
0.0

Subjects
much
worse. %

Odz

0.0
0.0
0.0
0.0
1.9
0.0
0.0
0.0
0.0
1.3
0.0
0.0
0.0
0.0
1.1
0.0
0.0
0.0
1.0
0.0
0.0
0.0
2.9
0.0
2.2
0.0
3.8
0.0

17:
5:
5:
4:
5:
25:
5:
12:
5:
26:
37:
3:
3:
28:
18:
15:
II:
3:
10:
5:
8:
2:
II:.
8:
46:
3:
7:
5:

' Improvement = Much better + little better.
2 Odds = Number of subjects having the simsymptom and reporting cannabis affected the sign/symptom.
divided by the number of subjects not having the siznisymptom and still reporting that cannabis affected the sign/symptom.

present study was not optimum 1121. This may have beers
because the questionnaire was rather long or because we
were unable to perform a follow-up mailin g . It may also
reflect the controversial nature of the topic or fear of personal identification or retribution. Although nonresponse
bias was undoubtedly present in this study, its impact on
our results is unknown. The intended target population of
this survey Was patients with MS who already smoke cannabis to self-treat their symptoms. However, the degree to
which we can generalize our findings to this hypothetical
targ et population is impossible to assess. This is because it
is not known whether the sample of patients we contacted
through the ACT differs from the total population of MS
patients who self-medicate with cannabis. Despite this

Flaw, it is unlikely that the perceived cannabis-inducL
reduction in certain MS signs/symptoms was simply
rationalization for cannabis use or arose from a belief th.
the drug is a panacea. Subject reports of improveme:
showed a high degree of variation over the total range
signs/symptoms, and some participants reported either r.
perceived benefits or an actual worsening of their signs c
symptoms after smoking cannabis. As it could well be th:
the subjects who took part in this survey do not represel
a typical unskewed sample of MS patients, no predict ior
can be made from our results about the proportion of
MS patients who might find cannabis beneficial.
It has been well established that MS occurs more fr
quently in women than in men, the ratio in many clinic
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bein g 2 to I [5]. Although our sample contained equal
numbers of females and males, data are not available on
gender demo g raphics of MS patients who use cannabis. In
other respects. subjects of the present study had simiiar
characteristics often observed in the general population of
patients with MS. This included age of onset of MS. percentag es of patients with specific types of MS. ran ge of
disease symptoms. analgesic and antispasticity medications used, medications used to treat acute exacerbations.
and the variability of attacks (3-5].
In summary, the present study, taken together with the
content of previous reports, strongly su ggests that cannabis may significantly relieve certain signs and symptoms
of MS. particularly spasticity and pain, in at least some
patients. The present study also su ggests that these canna-

bis effects occur equally across nationalities, genders. an ,
diverse clinical presentations of MS. We conclude fron
these data that there are sufficient grounds for mounting.
properly controlled clinical trial that will test the mos
prevalent claims made about the beneficial effects of can
nabis both objectively and conclusively.
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INTRODUCTION

Since the 1920s. supporters of marijuana prohibition have exaggerated the drug's dan gers. En different eras, different claims have gained prominence, but few have ever been abandoned. Indeed, many of the "reefer madness"
tales that were used to generate support for earl y and-marijuana laws continue to appear in government and media
reports today.

For a while in the 1970s. it seemed as if scientific inquiries were beginning to influence the government's marijuana policies. Following thorough reviews of the existing evidence b y scholars 1 and official commissions. 2 criminal penalties for marijuana offenses were lessened and a number of states moved in the direction of decriminalization. 3 However, in response to lingerinc, concerns about marijuana's potential toxicity. the government expanded
its funding of scientific research, mostl y through the newly-created National Institute on Drug Abuse (NIDA).
Probably the MOSE important studies of the 1970s were three large "field studies" in Greece, Costa Rica and
Jamaica. These studies, which evaluated the impact of marijuana on users in their natural environments, were
supplemented by clinical examinations and laborator y experiments oriented toward answering the questions about
marijuana that continued to be debated in the scientific literature. The data from these studies. published
in numerous books and scholarly journals, covered such matters

as

marijuana's effects on the brain, lungs, immune

and reproductive systems. its impact on personality, development, and motivational states. and its addictive
potentia1.4

Although these studies did not answer all remaining questions about marijuana coxiciry, they generally supported
the idea that marijuana was a relatively safe drug -- not totall y free from pOtential harm, but unlikely to create serious harm for MOSE individual users or socierv:In the 'ears since, thousands of additional studies have been conducted, many of them funded by NIDA. and together the y reaffirm marijuana's substantial margin of safety. Our
review of that body of work reveals an occasional study indicating greater toxicity than previously thought. But in
nearly all such cases, the methodologies were seriously flawed and the findings could not be replicated by ocher
researchers.

Especially since the 1980s. when the federal government's renewed war on cannabis began. both the funding of
marijuana research and the dissemination of its findings have been highly politicized. Indeed. NIDA's role seems
to have become one of service to the War on Drugs. Dozens of claims of toxicity appear in its documents, despite
the existence of scores of scientific studies refuting their validity. At the same rime. studies that fail co find serious
toxicity are ignored.

In the following pages. we review the scientific evidence surrounding the
claims.

1

MOSE

prominent of the anti-marijuana

CLAIM #1: MARIJUANA USE IS INCREASING AT AN ALARMING RATE
Reports of a recent slight increase in marijuana use. especially among youth. are being used to convince Americans
that a renewed campaign about the drug's dangers is necessary to avert an impending epidemic.

THE FACTS
According co government surve ys of the general population, marijuana use began decreasing in 1980. after more
than a decade of stead y increase. B y 1990. the downward trend showed signs of slowing, but use-rates remained
substantially lower than those recorded in the 1970s.
For example, among 12-17 Year olds. past year marijuana use was about 8 1Yo in 1992. compared CO 24.1 % in
1979. Among 18-25 year olds. past Year use was 23 c/o in 1992, compared to 46.9 % in 1979.5
A separate survey of high school Students shows similar trends, with use-rates in the 1990s well below those reported in the 1970s. However, after reaching an all-time low in 1992, the y increased slightly during the next two years.

Lifetime Prevalence of Marijuana
High School Seniors, 1976-19946

1976

19 78

1980

1982

1984

1986

1988

1990

1992

1094

52.8

59.2

60.3

58.7

54.9

50.9

47.2

40.7

32.6

38.2

The High School Survey was originally conceived by the National Institute on Drug Abuse (NIDA) as a measure
of non-pathological drug use. This is still what it measures.
Adolescence is a time of experimentation. with drug use as well as ocher activities. Most adolescent drug users
do not go on to become "drug abusers. - Indeed, most adolescent drug users. after a fe ,.v years of experimentation, cease using illegal drugs altogether.

We will probably never know wh y marijuana use-rates go up and down over time. However, it is worth noting that
the recent increase occurred among the same population of young people who had been exposed to a decade-long
anti-marijuana campaign in the schools and the media. That campaign, based on exaggerations of marijuana's
harms and a "just say no" ideology, has clearly failed.7
Young people. and Americans generally, need. co know the scientific evidence about marijuana if they are co make
informed decisions about both their own drug use and the future of American drug policy.
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CLAIM4-'2: MARIJUANA POTENCY HAS INCREASED SUBSTANTIALLY
The claim that there has been a 10-. 20- or 30-fold increase in marijuana potency since the 1970s is used co discredit previous studies that showed minimal harm caused by the drug and convince users from earlier eras that
coday's marijuana is much more dangerous.

THE FACTS
For more than 20 years the government-funded Potency Monitoring Project (PMP) at the University of Mississippi
has been analyzing samples of marijuana submited by U.S. law enforcement officials. At no time have police
seizures reflected the marijuana generally available w users around the countr y and, in the 1970s, they were overrepresented by large-volume low-potency Mexican kilobricics.8
During the 1970s, the PNIP regularly reported potency averages of under 1%, with a low of 0.4% in 1974. Quite
clearly. these averages underestimate the THC content of marijuana smoked during this period.
Marijuana of under 0.5% potency has almost no psychoactiviry. While it is possible that people sometimes
obtained marijuana of such low potency. for the drug to have become popular in the 1960s and 1970s. most
people must have re gularly obtained marijuana with higher THC content.
Until the late 1970s, PMP samples included none of the traditionall y higher-potency cannabis products, such
as buds and sinsemilla, even though these products were available on the retail marker. When changes in police
practices resulted in their seizure, PMP potency averages increased.
Every independent analysis of potency in the 1970s found higher THC averages than the PN4P. For example.

the 59 samples submitted co PharmChem Laboratories in 1973 averaged 1.62%; only 16 (27%) contained less
than I% THC, more than half were over 2% and about one-fifth were over 4%. In 1975, PharmChem samples ranged from 2 to 5%, with some as high as 14% -- nearl y 30 times the .71 average reported by the PMP.9
After 1980. both the number and variety of official seizures increased dramatically, improving the validity of the
PM P's reported averages, although they continue to be based on "convenience" rather than "representative" samples.
As shown below, average potency has remained essentiall y unchanged since the early 1980s:
Mean Percentage THC of Seized Marijuana, 1981-1993
Mississippi Potency Monitoring Project
1981

1982

2.28

3.05

1983
.3.23

1984

1985

1986

2.39

2.82

2.30

1987
2.93

1988

1989

1990

1991

1992

1993

3.29

3.06

3.36

3.36

3.00

3.32

Even if potenc y had increased slightly since the 1970s, i would not mean that smoking marijuana had become
more dangerous. In fact, since the primary health risk of marijuana comes from smoking, higher potency products
can be less dangerous because they allow people to achieve the desired effect by inhaling less.
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CLAIM #3: MARIJUANA IS A DRUG WITHOUT THERAPEUTIC VALUE
Proposais to make marijuana legall y available as a medicine are countered with claims that safer, more effective
drugs are available .. including a synthetic version of delta-9-THC. marijuana's primary active ingredient.

THE FACTS
For thousands of Years, throughout the world, people have used marijuana to treat a variety of medical conditions.
Today. in the United States, such use is prohibited. Although 36 states have passed legislation to allow marijuana's
use as a medicine, federal law preempts their making marijuana legall y available to patients.
A number of studies have shown that marijuana is effective in reducing nausea and vomitin g ) 1 lowering intraocular pressure associated with glaucoma)2 and decreasing muscle spasm and spasticiry. 13 Today, many people use
marijuana for these and ocher medical purposes, despite its illegal status.14
People undergoing cancer chemotherapy have found smoked marijuana co be an effective anti-nauseant -often more effective than available p harmaceutical medications. :5 Indeed. 44 % of oncoiogists responding co
a questionnaire said they had recommended marijuana co their cancer patients: others said they would recommend it if it were legal.16
Marijuana is also smoked b'y thousands of AIDS patients to treat the nausea and vomitin g associated with both
the disease and AZT drug therapy. Because it stimulates appetite. marijuana also counters HIV-related "wasting, - allowing AIDS patients to gain weight and prolong their lives.
In 1986. a synthetic delta-9-THC capsule (Marinol) was marketed in the United States and labeled for use as *an
anti-emetic. Despite some utility. this product has serious drawbacks. including its cost. For example, a patient taking three five-milligram capsules a day would spend over S5,000 to use Marino( for one year. In comparison to the
natural. smokeable product Nlarinoi also has some pharmacological shortcomings.:7
Because THC delivered in oral capsules enters the bloodstream slowly, it yields lower serum concentrations per
dose.
Oral TI-{C circulates in the body longer at effective concentrations, and more of it is metabolized to an active
compound: thus, it more frequently yields unpleasant ps ychoactive effects.
In patients suffering from nausea, the swallowing of capsules may itself provoke vomiting.
In short, the smoking of crude marijuana is more efficient in delivering THC and. in some cases. it may be more
effective.
The continuing illegality of medical marijuana is based more on political than scientific considerations. Although
during the 1970s the government supported exploration into marijuana's therapeutic cotential. 18 its role has
become one of blocking new research
19 and opposing any change in marijuana's legal scatus.10
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CLAIM #4: MARIJUANA CAUSES LUNG DISEASE
It is frequently claimed that marijuana smoke contains such high concentrations of irritants that marijuana users'
risk or' developing lun g disease is equal ro or greater than that of tobacco users.

THE FACTS
Except for their psychoactive in gredients, marijuana and tobacco smoke are nearly identical. Because most marijuana smokers inhale more deepl y and hold the smoke in their lun gs, more dangerous material may be consumed
per ci g arette. However, it is the total volume of irritant inhalation -- not the amount in each cigarette -- that matters.
Most tobacco smokers consume more than 10 cigarettes per da y and some consume 40 or more. Regular marijuana smokers seldom consume more than three co five cigarettes per day and most consume far fewer. Thus.
the amount of irritant material inhaled almost never approaches that of tobacco users.
Frequent marijuana smokers experience adverse respirator y symptoms from smoking, including chronic cough.
chronic phlegm, and wheezing. However, the onl y prospective clinical study shows no increased risk of crippling
pulmonary disease ichronic bronchitis and emphysema).
Since 1982. UCLA researchers have evaluated pulmonar y function and bronchial cell characteristics in marijuana-only smokers. tobacco-onl y smokers, smokers of both, and non-smokers. Although they have found
changes in marijuana-only smokers, the changes are much less pronounced than chose found in tobacco smokers.
The nature of the marijuana-induced changes were also different. occuring primarily in the lung's large airways -- not the small peripheral airways affected by tobacco smoke. Since it is small-airway inflamation that
causes chronic bronchitis and emphysema, marijuana smokers ma y not develop these diseases.22
an epidemiological survey. approximately 1200 subjects gave information on smoking and pulmonary function
at twowear intervals. A large percentage of the subjects underwent pulmonar y function testin g. Although a small
In

group who reported previous mariiuna smoking had significant pulmonary abnormalities, current marijuana
smokers had no significant reduction in any pulmonar y functions.23
There are no epidemiological or aggregate clinical data suggesting that marijuana-only smokers develop lung cancer. However, since some bronchial cell changes appear to be pre-cancerous. an increased risk of cancer among frequent marijuana smokers is possible.24
Since the pulmonary risks associated with marijuana are related co smoking, the danger is eliminated with other
routes of administration. For committed smokers, pulmonary risk might be reduced with higher-potency products, which produce desired psychoactive effects with less inhalation of irritants. Smokers could also be encouraged
to abandon deep inhalation and breath-holding, which increase drug delivery only slighrly. Finally, pulmonary risk
might be reduced if marijuana were smoked in water pipes rather than cigarettes.25

CLAIM #5: MARIJUANA IMPAIRS IMMUNE SYSTEM FUNCTIONING
It has been widely claimed that marijuana substantially increases users' risk of contracting various infectious diseases. First emerging in the 1970s. this claim took on new significance in the
na use by people suffering from AIDS.

1980s.

following reports of marijua-

THE FACTS
The p rincipal study fueling the original claim of immune impairment involved preparations created with white
blood cells that had been removed from marijuana smokers and controls. After exposing the cells to known
immune activators, researchers reported a lower rate of "transformation" in those taken from marijuana smokers.26
However, numerous groups of scientists. using similar techniques. have failed to confirm this original study.27
In fact, a 1988 study demonstrated an increase in responsiveness when white blood cells from marijuana smokers were exposed to immunological activators.28
Studies involving laboratory animals have shown immune impairment following administration oiTHC. but only
with the use of extremely high doses. For example, one study demonstrated an increase in herpes infection in
rodents given doses of 100 mg/kg/day a dose approximately 1000 times the dose necessary to produce a psychoactive effect in humans.29
There have been no clinical or epidemiological studies showing an increase in bacterial, viral, or parasitic infection
among human marijuana users. In three large field studies conducted in the

1970s.

in Jamaica. Costa Rica and

Greece. researchers found no differences in disease susceptibility between marijuana users and marched controls.30
Marijuana use does not increase the risk of HIV infection; nor does it increase the onset or intensity of symptoms
among AIDS parients. 31 In fact, the FDA decision to approve the use of Marinol (synthetic THC) for use in HIVwastin g syndrome relied upon the absence of any immunoparhology due to THC.32
Today, thousands of people with AIDS are smoking marijuana daily to combat nausea and increase appetite. There
is no scientific basis for claims that this practice compromises their immune responses. Indeed, the recent discovery or a peripheral cannabinoid receptor asociated with l ymphatic tissue should encourage aggressive exploration
of THC's potential use as an immune-s ystem stimulant.33
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CLAIM #6: MARIJUANA HARMS SEXUAL MATURATION AND
REPRODUCTION
Marijuana has been said to interfere with the production of hormones associated with reproduction. causing possible infertility among adult users and delayed sexual development among adolescents.

THE FACTS
There is no evidence that marijuana impairs male reproductive functioning.
The Jamaican and Costa Rican field studies detected no differences in hormone levels between marijuana users
and non-users.
In epidemiological surveys of marijuana users, no problems with fertilit y have emerged as important.
In 1974, researchers reported diminished testosterone, reduced sexual function and abnormal sperm cells in
males identified as chronic marijuana users. 34 In a laboratory study. the same researchers reported an acute
decrease in testosterone, but no chronic effect after nine weeks of smoking; they did nor evaluate sperm volume or quality. 35 In other laborator y studies. researchers have been generall y unable co replicate these findings, 36 although by administering very high THC doses -- up to 20 cigarettes per day for 30 days -- one study
found a slight decrease in sperm concentrations. 37 In all studies, rest results remained within normal ranges
and probably would not have affected actual fertility.
Severe adverse consequences have also been produced in male laboratory animals, although only with extremely high daily THC doses.38
More importantly, in both the human and animal laboratory studies, all observed changes were reversed once
THC adminstration was haired.
The claim that marijuana impairs female reproductive functioning in humans has no support in the scientific literature,
There have been no epidemiological studies indicating diminished fertility in female users of marijuana, and
a recent survey found no impact of chronic marijuana use on female sex hormones.39
Animal studies show hormonal changes and depressed ovulation following extremel y high daily doses ofTHC.
As occurs with males, these changes disappear once the experiment is completed. 4° In addition, when THC
was administered to female monkeys for an entire year. they developed tolerance co its hormonal effects and
normal cycles were reestablished.4i
Almost immediately following publication of the few studies showing a marijuana impact on reproductive hormones, warnings about marijuana's potential impact on adolescent sexual development began IO appear.
Other than one case report of a 16- year old marijuana smoker who had failed to progress to puberty. 42 there has
been nothing co indicate . that such a potential exists. In whatever other wa y s one might consider marijuana to be
bad for adolescents, it does not retard their sexual development.
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CLAIM #7: MARIJUANA USE DURING PREGNANCY HARMS THE FETUS
A powerru
. I accusation in anti-drug campaigns is chat children arc permanentl y harmed bs- their mothers use of
drugs during pregnancy. Today. it is commonly claimed that mariivana is a cause of birth defects and development
deficits.

THE FACTS
A number of studies claimed reported low birth weight and physical abnormalities among babies exposed to marijuana in utero. 43 However, when other factors known to affect pregnanc y outcomes were controlled for -- for
example, maternal age, socio-economic class, and alcohol and tobacco use -- the association between marijuana use
and adverse feral effects disappeared.44
Numerous other studies have failed to find negative impacts from marijuana exposure. 45 However, when negative
outcomes are found. they tend co be widely publicized, regardless of the qualit y of the study.
It is now often claimed that marijuana use during pregnanc y causes childhood leukemia. The basis for this
claim is one study, in which 5% of the mothers of leukemic children admitted to using marijuana prior to or
during pregnancy. A "control group" of mothers with normal children was then created and questioned by
telephone about previous drug use. Their reported .5 % marijuana use-rate was used to calculate a 10-fold
greater risk of leukemia for children born to marijuana users. 46 Given national surveys showing marijuana
prevalence rates of at least 10%, these "control group" mothers almost certainly under-reported their drug use
to strangers on the telephone.
Also used as evidence of marijuana-induced fetal harm are two longitudinal studies, in which the children of mar. ijuana users were examined repeatedly. However, on closer examination, the effects of mariivana appear to be quite
minimal, if existent at all.
After finding a sli ght deficit in visual responsiveness among marijuana-exposed newborns, no differences were
found at six months, 12 months. 18 months. or 24 months.' At age 3, the only difference (after controlling
for confounding variables) was that children of "moderate" smokers had superior psycho-motor skills. At age
4. children of "heavy" marijuana users (averaging 18.7 joints/week) had lower scores on one subscale of one
standardized test of verbal development. 48 At age 6, these same children scored lower on one computerized
task -- that measuring "vigilance... On dozens of others scales and subscales, no differences were ever found.49
In another study, standardized IQ tests were administered to marijuana-expoSed and unexposed three yearolds. Researchers found no differences in the overall scores. However, by dividing the sample by race, they
found -- among African-American children only -- lower scores on one subscale for those exposed during the
first trimester and lower scores on a different subscale fOr those exposed during the second trimester.50
Although it is sensible to advise pregnant women to abstain from using most drugs -- including marijuana -- the
weight of scientific evidence indicates that marijuana has few adverse consequences for the developing human
fetus.
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CLAIM #8: MARIJUANA CAUSES BRAIN DAMAGE
Critics state that marijuana has been shown to damage brain cells and that this damage, in turn, causes memory
loss, cognitive impairment. and difficulties in learning.

THE FACTS
The original basis of this ciaim was a report that, upon post-mortem examinations, structural changes in several
brain regions were found in two rhesus monke ys exposed to THC. 5I Because these changes primarily involved the
hippocampus, a cortical brain region known to pla y an important role in learning and memory, this finding suggested possible negative consequences for human Marijuana users.
Additional studies. employing rodents, reported similar brain chances.
However, to achieve these results, massive doses of THC -- up to 200 times the psychoactive dose in humans
-- had to be given . In fact, studies employing 100 times the human dose have failed to reveal any damage.52
In the most recently published study. rhesus monkeys were exposed through face-mask inhalation to the smoke
equivalent of four to five joints per day for one year. When sacrificed seven months later, there was no observed
alteration of hippocampal architecture. cell size, cell number, or synaptic configuration. The authors conclude:
"while behavioral and neuroendocrinal effects are observed during marijuana smoke exposure in the monkey,
residual neuropathological and neurochemical effects of marijuana exposure were not observed seven months
after the year-long marijuana smoke regimen."'3
Thus. 20 years after the first report of brain damage in two marijuana-exposed monkeys, the claim of damage to
brain cells has been effectively disproven.
No post-mortem examinations of the brains of human marijuana users have ever been conducted. However.
numerous studies have expiored marijuana's effect on brain-related co g nitive functions. Nlany employ an experimental design -- in which subjects are given marijuana in a laboratory setting, and then compared to controls on
a variety of measures involving attention, learning and memory.
In a number of studies. no significant differences were detected. 54 In fact, there is substantial research demonstrating that that marijuana intoxification does not impair the retreiyal of information learned previously.55
However, there is evidence that marijuana, particularly in high doses. may interfere with users' ability to transfer new information into longterm memory.56
While there is general agreement that, while under the influence of marijuana, learning is less efficient. 57 there is
no evidence that marijuana users -- even longterm users -- suffer permanent impairment. Indeed, numerous studies comparing chronic marijuana users with non-user controls have found no significant differences in learning,
memory recall or other cognitive functions.58
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CLAIM #9: MARIJUANA IS AN ADDICTIVE DRUG
It is now frequently stated that marnuana is profoundly addicting and that any increase in prevalence of use will
lead inevitably to increases in addiction.

THE FACTS
Essentially all drugs are used in "an addictive fashion by some people. However, for any drug to be identified as
highly addictive, there should be evidence that substantial numbers of users repeatedly fail in their attempts co discontinue use and develop use-patterns that interfere with other life activities.
National epidemiological surveys show that the large majorirv of people who have had experience with marijuana
do not become regular users.
In 1993, among Americans age 12 and over, about 34% had used marijuana sometime in their life, but only
9% had used it in thé past year, 4.3% in the past month, and 2.8% in the past week.c9
A longitudinal stud y of young adults who had first been surve yed in high school also found a high "discontinuation rate" for marijuana. While 77% had used the drug, 74% of chose had not used in the past year and
84% had not used in the past month.°
Of course, even people who continue using marijuana for several Years or more are not necessarily "addicted"
to it. Many regular users -- including many daily users -- consume marijuana in a way that does not interfere
with other life activities, and may in some cases enhance them.
There is only scant evidence that marijuana produces ph ysical dependence and withdrawal in humans.
When human subjects were administered dail y oral doses of 180-210 mg of THC the equivalent of 15-20
joints per day -- abrupt cessation produced adverse symptoms. including disturbed sleep, restlessness, nausea,
decreased appetite. and sweating. The authors interpreted these symptoms as evidence of physical dependence.
However, they noted the s y ndrome's relatively mild nature and remained skeptical of its occurrence when marijuana is consumed in usual doses and sicuations. 61 Indeed, when humans arc allowed to control consumption.
even high doses are not followed b y adverse withdrawal symptoms.62
Signs of withdrawal have been created in laboratory animals following the administration of very high doses.63
Recently, at a NIDA-sponsored conference, a researcher described unpublished observations involving rats pretreated with THC and then dosed with a cannabinoid receptor-blocker. 64 Not surprisingl y, this provoked sudden
withdrawal, by stripping receptors of the drug. This finding has no relevance to human users who. upon ceasing
use, experience a very gradual removal of THC from receptors.
The most avid publicizers of marijuana's addictive nature are treatment providers who, in recent years, have
increasingly admitted insured marijuana users to their programs. 65 The increasing use of drug-detection technologies in the workplace. schools and elsewhere has also produced a group of marijuana users who identify themselves
as "addicts" in order co receive treatment instead of punishment.66
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CLAIM ;10: MARIJUANA-RELATED MEDICAL EMERGENCIES ARE
INCREASING
As evidence of its harmful e. fleas. prohibition advocates point to dramatic increases in emergenc y room episodes
related to marijuana ingestion.

THE FACTS
Data gathered by the Drug Abuse Warning Network (DAWN) show a recent increase in "marijuana mentions" by
people seekin g treatment in hospital emergency rooms. Using a one-page form, emergency-room personnel record
"drug abuse episodes." note the presence or absence of alcohol as a contributing factor, and list up co four ocher
drugs recently consumed b y the patient.
Although DAWN began compiling data in the 1970s. recent changes in recording procedures. the hospital
selection, and methods of statistical estimation prevent comparisons of data gathered prior to 1988 with chose
gathered recently. Thus, discussion of emergency-room trends is limited to the years 1988 to 1993.6'
The lowest number 01: marijuana-mentions. recorded in 199,0, was 15.706 (7.1 mentions per 100,000 popuiation).
The highest \vas 29.166 (12.7 per 100.000 population), recorded in 1993.
Using these figures. an increase of 86% has been reported. However. if 1988 is used as the "base year" instead
-- a year in which there were 19,962 marijuana mentions -- the increase is reduced immediatel y by more than
half, to 42%.
Despite marijuana being the most frequently used illicit drug, in emergenc y rooms. it remains the least often mentioned illicit drug.
In 1993, marijuana accounted for 6.25% of mentions. compared co 15.3% for cocaine and 9.8% for heroin.
Even over-the-counter pain medications were mentioned more often than marijuana -- comprising 9% of the
total.
For youth aged six to 17. there were more mentions of marijuana than of heroin and cocaine -- not because
marijuana is more harmful to them but because these latter drugs are used so infrequently by young people.
In this age group, mentions of over-the-counter pain medications were substantially higher than those for marijuana. While marijuana accounted for 6.48% of drug mentions by youth, over-the-counter pain medications
accounted for 47%.
For the total population, not only is marijuana mentioned less frequently than other recreational drugs, it is seldom mentioned alone. In 1992. in more than 80% of the drug-abuse episodes involving mariiunana. at least one
other drug was mentioned: and, in more than 40%, two or more additional drugs were mentioned.
01 24,000 marijuana mentions in 1992. more than 13,000 involved alcohol and nearly 10,000 involved
cocaine.
Despite recent increases-in marijuana mentions, hospital emergenc y rooms are not flooded with marijuana users
seeking medical attention. In 1992, of 433,493 total drug mentions. onl y 4.464 -- about 1% -- involved the use
of marijuana alone.
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CLAIM #11: MARIJUANA PRODUCES AN AMOTIVATIONAL SYNDROME
Marijuana is said to have a deliterious effect on society by making users passive, apathetic. unproductive, and
unable or unwilling to fulfill their responsibilities.

THE FACTS
The concept of an amotivational syndrome first appeared in the late 1960s." as marijuana use was increasing
among American youth. In the years since, despite the absence of an agreed-upon definition of the concept, numerous researchers have attempted to verify its occurrence.
Large-scale studies of high school students have generall y found no difference in grade-point averages between
marijuana users and non-users.° One study found lower grades among students reported to be daily users of
marijuana, but the authors failed to identify a causal relationship and concluded that both phenomena were
part of a complex of inter-related social and emotional problems.7°
In one longitudinal study of college students, after controlling for other factors, marijuana users were found to
have higher grades than non-users1 -1 and to be equally as likely co successfull y complete their educations.72
Another study found that marijuana users in college scored higher than non-users on standardized "achievement values" scales.73
Field studies conducted in Jamaica. Costa Rica and Greece also found no evidence of an amoriyational syndrome
among marijuana-using populations.
In these samples of
the most part. similar

males, the educational and employment records of marijuana users were, for
CO

those of non-users. In fact, in Jamaica. marijuana was often smoked during working

hours as an aid to productivity.
The results of laboratory studies have been nearl y as consistent.
In one study lasting 94 days. marijuana had no significant impact on learning, performance or motivation.74
In another 3 1-day study, subjects given marijuana worked more hours than controls and turned in an equal
number of tokens for cash at the study's completion.75
However. in a Canadian study that required subjects in the marijuana group

CO

consume unusually high doses,

some reduction in work efficency was noted in the da ys following intoxicacion.76
Undoubtedly, when marijuana is used in a way that produces near-constant intoxication, other activities and
responsibilities are likely to be neglected.

However, the weight of scientific evidence suggests that there is nothing in the pharmacological properties of
cannabis that alter people's attitudes, values, or abilities regarding work.
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CLAIM #12: MARIJUANA IS A MAJOR CAUSE OF HIGHWAY ACCIDENTS
The detrimental impact of alcohol on highway safety has been vell documented. Marijuana's opponents claim that
too. causes significant impairment and that any increase in use will lead to increased highwa y accidents and fatal. ides.

THE FACTS
In high doses, marijuana probabl y produces drivin g impairment in most people. However, there is no evidence that
marijuana, in current consumption patterns, contributes substantially to the rate of vehicular accidents in America.
A number of studies have looked for evidence of drugs in the blood or urine of drivers involved in fatal crashes. All
have found alcohol present in 50% or more. Marijuana has been found much less often. Furthermore, in the majority of cases where, marijuana has been detected, alcohol has been detected as wel1.77
For example, a recent stud y sponsored by the U.S. National Highway Traffic Safet y Administration. (NHTSA)
involving analysis of nearly 2000 fatal accident cases, found 6.7 °./c) of drivers positive for marijuana. In more
than two-thirds of those. alcohol was present and may have been the primar y contributor to the fatal outcome.73
To accurately assess marijuana's contribution to fatal crashes. the positive rate among deceased drivers would have
to be compared to the positive rare from a random sample of drivers not involved in fatal accidents. Since the rate
of past-month mari j uana use for Americans above the legal driving age is about 12 percent. on any given day a substantial proportion of all drivers would test positive. particularv since marijuana's metabolites remain in blood and
urine long after its psychoactive effects are finished.
A recent study found that one-third of those stopped for "bad driving" between the hours of 7 p.m. and 2 a.m.
-- mostly young males -- tested positive for marijuana onkJ 9 To be meaningful. these test results would have
to be compared to those from a matched control group of drivers.
A number of driving simulator studies have shown that marijuana does not produce the kind of psycho-motor
impairment evident with modest doses of alcohol. 6 ° In fact, in a recent NHTSA study, the only statistically significant outcome associated with marijuana was that drivers drove more slowlv.si
test

A recent study of actual driving ability under the influence of

-- employing the same protocol used to

the impairment-potential of medicinal drugs -- evaluated the impact
three driving trials, including one in high-density urban traffic.

of placebo and three active THC doses in

Dose-related impairment was observed in drivers' ability co maintain steady lateral position. However, even
with the highest dose of THC. impairment was relatively minor -- comparable to that with blood-alcohol concentrations of between .03 and .07 gio and man' legal medications. Drivers under the influence of marijuana'
also tended to decrease their speed and approach other cars more cautiously.
While recognizing some limitations of this stud y. the authors conclude that "THC is not a profoundly impairing
drug." 32 •
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CLAIM #13: MARIJUANA IS A "GATEWAY" TO THE USE OF OTHER DRUGS
Advocates of marijuana prohibition claim that even if marijuana itself causes minimal harm, it is a dangerous substance because it leads to the use of "harder drugs" such as heroin. LSD. and cocaine.

THE FACTS
Most users of heroin, LSD and cocaine have used marijuana. However, most marijuana users never use another
illegal drug.
Over time. there has been no consistent relationship between the use patterns of various drugs.83
As marijuana use increased in the 1960s and 1970s. heroin use declined. And, when marijuana use declined
in the 1980s, heroin use remained fairly stable.
For the past 20 years, as marijuana use-rates fluctuated, the use of LSD hardly changed at all.
Cocaine use increased in the early 1980s as marijuana use was declining. During the late 1980s. both marijuana and cocaine declined. During the last few years, cocaine use has continued to decline as mari j uana use
has increased slightly.
In 1994, less than 16 % of high school seniors who had ever tried marijuana had ever tried cocaine -- the lowest
percentage ever recorded. In fact, as shown below, the proportion of marijuana users crying cocaine has declined
steadily since 1986. when a high of more than 33 % was recorded
Proportion of Marijuana Users Ever Trying Cocaine
High School Seniors, 1975-199484
35
30
25
20
15
75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94
In short, there is no inevitable relationship between the use of marijuana and ocher drugs. This fact is supported
by data from other countries. In the Netherlands, for example, although marijuana prevalence among young people increased during the past decade, cocaine use decreased -- and remains considerabl y lower than in the United
States. Whereas approximately 16 % of youthful marijuana users in the U.S. have tried cocaine, the comparable
figure for Dutch youth is 1.8 percent.1 85 Indeed, the Dutch polic y of allowing marijuana to be purchased openly
in government-regulated "coffee shops" was designed specifically to separate young marijuana users from illegal
markets where heroin and cocaine are sold.86
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CLAIM #14: DUTCH MARIJUANA POLICY HAS BEEN A FAILURE
While American critics of marijuana prohibition often point co the Netherlands as a model for an alternative policy, prohibition's supporters claim that countr y's permissiveness has had disastrous conseauences, including escalatin g rates of drug use among youth.

THE FACTS
In 1976. following the recommendations of two national commissions, the Dutch government revised many
aspects of its drug policy. While not legalizing marijuana, it adopted an "expediency principle," which directed
police and prosecutors to ignore retail sale co adults as long as the circumstances of the sale do not constitute a
public nuisance.
This change in policy was based on several factors, including:
-- a principle of tolerance toward alternative lifestyles
-- a finding that. compared CO other illegal drugs, marijuana poses little risk to users
-- a desire co protect marijuana users from the marginalization that accompanies arrest and prosecution
-- a belief that separating the retail markets for "soft" and "hard" drugs decreases the likelihood that marijuana users will experiment with cocaine or heroin
Following the policy change, marijuana sales emerged openl y in coffee shops, which were required to follow a set
of regulations, including a ban on advertising, sale of no more than 30 grams at a time, and a minimum purchase
age of 18. The sale of other drugs on the premises is strictly prohibited. and constitutes grounds for immediate closure by the police. Local officials were also authorized to create additional regulations to protect the interests of the
community -- for example. limiting the number of coffee shops concentrated in any one area.37
Since 1,iberalization. marijuana use has increased in the Netherlands, although rates remain similar to chose in
neighboring European countries, and are generally lower than those in the United States.

MARIJUANA USE AMONG
DUTCH YOUTH
(ages 12-18)"
ever used
1984
1988
1992

4.8%
8.0
13.6

MARIJUANA USE AMONG
AMERICAN YOUTH
(ages 12-17)89

past month
2.3%
3.1
6.5

ever used

past

month

1985

23.6%

12.0%

1988
1993

17.4

6.4
4.9

11.7

MARIJUANA USE AMONG
AMERICAN YOUTH
(high school seniors)90
ever

used

1985
1988

54.2%
47.2

1993

33.3

past month
25.7%
18.0
15.5

While marijuana use-rates have increased in the Netherlands, cocaine use-rates have not -- indicating that separation of the "hard" and "soft" drug markets has prevented a "gatewa y effect" from developin g . In 1992, about 1.5%
of 12 to 18 year-olds had ever tried cocaine and only .3% had used it in the past monch2):
Although there are some Dutch critics of that countr y's liberalized marijuana policy, the government's official position remains steadfastly supportive of the 1976 initiative that decriminalized possession and retail 92
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SUAINIARY
This piiot study provides an initial examination of the possible therapeutic uses of marijuana
by persons with AIDS/HIV (PWAs;) livin g in Honolulu. I-U. Its original purpose was to
determine the existence of a g rou p of medical marijuana users in Hawaii, and estimate their
de g ree of poiiticai support for a le g al reform campai g n. A samoie of one hundred twenty
three PWAs livin g in Honoiuiu. Ea answered a questionnaire surve y about their knowledge'
of medical uses of marijuana. especiall y in connection with AIDS/HIV, their patterns of
marijuana use, their preference for marijuana or Marinol for treatin g symptoms, their
attitudes toward le g al reform, and their level of political motivation on the marijuana issue.
Knowled g e about medical marijuana was hi g h: 98.4% had heard of medicai uses for marijuana.
and 86.9% had heard of marijuana bein g used specificall y to treat AIDS/HIV-related
symptoms. Moreover, at least one third (36.9%) had themselves used marijuana as therapy
for AIDS/HIV, and of those who had used both marijuana and prescription antiemetics,
marijuana was preferred by 80%. Nine of ever y ten res p ondents favored le g al reform to
allow medical use of marijuana, even in the absence of conclusive testin g . Respondents
considered the therapeutic marijuana issue to be im p ortant to them (74.8%), and indicated a
hi g h level of political motivation: 72% were registered voters. 58.5% had voted in the most
recent g udernatorial election, and 89% said the y would activel y support le g al reform. The
most strikin g findin g was that res p ondents were more than twice as likei y to have spoken
with

their friends (65.9%) as their doctor (31.'7%) about medical marijuana. This pattern of

communication held even for the 45 PWAs who have used marijuana to treat themselves.
althou g h to a lesser de g ree: 97.S% of this g roup had s p oken with their friends. 66.7% with
their doctor.

This report does not presume to answer the question of efficac y or possible health hazards associated with
marijuana use by persons with 1-1IV. By "knowled ge" the study means the simple awareness among responclenrz
that there is an on g oing debate concerning the use or . marijuana as a medical therapy.

Absence of demc graphic questions and a control grou p are a limitation of this study. No
ciaim is made about the relationshi p of the sam p le p opulation to either the ciienteic of the
AIDS outreach and casework or ganization from which the sample population was drawn, or
o the population of persons with HIV at an y other location or scale.

BACKGROUND
The issue of therapeutic uses of marijuana is mired in p olitical controversy [Hollister 1992;
Grinspoon & Bakaiar 1993, Hall et al. 1994], and ke y a g encies of the U. S. federal
g overnment have resisted facilitatin g a clinical assessment of marijuana efficacy [Lehrman
995. Grinspoon etal. 1995. Abrams 1995] Even in the absence of such studies. however. a
2rowing

body of ethno g ra p hic evidence exists to su p port the assertion that marijuana can be a

safe and effective treatment for a varier' of medical conditions. includin g pain, glaucoma,
muscle spacticity, nausea and the diminished appetite associated with AIDS Wasting
Syndrome [cf. Randall 1991: Grinspoon & Bakalar 1993]. With or without government
sanction or regulation, some people are usin g marijuana to treat symptoms of their medical
conditions. Marijuana is reportedl y being used b y some PWAs to control nausea and
Encrease their appetites [Randall 1991. Grins000n & Bakalar 1993]. Under the current
system of marijuana prohibition, quasi-le gitimate marijuana "bu yers clubs" have sprun g up
around the country to distribute marijuana to clients who demonstrate a medical need, and
g rassroots or g anizin g has be g un to introduce "com p assionate use'' le gislation into some states
that would allow persons with medical need to possess, purchase. and even grow marijuana
for personal consumption.

Problem statement
This study sou ght first to identify if there was a G rou p of PWAs who are informed about
marijuana's possible use as medicine, who use marijuana themselves to treat their symptoms,

and who are politicall y motivated. A secondary aim was to find out how these people share
information about medicinal marijuana.

METHODOLOGY'
Subjects. sampling design and response rates
PWAs were contacted throu g h a large Honolulu-based AIDS outreach and casework program.
Four hundred questionnaire surve y s and stamped return envelopes were distributed inside a
monthly client newsletter. 374 newsletters were delivered through the mail to 310 PWAs and
to 64 HIV- :.-ersons aiso on the maiiin g list. Of these. 4 were se p arated from the newsletter in
transit and returned b y the p ost office undelivered. An additional 26 newsletters were
distributed directly from the org anizational offices of the outreach proaram. primarily to
HIV- persons. It is not known with certainty 'now man y of those questionnaires distributed
at the office were received b y PWAs and how man y by other non-PWAs. although an
organization representative estimated that very few were distributed at the office to PWAs
who would have alread y received a co py of the client newsletter through the mail. Thus the
:oral number of questionnaires distributed through the maii and from the office was 396.
Overall, :40 questionnaires were returned, a res p onse rate of 35.4°, 10. Moreover. it is
estimated that between 306 and 336 PWAs received a cony of the questionnaire Etakina into
account losses in mail transit and the unlikel y possibility that all surve y s from the office
went to PWAs). One hundred twenty -three PWAs returned the questionnaire for a response
rate of somewhere between 36.6% and 40,2 °,./.3 amon g, the tar get PWA group.

Instrument
The instrument asked simple vesino Questions concerning PWAs awareness of the medical
marijuana claims, their patterns of communication with friends and doctors, whether they had
taken prescribed antiemetics or marijuana to treat their s y mptoms, whether they had used
3

marijuana non-medically, and their voter status. Res p ondents were also asked to complete
five questions on a Liken-t y pe scale about their attitudes toward various kinds of legal
reform, the importance of the medical marijuana issue to them, and the estimated likelihood
that they would use marijuana themselves if it were made le gall y available. A finai question
asked what level of activity they might take on to support a le g al reform campai gn. The
instrument included a section for optional comments where respondents could make a
personal statement of some sort.

The primary limitation to this stud y is the absence of demo grap hic data. Because of the
precarious social 7osition of PWAs. and the currentl y illicit nature of the activity being
studied. no demo g raphic information was gathered. The primary concern of this study was
to make an initial investi gation into medical use of marijuana amon g PWAs. Althou gh some
demographic data could have been gathered without jeopardizing a person's identity, it was
decided that the combined issues of AIDS and illicit dru g use was so delicate that asking any
personal questions might scare off respondents.

RESULTS
The questionnaire sou ght information in four G eneral areas: awareness and communication
about medical marijuana, patterns of therapeutic use and use for p leasure. attitudes toward
legal reform, and political motivation. Descri p tive statistics of their responses are presented
below, along with some added remarks g iven b y respondents in the optional comments
section of the questionnaire. Fifty-six PWAs (45.5%) provided such comments.

Awareness and Communication
The first four questions deal with respondents' knowled g e about medical marijuana and the
people with whom they speak about their knowled ge. Of the sam p le, 121 (98.4%) had heard
t: asserted that marijuana could be used for some medical purposes, and 107 (87.0%) had
4

heard of marijuana bein g used s5ecificail y in connection with AIDS/HIV. Respondents were
more than twice as likel y to have s p oken with their friends (65.9%) than their doctors
(31.7%) about potential medical uses of marijuana. Even persons treatin g themselves with
marijuana were less likel y to have spoken about it with their doctor (66.7%) than with their
friends (97.S%).

Most of the comments offered that pertained to this section were informational items about
manjuana's medicinal value. For instance one respondent said: "I believe the use of marijuana
with HIV/AIDS victims is sometimes to offset the ne g ative effects of medication. not
symptoms 0:- :he disease directl y [371." Another commented about marijuana that it
"certainly has less side effects than AZT and does seem to help friends feet and eat better
[54]." Several respondents su gg ested the use of marijuana to elevate the mood of the sick
person:

Marijuana is the only drug that tikes the place of an aid for appetite. mood elevation,
relaxation, or motivation. Used as a medication it's doctor-recommended, and In
moderation a very unique, fast-acting, and useful helper. When depressed from knowing
you're dying, it really moves your mind to a better location [291.
I believe :hat marijuana has p s ycholo g ical benefits in addition to any physiological
benefits. You just j
bet-ter: o man y AIDS patients find it hard to cope with the
zenerai feelin g of not bein g health y on a constant basis. Relief like pot is a temporary
g odsend. They can feel “normar far a few hours of their stress-filled life [7: emphasis in
orieinail.

j

Use Patterns

The use of marijuana was more prevalent amon g respondents than use of prescription
antiemetics like Marinol. More respondents with HIV had used marijuana as a medicine
(36.9%) than Marinot or other antiemetics (27.3%). A relativel y small number
comprisin g 22.6% of

),

mari j uana-informed respondents, had tried both marijuana and

Marmot or another prescribed antiemetic dru g . Of those who reported a definite preference
(23), 20 (V%) reported that marijuana produced the more desirable effect. Two thirds of
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respondents (66.7%) reported havin g used marijuana for non-medicai purposes at least once
in their lives.

Several respondents discussed Farther the relative worth of marijuana and Marinoi
(specifically) in their comments. For example:

Much sufferin g could be eased if marijuana could be furnished. Instead the [government]
charges the taxpayer S400 a month for Iviannol which 8 out of 10 times does nothin g but
intoxicate [136].
Whenever I am
n sufferin g from nausea or cannot eat. marijuana is the only thin g thus far
that has an immediate result and does not contribute to unpleasant side effects. Marinol
has made me sick several times (39: em p hasis in original].
Marino' is not an ade q uate substitute for marijuana,
had to stop taking t
hospital. .All it did was make me very roeav without enhancin g my appetite [34].

I

the

Attitudes toward legal reform
Questionnaire recipients were asked to give their opinions about legal reform issues on a
Likert-type scale. Respondents expressed strong or some support for making marijuana
legally available by doctors' prescri ptions (91.1%) and even in the absence of conclusive tests
on marijuana 03.5%). A majority of respondents (68.3%) antici p ated that they would be
either 'very likel y " or • somewhat likel y " to use marijuana if it became le g al. Another 8%
were uncertain about how their use mi g ht chan g e. A maioritv (59.0%) either stron gly favor,
or favor somewhat. legalization of marijuana for non-medical use.

Clearly there was overwhelming support for le gal reform. Most of the comments addressed
this issue, and several mentioned that this issue has broad appeal that crosses political
boundaries. This respondent put it best:

I believe there are quite a number of peo p le who o p pose marijuana as a recreational drug
but would support the use of marijuana for medical purposes--as lone as there is some
evidence to substantiate the claim [that mariivana is] medicall y beneficial. Even my
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strai g ht-lacea conservative mother would a p prove of usin g marijuana—"whatever it takes
to make you better:' as she put it one da y [49].
Others commen;ed on why the y make an exception in the case of Marijuana. For example:

I consider marijuana an addictive dru g that. when used for recreation. can very easily lead
to more serious dru g use. I am a recovering dru g addict (11 years sober) and have seen
this happen. However. I think special circumstances require special actions. Marijuana
used medically could relieve sufferin g and should be le g alized for that use [461.

Many others ex p ressed exasperation about the difficulties of using marijuana as a medicine.
and their support of makin g it legal

Anythin g ::at can 'De done to hel p those who suffer should be available co them.
Marijuana :s used ex-,ensiveiv by well persons. co wh y not le g all y for those who could
benefit meth:ally [38].
I feel in my heart that if this could help people like m y self and my husband who have
HIV, then :: should by all means be legal for treatment onl y . We really must open our
minds to what can be done for this disease [35].

Several respondents also explicitl y referred to a perceived h y pocrisy in the law. For
exampie:
I find it crazy that thousands die each Year from le g alized alcohol—marijuana is a nature
jru g , which is a blessin g for those of us who benefit from it [26].
I would reaily support the le g alization of marijuana. It has helped me to sleep. rela.x., and

;.ac more. There are legal thin g s that are more harrnful and that effect your mind worse
than marijuana (e.g. ci g arettes, liquor) [501.

On the other hand, some respondents ex p ressed ambivalence on the issue and concern that
medical use would not be properly regulated
I am a recovering aicoholic and dru g addict. I also work in the AIDS field. I feel the
legalization of marijuana (medical) would be beneficial for some but feel many would use
their HIV status to perpetuate existin g addictions for which I am very unsupportive [571.
My concern is with aui the alcohol and drug abuse is that le g alizing [manjuanal would only
make it more available for the trade through unethicai practices by patients and medical
care persons. I know of persons usin g Marino' who don't need it but have found the
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access. Anythina that would make m• life seem better wouid be aood. but I am more
concerned about the masses than mvseif as a person [55].

Finally, in one notable exce p tion to the norm, a respondent writes that:
There are other medications that treat nausea and other com p lications just as well if not
better than marijuana. Marijuana is simpl y a drug to get high with. [People \'hol are
seeking to 2et it for medical use are using their ailments for an excuse to get marijuana
[32].

Political monvarion
Respondents indicated a hi g h level of political motivation: 92 (74.9%) claimed to be registered
voters. althou g h onl y 7: (58.5%) had actuall y voted in the most recent election for governor.
Most 06.9%) considered themselves to be Democrats. Another 35 (30.2%) claimed to be
"Independent voters, and oniv 13 (11.2%) consider themselves Republicans. Two
respondents (1.7%) were members of another p olitical party. On the issue of medical
marijuana, 92 people (74.8%) answered that it is either very (37.4%) or somewhat (37.4%)
important to them personally. Moreover, 107 (89.1%) indicated that they would actively
support a le galization campai g n b y "signing a petition" (38.3%), "callin g represenLitives,
writin2 letters lo the editor or carry in g a Petition' (33.3%), or b y some hi g her level of activity
such as "or g an:zin g others, desi g nin g pam p hlets. talkin g to 2rouos. " etc. (17.5%).

Some respondents explained why they considered this to be an important issue to them
personally. For example:

The issue of marijuana used for medical purposes is an ex-tremelv important one. Those
who say its not mi g ht want to watch a close friend turn from a vibrant human bein g into
a walking skeleton: they just mi g ht change their o p inion. An ything that works is tine by
me (36).

Several respondents su ggested wa y s they would specifically like to help a ie g ai reform
campai g n. Here are some notable examples:
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I'm an entertainer in Hawaii and around the world. I'd love to do fundraisers and anything
else to help [139].
As a member of MAC ',Persons with AIDS Coalition], I wouid like to publish articles in
our newsierter to show medicai value re HIV, and in support of le g alization (3).
They have a piace in San Francisco called the Bu yers Cub on Market Street that deals in
this as a medical problem. Ma y be we could g et a pro g ram started here (281.
This is an issue that mv compan y will support [5212.

CONCLUSION
The p ilot study succeeds in identit;:in g a g rou p of informed. poiiticail y motivated population
of persons. many of whom are usin g marijuana illicitl y for self treatment of their medical
condition. Further stud y should be attempted to determine whether this g.roup is
representative of 13 1,VAs in Honolulu and Hawaii as a whole.

This respondent is not a PWA. but claims to use marijuana medically for another condition associated with
Gulf War Syndrome.
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ABSTRACT
Background. Marijuana is the most commonly used illegal drug in the United States., but
there is little information regarding the relationship of marijuana use to many health outcomes,
including mortality.
Methods. The study population is composed of 65,171 Kaiser Permanente Medical Care
Program members, aged 15-49 years, who completed self-administered questionnaires about
smoking habits, including marijuana use, at multiphasic health checkups (MHCs) conducted in
San Francisco (1979-80) or Oakland (1979-1985). Mortality follow-up was carried from the
MHC date through 1991. There were 1,215 deaths.
Results. Compared to nonusers/experimenters (lifetime use < 6 times), current use of
marijuana as reported at the MHC was not associated with a significantly increased risk of nonAIDS mortality in men (RR 1.12 [95% confidence interval [0.89,1.39]) or of total mortality in
women (1.09 [0.80,1.48]). Current marijuana use was associated with increased risk of AIDS
mortality in men (1.90 [1.33,2.73]), an association that probably was not causal, but most likely
represented uncontrolled confounding by sexual lifestyle (homosexual/bisexual). This
interpretation was supported by the lack of association of marijuana use to AIDS mortality in men
from a Kaiser Permanente HIV/AIDS database. The risk of death from injury (ICD codes 800999) was nearly significantly increased in women who used marijuana (1.86 [0.99,3.51]). Relative
risks for ever use of marijuana were similar.
Conclusion. Marijuana use in a prepaid health care-based study cohort had little effect on
non-AIDS mortality in men and on total mortality in women, with risks of mortality lower than
those associated with tobacco cigarette smoking.
Key words: marijuana, cannabanoids, mortality, AIDS, injury, tobacco smoking, alcohol.
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INTRODUCTION
Marijuana is the most commonly used illegal drug in the United States. It is estimated that
over 65 million Americans (31% of the U.S. population aged 12 and older) have used marijuana,'
and that the mean retail sales value of marijuana in the United States is approximately $10 billion.'
After reaching peak levels of use in 1979, marijuana use declined steadily during the following
decade. However, a sharp rise in use has been noted among youth in recent surveys, including the
two most authoritative surveys of drug use in the United States, the National Household Survey
on Drug Abuse and the Monitoring the Future Study.°
Despite its longstanding popularity, we still know little about the long-term health risks
associated with marijuana use. Harvard policy analyst Mark Kleiman concluded from his review
of the medical literature in 1992 that "aside from the almost self-evident proposition that smoking
anything is probably bad for the lungs, the quarter century since large number of Americans began
to use marijuana has produced remarkably little laboratory or epidemiological evidence of serious
health damage done by the drug." Similar appraisals were offered during the 1980's in the two
most comprehensive reviews from that decade of the health effects of cannabis research. 5'6 In a
more recent review of the health effects of marijuana prepared for the National Task Force on
Cannabis in Australia, Hall and coauthors concluded that while there are no well established
health or psychological effects of chronic cannabis use, the following were considered to be
probable major adverse effects: respiratory diseases associated with smoking as the method of
administration, including chronic bronchitis, and premalignant histopathological changes in the
lung; development of a cannabis dependence syndrome; and subtle forms of cognitive
impairment.'
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The only other large-scale study of marijuana use and mortality was performed in a cohort
of 45,540 male Swedish conscripts, who were 18-20 years old at baseline and were followed for
15 years.' In this study, the relative risk for mortality associated with marijuana use (more than
50 times) was 1.2 (95% confidence interval 110.8-1.9]) after adjustment for social background.
We report here the findings of study of the relationship of marijuana use to mortality in a
cohort of over 65,000 members of a large prepaid health plan. Mortality is one of several health
outcomes being studied in this cohort, with other endpoints including hospitalizations, cancer
incidence, and outpatient utilization. These data are important in that they provide much needed
and heretofore unavailable information on the health effects of marijuana as used by a populationbased study cohort that was reasonably heterogeneous in regard to gender, ethnicity, and
socioeconomic status. They are particularly valuable because the data on marijuana use in this
cohort was collected before the initiation of the "War on Drugs" in the latter half of the 1980's,
which may have resulted in underreporting of illegal drug use.' We hypothesized that marijuana
use would be associated with an increased risk of respiratory disease and injury outcomes.

METHODS
Study population. The study population is composed of 65,171 Kaiser Permanente
Medical Care Program (KPMCP) members, aged 15-49 years (mean age, 33 years), who
completed detailed, self-administered, smoking-habit and alcohol use research questionnaires in
the setting of a multiphasic health checkup (MI-IC) conducted in the San Francisco (until 1980)
and Oakland Kaiser Permanente facilities in California. The study cohort includes those who
completed the questionnaires between mid-1979 (the inception of the smoking-habit
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questionnaire) through 1985 (the termination of the alcohol use questionnaire). Follow-up was
carried out for mortality from the date of the MHC through December 31, 1991. The mean
length of follow-up was 10.0 years.
Determination of marijuana use. Marijuana use was defined by answers to the following
queSlions on the smoking-habit questionnaire:
1) Have you ever smoked marijuana? (Response choices; "no," "yes, but only once or
twice in my lifetime,", "yes, 3-6 times in my lifetime," and "yes, more than 6 times in my
lifetime.")
2) Do you currently smoke marijuana? (Response choices: "yes" and "no.")
Current marijuana smoking was defined by a "yes, more than 6 times in my lifetime"
response to question #1 and "yes" to question #2. Former marijuana smoking was defined by a
"yes, more than 6 times in my lifetime" response to #1 and a "no" to #2. Nonsmoking was
defined by a "no" to #1. "Experimenter" status was defined for those responding that their
lifetime use of marijuana use was 1-6 times. Ever marijuana use, with current status unknown,
was defined by "yes, more than 6 times in my lifetime" response to question #1 and missing
response for question #2. This latter group comprised less than 1% of the cohort, and is tabulated
with former users in this report. In the reporting of results, "ever" users will refer to current users
and former users, and will not include experimenters. Duration of marijuana smoking in current
and former smokers was assessed by the response to question: "Altogether, how many years have
you smoked marijuana?" Frequency of use was assessed by the response to the question: "How
often do you smoke it? Or, if you no longer smoke it, how often did you smoke it before you
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stopped?" (Response choices: "less than once a month," "about once or twice a month," "about
once or twice a week," and "almost every day" [referred to as "daily" later in the paper].
Determination of tobacco cigarette use and alcohol use. Persons were classified as
current, former, or never-smokers on the basis of their responses to the smoking-habit
questionnaire.' Current and former smokers also were questioned about frequency (number of
cigarettes per day) and duration (years) of smoking. The alcohol use questionnaire initially
classified persons by use of alcoholic beverages "in the past year." Life-long abstainers were
defined as past year nonusers who also answered that they drank alcohol in the past "never or
almost never." Drinkers were asked how many drinks they usually had during the past year: "9
or more per day," "6 to 8 per day," "3 to 5 per day," "1 or 2 per day," "less than 1 per day, but
more than 1 per month," and "less than 1 per month (special occasions only)."
Mortality follow-up. Mortality was ascertained through 1991 by computer-matching the
members of the study cohort with the Kaiser Permanente Medical Care Program membership file
as of 1992 and extracting a list of subjects who were no longer members. From this list, we
accepted as confirmed deaths, those ascertained in previous studies performed at the Kaiser
Permanente Division of Research. The mortality status of the remaining study subjects who were
no longer members was ascertained by computer-matching names with the California death file
using the California Automated Mortality Linkage and Information System (CAMLIS)." If
linkages were questionable, additional information was obtained from program membership data
and medical records to rule in or out the match. Evaluation of these questionable decedents was
done without knowledge of their marijuana, alcohol, and cigarette use. In a test subset consisting
of 4,696 members of this study cohort this method was found to produce more false negatives
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(11% vs. 6% of known dead classified as alive) and fewer false positive (.07% vs. 1.2% of known
alive classified as dead) when compared with utilization of the National Death Index in
ascertainment of mortality." The underlying cause of death (International Classification of
Diseases, Ninth Revision [ICD9]) from the death certificate was used for coding. A previous test
revealed 97% agreement between these codes and the judgment of a physician in our
department."
In order to obtain information about deaths of subjects who left California, we linked the
Social Security numbers of remaining subjects to a database maintained by Pension Benefits
Information (Tiburon, CA) which included mortality data from the Social Security Administration,
State of California Vital Statistics, Department of Defense, Civil Service Commission, and
Railroad Retirement Board. Social Security numbers were available for about two-thirds of the
study cohort. Only 2.2% (27 of 1,215 deaths) were ascertained by this out-of-state search.
Causes of death were not available for mortality ascertained in this way, so that these deaths were
included in analyses of total mortality, but were not included in analyses of subcategories of
mortality.
The overall age-specific mortality rates of this group were about three-quarters as large as
the corresponding rates in the United States in 1987." This discrepancy was probably due to the
better health of our insured and predominantly employed subscriber population, and to our
inability to ascertain mortality in those subjects without a Social Security number in our data base
who left California.
The epidemic of AIDS and human immunodeficiency virus (HIV) associated disease
began during the followup period, accounting for substantial mortality in the study cohort.
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Deaths in 1982 through 1986 caused by human immunodeficiency virus (HIV) infection were
estimated using Centers for Disease Control criteria [i.e. underlying cause of death ICD9 code
136.3 (pneumocystosis), 173.0 through 173.9 (nonmelenoma malignant neoplasm of the skin,
including Kaposi's sarcoma), or 279.1 (deficiency of cell-mediated immunity)." Also included as
HIV-associated disease were 20 deaths occurring between 1982 and 1986 from infectious
diseases (ICD codes 001-139) in individuals who were known to have AIDS, because they were
included in a database of AIDS patients maintained by KPMCP. From 1987 on, deaths caused by
HIV infection were defined as those with underlying cause of death 042-044, introduced in 1987
to classify HIV infection.
Analytic methods. Statistical analyses were performed using SAS programs. 15 In
determining age-specific mortality rates, person-years of follow-up were assigned to appropriate
age categories using attained age for the duration of follow-up. Cox proportional hazards models
were used to examine the joint effect of sociodemographic characteristics, marijuana use, tobacco
use, and alcohol use on the risk of mortality, from which estimates of relative risks and associated
95% confidence intervals were obtained.' Age-squared terms were entered into Cox
proportional hazards models to determine if there was a nonlinear relationship between age and
mortality, and were included when significant. Interactions between marijuana and tobacco use,
and between marijuana and alcohol use were tested in the selected models (total mortality, AIDS
mortality [men only], non-AIDS mortality [men only], and mortality from injuries/poisonings) by
including cross product terms in our proportional hazards models. None of the interaction terms
were statistically significant (p<0.05).

RESULTS
Sociodemographic characteristics (Table 1). Overall, nonusers comprised 38% of the
cohort, while experimenters, former users, and current users respectively comprised 20%, 20%,
and 22% of the cohort. The percentage of ever users was highest in the 20-29 year age group.
Ever use of marijuana was more common in men than in women, was highest in whites followed
by blacks, Hispanics, and Asians. Patterns of user status by education varied by gender. The
highest prevalence of ever use in men was among those with some college and in women among
those with who were post-college graduates. The lowest prevalence of ever use in men was
technical/business school and in women among those with 12 or fewer years of education. Nevermarried men and women were about twice as likely to be never users than their married
counterparts. Similar sociodemographic patterns use were generally present for current use of .
marijuana.
Tobacco cigarette and alcohol Ilse. Current marijuana users were twice as likely to be
current tobacco cigarette smokers than never users of marijuana, and were nearly 2 1/2 . times as
likely to be alcohol drinkers. The percentage of current smokers was 21% for never users of
marijuana, 31% for experimenters, 32% for former users, and 42% for current users. The
corresponding percentages of those consuming >1 alcoholic drink per day were 16%, 27%, 31%,
and 39%. Current use of marijuana was reported by 36% of men and 29% of women who
consumed 3 or more alcoholic drinks per day, as compared to 4% of men and 2% of women who
were nonusers of alcohol. While there were few marijuana users who were nonusers of alcohol, a
substantial number of ever marijuana users (3,414 men and 4,003 women) and current marijuana
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users (1,684 men and 1,845 women) were nonsmokers of tobacco cigarettes and occasional
(<once/month) alcohol drinkers.
Distribution of causes of death. The analyses were planned to compare the risk of
mortality associated with ever use of marijuana and with current use of marijuana relative to never
or experimental use. Overall, there were 807 deaths in men, and 408 deaths in women. Based on
the distribution of underlying cause of death by categories of marijuana use status (Table 2), we
performed analyses for total mortality, for AIDS in men only, for deaths due to neoplasms,
circulatory diseases, and injury/poisoning, for "all other causes" of mortality, and for non-AIDS
mortality in men only.
Ever use and current use of marijuana in relation to mortality (Tables 3 and 4). Ever use
of marijuana was associated with significantly increased risk in men of total mortality (28%
increase) and AIDS mortality (80%) and a non-significant (p>0.05) increase (11%) in the risk of
non-AIDS mortality. The relative risks for ever use of marijuana were greater than 1 for all
categories of mortality, except for neoplasms. The relative risks associated with ever use of
marijuana for these categories of mortality were similar or even higher in nonsmokers/occasional
drinkers (a group where marijuana use could be evaluated without uncontrolled confounding by
cigarette and substantial alcohol use), and were significantly increased for total mortality and for
mortality from AIDS. Of note was the nearly significant (47%) increase in the category "other
causes of mortality." Examination of these other causes revealed higher proportions of deaths
from infectious diseases (21.7% of "other cause" deaths in ever users vs. 13.7% in never
users/experimenters) and from alcohol and drug abuse deaths (18.8% in ever users vs. 7.8 % in
never users/experimenters) in ever users than in never users/experimenters. Current use of
10

marijuana at MHC was also associated with a significantly increased risk in men of total mortality
(33% increase) and of AIDS mortality (90% increase) (Table 4). The relative risks associated
with current marijuana use were slightly higher than those associated with ever use for most
categories of mortality.
In women, there were no significant increases or decreases in mortality risk associated
with ever use or current use of marijuana in any category of mortality. The relative risk for total
mortality associated with marijuana use was slightly below 1 (0.90) for ever users and slightly
above 1 (1.09) for current users. Relative risks were less than one for all subcategories of
mortality except injury/poisoning, which showed in relation to current use of marijuana at MI-IC a
nearly significant 86% increase in mortality. Motor vehicle accidents accounted for about onethird of the deaths in this category in both never/experimenters and current users, while the
proportion of homicides was about twice as high in current users (31.6% vs. 15.8% in never
users/experimenters). One suicide occurred in current users, and the proportion of all other
injury/poisoning deaths was about one-third in both current users and never users/experimenters.
The relative risks associated with marijuana use were generally similar in
nonsmokers/occasional drinkers (Tables '3 and 4) to those in the complete cohort. Most relative
risks greater than 1.0 became even higher when the analysis was limited to nonsmokers/occasional
drinkers, suggesting that the increased risks in the complete cohort were not an artifact result
from incomplete control of the effects of cigarette smoking or alcohol use. Analysis of mortality
excluding subjects dying within the first 5 years of followup after the MIK (Table 5) were similar
to the overall results (Table 3 and 4), suggesting that the overall results were not affected by
preexisting illness at the time of the MHC that affected the decision to use marijuana.
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Dose relationships. Duration of use in current marijuana users was not consistently
related to the risk of AIDS mortality in men or to total mortality in women, and had an inverse
tendency in relationship to total and non-AIDS mortality in men (Table 6). A continuous duration
of use variable was not significant when added to the full models for each of these mortality
outcomes.
Marijuana use at least once a week was associated with slightly higher relative risks of
mortality than less frequent use in current users (Table 6). The addition of frequency of use
improved the fit of the model (p<0.05) only for total mortality in men.
AIDS mortality. The vast majority of AIDS deaths were in unmarried men (172 of 207 =
83%), and the prevalence of current marijuana use was nearly twice as high in unmarried men as
in married men (see Table 1). This raised the question of whether analytic control for marital
status was insufficient to adjust for confounding life style factors, particularly sexual orientation.
To focus in further on this question, the study cohort was linked to the Northern
California Kaiser Permanente Medical Care Program AIDS Database. There were 214 men in the
study cohort who were diagnosed with AIDS after determination of their marijuana use status.
The prevalence of current marijuana use at MHC was 56% in these AIDS patients, substantially
higher than the 38% prevalence of current marijuana use in unmarried men in the total study
cohort.
In this subgroup of 214 AIDS patients, current marijuana use was associated with a nonsignificant decrease in relative risk for total mortality (0.78 [0.47, 1.30]), and for AIDS mortality
(0.71 [0.41, 1.23]). Assuming that most of the unmarried men who developed AIDS were
homosexual/bisexual, these findings supported the hypothesis that the prevalence of marijuana use
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was higher in homosexuaUbisexual men in the cohort who were at high risk of dying of AIDS.
Therefore, homosexual status was a critical confounding variable that could not be controlled for
in mortality analyses for the complete cohort.
Comparative risks of tobacco, alcohol, and marijuana use. The relative risks of total
mortality in men and women, and of AIDS and non-AIDS mortality in men associated with
current cigarette smoking, alcohol consumption of 3 or more drinks per day, and current
marijuana use (at two frequency levels: at least once/week and daily) are shown in Table 7.
Except for AIDS mortality, the risks associated with marijuana use were lower than the risks
associated with tobacco cigarette smoking. Marijuana use was associated with a higher risk of
total and of AIDS mortality in men than alcohol consumption of 3 or more drinks per day, and a
lower risk of total mortality in women.

DISCUSSION
The main overall findings from this study were an increased risk of total mortality
associated with marijuana use in men but not in women. The increased total mortality in men was
accounted for by the strong relationship between marijuana use and AIDS mortality. Non-AIDS
mortality showed little, if any, association with marijuana use.
The question of the effect of marijuana use on mortality from AIDS is an important one.
Marijuana use has been advocated as a therapeutic adjunct to ameliorate the nausea and loss of
appetite commonly associated with the wasting syndrome in AIDS.' 7 However, smoking
marijuana might theoretically place AIDS patients at increased risk of infection due to irritative
effects on the respiratory system, infectious contaminants in the marijuana (e.g., fungi), or adverse
13

effects on the immune system. Potential explanations for the increased risk of mortality from
AIDS in marijuana users include the following: a) marijuana use as a marker of high risk behavior
i.e., homosexuality/bisexuality or intravenous drug use; b) marijuana use was started as a result of
HIV infection or AIDS, rather than preceding disease; c) possible immunosuppressive properties
of marijuana which lead to higher likelihood of developing HIV infection, faster progression from
HIV infection to AIDS, and/or faster progression from AIDS to death. Our data do not directly
address any of these of these potential explanations
The higher prevalence of marijuana use in unmarried men who developed AIDS and the
non-significant decreased risk of mortality associated with marijuana use in AIDS registry patients
provide substantial evidence that the increased risk of AIDS mortality in the total study cohort
was probably the result of uncontrolled confounding by lifestyle. Several studies have revealed a
substantially higher prevalence of marijuana use in homosexual and bisexual men, supporting the
hypothesis that marijuana acted as marker for homosexuality/bisexuality. 18-20 The use of alcohol
and nonmedical psychoactive drugs including marijuana is associated with risky sexual behavior
such as unprotected intercourse,' but methodological limitations have made it impossible to
determine whether this is a causal relationship.' Lacking data regarding parenteral drug use, we
asked whether intravenous drug use might have been the cause of AIDS and searched for
infective endocarditis in Kaiser Permanente hospitalization records of the AIDS decedents
studied. Only one such case was found, which did not suggest that marijuana use acted
substantially as a marker for intravenous drug use. Also, the relative risk of AIDS associated with
marijuana use did not diminish when the analysis was limited to non-smokers of tobacco
cigarettes/occasional alcohol drinkers, a subgroup unlikely to contain many parenteral drug users.
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However, marijuana use may serve to a certain extent as a marker of intravenous drug use.
Could marijuana have been used to ameliorate symptoms in men with preclinical ADDS?
Other data from our cohort suggest that marijuana use was initiated in the majority of AIDS
patients far in advance of clinical disease. Based on questionnaire responses concerning years of
use, 65% of AIDS patients who used marijuana had an estimated date of initiation of marijuana
use prior to 1976, at which time HIV infection in the San Francisco Bay Area was either
nonexistent or negligible.

We can therefore infer that nearly two-thirds of the marijuana users

began their use prior to HIV infection. This finding, in combination with the increased risk of
AIDS mortality after 5 years of follow-up (Tables 4 and 6), suggest that therapeutic use of
marijuana had a minor, if any, explanatory effect on the association between marijuana use and
AIDS mortality.
While marijuana and its psychoactive ingredients, the cannabanoids, are known to have

immunosuppressive qualities, there is no consensus as to whether these result in clinical
immunosuppression in humans with typical doses.' While the use of marijuana has been
associated with a higher prevalence of seropositivity for HIV in some cross-sectional studies of
homosexual/bisexual men, 20,24 marijuana use has not been shown to be an independent predictor
of seroconversion," nor does it increase the risk of ADDS in seropositive men.'
The nearly significant increase in the risk of mortality from injuries/poisonings for women
who were current marijuana users was consistent with our hypothesis that marijuana use would
prove to be a risk factor for death due to injury. Marijuana is known to decrease psychomotor
performance, and a few studies have implicated its use in motor vehicle crashes.' Marijuana use
is also strongly associated with alcohol use, another major risk for accidental death. There was an

inadequate number of deaths from respiratory disease to meaningfully study the other main study
hypothesis, that marijuana use would be associated with increased respiratory disease mortality.
Another study performed in a subgroup of this cohort showed that daily/near daily marijuana
users who were not cigarette smokers had a 31% higher risk of outpatient visits for respiratory
disorders than nonusers of both marijuana and cigarettes. m The tendency (non-significant)
toward increased risk of "other" causes of death in men reflects most notably higher rates of
alcohol and drug abuse deaths and deaths from infectious diseases. The latter may be due to the
theoretical immunosuppressive effects of marijuana, or possibly to misclassification of ADDS
deaths as infectious disease deaths.
The major limitations of this study include reliance on self-report for ascertainment of
marijuana use status; the inability to study change in marijuana use status during followup; lack of
lengthy follow-up into the geriatric age range (maximum follow-up, 12.5 years, maximum age
reached, 63 years); and lack of information regarding other illegal drug use. We believe that
underreporting of marijuana use because it was an illegal drug is not likely to have been a
significant problem because the social environment surrounding marijuana use was much more
accepting during the period of data collection than it is now; the "War on Drugs" did not begin
until the second half of the last decade. Estimates of use were similar to those obtained during
this time period by the National Household Survey on Drug Abuse, which is considered to be the
most authoritative source of illegal drug use information in U.S. adults.' Lack of longitudinal
data regarding use status is common to many cohort studies. It seems unlikely that ever use of
marijuana status would have changed substantially over time, because relatively few adults in this
cohort are likely to have initiated marijuana use during followup during a period (1980's and
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1990's) when there was a marked secular decline in self-reported marijuana use in the United
States. It is possible that relationships between marijuana use and mortality may be present with
longer-term followup or later in life that we could not study. It is likely that if information on use
of other illegal drugs had been available, adjustment for use would have lowered the relative risk
estimates for marijuana use.
In summary, this study showed little if any effect of marijuana use on non-AIDS mortality
in men and on totality mortality in women. The increased risk of ALDS mortality in male
marijuana users probably did not reflect a causal relationship, but most likely represented
uncontrolled confounding by sexual lifestyle (homosexual/bisexual). The risk of mortality
associated with marijuana use was lower than that associated with tobacco cigarette smoking.
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Table 1.

Marijuana use status by sociodemographic characteristics

Experimenter

Never
N

Men

5.

N

Current

Former

.7.2

N

5.

N

5.

Age at MI-IC:
15-19

311

32.1

169

17.5

165

17.1

323

33.4

20-29

1685

21.6

1272

16.3

1965

25.2

2880

36.9

30-39

3238

27.9

2163

18.6

2918

25.1

3300

28.4

40-49

3869

50.3

1700

22.1

1066

13.8

1057

13.7

White

4267

26.4

3085

19.1

4005

2.7

4818

29.8

Black

2010

30.4

1258

19.0

1317

19.9

2037

30.8

Asian

2008

65.3

514

16.7

350

11.4

203

6.6

Hispanic

525

37.3

288

21.3

260 -

19.2

300

22.2

313

36.6

159

18.6

182

21.3

202

23.6

.

Race:

Other/Unknown
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Education:
1710

35.7

865

18.1

865

18.1

1348

28.2

Business School

422

37.9

210

18.9

202

18.2

279

25.1

Some College '

2421

28.8

1564

18.6

1867

22.2

2554

30.4

College Graduate

2233

34.8

1177

18.3

1408

21.9

1606

25.0

Postgraduate

2142

31.5

1380

20.3

1624

23.9

1647

24.3

175

31.4

108

19.4

148

26.6

126

22.6

Never Married

2014

22.0

1527

16.7

2224

24.3

3394

37.1

Married

5680

43.9

2538

19.6

2420

18.7

2311

17.9

Re-married

484

27.2

427

24.0

431

24.3

435

24.5

Separated

200

21.0

173

18.2

216

22.7

362

38.1

Divorced

549

20.6

527

19.8

663

24.9

921

34.6

30

42.3

21

29.6

10

14.1

10

14.1

_.<_ High School
Technical/

Unknown
Marital Status:

Widowed

,

25

146

28.4

91

17.7

150

29.2

127

24.7

9103

32.4

5304

18.9

6114

21.8

7560

26.9

596

33.6

392

22.1

344

19.4

441

24.9

20-29

3840

30.9

2623

21.1

2809

22.6

3142

25.3

30-39

5716

40.1

3179

22.3

2856

20.1

2489

17.5

40-49

5800

67.0

1719

19.8

648

7.5

496

5.7

White

5657

30.9

4263

23.3

4414

24.1

3989

21.8

Black

5665

48.5

2529

21.6

1536

13.1

1959

16.8

Asian

3102

74.7

553

13.3

300

7.2

199

4.8

Hispanic

1027

56.8

330

18.3

218

12.1

232

12.8

501

44.9

238

21.3

189

16.9

189

16.9

Unknown
Total
Women
Age at MHC:
15-19

-

Race:

Other/Unknown

Education:
4150

52.4

1567

19.8

1028 •

13.0

1182

14.9

942

48.4

433

22.3

253

13.0

317

16.3

Some College

4951

41.2

2579

21.5

2163

18.0

2326

19.4

College Graduate

3430

43.3

1609

20.3

1512

19.1

1367

17.3

Postgraduate

2169

33.3

1559

23.9

1525

23.4

1271

19.5

310

41.0

166

21.9

176

23.3

105

13.9

Never Married

3450

29.9

2436

21.1

2644

22.9

3029

26.2

Married

8763

56.4

3009

19.4

2119

13.6

1659

10.7

Re-married

776

38.6

539

26.8

406

20.2

288

14.3

Separated

553

36.4

363

23.9

250

16.4

355

23.3

Divorced

1892

35.4

1331

24.9

1030

19.3

1087

20.4

Widowed

267

64.2

73

17.6

39

9.4

37

8.9

_< High School
Technical/.
Business School

Unknown
Marital Status

27

Unknown
Total

251

36.1

162

23.3

169

24.3

113-

16.3

15952

43.0

7913

21.3

6657

17.8

6568

17.7
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Table 2. Number of Deaths by Category, Gender and Marijuna Use Status.

Men

Women

Never/
Diseases

ICD Code

Experimenter

Never/
Ever

Current

Experimenter

Ever

Current

AIDS

042-044'

55

152

104

-

-

-

Neoplasms

140-239

90

45

30

155

36

19

Circulatory Disease 390-439

102

60

37

64

13

10

800-999

72

92

47

38

28

19

51

69

39

50

16

10

7

12

8

4

4

3

Injury/poisoning
Other2
Unknown

See Methods section
I
2 Includes 3 AIDS deaths in women
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Table 3. Risk of mortality in ever users of marijuana relative to nonusers/experimenters in the complete study cohort and in
nonusers of tobacco cigarettes and occasional ( < once/month) users of alcohol.
(95% confidence interval for relative risk in parentheses)

Non-smokers/
Full Model l

Occ. Drinkers2

Total

1.28 (1.09,1.50)

1.58 (1.14,2.28)

AIDS

1.80 (1.29,2.52)

2.34 (1.32,4.14)

Neoplasms

0.78 (0.52,1.18)

0.46 (0.15,1.41)

Circulatory System

1.08 (0.75,1.55)

1.36 (0.58,3.19)

Injuries/poisonings

1.24 (0.87,1.75)

1.65 (0.84,3.23)

Other causes

1.47 (0.98,2.22)

1.71 (0.62,4.68)

Non-AIDS

1.11 (0.92,1.34)

1.25 (0.82,1.89)

Diseases
Men

30

'

r.,.;j .4

sts

Women
Total

0.90 (0.69,1.16)

0.81 (0.49,1.34)

Neoplasms

0.82 (0.54,1.22)

0.70 (0.31,1.58)

Circulatory System

0.68 (0.35,1.33)

0.34 (0.04,2.90)

Injuries/poisonings

1.39 (0.79,2.44)

1.40 (0.65,3.04)

Other causes

0.76 (0.39,1.46)

0.40 (0.05,3.35)

Adjusted for age, race, education, marital status, obesity, cigarette smoking, and alcohol use.
2 Adjusted for age, race, education, marital status, and obesity.

•
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Table 4.

Risk of mortality in current users of marijuana relative to nonusers/experimenters in the complete study cohort and in

nonusers of tobacco cigarettes and occasional ( < once/month) users of alcohol.
(95% confidence interval for relative risk in parentheses)

Non-smokers/
Full Modell

Occ. Drinkers2

Total

1.33 (1.11,1.59)

1.50 (1.01,2.22)

AIDS

1.90 (1.33,2.73)

1.91 (1.02,3.55)

Neoplasms

0.97 (0.61,1.55)

0.75 (0.21,2.69)

Circulatory System

1.22 (0.80,1.87)

1.80 (0.68,4.73)

Injuries/poisonings

0.99 (O. 65,1.50)

1.23 (0.51,2.95)

Other causes

1.39 (0. 86,2.24)

0.68 (0.14,3.45)

Non-AIDS

1.12 (0.89,1.39)

1.15 (0.67,1.97)

1.09 (0.80,1.48)

1.03 (0.55,1.90)

Diseases
Men

Women
Total

32

Neoplasms

0.86 (0.51,1.45)

0.56 (0.17,1.90)

Circulatory System

0.96 (0.46,2.02)

0.70 (0.08,5.95)

Injuries/poisonings

1.86 (0.99,3.51)

2.04 (0.85,4.91)

Other causes

0.95 (0.45,2.04)

0.84 (0.10,7.23)

Adjusted for age, race, education, marital status, obesity, cigarette smoking, and alcohol use.
Adjusted for age, race, education, marital status, and obesity.

.

Table 5. Risk of mortality in ever users and in current users of marijuana relative to
nonusers/experimenters, excluding deaths during the first 5 years of followup.1
(95% confidence interval in parentheses)

Ever Use'

Current Use2

Total

1.40 (1.15, 1.69)

1.50 (1.21, 1.87)

AIDS

2.17 (1.50, 3.16)

2.25 (1.52, 3.35)

Non-AIDS

1.14 (0.89, 1.14)

1.17 (0.88, 1.55)

0.76 (0.55, 1.07)

0.96 (0.65, 1.42)

Category
Men

Women
Total

Adjusted for age, race, education, marital status, obesity, cigarette smoking, and alcohol use.
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Table 6. Risk of mortality associated with duration and frequency of marijuana use, in current users relative to
nonusers/experimenters.'
(95% confidence interval for relative risk in parentheses)

Duration of Use
< 5 Years

5 - 9.9 Years

2_ 10 years

Total

1.60 (1.16, 2.20)

1.58 (1.21, 2.07)

1.19 (0.96, 1.48)

AIDS

1.98 (1.14, 3.47)

2.61 (1.67, 4.09)

1.56 (1.02, 2.38)

Non-AIDS

1.32 (0.87, 2.01)

1.06 (0.73, 1.55)

1.07 (0.83, 1.38)

0.95 (0.53, 1.68)

1.34 (0.84, 3.14)

1.02 (0.66, 1.57)

Category
Men

Women
Total
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Frequency of Use
Category

< Once/week

Once/week

Men
Total

1.25 (0.97, 1.62)

1.46 (1.19, 1.80)

AIDS

1.77 (1.12, 2.78)

2.09 (1.43, 3.06)

Non-AIDS

1.05 (0.75, 1.45)

1.17 (0.91, 1.51)

1.01 (0.64, 1.58)

1.23 (0.84, 1.80)

Women
Total

I Adjusted for age, race, education, marital status, obesity, cigarette smoking, and alcohol use.

Table 7.

Risk of mortality associated with current smoking, alcohol _>_3 drinks/day, current marijuana use

once/week.'

(95% confidence interval for relative risk in parentheses)

Current Marijuana Use4

Current cigarette

Alcohol

Smoking2

Drinks/day3

_ _ Once/week

Total Mortality

1.75 (1.45, 2.11)

1.13 (0.91, 1.40)

1.46 (1.19, 1.79)

1.43 (1.08, 1.90)

AIDS

1.65 (1.16, 2.37)

0.94 (0.60, 1.46)

2.09 (1.42, 3.06)

1.65 (0.97, 2.82)

Non-AIDS

1.76 (1.40, 2.20)

1.21 (0.94, 1.56)

1.17 (0.91, 1.51)

1.31 (0.93, 1.84)

1.58 (1.25, 2.01)

1.90 (1.31, 2.76)

1.23 (0.84, 1.80)

1.44 (0.80, 2.56)

Category

Daily

Men

Women
Total Mortality

Adjusted for age, race, education, marital status, obesity, cigarette smoking, and alcohol use.
2 Relative to nonsmoking.
'Relative to occasional alcohol use.
4 Relative to nonuser/experimental marijuana use status.

Co mmentary

Marihuana as Medicine
A Plea for Reconsideration
BETWEEN 1840 and 1900. European and American medical
journals published more than 100 articles on the therapeutic
use of the drug known then as Cannabis indica tor Indian
hemp) and now as marihuana. It was recommended as an
4petite stimulant, muscle relaxant, analgesic. hypnotic, and
anticonvulsant. As late as 1913 Sir William Oster recommended it as the most satisfactory remedy for migraine.
Today the 5000-year medical history of cannabis has been
almost forgotten. Its use declined in the early 20th century
because the potency of preparations was variable. responses
:o oral in gestion were erratic, and alternatives oecame available—injectable opiates and, later, synthetic dra gs such as
aspirin and barbiturates. In the United States. the final blow
was struck by the Marihuana Tax Act of 1937. Designed to
prevent nonmedical use, this law made cannabis so difficult
to obtain for medical purposes that it was removed from the
pharmacopeia. It is now confined to Schedule I under the
Conti oiled Substances Act as a drug that has a high potential
for ab Ise, lacks an accepted medical use, and is unsafe for use
under mediaal supervision.
In 1972 the National Organization for the Reform of Marijuana Laws petitioned the Bureau of Narcotics and Dangerous I) .ugs, later renamed the Drug Enforcement Administratio (DEA), to transfer marihuana to Schedule II so that
it cou be legally prescribed. As the proceedin gs continued.
other ,ax-ties joined. including the Physicians Association for
AIDS (acquired immunodeficiency syndromej Care. It was
only in 1986, after many years of legal maneuverin g, that the
DEA acceded to the demand for the public hearings required
by law. During the hearings, which lasted 2 years. many
patiel:ts and physicians testified and thousands of pages of
documentation were introduced. In-1988 the DEA's own adminisirative law judge, Francis L. Young, declared that marihuana in its natural form fulfilled the legal requirement of
currently accepted medical use in treatment in the United
States. He added that it was "one of the safest therapeutically
active substances known to man." His order that the marihuana plant be transferred to Schedule II was overruled, not
by an medical authority, but by the DEA its.eif. which issued
a final rejection of all pleas for reclassification in March 1992.
Meanwhile, a few patients have been able to obtain marihuana legally for therapeutic purposes. Since 1978. legislation
permitting patients with certain disorders to use marihuana
with a physician's approval has been enacted in 36 states.
p rom rte Deoanment of Psycniatrv. Harvara meaicai Scr::
" ••?.. ttra . fr C ..-' 7r Boston.
Recruit ream= to harvara Meaicai Scnooi. 74 Fenl.vcoa
(Or Grin 000n p.

: "1
Boston. MA 02115

Although federal regulations and procedures made the laws
difficult to implement. 10 states eventually established formal marihuana research programs to seek Food and Drug
Administration t FDA) approval for Investigational New Drug
t IND) applications. These programs were later abandoned,
mainly because the bureaucratic burden on physicians and
patients became intolerable.
Growing demand also forced the FDA to institute an Individual Treatment IND (commonly referred to as a Compassionate iND) for the use of physicians. whose patients
needed marihuana because no other drug would produce the
..iiune therapeutic effect. The application process was made
enormously complicated, and most physicians did not want to
become involved. especiaily since many believed there was
some stigma attached to prescribing cannabis. Between 1976
and 1988 the government reluctantly awarded about a half
dozen Compassionate I NDs for the use of marihuana. In 1989
the FDA was deluged with new applications from people with
AIDS, and the number granted rose to 34 within a year. In
June 1991. the Public Health Service announced that the
program would be suspended because it undercut the administration's opposition to the use of illegal drugs. After that
no new Compassionate INDs were granted, and the program
was discontinued in March 1992. Eight patients are still receiving marihuana under the original program; for everyone
else it is officially a forbidden medicine.
And yet physicians and patients in increasing numbers
continue CO reiearn through personal experience the lessons
,.)f the 19th century. Many people know that marihuana is now
being used illegally for the nausea and vomiting induced by
chemotherapy. Some know that it lowers intraocular pressure in glaucoma. Patients have found it useful as an anticonvulsant, as a muscle relaxant in spastic disorders, and as
an appetite stimulant in the wasting syndrome of human
immunodeficiency virus infection. It is also being used to
relieve phantom limb pain, menstrual cramps, and other types
of chronic pain. including (as Osier might have predicted)
migraine. Polls and voter referenda have repeatedly indicated that the vast majority of Americans think marihuana
should be medically available.
One of marihuana's greatest advantages as a medicine is its
remarkable safety. It has little effect on major physiological
functions. There is no known case of a lethal overdose; on the
basis of animal models, the ratio of lethal to effective dose is
estimated as 40 000 to 1. By comparison, the ratio is between
• 1 and 50 to 1 for secoharhital and between 4 and 10 to 1 for
ethanol. Marihuana also far less addictive and far less
subject to abuse than many drugs now used as muscle reCommentary
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laxants. hypnotics. and analgesics. The chief le gitimate concern is tne effect of smoking on the lungs. Cahnabis smoke
carries even more tars and other particulate matter than
tobacco : moke. But the amount smoked is mucn less, especially in medical use, and once marihuana is an openly recognized .r.eciicine, solutions may be found. Water pipes are a
partial lesswer ultimately a technology for the inhalation of
cannabis old vapors could be developed. Even if smoking continued. sgal availability would make it easier to take precautions tgainst aspergilli and other pathoger.s. At present.
the greatest danger in medical use of mariir.:ana is its illegality, wttich imposes much anxiety and expense on suffering
people, forces them to bargain with illicit dru g tiealers. and
exposes them to the threat of criminal prosecu:ion.
The main active substance in cannabis. _V-tetrahydrocannabinol Ai-THC), has been available for limited purposes as
a Sched tie II synthetic drug since 1985. This medicine. dronabinol •`earinol), taken orally in capsule form. is sometimes
said to ovate the need for medical marihuana. Patients and
physicians who have tried both disagree. The dosage and
duration of action of marihuana are easier control, and
other c: nhabinoids in the marihuana plant may modify the
action ti The development of cannabinoids in pure
form sh . .uici certainly be encouraged, but the time and resources recuired are great and at present ..-.available. In
these circumstances. further isoiation. testing. and development of individual cannabinoids should not be considered a
substitut e for meeting the immediate needs of sufering people.
Although it is often objected that the medica: usefulness of
marihuana 'nas not been demonstrated by contz-oiled studies.
several informal experiments involving large n:nbers of subjects suggest an advantage for marihuana over oral Y-THC
and other medicines. For example, from 1973 through 1986
the state research program in New Mexico provided marihuana or synthetic A9-THC to about 250 cancer patients receiving chemotherapy after conventional medications failed
to controi their nausea and vomiting. A physician who worked
with the program testified at a DEA hearing that for these
patients marihuana was clearly superior to both chlorpromazine and synthetic .1 9-THC.3 It is true that we do not have
studies controlled according to the standards r?..quired by the
FDA---,:n:elly because legal, bureaucratic. and financial obstacles are constantly put in the way. The situation is ironical.
since so much research has been done on marihuana, often in
unsuccessful attempts to prove its -din-gerous and addictive
character. that we know more about it than about most prescription drugs.
Physiri2ns should offer more encouragement to controlled
research, but it too has limitations. Individual therapeutic
responses can be obscured by the statistical results of group
experiments in which there is little effort t: identify the
specific features of a patient that affect the drug response.
Furthermore, much of our knowledge of synthetic medicines
as well as plant derivatives comes from anecdotal evidence.
For example, as early as 1976 several small, methodologically
imperfect. and relatively obscure studies had shown that
taking an aspirin a day could prevent a second heart attack.
In 1988 a large-scale experiment demonstrated dramatic ef-

fects. This story is suggestive, because marihuana, like aspirin, is a substance known to be unusually safe and to have
enormous potential health benefits.
Cannabis can also bring about immediate relief of suffering
measurable in a study with only one subject. In the experimental method known as the singie-patient randomized trial.
active and placebo treatments areadministered randomly in
alternation or succession to a patient. The method is often
useful when large-scale controlled studies are impossible or
inappropriate because the disorder is rare, the patient is
atypical. or the response CO the treatment is idiosyncratic.
Many patients. either deliberately or because of unreliable
supplies. have informally carried out somewhat similar experiments by alternating periods of cannabis use with periods
of no use in the treatment of various disorders.'4023-'36'
The American Medical Association was one of the few
organizations that raised a voice in opposition to the Marihuana Tax Act of 1937. yet today most physicians seem to
take little active interest in the subject, and their silence is
often cited by those who are determined that marihuana shall
remain a forbidden medicine. Meanwhile, 'many physicians
pretend to ignore the fact that their patients with cancer.
AIDS, or multiple sclerosis are smoking marihuanafor relief:
some quietly encourage them. In a 1990 survey, 44% of oncologists said they had suggested that a patient smoke marihuana for relief of the nausea induced by chemotherapy. 4 If
marihuana were actually unsafe for use even under medical
supervision, as its Schedule I status explicitly affirms, this
recommendation would be unthinkable. it is time for physicians to acknowledge more openly that the present classification is scientifically, legally, and morally wrong.
Physicians have both a right and a duty to be skeptical
about therapeutic claims for any substance, but only after
putting aside fears and doubts connected with the stigma of
illicit nonmedical drug use. Advocates of medical use of marihuana are sometimes charged with using medicine as a wedge
to open a way for "recreational" use. The accusation is false
as applied to its target. but expresses in a distorted form a
truth about some opponents of medical marihuana: they will
not admit that it can be a safe and effective medicine largely
because they are stubbornly committed to exaggerating its
dangers when used for nonmedical purposes.
We are not asking readers for immediate agreement with
our affirmation that marihuana is medically useful, but we
hope they will do more to encoura ge open and legal exploration of its potential. The ostensible indifference of physicians should no longer be used as a justification for keeping
this medicine in the shadows.
Lester Grinspoon. MD
James B. Bakalar, JD
1. In the Matter of Marihuana Rescheduling Pennon. Docket 8644 Opinion. Rec.
9 Mmeltded Ruling. Findinos of Fact. Conciustoiu of Law. and Decision of Admin.
istratim Law Judge. September 6. 198d. Washington. DC: Drug Enforcement
Agency: L988.

2. Grinspoon L. BalcaLlr J. Marihuana. the Forbidden Medicine. New Haven. Conn:
Yale University Press: 1591
3. In the Matter of Marihuana Rescheduling Petition. Docket d6•12. Affidavit of
Daniel Dansac. M.D. Washington. DC: Drug Er.forcernent Agency; 1927.
I. Doblin R. Kleiman MAR. Marihuana as anu-emeuc meciicine: a survey of oncologists' attitudes and experiences. J Clin 071COL 1991912754290.
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Marijuana as Antiemetic Medicine: A Survey of Oncologists'
Experiences and Attitudes
Ry Richard E. Doblin and Mark A.R. Kleiman
A random-somata, anonymous survey of the members
of the American Society of Clinical Oncology (ASCO)
was conducted in spring 1990 measuring the attitudes
and experiences of American oncologists concerning
the antiemetic use of marijuana in cancer chemotheropy patients. The survey was mailed to about one third
11. 4 = 2.4303 of all United States-based ASCO memburs and yielded a response rate of 43% (1,035). More
th in 44% at the respondents report recommending the
(ii 'qui) use of marijuana forth, control of emesis to at
lei st one cancer chemotherapy patient. Almost one
ha I (48°ii wouid prescribe marijuana to some of their
pa .Intl I it were legal. As a group, respondents
col,siciersa smoked marijuassa to be somewhat TOM
eff active man the legaily available orai synthetic aron-

abinal ((THC1 Marinoi; Unimeci, Somerville, NJ) and
roughly as sale. Of the respondents who expressed an
opinion. a majority (54%) thought marijuana should
be available by prescription. These results bear on the
question of whether marijuana has a -currently ac•
ceased medical use." at issue in an ongoing acirnims'relive and legal dispute concerning whether man'
ivana in smoked form should be available by
prescription along with synthetic THC in orai form. This
survey demonstrates that oncologists' ex p erience with
the medical use of marijuana is more extensive, and
their opinions of it are more favorable, than the
regulatory authorities appear to have believed.
Clin Oncoi 9:1314.1319. ,• I 991 by American Society
of Clinicai Oncology.

MARIJUANA (smoked) has been reported
ne effective in treating emesis iissociated
wi h cancer chemotherapy." hut its usc is currently prohibited by law.' The main psychoactive
inyredient in marijuana. tetrahydrocannabinol
(THC: dronantnol). was approved in 1985 hy the
Food and Drug Administration (FDA) for use in
the treatment of emesis. As marketed under the
trade name Marinoi ( Unimcd. Somerville. NJ)
and Sy nt hetically formulated in sesame oil in
gelatin capsules to be taken orally. almost INI.000
doses were prescribed in 1989."
Litigation concerning the rescheduling of marijuana to permit its medical usc has been making its
way throu gh the courts since I9722 The central
is e in the longstanding administrative and legal
dist ute. ar g ued before the United States Court of
Apj eais ( DC Circuit) on March 4.1991: is whether
or not marijuana has a "currently accepted medical use in treatment in the United States.: This is
the standard for rescheduling required by the
Uniform Controlled Substances Act of 1970: which

ercated the current system of drug scheduime.
Act does not further specify the standard.
In September I988. after 2 years of Drug
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Submitted January 24. 1991: accepted March a 1991.
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Enforcement Administration (DEA) acimtnistra.
live hearings. DEA Administrative—Law Judge

Francis Young issued ,a reconimendation in favor
of rescheduling marijuana. He ruled :hat the
appropriate standard tor current :icccptance is
identical to the one established for a :tiecessful
defense :n medical malpractice cases. v. hich re: iuires only that the medical practice a: issue he
accepted by a "respectable minorit y " of physi.
tans. Ironically, the l')55 medtcai malpractice
ase that established ilits standard Iro.(11%Cd
Jcainst oncolocist tor inc unsticcL.ssliii
use of chemotherapy. which was then new and Ji.1
riot hate the approval ot the .-kmerican
Association. The court staled that as long as there
v. as no infallible cure and the Joctor "did not
engage in quackery by representing that he nail
one.- the support of a respectable minority ot

peers would he sufficient to avoid malpractice
liabilit y . The court remarked "We (the court (Ire
not physicians and we ha‘e no licht on lite subieei
except Sue as is shed by the testtmon n i phi.
clans.......
On Cecember 29. 1989. the .Administrator ot
DEA rejected Jud ge Young's recommendation
and refused to reschedule marijuana On the
g rounds that medical use .of marijuana %% as not

Journal of Clinical Oncotogy. V019, No 7 (July), 1991: zp 1314.1319
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Inhalation marijuana as an antiemetic for cancer
chemotherapy

VINCENT VINCICVERRA, MO: TERRY MOORE. MEW: EILEEN BRENNAN, RN

ABSTRACT. A shaspectIve pilot study al the UM of Inhale,
tIon marijuana u 4111 arrItenualc ter @RIM enefnothoreey
WI' concluded, Flfly e six pe:lents who had no Inderovernent
wdh standard entlemetle sports were treated end nit dent.
°minted • posithe response to ntarthlarus. YOuncer ego end
prior merllwans exposure were lactate that Ruth:0d ri.
sponse la tretatment. Tolley was mild And °Mated primers
ty of sedation. and zerosteent& This pratiminary trill typesets
!he usefulness ot Inhalation manlushe as an antlemetic
leant Wein' of the *Pr ot a tancfemised clacobe control
gram, the precise role of this atom La unclear, Purther etudes should Include derivative, et this substance In combine- •
•
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lion with atanderd elective drup to control ChtMelhistapl
Induced flaUS4A and vomiting.
(KY Slate Aced 1658; all:518-127
A grger deal of clir,ical information has recently been gen
;rated concerning the efficacy of various antiemr.i:
agents for patients treated with cancer chentotherapy.i*
Without effective control of nausea and vomiting, paten compliance with potentially curative chemotherapy pro
grams diminishes, compromising not only quality bu.
quantity of life. EiTeetive new chemotherapeutic agent:
could never be successfully tested in clinical trials if tho
possessed potent emetic side-effects.
Although a number of agents have recently been foun:
to be active, including rnetoclepramtde, • haloperidol.,
dexametitasone, and lorazepam,' the need tø introduce
newer agents continues. Tolerance often develop to single
agents and combir.ation antiemeitc therapy may be ?mew
suy for centinued control of symptoms; Also, complete
centrel of nausea ad vomiting during at\ticancer treat,
1
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ANTIEMETIC EFFECT OF DELTA-9-TETRA YD ROC A N NA BINOL IN PAT I ENTS
RECEIVING CANCER CHEMOTHERAPY
SrErtir.:N

II-term pregnancy may be protectite
excess secretion and tissue binding n1
ed by Madklalion and his co- workers,sor
I high hormone levels acting on the "imt may alsocathe a subsequent altered setlevels, once the pituitary and ovary re.
xcretion after the loss of the placental
hormones. Delayed first pregnancy may
' voluntary. In the latter the same type of
s predisposing to breast cal leer risk may
ne relative weight of these two anodes of

Women. .1 Nail c:ancer ins' 31:14/9 145.1, 1913
28. Vessey MP, Doll R. Sutton PM: Oral contraceptives and breast neoplasia: a reltospe, the study fir Med 1 3:719-724, 1972
Attics iru lousicia IA. 11:1idemiolugy of benign brcasl
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E. SALLAN, M.D., NORMAN E. 'Lima:KG,

Abstract Anecdotal accounts suggested that smokng marihuana decreases the nausea and vomiting associated with cancer chemotherapeutic agents. Oral
della-9-tetrahydrocannabinol was compared with placebo in a controlled, randomized, "double-blind - experiment. All patients were receiving chemotherapeutic drugs known to cause nausea and vomiting of central origin. Each patient was to serve as his own control
b determine whether tetrahydrocannabinol had an
entiemetic effect. Twenty-two patients entered the
study, 20 of whom were evaluable. For all patients

ANI) EMIL FRIA, Ill, M.D.

an antiemetic effect was observed in 14 of 20 tetrahydrocannabinol courses and in none of 22 placebo
courses. For patients completing the study, response
occurred in 12 of 15 courses of tetrahydrocannabinol
and in none of 14 courses of placebo (P ‹.0.001).
No patient vomited while experiencing a subjective "high." Oral tetrahydrocannabinol has antiemetic properties and is significantly better than
a placebo in reducing vomiting caused by chemotherapeutic agents. (N Engl J Med 293:795-797,

1975)

determined.
M AUSEA and vomiting of central origin occur after the
to the team of nurse epidemiologists includRuth Dworsky. Rosemarie Hanisch and int•
4ained
the needed blood specimens and to
Argie Nolan (or assistance.
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11 administration of a variety of cancer chemotherarmic agents and frequently constitute the major morlidity associated with such treatment. Control with classic
uttitinctics is incomplete and variable.
Anecdotal accounts from patients suggested that smokmg marihuana yore receiving intravenous anti-tumor
drugs resulted in diminution of nausea and vomiting,
and, in contradistinction to the usual post-therapeutic anemia, some were able to take fckx1 shortly after therapy.
films of marihuana on nausea and vomiting in human
kings deserve to he I eportetl. It has been denim's! rated
that oral delta-9-tetrahydrocannabinol (Ti IC) causes the

tarnephysiologic effects as smoking mat ilinana."

De purpose oft his study was to determine the effects of
really administered TI IC on nausea and vomiting in pasreceiving cancer( hemotherapy.
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PATIENTS, MATERIALS AND METHODS

Twenty-two patients known to have a variety of neoplasms
were enrolled in the study. Ten males and 12 femJles ranging in

age from 18 to 76 years (median of 29.5) participated. Twenty patients had previously teceivecl cancer chemotherapeutic agents
known to cause nausea and vomiting (adriamycin, 5-azacytidine,
nitrogen mustard, imidarole carboxamide, procarbarine, highdose cyclophosphamide or high-dose methotrexate, or conibinalions thereof). Twenty of the 22 were known to be refractory to
conventional alinements. The other two patients had never been
treated with chemotherapy before entering the study. Pregnant women and patients with a past history of emotional instability or untoward reactions to psychoactive drugs west not
Thestudy was thoroughly explained iodic patients. They wet
told that they would receive a placebo or a -ntarihuana-like drug
for the purpose of controlling nausea and vomiting." Subjecu
agreed not tosmoke marihuana during thecourseolthe study.
Till: was supplied by the N.itional Institute on Drug Abuse.
The drog was 11131)Crilied in 0.12 its1 of sesame oil and supplicil
gelatin ca l miles. Identical-appearing placebo capsules contained
only sesame oil. Initially:TM:dosage was 15 tng given every four
hours for three doses. Because of some variability in responses,
the dose was changed to 10 mg per square meter body-surface
area per dose. Nineteen patients received 15 - mg doses, and three
20-nsgdoses.
A randomieed, "double-blind," crossover experiment was
employed, each patient being used as his own control. Optimally,
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No Evidence for a Role of Alcohol or
Other Psychoactive Drugs in
Accelerating immunodeficiency in
HIV-1—Positive Individuals
A Report From the Multicenter AIDS Cohort Study
Richard A. Kaslow, MD. MPH; William C. Slackweider, PhD: David G. Ostrow, MD. PhD; Diane Yerg, MSPH;
John Paleniceic. PA-C; Anne H. Coulon; Ronala C. Valdisern. MD, MPH. for the Multicenter AIDS Cohort Study

In a muiticenter cohort study of homosexual men, the proportion of seropositives
at enrollment wno develooed the acquired immunodeficiency syndrome (AIDS)
during the following 18 months rangeci from 5.5% to 8.2% in 1597 alcohol
drinkers vs 9.2% in 109 nondrinkers with no c:ear treno according to use, and
from 6.3% to 9.6% for 1662 users vs 7.2% for 53 nonusers of psychoactive drugs
prior to enrollment. Among seropositive men with low initial T helper lymphocyte
counts, those who continued to use drugs snowed no significantly higher 18month risk of AIDS than nonusers (13% vs 1 0%) ; the corresponding risks were
-.:13% and 15%, respectively, for continued heavier vs continued lighter consumption of alcohol. No other manifestations of immunodeficiency were positively associated with substance use prior to enrollment. Prior use was not
associated with low mean T helper cell counts at enrollment, and continued drug
or alcohol use after enrollment was not associated with greater subsequent
decline in counts. As used in a large cohort cf homosexual men, psychoactive
substances did not enhance the progression of human immunodeficiency virus
infection.
(AMA. 1989:261:34244429)

THE EARLIEST studies of the epidemic of the acquired immunodeficiency
syndrome (AIDS) raised the possibility
that nitrite inhalants or other psychoactive drugs might be risk factors for the
disease.' Several of those substances
were commonly used by homosexual
men' and, to a varying degree, by parenteral drug abusers, the two risk
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groups first identified. Even before
AIDS was recognized. other investiga:ors had offered several lines of evidence for substance-induced immunodeficiency among parenteral drug
abusers" and among heavy alcohol users.' Once the human immunodeficiency
virus (HIV-1) was identified as the etio:clic agent of AIDS. suspicion about a
central etiologic contribution of drugs
diminished. However, questions about
role of drugs in stimulating high-risk
behavior and in modulating the progresssion of immunodeficiency have lingered."
A major purpose of the Multicenter
AIDS Cohort Study is to find factors
tat might promote or protect against
:he expression of HIV-1 infection in homosexual men. Elsewhere" we have
suggested a strong relationship between higher prevalence of HIV-1 infection and use of psychoactive drug's
among the study participants, a reia--

tionship probably due to the close correlation between drug use and high-risk
sexual practices. Herein we describe
the lack of evidence for a relationship
between use of . psychoactive drugs or
alcohol and subsequent occurrence of
AIDS or other manifestations of clinical
and cellular immunodeficiency.
METHODS
Study Design and Subject Selection
The organization and procedures ot
the Multicenter AIDS Cohort Study
have been described elsewhere.'" Beginning in April 1984, 4954.homosexual
and bisexual men without AIDS volunteered to be examined every 6 months
with a medical history, a physical examination. and laboratory testing. The
men were tested repeatedly for HIV-1
antibody using the HTLV-III, isolate in
an enzyme-linked immunosorbent assay
(DuPont, Wilmington, Del) supplemented by inamunoblot testing with kits
in one of three formulations. Peripheral
blood lymphocytes were phenotyped for
.CD4 and CDS surface markers by standard flow cytometric techniques.
The present analysis includes men
who were seropositive and men who
were seronegative at both of their first
two semiannual visits; men who sem
converted (ie, changed from seronega:l ye to seropositive during the study
interval) were excluded. Participants
were informed of their serological testi
results at different points following ea, i
rollment. Although some could have,
surmised their serological status from i
their symptoms, none was notified be- i
fore the first follow-up examination.
Substance Exposure
The substances studied included alcohol and 10 classes of psychoactive drugs
HIV-1 —Inauceo ImMunog eticiency — Kaska./ eta

Table 1.-Psychoactive Drug Use in Human immunooeficiencv v Ars Seronegauve ana Ser000sluve Men
at Enrollment Dy Drug Category arta Recency Of Use

Substance

Mo.

Mau. na/nasnisn
Vole:* nitrites
Cacao
Upsets tamonetarnmes. etc)
Donor s toarorturaies. °to
FTtencyctictine nyanxnionos
Mettlytene-oioxvtunonetamine

2085

Ethyl chloride
Odates
Any of above aruorr
Marikxanafttasnistt
1doiatile nrtrites
Cocaine
Uppers tamonetarnmes, thol
Damien; ;barbiturates. stci
Phencyaiaine nvarocnionde
Methviene-oloryamenetanune
Ethyl cnioncle
Opiates
My of above orugs7

Use in Last
5 Mo but Not
Last 7 d.

Use in Lest
2y but Not
Last 6 mo.

Any Use In
Last 2 y

Seronegauve Men In =27651
• 5
74.2
13.2
2.3

1977

71.2

1086

29.2

704

25.5

4

516

5.4

490

22.2
17.6

255

10.3

133

4.8
2.3
36.6

65
2398

;3
5.5
2.7
2
'0.5

30.3
30.8
21.9
12.6
10.9
6.9

29.4

4.3

28.5

0.4
0.1
0.1
47.6

27.2
5.0
3.5
2.9
1.4

1.9
1.0

Sucioosative Men (n =174.51
1539
38.7
3.8

Use In
Last 7 d.

31.5

48.4

1501
1140

56.9

tO.i

35.6

41.2

56.1

36.0

11.3

793

45.9

23.5

630
568

36.7
38.4

• 0_8
'3.8
s

8.6
6.1

586

13.8

317
75

18.3
4.3

1652

95.2

18.7
17.0
13.3
7.2

• 7. 5

5
'; 1
2.2

4.0

3.0
1.1
0.5
67.5

1.6
21.7

• The numeer of men gmng trilorrnsuon scout any soectlic drug may ise sagnuy smaller.
tinciudes tne above orugs as others net listed. One nunareo rwenry-Iwo t4.6%1 ot me seronegauve men and
227(13.9%) ot ale seroposane men nac aver usea any Orug Oy needle.
Table 2.-Oistnouuan of Alcohol Consurnpuon Prior to Enrournent in HIV-1 Seronegauve anc Seropostuve
Men*

No.

of Drinks ow Day
0
>0. <,/,

Seronegauve In =2715t)

Sempostuve In =170611

No.

No.

198

72

109

6.4

1019

37.3

552

32.4

<1

528

19.2

345

20.2

1. <2

514

*0.8
17.5

356

20.9
20.2

2%.

478

344

• HIV-1 inOicates numan imrnunOnettOerc y virus.
;Inform/won unavemPle for 60 seronegaum and 39 ser000sluve men.

tinuing users with men who had discontinued use for 6 months or more and
with men who had not been users for at
least 1 year. Men were again stratified
by CD4* cell counts to enhance comparability. The proportions of seropositive
men with initially low CD4* cell counts
who developed AIDS in the 18 months
after the first follow-up examination
were 13% (971764) for continued drug gs
users. 23% (9/39) for those who discon- P.931t
tinued drug use. and 10% (7172) for continuous nonusers. In the same group of
men with low CM cell counts, comparing those who continued to take at least
haif a drink of alcohol per day with those
who reduced intake to less than half 3.••
drink per day an with those who drank
less throughout the interval, we observed AIDS within 18 months after the
first follow-up examination in 13%, 9%,
and 15%, respectively. Continuing use
of drugs or of the greater amounts of
alcohol was not associated with a significantly higher 18-month risk of AIDS.
At enrollment. seropositive users oi
any class of drugs or drugs by needle
during the previous 6 months were generally no more likely than seropositive
nonusers to have AIDS-related cii
manifestations as summarized by their
clinical index scores: none of the differ00
ences in the summary index scores be
tween prior users and nonusers of those
substances was statistically significant
•(data not shown).
The prevalences• of persistent gener- stir
alized lymphadenopathy- during the
first two examinations were not significantly different (P.?..- .2) in seronegative
.!
and seropositive nonusers from the corresponding prevaiences in men who
used any class of drugs or took drugs by
needle during the 6 months prior to

Table 3.- Risk of the Acquire° Immundaticiency Syndrome i q ithin 18 Montns Alter Enrollment Among Human immunodeficiency Virus Ser000snive Mixt of
Drug Category ants Recency of Use
Seroposnlves With

Seropositives With Use in Last 6 mo

. Uss In Last
2y but Not Last

Man With C04- Call Count

6 mo
Substance
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7.7
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1.1

My 01 above °rugs§
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1.0

8.6
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All Men
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1.1
1.2
1.3
0.93
0.89
0.88

1.1

95% Cl S
0.42-1.1
0.41-2.0
0.37-1.9
0.37-1.9
0.36-2.0
0.42-2.3

%*
11,0
10.4
9.8
9.4

RRt
1.1
1.0
0.96

Mat

0.94

0.4141

9.8
12.2

0.98

0.4243

1.2

0.5241

0.29-1.8

8.5

0.344.1

1.3

0.53-3.3

5.4

0.75

0.18-3.5

13.3
11.1

0.65
1.3
1.1

02561

6.8

0.94

0.43-2.1

10.9

1.1

OSHA.

6.7
6.5
6.0
6.1
6.2
7.i
5.2
9.5

RRt
0.93
0.90
0.84
0.84
0.85

0.98
0.73

0.504.4
0.474.1
0.4311`

04,554

'The percentage of stw000sniv. °rug users wno cievedoecl Ine aduarea unrrur1-1.-'.-.'ency Syn0,3rhe foinin
: :• 1-.-.1tment
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Drug es )king, Pneumocystis carinii pneumonia, and immunosuppression

increa: risk of bacterial pneumonia in human immunodeficiency virusserepo:Itive injection drug users.
:ant of Epidemiology, school of Hygiene and Public
Depart
Health :ohne Hopkins University, Saltimore, Maryland 21205.
Am J R-spir crit Care Med 1994 Dec:150(5 Pt 1):1493-8
Unique .dentifier: 95040343
Abstract:
TO examine

the risk factors for the first episode of bacteria!

pneumon:a among human immunodeficiency virus CHIV)-seropositive
injecticn drug users (IDUs), medical record review Kas performed
on IDUs participating in a cohort study from January 1.968 to June
30, l99:. HIV-feropositive IDUs with a first episode of . bacterial
pneumonia (n = 40) were matched with up to five HIV-seropusitive
197) by date of
control subjects without bacterial pneumonia (n
• entry (+/- 3 mo) and length of follow-up. Odds ratios (OR) were
,Stimated using conditional logistic regression. The :hoiden::: of
oacterial pneumonia was 1.93 in 100 person-years in HIV
ieropositive and 0.45 in 100 parson-years in HIV seronegative
subjects (relative incidence- so 4.3 . ; 95% C: 2.4 to 7.5).. In
inivariate analyses, CD'4 lymphocyte count < ZOO cells/microliters
revious episode of Pneumocystis carinii pneumonia ;Pcr), age
• )etween 30 and 40 yr and smoking illicit drugs (marijuana,
:ocaine. or crack) were associated with bacterial pneumonia.
%garotte smoking was associated with an increased odds of
Acterial pneumonia (OR 2 2.0), hit this was not statistically

significant becausse it

was

nearly universal in this cohort. In

nultivariate analysis. CD4 < 200 oells/microllters (DR
6.75,
)5% CI 2.13 to 21.42) and smoking illicit drugs (OP. = 2.24. ..)5%
:: 1.03 to 4.89) remained significantly associated with bacterial
)noumonia. The odds ratio for cigarette smoking in Lhe final
lodel remained at 2.08 but was still not significant (95% C: 0.49
lo 8.70). Smoking illicit drugs had the strongest effect on risk
)1 bacterial pneumonia among HIV - seropositive IDUr wlth a
reviews history of PCP (OR 0 22.94; 95% C: 2.18 to 241.:0).
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marijuana

therapeutic benefits for hiv infection?

Recet resea-ci at the University oi Florida has
found that TIK: - the active ingredient in marlthe pcciudizin d treerieukin-2 (11:1, a neve, cliscaveresi immune-modulator thee
con courtier some at the effects HIV has on the
immune system. ininreetiousu.2 is currently
being tested in clinical trials but. although the
benees
have been great, the &Ake side effects
have proved boo urpleasai cod debilitating icr
widespread use. if THC can saiely and reliably
boost 11-2 lends, in turn boosting the immune
Teem, si-culdn't mcrijuana me/ be considered
= serious therapeutic agar?
A:4C IENT M5IC1r4E, MODERN PROBLEM
Art icrio nos Com used fcr thousands of years
o siane. 10",as used Wel inb the nseniecis
cenit y as a remedy for a numbs- of ailments.
and lawn partiarlarly for its effectiveness in
con' fling nauseo, arresting glaucoma and
spas ity, and increasing appesite. It was withdravv iron pudic use in the Thirties - against
the as 'ice of the meclical corms.nity- and listed
as Ck IS 1 drug (a dolga:sus sidostnce with no
'crow medical vaiue). Since then, particularly
since +a Seventies, there }xis been a yowl aorr
pair "id, wide tneciag and pordical supsoxt in
suppc t of legalising =nal:is. Dr David Smith,
mealy l director of the Haight-Ashbury Free
Clink n as Francisco, tzknowierkjes kit mar7juanc abuse is ackern. but says ewe it should
ell be mode available on a meciasi basis. 'We
don't deny morphine to cancer patients simply
beam. se an siemens of society is shooting heroin
on it enet,' says Dr. Smith. I've had a number
of HI/ patients who smoke marijuana for
reasons and they desaibe it as very
bens: :id for wasting syndrome and loss of
oPP0
M8:4 %,1M4RIJUANA AND NN
Akioi people with HIV &ease began using
marii• Ina medicinally in the mid-Eghties, no
resew on the nibied appecreei until die early
Nineit These few studies confirmed the flood
crecdotoireport abcut the drug's ability to
stimuli* the appetite old noires nausea. Other
anecdotal evidence has shown marijuana to
provide srnissarnatic rebel in HY-mimed ogito-

lice. spasm, chronic pain ord depression.

But

rather than legalise the cheap and available
6rrn, the US Food and Drug Administration kat
yecr approned the use of the presaiption clnig
Morinoi- a synthetic icims ci THC first appeared
in 1985 for countering the side effects of
dler
itspf — for treating, HIV-related wasting

syndrome. But because marijuana, like most
herbs, is o axritores suissionos. and because it
enters the body irtroug'n the digestive system
(which is impaired in /many people with HIV
disease), Reny users of Marino{ attest that it is
nat as effedive as re real thing.
THE MEDICAL MAZJUANA MOVEMENT
In San Francis= diens is a remarkable mariivorbuyers' diio mil by the Americen Medical
Mcripano Wereerrirr. with almost one thouscrei
members. it is not suicied to law enforcement
bessae trest cecce - inducling Sion &alias=
Police Chid Torre Ribero - believe in the overfor its medicinal benehts.
whelming erg:craws
The dub was =mei by longtime marijuana
achy= Dennis Peron
in response io ine ADS
.eoernic, c*:::-tougn its
rnernixes stirrer a variety of
other serious ci:trents
side 1-IN disease. including
cancer,. heart ascase and MS.
Item is no doubt
that monition:: has
wonderful benenciai effects
far many iiiresses.' says Peron,
adding that many of the club's
members believe rat the drug is keeping them

IE .YOST OUT OF MARIJUANA
GETTING Tr
Purely for your tniormation, here we the most
effective ways or obi:siring troniucre's benefits.
immediate ditch
WOO* croduces the most
cod permits the most refined control of your
dosage. But s.-noiring also provides its own
dangers, 'waxen poor lung function is a
• carmen combicaicn 1-1N disease. Heat irritation or ciorroge to sensitive king tissue in
people with men:nary problems can be eased
by the use oi o wider pipe, whid, will cool the
stroke aid reiave marry of the toxins produced
by burning.
EATING eats :diger to learn to control the
dosage. Aida gram or two to your favourite
cake or bac= recipe.
DRNKNG rrinniuses as a herbal tea provides

a similar effea to eating it. Boil the water first
and pas it over the inanjuano. Le a it brew far an
hair ass ailizff and odd a leaspral of butter.
Them ate side erects, of course, inducting gide:linens, uneasinees, hunger, thirst, eye-redness,
drowsiness, Csscennio and short - term memory
toss, But ccercre these with the side erTects of a
oxic dnig use AZT!

Check out UM knee auottcartsen
by the Kalamai Aida Manual
MAK. The Directory of
Conspiementara and Atternetne
Therapies in ItIV/Aos has been
produced in conanction with
panel of =parts and is an
invalusbie, necessary and
reconweencied mourns.
Therapies covered from A to Z
Include acesitatcture, exercise,
homeopathy and vitamins die
sorts of subiects dealt with in
these very pages. For s copy
contact HAM at 62, The &milli*
Cadre, 48 Enna Rood, London
SW2 113Z or telephone them on
071 737 1846.

If you can remove ail to feeds
like mayonnaere. salad dressings
and butter - from your diet for
nate:, days, then you may never
to want to sat
them Maga.
Mars according
to a small study at

the Mandl
Chemical Senses

Centre in Philadelphia
wilds showed that
peopie who
were put ma •
reduced.fat diet
tor three months lost
their taste for fatly foods.
New Mats are commencing in
the US focusing on hormones
produced by the thymus gland
ivituse T-ceils are made) to SAO If
they can slow the progression of
HM disease. Thymoperidn (also
called TP4) Is curventhr Winn
tested in the thktrfour US dUal.
The preparation Is similar to
Thymomodulin, for which there
hose been some promising
snecciatad reports. However.
Mice these hormones can
stleedste the immune lrystern,
there is wane convent that It
could also speed up 14N
replicadon.
Finally, here's a sobering
thought. According to latest
figures, if you've been drinking
and ere involved in a serious car
aociderrt, you face twice the risk
of dying from your Mimics as
these In the earns car who
haven't been drinking. A warning

to passengers es well as drivers.
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Action of Cannabidiol on the Anxiety and Other Effects
Produced by 4 9-THC in Normal Subjects
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kbstract. The object of the experiment was to verify whether
:annabidiol (C3 D) reduces the anxiety provoked by I "-THC
n normal volunteers, and whether this effect occurs by a
zenerai block of the action of ..1 9 -THC or by a specific
nxioly tic effect. Appropriate measurements and scales were
atiiized and t'ne ei ght volunteers received, the itAlov.ine
1:eatments in a double-blind procedure: 0.5 mg kg i'-THC.
: m g k g CB D. a mixture containin g 0.5 me ke .1"-THC and
mg kg CB D and placebo and diazepam (10 mei as controls.
Each volunteer received the treatments in a different se•uence. was \ led that CBD blocks the anxiet y tnrovoked
by n.awever trus ei let:1 also cx-R--ndeu nu!!!Fterrand to other subjective alterations induced by I".
THC. This antagonism does not appear to be caused by a
g eneral block of _O-THC effects. sInce no change was
aetected ir the pulse-rate measurements. Several further
effects wer: cbserved typical of CBD and of an opposite
nature to t lose of .19-THC.
These rsuits sug gest that the effects of CBD. as opposed
to those of I'-THC. mi ght be involved in the antagonism of
:fleets between the two cannabinoids.
kes words: Cannabis - Cannabinoids - CBD - i'-THC
:nieruction - Anxiety
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swim and its constituents on man has been reviewed by man.

The extensive literature concernin g the

authors ( Bech et al. 1974; Hollister 1971: J ones i9781.
The subjective changes provoked in man by the plant may
be influenced by non-pharmacolo gical variables, such as
environment. personality, past experiences and the presumptions and attitude of the subject towards the drug
(Cappel and Kuchar 1974; Carlin et al. 1972; Jones 1971:
Klapper et al. 1972; Rossi et al. 1978: Weii et al. 1968).
However. the influence of these variables does not appear to
be very important when high doses of J 9 -THC are introduced
(Szara 1976).
Under these conditions referred psychotornimetic effects
occur (body image distortion, depersonalization. visual distortions. coenesthetic hallucinations. dream-iike fantasies
and paranoid ideas) associated with a state of intense anxiety
and panic (Meyer 1978).
The effect of the cannabinoid compounds. anxiety ir
particular. has been studied in volunteers under experimentally produced stress conditions. Pillard et al. (1974) studied
Offprint requests to: 1.0. Karniol
• With a fellowship from Capes and •• from CNP,

the anxiety provoked in volunteers by the projection of a film
and by speakin g publicly after inhalin g small doses of
cannabis, and found no si gnificant difference between those
who had inhaled the drug and those w ho received placebo.
Another study showed that the inhalation of cannabis
containing 14 M2 of J°-tetrahydrocannabinol (.1 9 -TH.C) produced an increase in the physiolo gical response to stress.
caused by the mental work of mathematical calculation, but
had no effect on the anxiety of the subject..rneasured on a selfrating scale (Ni aliboff et at. 1976).
Gregg et al. (1976) have verified that subjects subjected to
q ress by oral surgery and pretreated with J'-THC (0.022 and
0.044 me k g intravenously) showed a si gnificantly higher
level of anxiety than when pretreated with ple.cebo or
diazepam.
Besides these studies. some authors 'nave obser -Ved that the
administration of hi g h doses of J'-THC. in experiments
which had not been desi g ned to induce stress, produced
intense anxiety in nearly all the volunteers (Math et al. 1975:
Tassinari et al. 1976).
Althou g h 2-THC is commonly accepted as the major
psychoactive constituent of Cannabis saliva, recent reports
have demonstrated that cannabidiol (CBD) influences the
pharmacological activity of J"-THC in animals and in man
( Dalton et al. 1976: Davis and Boreen 9 74: Fernandes et al.
1974: Karnioi and Carlini 1973: Karnioi et al. 1974). CBD
may constitute up to 40 "„ of Cannabis sauva extracts (Grlic
19621 and is devoid of the typical THC-produccd psychoactivity in man ( Dalton et al. 1976: Hollister 1973: Kunio) et al.
1974: Perez-Reyes et al. 1973).
The interaction of 2-THC and CBD in normal volunteers has been studied by three independent groups with
apparently. contradictory results. Karniol et al. (19741. studying the interaction of the two cannabinoids administered
orally. observed that CBD (15. 30 and 60 mg) diminished the
subjective effects of i 4 -THC (30 M2/. Hollister and Gillespie
(1975) did not observe any si g nificant interaction between
CBD (40 mg) and ..1°-THC (20 mg). administered orally.
except for a tendency. observed with the mixture. to initially
retard and then prolon g the duration of the .1°-THC effect.
Dalton et al. (1976) have verified that CBD (150 ug: kg)

significantly attenuated the subjective effects produced by J0THC (25 tigi ite) when the two cannabinoids were inhaled
simultaneously. hut could detect no interaction with the
pretreatment of CBD.
Karniol e al. (1974) suggested that CBD apparently
provoked a qualitauve change in the subjective effects of 1'TI-IC. reducing the component of anxiety induced by J°-THC
alone.

0033-315818210076/0245301.20
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0111IC described as excitatory but potentiated

Influence of cannabidiol on delta-9-tetrahydrocannabinol
effects
Experitnents investigating the possible interaction of tarahydrocannabinol (TI-IC) and
cannabidiol (CBD), two major components of marihuana, were conducted under controlkd
laboratory conditions in a double-blind manner. In one study. 15 male volunteers were
given placebo or 25 pglkg of TI-IC together with either placebo or 150 kiglkg of CBD by
inhalation of the smoke of a single cigarette. All four treatments were assigned to each
subject according to a series of Latin-square designs.
('RI)nj/1can qy
omagima
uatedthe
subjective euphoria TUC. Psychomotor impairment due to MC was nof significantly
fere by the simultaneous administration of CUD, but a trend indicating a decrease in
TI1C-like effects was observed after the combination. When administered alone CBD was
inactive for all the parameters measured. In a second study. 8 male subjects were given
CUD (0 or 150 pg 1 k g) by smoke inhalation 30 min before TIIC (0 or 25 iiglkg) in a
second cigarette. In contrast to the simultaneous administration of both drugs. CBI)
pretreatment did not alter the effects of TI1C on the parameters observed.

William S. Dalton, B.A., Robed Martz, M.D., Louts Lemberger, M.D., Ph.D.,
Bruce E. Rodda, Ph.D., and Robert B. Forney, Ph.D. Indianapolis, Ind.
Department of Pharmacology and Toxicology, Indiana University School of Medicine, and
Lilly Laboratory for Clinical Research, Marion County General Hospital

The major cannabinoids of marihuana vary
considerably in concentration according to
genetic constitution.' Marihtialui
midwesiern United States contains low concentrations of 4 9 -tetrahydrocannabinol (TI-IC) and
high concentrations of cannabidiol .4
THC is considered to be the pharmacologically
active component of Cannabis saliva, whereas
CI3D and cannabinol (CBN) havp been reported

to be inactive in man.° Recent reports, however, indicate that TI-IC alone may not account
for the c;Itire pharmacologic activity of natural
marihuana. Jones and Pertwee" reported an
in vivo metabolic interaction between CUD and
Al- ill mice resulting in increased brain level'
of both THC and its active metabolite,
hydroxy-THC. Animal studies performed by
Borgen and Davis' have shown that CUD is
capable of reducing the effects of THC 011

the depressant effectfr and the analgesia produced by THC. Two recent experiments reportcd conflicting observations when CUD and
111C were administered orally to man. Karniol
and associates" described CBD-induced attenuation of the effects of THC. whereas llollister
and Gillespie / reported essentially no alteration
in these effects when the drugs were given
together.
Our sa udy, conducted under controlled labcraiory conditions, was designed to evaluate
the interaction between 11IC and CUD in
tkncs capable of being used by marihuana
smokers.
Methods
Twenty-four healthy male medical students
between the ages of 21 and 24 yr were chosen
to participate in these studies. All subjects had
smoked marihuana at least once previously.
and were therefore considered capable of recognizing and rating a psychological —high."
No subjects used drugs or medication habitually. Complete medical evaluations consisting
1 history, physical examination, routine blood
0
chcmisuiq, and electrocardiogram were performed on each subject. The experimental
procedures were conducted in a clinical research facility with a physician in attendance.
The marihuana used had been previously
corroded to remove all natural cannabinoids
and to this was added an ethanolic solution of
either synthetic TI-IC or CBD. • This matenal
was mixed thoroughly and the ethanol evaporated. This resulted in a uniform adsorption
of CUD or TI-IC on the marihuana plant matenal. After drying at room temperature, the
marihuana was h y drated b y p lacine it in a
humidor for 24 hr. Repeated gas-liquid chromotovaphie assays were performed on the
resultant marihuana preparation to determine
the amount of cannabinoid and to ensure homo g eneity of misorntion The res pective can-

Table I. Protocol for th.
THC-CBD combined
Time (min)

j

lircathalyzer
sample•
Pulse rate
Smoking pc'
—10
Equilibratim,
0
Cornell M
5 Test batiei y
Wobble It

Pursuit M.
Delayed A

15
25
35

Pegs (any
Rest period,
Test battery
Rest period.

45
55
65
75
85
95

Test battery
Rest period,.
Test battery
Rest period,
Test battery
Pulse rate.
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the method of Manna
liquid chromatographic
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was not converted to T
in agreement with earl
Ellman, and Jones." It
presence of both CBE)
cigarette did not alter
can nabinoid.
The first experiment
the mental and motor
jects to whom "ITIC (0
Ar. I

CA um

11( 41 ')

Wo•

taneously in one cigare
administered in a doub
subject according to
Treatments were assig
n n inimi7ril the order at

The analgesic properties of delta-9-tetrahydrocannabinoi
and codeine
The administration of single oral doses of delta-9-tetrahydrocannabinol (THC)
..__......._
to imams with cancer pain demonstrcuea a mild analgesic effect. At a dose of 20 mg,
however. THC ir.duced side effects that would prohibit its therapeutic use including
somnolence, dizziness. ataxia. and blurred vision. Alarming adverse reactions
were also observed at this dose. THC. 10 mg, was well tolerated and, despite its
sedative effect, may have analgesic potential.

Russell Noyes, Jr., M.D.. S. Fred Llslink, M.D., David H. Avery, M.D., and
Arthur Canter, Ph.D. Iowa City, Iowa
Deparmients of Psychiatry and Medicine. University of Iowa
College of Medicine

When tincture of hemp was introduced into
Western medicine in 1839 it was claimed to
be an effective analgesic." Early pharmacologists recommended the drug for painful functional disorders such as dysmenorrhea, migraine, and the pain of terminal illness, and
suggested that its value in these conditions
might be enhanced by its sedative properties."
Despite the enthusiastic endorsement of a number of nineteenth century clinicians, cannabis
preparations fell from favor as more potent and
predictable drugs were introduced. Aspirin and
the barbiturates became popular after the turn
of the century, while the hypodermic syringe
• made rapid delivery of water-soluble opiates
possible. These were naturally preferred to the
weaker and slower-acting cannabis extracts."'
Supported by Grant No. RR-59 from the Geneml Clinical Reteateis Centers Program Division of Research Resources. National
burin= of Health.
Received for publication Feb. 25. 1975.
Aeamted for publication March 29. 1975.
Reprint requests to: Dr. R. Noyes, Jr.. Department of Psychiatry.
Stan Psychopaunc Hospital. SCO Newton Rd.. lows City. Iowa
52242.

Recent identification and synthesis of delta.
9-tetrahydrocannabinol (THC), the psychoac.
tive ingredient of cannabis, has made systemic
administration of the drug possible and has
reawakened interest in its therapeutic
1.
In a preliminary trial. reported elsewhere, the
drug was given to 10 patients suffering (mm
cancer pain, and a dosage range within which
the drug might relieve pain and be safely ad.
ministered was established.° Our investigation
was undertaken to estimate the relative potency
of the analgesic effects of THC and codeine and
to compare their side effects.
Materials and methods
Thirty-six cooperative subjects. 26 women
and 10 men, were selected for participatica
in this study from among advanced cancer patients at the University of Iowa Hospital. These
patients (mean age, 51 years; mean weight.
639 kg) reported continuous pain of mode-ram
severity attributable to their disease. flirted
suffered from carcinoma of the breast. 7 from

ii
ti
Li

'1.

F..

1

84

..:.:..,,
flag

1

Ctrtr)

. on-l- xigkin's lymphoma. 3 from Hodgkin's
Lsea: 2 each from carcinoma of the lung,
irostate. and malignant melanoma, and
:ion
tact rom carcinoma of the cervix. carcinoid.
:ziom -arcoma, carcinoma of the parotid
Land and anaplastic carcinoma of unknown
None were receiving large doses of nardmi. All were admitted to the University of
ssra Clinical Research Center where they were
maintained on their usual analgesic regimen.
Each was informed that, while on the study,
would receive varying doses of codeine and
tht active ingredient in marijuana. Each was
fiirtht - advised that test medications would not
•:e of !qual strength and that the objective, of
t e st ly was to determine which were the most
in relieving pain.
t r.lect
Re ular analgesics were withheld after 4:00
A.si. :est medications were administered once
at approximately 8:30 A.M., 1 hr after
num . On successive days. placebo. 10 and 20
mg o THC. and 60 and 120 mg of codeine.
all id nticai in appearance, were administered
daub. :-blind in a random pattern." A full-time
regist red nurse assigned to the study administere test medications and interviewed subjects surly regarding the severity of 'pain and
the e :at of relief.° The categories of slight,
mode te, and severe pain represented subjective j ;meats on the part of the patients at the
time
being interviewed. The nurse's observatio including evident or reported side effects. .ere recorded on a pain chart designed
for I/ t purpose). The same observer also adrruni red an 11-item subjective effects quesdm ire hourly and a side effects inventory
ax th end of each 7-hour observation period.
The bjective effects questionnaire consisted
of U ollowing 7-point scales: sleepy-awake.
enen c-fatigued. sad-happy, quiet-restless.
soci .e -unsociable, dreamy-clearheaded.
calm •easy, alert-dull, worried-peaceful, time
slov, 1 -tillit speeded up, and trouble thinking—
third clearly. In addition an inventory of the
psycnological effects was obtained at the end
of each observation period using a modified
v ersion of the Subjective Drug Effects Ques-
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etrihydrocannabinol in sesame oil in capsules vas
tI4 from use National Wuhan of Mental Health.
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Table I. Mean = SE) total pain
reduction and relief scores following
oral THC and codeine ( N = 34)
J

Pain
relief

Placebo
Codeine. 60 mg
THC, 10 mg
Codeine. 120 mg
TEC. 20 mg

6.8 :4-9.4 14.-9.8
12.2 .-t
12.9

0.95
1.38
1.40
1.57
1.46

Pain
reduction

1

1.9 t- 0.44
3.6 0.75
2.9 t- 0.62
4.3 :L. 0.78
4.7 t- 0.65

tionnaire developed by Waskow and associates." Hourly determination of blood pressure,..heart,. and respiration rates was also
recorded.
Hourly ratings of the severity of pain (0,
absent; 1, mild; 2. moderate: and 3. severe)
were used to arrive at hourly pain reduction
scores. These scores were obtained by subtracting the hourly ratings from that recorded
prior to the drug's administration. If. for example, severe pain was reported before the drug
was given, then mild pain 3 hr afterward would
be assigned a reduction score of 2. Pain relief
scores were recorded as follows: 0, hone: 1,
slight; 2, moderate; 3, a lot; 4, complete. The
sum of hourly pain reduction or relief scores
for a given 7-hour observation period (total reduction or relief scores) was used as a basis
for statistical analysis. Hourly scores on the
subjective effects questionnaire were assigned
to the number of points a subject moved from
a pre-drug reference on a particular scale.
Using the same method of observation, a preliminary comparison of the analgesic effects of
aspirin. THC, and the 2 drugs combined was
undertaken in 9 of the patients who participated
in the main study. Each received placebo.
aspirin, 600 mg, THC, 10 mg, aspirin. 600
mg, plus THC, 10 mg, and aspirin. 600 mg,
plus propoxyphene, 65 mg.
Results
Table I shows mean pain reduction and relief
scores (totaled for the 7-hour observation period) for placebo, THC, and codeine obtained
from 34 patients who completed the study.
Scores for the low doses of THC and codeine
(THC. 10 mg, and codeine. 60 me) and for
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Analgesic Effect of Delta-9-Tetrahydrocannabinol
RUSSELL NOYES. JR.. M.D.. S. FRED BRUNK. M.D., DAVID A. BARAM. M.D.. and
ARTHUR CANTER. Ph.D. Iowa Ciiy, Iowa

preparations of cannabis sativa
were recommended for a variety of
painful conditions toward the end of the
19th century. 1-3 As analgesics they were
regarded as especially effective in conditions having a large functional or psychic
contribution to the pain such as migraine,
dysincuorrhea, and the pain of terminal
illness. Yet they proved no match for the
potent and rapid acting narcotics and
L. ventually lost favor because their effects
%%sere milder and less predictable. In contrast to the narcotics, however, their
toxicity was observed to be low, their disurbance of vegetative functions minimal,
and their potential for addiction practically nonexistent. Recent identification
and syntlrinis of delta-9-tetrahydrocannahinol (TIIC), the psychoactive ingredient of cannabis, has made systematic
administration of the compound possible
and has rewakened interest in its therapeutic potentia1.4.5
This preliminary investigation was designed to demonstrate an analgesic effect
of orally administered THC in patients
suffering from cancer pain. i specific
purpose was the identification of a dosage
range within which the drug mi ght relieve pain without at the same time producing disturbing tore effects. Placebo
and randomly allocated, graded doses of
IZUDE

C
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THC were administered to hospitalized
cancer patients who volunteered for a
trial of this medication.
Materials and Methods
Ten cooperative subjects, eight women
and two men, were selected for participation in this study from among advanced
cancer patients being followed at the
University of Iowa Hospital. These patients, having a mean. age of 51 years
and a mean weight of 62 kg, reported
continuous pain of moderate severity that
was attributable to their disease. Five patients suffered from carcinoma of the
breast, two from malignant lymphoma,
one from carcinoma of the cervix, one
from carcinoma of the colon, and one
from lyrnphoepithelioma. Patients receiving large doses of narcotics were exciuded from the study although seven had
received methadone as part of their
regular analgesic regimen. All were admitted to the University of Iowa Clinical
Research Center where they were maintained on their, usual analgesic program.
Each was informed that, while on the
study, he would receive varied doses of
the active ingredient in marijuana. Each
was further advised that doses would not
be of equal strength and that the objective of the study was to determine which
were the most effective in relieving pain.
Informed consent was obtained in writing from all patients.
Regular analgesics were withheld after
4:00 A.U., and test medications were administered once daily at approximately
139

8:30 A. IL., 1 hour after eating. On successive days, placebo and 5, 10, 15, and
20 mg ['HC, all identical in appearance,
were at ministered double blind in a random s, tuence. • A. full-time registered
nurse signed to the study administered
test. me ications and interviewed subjects
hourly e garding the severity of pain and
the ex eat of relief experienced. The
categor s of slight, r..--oderate, and severe
pain al represented subjective judgments
on the . art of the patients at the time
of beim interviewed. The nurse's observations, i :luding evident or reported side
effects, ere recorded on a pain chart designed r that purpose. a.T This observer
also ac ninistered an 11-item subjective
effects questionnaire hourly and a side
effects inventory at the end of each 6hour eJservation period. The subjective
effects questionnaire consisted of the following seven-point scales: sleepy-awake,
energel ic-fatigued, sad-happy, quiet-restless, ..-)ciable-unsociable, dream y-clearheaded. calm-uneasy, alert-dull, worriedpeace'', time slowed-time speeded up,
and trouble thinkirz—thinking clearly.
Hourly recordin gs of blood pressure and
heart and respiration rates were also
made..

....Hourly ratings of the severity of pain
(0=a*csent, 1=miici. 2=moderate, and
3=severe) were used to arrive at hourly
pain reduction scores. These scores were
obtairi2d by subtracting the hourly ratings 1. rom that recorded prior to the
drug's administration. If, for example,
severe pain was reported before the drug
was given, then mild pain 3 hours afterward would be assigned a reduction score
of two. Pain relief scores were recorded
as follows: 0=none, 1=slight, .2 =moderate, 3=a lot, 4=complete. The sum of
hourly pain reducticn or relief scores for
a given 6-hour observation period (total
• Delta J-tetrahydrocannabiaol in capsules containing a sesame oil vehicle was obtained from
the Na ional Institute of Mental Health.
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reduction or relief scores) were used as a
basis for statistical analysis. Hourly
scores on the subjective effects questionnaire were assigned to the number of
points a subject moved away from a predrug reference on a particular scale.
Results
Table I shows mean total pain reduction and relief scores for placebo and
THC. Application of Edward's method of
trend analysis of variance revealed a significant-trend •toward progressive relief
of pain with increasing doses of the drug
(P<0.001). 8 Since a comparison of pain
relief scores between adjacent dose levels
yielded no significant differences, scores
for combined low dose levels (5 and 10
mg) were compared with scores for combined high dose levels (15 and 20 mg).
Here, a significant difference in the expected direction of greater pain relief
with high doses of THC was demonstrated
(P<0.025, paired observation method).
Due to the small number of patients and
the variability between them. further statistical analysis of these data. did not
seem appropriate. Mean hourly relief
scores for placebo and 10, 15, and 20
mg TUC are plotted in Fig. 1. They show
that the analgesic effect of THC developed
gradually and was prolonged. While the

TABLE I

Total Pain Reduction and Relief Scores
Following Oral THC
Scores (mean
Pain
Pain
reduction
relief

Dose
Placebo

0.9+0.30

2.6+0.61

THC, 5 mg

2.6+0.53

4.1+0.95

THC, 10 mg

1.4±0.42

4.4±0.98

THC, 15 mg

3.6±0.65

5.8+0.84

TUC, 20 mg

4.6+0.66

10.8+1.19
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Marijuana and Migraine
Rif 3. El-Mallakh, M.D.

SYNOPSIS
Three cases are described In which common migraine headaches appeared shortly after abrupt discontinuation of longterm marijuana use. Since cannabinoids have been reported
to have both a peripheral vasoconstrictor effect and an ability
to inhibit platelet serotonin release induced by migraineur's
plasma, they may have a specific migraine prophylactic effect.
This would have implications regarding patented therapeutic
uses of cannabinoid derivatives.

(Headache 27:442-443. 1987)
Marijuana for manhuana) is a drug prepared by
drying the flowering tops of male and female plants
of Cannibis sativa L. Marijuana, or similar Cannibis
preparations, are used "recreationally" by some 2-3
milli( n people world-wide.' An extensive history of
medi :inal use of these hemp plants began in India
SOME 1,000 years B.C. and culminated in 19th century Western medicine.' In the 1800s marijuana was
extensively used as an analgesic, nocturnal sedative,
and hypnotic; less frequently, it was used to treat
dysmenorrhea, neuralgias including tic douloureux.
and muscle spasms.'
Sir William Osier and other prominent 19th century physicians felt that marijuana was the most
satisfactory treatment for migraine headaches."
Recently, I had the opportunity to treat three patients
who p resented with vascular headaches shortly after
abrupt discontinuation of chronic marijuana use.
These cases, and recent experimental work," raise
the possibility that cannabinoid compounds may
have a specific anti-migraine action.
CASE REPORTS
Case 1. A 25-year-old woman was hospitalized for
status migrainosus. Her headaches had begun
abruptly 8 months earlier, one month after abrupt
discontinuation of a 2-marijuana cigarette per day,
ten year habit Her headaches were unilateral, predominantly right-sided, and constantly aching in
character. They were aggravated by body movements and extremes of gaze. When exacerbated
they became pulsating and were associated with
Reprint requests to: Dr. R.S. EI. Mallakti. Departments of
Neurology and Psychiatry, University of Connecticut Health
Center. Farmington. Connecticut 06032.
Accepted for Publication: August 1. 1987
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nausea. She was initially successfully treated with
parenteral ergotamine and has subsequently done
well on amitriptyiine.
Case 2. A 20-year-old man presented with brief
(2-4 hour), episodic pulsating left-sided headaches.
five days after discontinuing recreational drug use.
He reported smoking 2-10 marijuana cigarettes per
day for 5 years, and inhaling cocaine crystals for 3
years. Prior to initiating marijuana use he remembered having "uncomfortable" left-sided headaches,
but had none during five years of marijuana smoking. He also reported a mild holocranial headache
during his cocaine "highs" which were differentfrom
his present headaches. He was treated with desipramine for cocaine craving and migraine headache,
and has had rare headaches.
Case 3. A 27-year old man presented with severe
left-sided sharp pains radiating from neck to temple
to eye. He described the headaches as episodic "ice
picks'' inside his head. When the headaches reached
their peak they were bilateral, pulsating and frequently associated with nausea; they typically lasted
five hours. These headaches had been persistent for
five days, and had begun 4 days following abrupt
cessation of marijuana smoking. He reported having
smoked as many as 15 marijuana cigarettes per day
for 12-13 years, and more recently he had smoked
2 or 3 per day. He noted that during this period
occasional headaches were relieved with marijuana.
Neurological examination and computed tomographic (CT) scan were normal. He was treated with
analgesics and never returned for follow-up.
DISCUSSION
The clinical presentation of these cases suggests
that marijuana use may have played a migraineprophylactic role. Notable is the total absence of
headaches during the period of marijuana use in
two of the patients, and the rapid relief of occasional
headaches in the third. Also of note is the onset of
typical migrainous headaches soon after discontinuation of the marijuana.
Recent experimental work with cannabinoids suggests two possible mechanisms -by which marijuana
may have a specific non-analgesic antimigraine
action.
Studies of the effect of tetrahydrocannabinols
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ANALGESIC AND ANTIINFLAMMATORY
ACTIVITY OF CONSTITUENTS OF
Cannabis saliva L.

•

E A. FORMUKONG, A. T. EVANS, and F. .I. EVANS
Deportment of Pharmireognos y. The School of Plurrnsue.Y
rime r city of London 29-39 Brunswick S.turrre
1 Pluton. Wel IN MA". England

eimicts of Cannabis sativa herb, one being cannabinoid-ttee lethanol)
and the other containing the cannabinoids (petroleum). were shown to inhibit P8Qinduced writhing in 11100Se when given ovally and also to aniagonize iciradecanoylwItscos apisls..41
rrA) links( eiyItiuiiia ot
pholkil
With she eseeption of cannaliinol (CM) Mal
the cannaboutids and olivcsol (their biosynthetic precursor) demonstrated activity in
the P130 test exhibiting their maximal effect at doses of about 100 pg . kg. A1.111C
III)) ). became maximally effective in doses of 10 rug/kg, This higtici dose conesponded to that which induced catalepsy and is indicative of a central action. CBN
demonstrated little activity and even at 'doses in excess of 10 mg/k ti, could only
produce a 4P% inhibition of POQ-induced writhing. Cannabidiol (C1113) Was the
most effective of the cannabinoids at doses of 100 pg/kg. Doses of cannabinoids
that were effeciive in the analgesic lest orally were used topically to antagonize TPA
induced erythema of skin. The fact that zt'-THC and CON Were the least effective
in this ICSI suggests a structural relationship between analgesic uetivit) and untnnflammatory activity among the cannabinoids related 10 their petipheral actions and
separate (nun the &ventral effects of 4:0-TI1C.
Aboract-two

I NT ROD UC TI O N
Various preparations of• Cannabis swim have been employed for their medicinal effects, including antipyretic, antirheumatic, antiallergic, and analgesic purposes (I). Exiracts of Cwirrabis have been shown to possess analgesic activity
(2, 3), and LV•letraltydrocannahinol (A I -111C), the psychoactive component of
.Cartnabis has also been shown to possess this activity in various models (4-0).
reittql hi not Cattnahidirit /. r • o , ` . ..3s shown R.
addition.
•
analgesic activity in vivo (7).
II is pocsiblc that the anteinflaminatory and antiasthmatic propenies of this
heib are mediated through effects on arachidonate metabolism. However, con-

stituents of Cannabis are known to stimulate (8 .,.9) and inhibit ()0-12) prostaglandin (PG) release by influencing enzymes of this pathway (1), 14).
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SHORT COMMUNICATIONS
Actions of cannabis constituents on enzymes of arachidonate metabolism: antiinflammatory potential
(Receive° 29 September 1986: accepted 17 December 1986)
The anu-infiammatory and analgesic properties of cannabis
herb (11 (Cannabis saliva L) have been associated with noncamiabinoid constituents which reduce orostaglandin (PG)
levels, both in intro and in woo (2. 3). In contrast, cannabinoids have been shown to inhibit PGE ? formation
only at high concentrations, and at lower levels. actually
stimulate PG release (2).
Nevertheless. cannabinoicis have been reported to have
beneficial actions in certain inflammatory conditions.
notably astnma [41: they may also inhibit cycio-oxygenase
at high concentrations (5, 61. In view of the likely complexity of the actions of cannabis herb on levels of PG's
UWO. we have continued our evaivauon of the antiInflammatory potential of cannabis constituents by examining their effects in several cell-free systems, and attempting to correlate this information with actrnty in cell culture
and animal models.
In this report we describe the effects of cannabinoids and
other constituents on enzymes involved in aracbidonate
metabolism.

OH

Mater:ail and methods
Preparanon of plant extracts. Cultivated cannabis was
extracted as previously described (2. 3. Both the petroleum
ether and the ethanolic extracts were concentrated by evaporation on a rotary evaporator and abouots were then dried
to constant weight in a vacuum oven. For biological testing
1 mg ad stock solutions were diluteo with 50% aqueous
ethanol.
Other test compounds. Cannabinoids and olivetol were
obtaineci from Makor Chemicals (Tel Aviv) and used without further purification. The flavone ill, was isolated from
the ethanolic extract as previously described (2). The structures of these compounds are given in Fig. I.
Preparation of seminal vesicle microsomes. Ovine seminal vesicles were obtained from Northeast Biomedical Laboratories. Uxbridge; 100 g of frozen glands were homogenised in 1.5 vol. 0.1 M phosphate buffer (pH 8.0)
containing 5 mM EDTA. 5 mM diethyldithiocarbamate
and 1 mM phenol at 4° using a blender. The homogenate
was centrifuged at 12.000 g for 15 min and the pellet
discarded. The supernatant was centrifuged at 100.000 g
for 45 min and the nucrosome pellet stored at -70° in 50%
glycerol.
Assay of cyclo-oxygenase activity. Enzyme activity in the
microsome preparation was measured using a Clark oxygen
electrode (Yellow Springs, Ohio) (7). The microsomes were
suspended in 0.1 M phosphate buffer containing 0.1 mM
phenol. at a concentration of between 1-10 mg/nil depending on activity, and maintained during the assay at 4° before
introduction into the assay mixture. The assay, was carried
out at 30'. The assay mixture contained 0.5 ml of the
microsome preparation and 10 ial of the inhibitor solution
in a total volume of 1.9 ml. The reaction was initiated by
adding aractudonic acid (Si g ma. ) in lt.Iiul butter.
Activity was determined by measuring inc initial linear rate
of oxygen uptake, and assay conditions were selected so
that control suspensions utilised 5-10% of oxygen present
in the buffer at saturation with air. Indomethacin (Sigma)
was used as a control both before and after each assay.

RI
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Fig. 1. Structures of cannabis conshruents: 1. Olivetoi. 2.
Cannflavone-1. 3. Cannabigerol. 4. Cannabidiol. 5. Tetrahydrocannabinol. 6. Catusaotnoi.
Assay of soybean lipoxygenase activity. The activity of
soybean lipoxygenase (Sigma) was measured in a direct
spectrophotometric assay by measuring the increase in
absorbance at 236 run due to the formation of lipid peroxide
(81. The assay was carried out at 30", using a reaction
mixture containing 500 tusks of enzyme and 10 of inhibitor solution in borate buffer ( pH 9.0. 2.9 ml of 0.1 M).
Arachidonic acid (200 tiM) in 100 1 of buffer were added
to initiate the reaction, and the initial linear rate of increase
in absorbance was measured to determine enzyme activity.

2035

Results and discussion
Ciusnabis sazioa has traditionally been used in the treatment of a number of inflammatory and allergenic
conditions. Inducting arthntis and asthma. The active constituents of this herb are believed to be the cannabinoicis
(Fig. 1) and although the cannabinoid receptor remains to
be identified, previous work has concentrated upon their
ability to affect dependent hormonal activity including
secondary amines (91 and prostaglandins (2. 3).
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The Inhibitory Effects of Cannabinoids, The Active
Constituents of Cannabis sativa L. on Human and Rabbit
Platelet Aggregation
E. A. FORMUKONG, A. T. EVANS AND F. .1. EVANS

Department of Pharrnaeognory. The School of Pharmac y . University of London. 29-39 Bromwich Square. London WCIS I A X. UK

Abistrzet—Olivetoi. carinabigeroi (CBG). cannabidiol (CBD). cannabinol (CBN) and tetrahydrocannabinot (e'-THC) were assessed for their abilit y to inhibit agorust-induced platelet aggregation and ("CIS-HT
release. With the exception of olivetoi. (40% maximal effectiveness). none of the compounds inhibited
tetraciecanoyiphorbolacetate (TPA-induced aggregation of human or rabbit platelets. All of these
cannabinoids partially inhibited primary aggregation and totally inhibited secondary aggregation of
human platelets when adrenaline was used as the agonist. Inhibition was dose-depcncient over the range
10' 3 -10- 5 M. Both rabbit and human platelet aggregation induced b y adenosine diphosphate was inhibited
in a dose-dependent manner and the order of potency was CBG > CI3D > olivetol > THC > CBN. the 1050
of CEO being 2 . 7 x 10" M. PAF-induced aggregation of rabbit platelets was also inhibited by these
compounds in a dose-dependent manner over the concentration range l0' to 10" M. however ("OS-HT
release was only partially prevented by the cannabinoids in a manner which did not correlate with inhibition
of aggregation.
C.tnnort.c sattra L. has been used for the treatment of a

number of conditions including asthma and rheumatism
(Pars et al 1977). The extract of the plant has both analgesic
and ant -inflammatory activities (O'Shaughnessy I 842: Gill
et al IS '0). The well-known hallucinogenic activity of the
plant h. • led to as legal control and eventual dis-use as a
therape .ic agent. A number of investigations using A'tetrahyt ocannabinol (A L THC), the hallucinogenic component of he herb, have producen conflicting accounts of the
effectivc less of that cannabinoid as an anti-inflammatory
and an:: q esic agent (Dewey et al 1972; Chesher et al 1973:
Buxbau .1 et at 1969). However, cannabis contains a number
of close y related phenolic compounds apart from e.:-T1-1C
and the .e have been shown to possess various biological
acuvitic (Pars et al 1977). Recently, several components of
zannabi were shown to possess both anti-inflammatory and
analgesi acuvities superior to that of e.'-THC (Forrnukoniz
al 19) 8a) while not inducing catalepsy an mice t Formukong et al 1988b). Since catalepsy is proposed as a con-elate for
the cent at hallucinogenic action in man (Paton ific Pertwee
1973 a. o), they could possibly form interesting molecular
templat s for the development of drugs for use in the
treatmc it of allergic and inflammatory conditions.
In ths communication we report on the ability of
chemici ly related components of cannabis herb to antagonise pia elet aggregation in platelet-rich plasma. The agorusts cht sen were phorbol ester (TPA). adrenaline. ADP and
platelet-activating factor (PAF).

cannabigeroi (CBG) was from Makor Chemicais (Tev. Aviv,
Israel). Aggregating agents: PAF. adrenaline. adenosine
diphosphate (ADP), tetradecunoglyphorboiacetate (TPA)
were from Sigma Chemical Co. (Poole. UK). ("C)S-Hydroxytryptamine (5-HT) 50 m Ci mmol was from the Radiochemical Centre tAmersham UK). BN 52021 (Ginkgolide B)
was from the Institut Henri Beaufour. Avenue Descartes
(France) and kacisurenone IL 652. 731) from Merck. Sharp &
Dohme Research Laboratories. Rahway. New Jersey
(USA).

Methods
Blood collection. Human blood was collected via venepuncture of the forearm from healthy male donors who had
denied receiving any medication within the previous 14 days.
Rabbit blood was collected from the marginal ear vein of
New Zealand White rabbits. For both human and rabbit
blood, nine volumes of blood were mixed with one volume of
3 . 8% w:v tnsodium citrate.

Preparation of platelet-rich plasma (PR?). FRP was prepared by centrifuging the citrated blood at 250 g for 15 min.
Platelet-poor plasma (PPP) was obtained by further centrifugation at 1500 g for 10 min. The PRP tube was capped. stored
at room temperature (20 = C) and used between 30 min and 3 h
of preparation. The platelet count was adjusted to 1 . 6 x 10'
cells mL
Platelet aggregation. Aggregation was monitored using a
Payton Minigator 11 aggregometer set at zero and 100% light
transmission using 500 L PRP and PPP, respectively. Test

Materials and Methods
Afaterials

Cannabidiol (CBD), carmabinoi (CBN) olivetoi and A i

-THCwerobtaindfmSgChecalo.(PUK):
Corresrondence to: F. J. Evans. Department of Pharmacognc,5%
The School of Pharmacy. University of London. 29-39 Brunswick
Square, London WC1N IAX. UK,

drugs (10- 3 – 10' M) were added to stirred platelets in a
cuvette at 37'C. 5 min before the addition of aggregating
agent. Controls received only the vehicle and aggregation
was monitored for a minimum of 5 thin. The final concentration of ethanol as vehicle did not exceed 1% vi le. and was
shown to have no effect on agonise-induced aggregation or
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SUMMARY: HUMAN STUDIES ON
MEDICAL USES OF MARIJUANA
There have been hundreds of studies on the medical uses of cannabis
since its introduction to western medicine in the early nineteenth centur y . A
review of the literature reveals over 65 human studies, most of them in the
1970's and early 80's. Included are a host of anecdotal reports, but wellcontrolled clinical studies have been lacking.
• The best established medical use of smoked marijuana is as an antinauseant for cancer chemotherapy. Marijuana's efficacy was demonstrated in
research studies b y half a dozen states, including California. Some of these
showed smoked marijuana superior to oral THC
• While marijuana has been shown to stimulate appetite. and Marinol
has been FDA approved for treatment of AIDS wasting syndrome. there have
as yet been no studies on the use of marijuana for AIDS. The government
has blocked an FDA-approved study of marijuana and AIDS wasting
syndrome by Dr. Donald Abrams at UCSF by refusing to supply him with
research marijuana. Nearly 10,000 PWA's are reported to have been using
marijuana through the San Francisco Cannabis Buyers' Club. Many PWA's
say they find marijuana superior to Marino'. Because of concerns about lung
infections from smoking, many prefer oral preparations. Research is badly
needed on the relative merits of smoked and oral marijuana and Marinoi.
• There is much evidence, largely anecdotal, that marijuana is useful
as an anti-convuisant for spinal injuries, multiple sclerosis, epilepsy, and
other diseases. Similar evidence suggests marijuana may be useful as an
analgesic for chronic pain from cancer and migraine as well as rheumatism
and a variety of auto-immune diseases. There is a conspicuous lack of
controlled studies in this area; further research is needed.
• Cannabidiol, a constituent of natural marijuana not found in
Marinol, appears to have distinctive potential as an anti-convulsant and
hypnotic, and to counteract acute anxiety reactions caused by THC.
• It has been established that marijuana reduces intra-ocular pressure,
the primary object of glaucoma therapy. Due to its psychoactivity, however,
marijuana has not gained widespread acceptance in this application.
• Many patients report using marijuana as a substitute for more
addictive and harmful psychoactive drugs, including prescription painkillers,
opiates, and alcohol. Marijuana and Marinol have also been found useful as
anti-depressants for Alzheimer's and other patients. More research is needed.

OVERVIEW OF MEDICAL MARIJUANA RESEARCH
In its position paper, "Use of Marijuana as a 'Medicine,'" the California
Narcotics Officers Association refers to "10,000 studies... documenting the
harmful physical and psychological effects of smoking marijuana." This
myth has been effectively debunked in a letter to Dr. Lester Grinspoon from
NIDA's marijuana research librarian at the U. of Mississippi, Beverly
Urbanek, who writes, "We are totall y in the dark as to where the statement
that there are 10,000 studies showing the negative impact of marijuana could
have originated." She explains that while her library has some 12,000
citations on cannabis, they cover a broad spectrum of economic, legal,
horticultural, enforcement, and other non-health issues, and are not
categorized by negative or positive effects.
Pursuing the issue further, it is possible to enumerate an impressive
number of studies on marijuana's therapeutic uses. There is no space here to
list or summarize all of them. The book, "Cannabinoids as Therapeutic
Agents," edited b y Dr. Raphael Mechoulam (CRC, 1986), includes copious
references to research articles on cannabis pharmacological effects, as follows:
Pharmacohis tory of Cannabis Sativa - 90 references;
Therapeutic Potential of Cannabinoids in Neurological Disorders -155
Ocular Effects - 70
Cannabinoids as Antiemetics in Cancer - 91
Cannabinoids and Analgesia - 136
Bronchodilator Action of Cannabinoids - 67
Of course, there are some duplicates, and by no means all of these 609
references actuall y detail medicinal benefits of marijuana, but it certainly
seems reasonable to estimate that there have been 100's of studies on medical
use of marijuana.

Human Studies
Following is a summary of the human clinical and epidemiological
studies on marijuana's therapeutic applications. tvVe have not attempted to
detail the great bulk of research, which consists of animal and in vitro studies
that are of more dubious relevance to human health. However, we have
tried to include all human studies reported in the recent medical literature.
(1) Anti-Nauseant for Cancer Chemotherapy',

This is by far the best substantiated use of medical marijuana.
There have been at least 31 human studies of marijuana and/or oral
THC for cancer chemotherapy, 1 beginning with the pathbreaking work of
Sallan and Zinberg, the first modern stud y of medical marijuana2.
This doesn't count the studies in which the sponsors of Marinol got it
FDA approved as "safe and effective" for cancer chemotherapy.
Smoked marijuana was shown to be an effective anti-nauseant in 6
different state-sponsored clinical studies: 3 New Mexico (250 patients), 4 New

York (199 patients),5 California (98),6 Tennessee (27), 7 Georgia (I19), s and
Michigan (165).9
Smoked marijuana was found to be superior to oral THC in the New
Mexico and Tennessee studies, with efficacy rates of 90%. In New York and
Tennessee, it was effective in patients who had not been helped b y Marinol.
In Michigan, patients found smoked marijuana preferable to a conventional
prescription anti-nauseant (Torecan). Other researchers have also reported
smoked marijuana to be superior to THC.1°
The California study was the least satisfactory, being highly biased
towards oral THC (2000 patients were given oral THC, versus onl y 98 for
marijuana): still, it found that marijuana was effective in 59% of patients, vs
57% for oral TI-IC; however, 30% rated oral 11-IC "highly effective," versus
only 17% for marijuana. This is the only state study showing smoked
marijuana inferior to Marina"
A survey of oncoiogists by Doblin and Kleiman reported that 44% of
1035 respondents had recommended marijuana to their patients (34% favored
making it a prescription drug).12

f2) GLAUCOMA:

It is generall y accepted - by the National Academy of Sciences and
others - that marijualiaiTHC reduces intraocular pressure ( 1.0P), the basic
aim of anti-glaucoma therapy.13
This Vvas shown in a series of experiments by Robert S. Hepler of
UCLA, stemming from research aimed at finding out whether marijuana
dilated pupils. 14 Hepler found a "statistically significant" drop in IOP in 429
subjects treated with marijuana or THC; a subset of 29 patients showed
continued benefits during 94 days of treatment with no signs of tolerance.15
The effects of THC/mariivana in reducing IOP were explored in a half-dozen
other studies.16
Nonetheless, ophthalmologists have been reluctant to accept
marijuana/THC because of its high psychoactivity. Efforts to develop topical
cannabinoid eye drops as a non-psychoactive alternative have so far proven
unfruitful.
The California Research Advisory Panel established a glaucoma
research protocol under its cannabis research program of 1979-89, after finding
interest in marijuana in its survey of ophthalmologists. The program
flopped: only nine patients were treated; all chose to take N. farinol instead of
marijuana; and all eventually abandoned treatment.
(3) AIDS & APPETITE STIMULATION:

There appears to be no clinical literature on the use of marijuana for
AIDS. Of course, one reason for this is that the government has blocked Dr.
Donald Abrams' study at UCSF by denying him access to research marijuana.
Nonetheless, Marino' has been FDA-approved as an appetite stimulant
for treating AIDS wasting syndrome.17

There is an extensive literature on smoked marijuana and appetite
stimulation, including 4 clinical studies in which marijuana enhanced food
intake and weight gain.18
Many AIDS patients prefer smoked marijuana to oral THC, due to its
quickness of action, ease of controlling the dose, and absence of side-effects. In
addition to appetite stimulation, many AIDS patients use marijuana for pain
associated with neuropathv, shingles, etc.
80% of the SF Cannabis Bu yers' Club's 11,000 customers are said to be
PWA's.
An important concern about smoked marijuana that critics emphasize
is the danger of respiratory infection in AIDS patients due to smoking. In
particular, critics have cited a worrisome study by Caiaffa et a1, 19 showing a
twofold increase in the rate of pneumonocystis carinii pneumonia (PCP)
among HIV positive injection drug users who smoke illegal drugs (88%
marijuana, 26% cocaine, 9% crack). There are a few problems with the study,
notably that almost all of the subjects also smoked cigarettes; therefore, its
diffic-uit to say whether the PCP was really due to marijuana.
In any case, these problems can be avoided by ingesting marijuana
orally, %n.'hich many AIDS patients in fact do. It's not clear whether oral
marijuana has any medical benefits over Marinol, though it could certainly
be more economical.
Another problem that critics like to emphasize is the supposed threat
to PWA's posed by the immuno-suppressive properties of marijuana. Of
course. these objections apply equally well to oral THC, which has been
approved for treatment of AIDS. According to Dr. Guy Cabral, a prominent
anti-marijuana immunologist, there is no reason to think that the kinds of
immuno-suppressive action attributed to THC would be harmful to AIDS
patients. 2° Furthermore, there is some evidence to suggest that TI-IC could
actuall y help stimulate the immune s ystem of PWA's.21

(4) MUSCLE SPASTICITY, MS, EPILEPSY & SPINAL INJURIES
The treatment of convulsions was the first major application of
cannabis in Western medicine, attested by 19th-century authorities such as Dr.
William O'Shaughnessy, the Ohio State Medical Committee, and Dr. John
Russell Reynolds (who prescribed it to Queen Victoria for menstrual
cramps). 22 Although well authenticated in traditional practice, modern
research into this usage has been scant, except for animal studies.
Altogether, there appear to be:
3 human case studies, involving a total of 8 patients, in which
marijuana was reported to be useful for: epilepsy, multiple sclerosis, injury,
and Tourette's syndrome;23
1 study in which 5 out of 8 spinal cord injury patients reported benefits
from marijuana;24

3 more studies of THC for multiple sclerosis (total: 30 patients), in
which benefits tended to be more subjective than objectively measurable;25
I case study of THC for spinal cord injury26
2 clinical studies in which cannabidiol (CBD), a component of natural
marijuana not found in Marino', was found beneficial for grand mal epilepsy
(15 subiects, double blind controis) 27 and dystonia (3 patients, no controls).25
1 study in which a THC-related cannabinoid benefitted 2 out of 3
severel y epileptic children;29
1 survey of 308 epileptic patients found that marijuana use appeared to
delay the first onset of complex partial seizures.30
survey of 43 spinal cord injury patients at VA hospitals found that
56% smoked marijuana, and 88% reported that it reduced their muscle
spasms. 31
There have also been a couple of negative studies, finding no benefits
of marijuana for Parkinsonism 32 or CBD for Huntington's corea.33
Paradoxically, marijuana/THC has been reported to exacerbate s p asticitv or
epilersv on occasion, perhaps because of a rebound effect.
In a purported recent negative study on marijuana and multiple
sclerosis, Dr. Harry Greenberg et al. at U. of Michigan reported that marijuana
impaired posture and balance in patients with spastic MS. 34 This should
come as no surprise, since marijuana/THC also impairs balance in normal
patients. In any event, MS patients don't use marijuana for posture/balance,
but to reduce tremors and pain.
Cannabidiol:

There is considerable evidence from animal studies that CBD has
distinctive anti-convulsant properties not found in THC.35
In addition, there is evidence that CBD can reduce the risk of panic
reactions associated with THC. A study by Zuarcii found that CBD reduces the
anxiet y-stimulating effects of THC, a leading cause of adverse reactions to
Marinol. 36 This may be a reason why many patients prefer natural cannabis.
A controlled stud y of 15 insomniacs found that CBD helped subjects
sleep better.37

(5) ANALGESIA & PAIN

Many patients report using marijuana for some form of pain relief.
Cannabis was used as an analgesic from ancient times through the nineteenth
century. This usage declined with the introduction of more potent opiates
such as injected morphine. Cannabis continued to be regarded . as a drug of
choice for migraine into the 20th century.
Modern research is scant. Animal studies have tended to show
analgesic effects, while human studies have been more conflicting:

In a preliminary study by R. J. Noyes, patients reported that marijuana
relieved migraine, menstrual cramps, postsurgical pain. 38
In a follow-up, Noyes found oral THC relieved chronic pain in 10
cancer patients. 39
In a second follow-up with 36 cancer patients. THC was as effective as
codeine, but had more side-effects.40
2 other studies found marijuana and TI-IC effective in reducing
experimentall y induced pain.41
1 study reported that 3 patients began to experience migraines only after
giving up marijuana.42
Negative results have also been reported:
1 study failed to find TI-IC benefical for cancer pain, though it did help
with depression and appetite.43
1 study found THC useless for artificiall y induced pain.44
1 study found marijuana increased sensitivity to electrically induced
pain.45
1 study found CBD useless for neuropathic pain (10 patients).46
Inflammatory Diseases:

Marijuana is used by many patients for a wide variety of diseases
characterized by inflammation. These include arthritis, rheumatism, lupus,
multiple sclerosis, colitis, Crohn's disease, inflammatory gastritis,
sderoderma, endometriosis, psoriasis, and pruritis. These diseases are
thought to be auto-immune in nature. It is possible that the supposed
immune suppressive properties of cannabis are beneficial for such conditions.
Unfortunately, there have been no clinical studies of this
phenomenon. However, a variety of animal and laborator y studies have
shown that cannabinoids have anti-inflammatory properties. 47 One mouse
study even suggested that a non-cannabinoid ingedient of marijuana ma y be
involyed.48
ASTHMA:

Although this isn't (and shouldn't be) an indication of choice for
medical marijuana, three human studies have shown that smoking
marijuana produces bronchodilation, thereby relieving asthma attacks.49
Two other studies confirmed the same effects with THC. 50 Efforts to develop
a smokeless THC inhaler proved unsuccessful.
DEPRESSION & MENTAL ILLNESS:

Opponents of medical marijuana such as the CNOA have charged that
marijuana causes depression. In fact, marijuana is more often used to treat
depression; hence its notorious reputation as a euphoriant. Human studies
have been inconsistent. One study found that marijuana helped relieve
depression in cancer patients: 51 another found no benefit for clinical
depression.52

A survey of 79 mental patients found that those who used marijuana
reported relief from depression, anxiety, insomnia, and physical discomfort,
as well as fewer hospitalizations;33 a second survey also found fewer
hospitalizations in schizophrenics who used marijuana. 34 Some psychiatrists
are currently prescribing Marino' for depression.

VIOLENCE
Many opponents absurdly charge that marijuana aggravates violence.
To this, the best answer is that of the National Academy of Science in
Marihuana and Health (1982, p. 128):
"Both retrospective and experimental studies in human beings have
failed to yield evidence that marijuana use leads to increased aggression. Most
of these studies suggest quite the contrary effect. Marijuana appears to have a
sedative effect, and it may reduce somewhat the intensity of angry feelings
and the probability of interpersonal aggressive behavior."

•

ALCOHOLISM & DRUG DEPENDENCE

Cannabis is often used as a substitute for other, more dangerous drugs,
including prescription narcotics, opiates and alcohol. Cannabis has been.
proposed as a treatment for alcoholism as well as opiate addiction.53
However, a single controlled study of cannabis to treat alcoholics proved
unsuccessful. 56 There is some epidemiological evidence that substitution of
marijuana for alcohol and other drugs tends to reduce drug abuse and
accident costs. 37 Many cannabis buyers club members say they use marijuana
as a substitute for prescription narcotics.58

•
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Research Findings on Medicinal Properties of Marijuana
by Kevin B. Zeese, Esq.*
President, Common Sense for Drug Policy

I. Background to the Medical Marijuana Debate
With the passage of initiatives in California and Arizona, the debate about the medical utility of
marijuana is in the spotlight once again.' On December 30, 1996, the federal government
announced that it intends to use its authority to stop doctors from recommending or prescribing
marijuana to their patients and is planning a public relations campaign to demonstrate marijuana
has no medical value.
The memorandum describing their policy stated that: "a practitioner's action of recommending or
prescribing Schedule I substances is not consistent with the 'public interest' (as that phrase is
used in the federal Controlled Substances Act) and will lead to administrative action by the Drug
Enforcement Administration to revoke the practitioner's registration." 2 Further, a physician who

Proposition 215 in California (approved by 56% of the voters) creates a defense to
criminal charges if the conduct is with marijuana for or possessed by a person who is seriously ill
and a physician has recommended the medical use of marijuana to that person. Proposition 200
in Arizona (approved by 65% of the voters), among other things, allows a doctor to prescribe a
Schedule I drug for the treatment of a seriously ill person if it is supported by another doctor and
the medical literature.
2 Statement Released by Barry McCaffrey, Director of the Office of National Drug Control
Policy (ONDCP), The Administration's Response to the Passage of California Proposition 215
and Arizona Proposition 200, December 30, 1996, page 2. See 21 U.S.C.
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does not have a bona fide doctor patient relationship when recommending or prescribing
marijuana will face criminal prosecution.3
In addition to threatening doctors for giving medical advice to their patients, the Clinton
Administration is undertaking "a public-relations offensive" which will include "a campaign to
discredit the notion that smoking marijuana has medicinal benefits." In their December 30
memorandum, the Administration described a public relations effort with medical associations and
the public reenforcing the message that marijuana has no medical value. 5 On December 29, 1996
retired General Barry McCaffrey, the nation's "drug czar," claimed in a column syndicated by the
Scripps-Howard News Service that "no clinical evidence demonstrate that smoked marijuana is
good medicine." He has consistently described medical marijuana as "Cheech and Chong
medicine:4
The purpose of this report is to provide policy makers, health professionals and the public with
the published literature and reports filed with the Food and Drug Administration that demonstrates
that doctors have a basis for recommending marijuana as a medicine to their patients.

II. The Long History of Marijuana as a Medicine
Marijuana has long been recognized as having medical properties. Indeed its medical use
predates recorded history. The earliest written reference is to be found in the fifteenth century
B.C., Chinese Pharmacopeia, the Ry-Ya. 7 Between 1840 and 1900, more than 100 articles on
the therapeutic use of cannabis were published in medical journals. 8 The federal government in
its 1974 report Marihuana and Health states:
The modem phase of therapeutic use of cannabis began about 140 years ago when
O'Shaughnessey reported on its effectiveness as an analgesic and anticonvulsant. At about the

3 Ibid.
4 Tim Golden, "U.S. Government to Prosecute Doctors Who Prescribe Marijuana," New
York Times, December 23, 1996.
5 Statement Released by Barry McCaffrey, Director of the Office of National Drug Control
Policy, The Administration's Response to the Passage of California Proposition 215 and Arizona
Proposition 200, December 30, 1996, page 6.
6 "Drug czar' McCaffrey has consistently claimed there is no research showing smoked
marijuana works. On CNN on December 30 at 1:04 EST, he was asked if there is any evidence
that marijuana is an effective medicine. McCaffrey responded, "No, none at all. There are
hundreds of studies that indicate that it isn't." This claim is so preposterous that the drug czars
employees will not even support it. On January 2, a spokesperson for McCaffrey's office denied
her boss had ever made such a claim. On CNN's "Burden of Proof," Patricia Seitz, General
Counsel, ONDCP, said, "He has not said there is no research. He has not said there is no
research."
7 Therapeutic Aspects, (1975), Marijuana and Health, Fifth Annual Report to the U.S.
Conoress, Nat'l Institute on Drug Abuse, 118-119.
Therapeutic Aspects, (1975), Marijuana and Health, Fifth Annual Report to the U.S.
Congress, Nat'l Institute on Drug Abuse, 117; Grinspoon, Lester and Bakalar, James, "Marihuana
as Medicine," The Journal of the American Medical Association, vol. 273, No. 23, 1875-1876.
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same time Moreau de Tours described its use in melancholia and other psychiatric illnesses. Those
who saw favorable results observed that cannabis produced sleep, enhanced appetite and did not
cause physical addiction.9

The 1975 report of the federal government began its discussion of medical marijuana by stating:
"Cannabis is one of the most ancient healing drugs." The report further noted: "One should not,
however, summarily dismiss the possibility of therapeutic usefulness simply because the plant
is the subject of current sociopolitical controversy."10
The list of medical uses of cannabis from historical references includes:"
Anorexia
Hypertension
Cancer

Asthma
Insomnia
Migraine

Nausea
Peptic Ulcer
Anxiety

Pain
Depression
Inflammation

Alcoholism
Glaucoma
Epilepsy

Many of the symptoms that marijuana historically was used to obtain relief from in these illnesses
are symptoms that have been proven to be relieved by marijuana by modem scientific research.
This should not be surprising unless we assume that all human experience over thousands of
years did not have a factual basis.
III. Modem Research Findings on Medical Marijuana
As can be seen from the bibliography at the end of this review, there has been a tidal wave of
published research demonstrating marijuana's medical usefulness. Indeed, the research studies
conducted by various states under FDA protocol state that the research being conducted was in
the final phase in anticipation of approval by the FDA. 12 When the federal government stopped

9 Therapeutic Aspects, (1974), Marijuana and Health, Fourth Annual Report to the U.S.
Cong ress, Nat'l Institute on Drug Abuse, 134 citing; O'Shaughnessey, W.B, "On the preparation
on the Indian hemp or gunjah," Translations of Medicine. Physiology and Sociology, Begat: 18381840, pp.71-102; 1842, pp. 421-46; and Moreau de Tours, K., "Psychotic depression with stupor
tendency toward dementia: treatment with an extract of cannabis indica," Lancette Hospital
Gazette, 30:391 (1857).
10 Therapeutic Aspects, (1975) Marijuana and Health, Fifth Annual Report to the U.S.
Congress, Nat'l Institute on Drug Abuse, 117.
"Mechoulam, S., Lander, N., Dikstein, S., Carlini E.A., and Blumenthal, M., (1976), "On
the Therapeutic Possibilities of Some Cannabinoids," The Therapeutic Potential of Marihuana,
(Cohen and Stillman eds.), 36.
12 The California Research Advisory Panel (CRAP) described their research as "a large
collaborative Phase III trial." In describing Phase III research, the final phase before market
approval, the California Research Advisory Panel stated:
Among the safeguards for developing an investigational new drug is a step-wise testing
process: the drug is tested in animals before humans, in normal volunteers before patients, and in
small groups of people before large groups. Preclinical refers to non-human experiments, e.g. , toxicity
and pharmacology experiments in animals. Phase I is conducted in small numbers of normal human
volunteers to determine dosage levels and other pharmacologic parameter. Phase II clinical trials
typically involve small numbers of patients and comparisons to other treatment. Phase Ill is to confirm
effectiveness and to assess adverse effects in a large and diverse population. Phase IV is used to
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research on the medical use of marijuana in 1992 the drug had nearly completed the
requirements for new drug approval.
"Drug czar" Barry McCaffrey's assertion in his Scripps-Howard News Service column that "no
clinical evidence demonstrates that smoked marijuana is good medicine" is inconsistent with the
facts. Whether this is an intentional deception, as part of the federal government's declared
public relations offensive against medical marijuana, or whether it is based on ignorance does
not matter. The reality. is General McCaffrey's statements are not consistent with the facts.
The research studies compiled in this paper include randomized, double-blind, placebo controlled
studies, research using a variety of objective and subjective measurements and a range of
research protocols. Doctors have a sound basis on which to recommend marijuana for use by
their patients. Indeed, physicians are well aware of the medical value of marijuana. In one study,
a scientific survey of oncologists found that almost one half (48 percent) of the cancer specialists
responding would prescribe marijuana to some of their patients if it were legal. In fact, over 44
percent reported having recommended the illegal use of marijuana for the control of nausea and
vomiting.13
This paper addresses research that has been published in four areas: cancer, AIDS, glaucoma
and muscle spasticity. All of the materials herein were published after 1970. The materials
enclosed are either published in peer reviewed journals, government publications or are reports
submitted to the federal government by state agencies."

A. Published Research Studies
-There have been several studies which have been published which focus on the medical value
of smoked marijuana and cancer therapy. These include:
•

Vinciguerra et al., "Inhalation Marijuana as an Antiemetic for Cancer Chemotherapy," The
New York State Journal of Medicine (October 1988): 525-527. This study involved 56
describe post-marketing reporting on drug safety and effectiveness. Eleventh Annual Report for 1980
to the Governor and Legislature, CRAP, San Francisco, 1981 at 5.

The New York State Department of Health stated that "(t)he program is a large scale
(phase III) cooperative clinical trial..." see: "Evaluation of the Antiemetic Properties of Inhalation
Marijuana in Cancer Patients Receiving Chemotherapy Treatment," New York State Department
of Health, Office of Public Health, Chapter 810, Laws of 1980 Article 33-A, Public Health Law,
September, 1981, at 3 cited in Randall, R.C. (editor), Marijuana. Medicine and the Law Volume
Galen Press, 1989, page 47. For further discussion see footnote 23.
13 Doblin, R., Kleiman, M., "Marijuana as antiemetic medicine: A survey of oncologists'
experience and attitudes," J. Clin. Oncology 9 (1991): 7, 1314-1319.
14 Almost all of the materials published in this compilation were part of the record of
proceedings challenging the scheduling of marijuana under the Controlled Substances Act before
the U.S. Drug Enforcement Administration. In the Matter of Marijuana Rescheduling Petition, No.
86-22 (U.S. Department of Justice, Drug Enforcement Administration, Sept. 6, 1988). Most of
the materials were compiled by the Alliance for Cannabis Therapeutics led by Robert Randall and
Alice O'Leary. Also included in this compilation are materials contained in the evidence
submitted by the U.S. Drug Enforcement Administration. Finally, some of the materials included
were published after that litigation was completed.
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patients who had no improvement with standard antiemetics. When treated with marijuana
78 percent demonstrated a positive response. No serious negative side effects were seen.
Chang et al., "Delta-9-Tetrahydrocannabinol as an Antiemetic in Cancer Patients
Receiving High Dose Methotrexate," Annals of Internal Medicine, Volume 91, no. 6
(December 1979): 819-824. This study was a randomized, double-blind, placebo
controlled trial of THC and smoked marijuana which found a 72 percent reduction in
nausea and vomiting. The research found that smoked THC (marijuana) was more reliable
than oral THC.
•

Foltin, R.W., Brady, J.V. and Fischman, M.W., "Behavioral analysis of marijuana effects
on food intake in humans," Pharmacology, Biochemistry and Behavior 25 (1986): 577-582;
Foltin, R.W. et al., "Effects of Smoked Marijuana on Food Intake and Body Weight of
Humans Living in a Residential Laboratory," Appetite 11(1988):1-14; Greenberg et al.,
"Effects of Marijuana Use on Body Weight and Caloric Intake in Humans,"
Psychopharmacology 49 (1976):79-84. All these studies demonstrate that marijuana
increases appetite and food intake.

•

Doblin and Kleiman, "Marijuana as Antiemetic Medicine: A Survey of Oncologists'
Experiences and Attitudes," Journal of Clinical Oncology, Vol. 9, No. 7, (July 1991). A
random survey of clinical oncologists found that 44 percent of respondents report
recommending the (illegal) use of marijuana for the control of emesis and 48 percent would
prescribe marijuana to some patients if it were legal.

•

Sa Ilan, S.E., Zinberg, N.E. and Frei, D., "Antiemetic Effect of Delta-9-tetrahydrocannabinol

in Patients Receiving Cancer Chemotherapy," New England Journal of Medicine, 293(16):
795-797 (1975). In this study of THC, researchers noticed that some patients were
dropping out of the research program, choosing to use marijuana from the street instead.
Researchers followed up with these patients. They reported on the marijuana-using
patients and stated that natural marijuana was more successful in providing relief than
synthetic THC for some patients.
The cancer research is relevant to evaluating marijuana as a useful therapy for AIDS patients..
The same symptoms are needed to be controlled among AIDS patients: appetite, nausea and
vomiting. There have been recent reports of AIDS and marijuana in the literature. 15 A study with
THC found relief of nausea and significant weight gain in 70 percent of patients. However,
one-fifth of the patients did not like the psychoactive effective of synthetic THC, 16 indicating
marijuana is likely to be preferred by AIDS patients. This is consistent with a survey of people
with AIDS conducted by a researcher in Hawaii in 1996. The survey found that 98.4 percent of
AIDS patients were aware of the medical value of marijuana and 36.9 percent had used it as an
antiemetic. Of those who had used it, 80 percent preferred it over prescription drugs including

15 Abrams, D., (1995), "Marijuana, the AIDS Wasting Syndrome, and the U.S.
Government" (Response to Letter), New England Journal of Medicine, Vol. 333 (10): 670-671;
Grinspoon, L, J, and Doblin, R., (1995), "Marijuana, the AIDS Wasting Syndrome, and the U.S.
Government" (Letter to ed.), New England Journal of Medicine, Vol. 333 (10): 670-671.
15 Plasse, T.F., Gorter, R.W., Krasnow, S.H., et al., "Recent clinical experience with
dronabinol," Pharmacology. Biochemistry and Behavior 40 (1991): 695-700.
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synthetic THC. 17 A study being conducted in Australia of HIV patients found that those who use
marijuana had a better quality of life. In particular, those that were HIV positive for over ten years
found marijuana to be critical. One patient told the researcher that he considered marijuana to a
"saviour."19
Regarding glaucoma, there have been significant studies which consistently show that marijuana
is effective in lowering intraocular eye pressure. 19 Heightened intraocular eye pressure is the
cause of glaucoma. Thus published evidence indicates marijuana preserves the vision of people
with glaucoma.
Finally, regarding the control of muscle spasm there is published literature demonstrating
marijuana to be effective in controlling convulsions." The control of muscle spasm is important
to patients with multiple sclerosis, epilepsy, spinal cord injury, paraplegia and quadriplegia.
B. State Health Department Studies
In addition to the research published in medical journals, there have been a series of six studies
conducted by state health departments under research protocols approved by the U.S. Food and
Drug Administration. The focus of these studies, conducted by six state health agencies, was the
use of marijuana as an antiemetic for cancer patients. The studies, conducted in California,
Georgia, New Mexico, New York, Michigan and Tennessee, compared marijuana to antiemetics
available by prescription, including the synthetic THC pill, Marino 10. Marijuana was found to be

17 Wesner, B., (1996), 'The Medical Marijuana Issue Among PWAs: Reports of
Therapeutic Use and Attitudes Toward Legal Reform," Drug Research Unit, Social Science
Research Institute, University of Hawaii at Manoa.
18 " Do p e Use Improves Lives of Patients: Research," The Canberra Times, January 15,
1997.
19 Hepler, R. and Frank, I., (1971), "Marijuana smoking and intraocular pressure," JAMA,
217: 1932; Hepler, R., Frank, I. and Ungerleider, J., (1972), "Pupillary constriction after
marijuana smoking," American Journal of Ophthalmology, 74: 1185-1190; Hepler, R. and Petrus,
R., (1976), "Experiences with administration of marijuana to glaucoma," The Therapeutic
Potential of Marijuana, (Cohen and Stillman, eds.), 63-75; Goldberg, I.,'Kass, M. and Becker, B.,
(1978-1979), "Marijuana as a treatment for glaucoma," Sightsaving Review, (Winter issue): 147154; Merritt, J., Crawford, W., Alexander, P., Anduze, A. and Gelbart, S., (1980), "Effect of
marihuana on intraocular and blood pressure in glaucoma," Ophthalmology, 87: 222-228;
Zimmerman, T., (1980), "Efficacy in glaucoma treatment — the potential of marijuana," Annals of
Ophthalmology, 449-450.
20 Carlini, E., Leite, J., Tannhauser, M. and Berardi, A, (1973), "Cannabidiol and
cannabis sativa extract protect mice and rats against convulsive agents," Journal Pharm.
Pharrnac., 25: 664-665; Dunn, M. and Davis, R., (1974), 'The perceived effects of marijuana on
spinal cord injured males," Paraplegia, 12: 175; Consroe, P., Wood, G. and Buchsbaum, H.,
(1975), "Anticonvulsant nature of marijuana smoking," JAMA, 234, 306-307; Feeney, D.M.,
"Marihuana and epilepsy: paradoxical anticonvulsant and convulsant effects," Marijuana
Biological Effects: Analysis, Metabolism, Cellular Responses, Reproduction and the Brain,
(Nahas, GG., Paxton, M., Bruade, J.C., Hardillier, and Harvey, D.J. eds.), Pergamon Press,
Oxford, England, 643-657; Petro, D., (1980), "Marihuana as a therapeutic agent for muscle
spasm of spasticity," Psychosomatics, 21: 81, 85; Cannabis, (1986), Therapeutic Claims in
Multiple Sclerosis, Intl Federation of Multiple Sclerosis Societies, 226.
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an effective and safe antiemetic in each of the studies and more effective than other dr
many patients.
New Mexico: This study involved 250 patients. The study compared marijuana to THC

The research protocol was approved by the FDA in 1978. In order to participate in the re
the patient had to have been referred by a physician and had to have been unsuccessful
least three other antiemetics. Patients were permitted to choose marijuana or the THC pill
objective (e.g., frequency of vomiting, amount of vomiting, muscle biofeedback, blood sz
and patient observation) and subjective measures were made to determine the effectiver
the drug.
The study concluded that marijuana was not only an effective antiemetic but also "far sup(
the best available conventional drug, Compazine®, and clearly superior to synthetic TH
The study found that "[m]ore than ninety percent of the patients who received marijuar
reported significant or total relief from nausea and vomiting." The study found no major a,
side effects. Only three patients reported adverse reactions, none of these reactions in
marijuana alone. The 1984 report concluded ". . . the data accumulated over all five years
program's operation do show that marijuana smoked resulted in a higher percentage of st
than does THC ingested."'
Michigan: The Michigan research compared marijuana to Torecan®. It involved 165

pr

Upon admission to the program patients were randomized into control groups with
randomized on the conventional antiemetic Torecane and the remainder randomi:
marijuana. When failure on the initial randomized drug occurred, patients could elect to cro:
to the alternate therapy. This procedure allowed the Michigan Department of Health to ev
how well patients responded to both drugs and allowed patients to register their preferer
The Michigan study reported 71.1 percent of the patients who received marijuana repor
emesis to moderate nausea. Ninety percent of the patients receiving marijuana elected to
on marijuana. Only 8 of 83 patients randomized to marijuana chose to alter their m
antiemetic therapy. This was almost the inverse of patients randomized to Torecan®, then
than 90 percent - 22 out of 23 patients - elected to discontinue use of Torecan® and sIA
to marijuana.22
Very few serious side effects were found related to marijuana use. The most common side
was increased appetite - reported by 32.3 percent of patients - this was a positive effec
most common negative effects were sleepiness, reported by 21 patients and sore throat, re
by 13 patients.
Tennessee: This study involved an evaluation of 27 patients. The patients had all failed to

relief with other forms of antiemetic therapy including oral THC. The study found an
success rate of 90.4 percent for marijuana inhalation therapy. In comparison it found

21

"The Lynn Pierson Therapeutic Research Program," Behavioral Health Sciences
Division, Health and Environment Department, (March 1983 and 1984).
22 "Michigan Department of Public Health Marijuana Therapeutic Research Pr
A 1980-1981," Department of Social Oncology, Evaluation Unit, Michigan Cancer F'
(March 18, 1982).
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percent success rate for THC capsules. In the under 40 age group, the study found a 100
percent success rate for marijuana inhalation therapy.
The report concludes:

We found both marijuana smoking and THC capsules to be effective anti-emetics. We found an
approximate 23 percent higher success rate among those patients administered THC capsules. We
found no significant differences in success rates by age group. We found that the major reason for
smoking failure was smoking intolerance; while the major reason for THC capsule failure was nausea
and vomiting so severe that patients could not retain the capsule.23
New York: In describing the purpose of the marijuana research program the New York
Department of Health stated, "[T]he program is a large-scale (Phase III) cooperative clinical trial
"24 The central question addressed is "[Now effective is inhalation marijuana in preventing
nausea and vomiting due to chemotherapy in patients . . . who have failed to respond to previous
antiemetic therapy?"
By 1985, the New York program had extended marijuana therapy to 208 patients through 55
practitioners. Of that, 199 patients were evaluated. These patients had received a total of 6,044
NIDA-supplied marijuana cigarettes which were provided to patients during 514 treatment
episodes.
In percentage terms the results were stunning:
•

North Shore Hospital reported marijuana was effective at reducing emesis 92.9 percent
of the time;

•

Columbia Memorial Hospital reported efficacy of 89.7 percent;

•

Upstate Medical Center, St. Joseph's Hospital and Jamestown General Hospital reported
100 percent of the patients smoking marijuana gained significantbenefit.

The report concludes, "Patient evaluations have indicated that approximately ninety-three (93)
percent of marijuana inhalation treatment episodes are reported to be 'effective' or 'highly
effective' When compared to other antiemetics." The New York study reported no serious adverse
side effects. No patient receiving marijuana required hospitalization or any other form of medical
intervention. See, Evaluation of the Antiemetic Properties of Inhalation Marijuana in Cancer
Patients Receiving Chemotherapy Treatment," New York Department of Health, Office of Public
Health (Annual Reports).'

23 "Annual Report: Evaluation of Marijuana and Tetrahydrocannabinol in the Treatment of
Nausea and/or Vomiting Associated with Cancer Therapy Unresponsive to Convention AntiEmetic Therapy: Efficacy and Toxicity," Board of Pharmacy, State of Tennessee, (July 1983).
24 See footnote 12.
25 The results of this study were published at: Vinciguerra et al., "Inhalation Marijuana as
an Antiemetic for Cancer Therapy," The New York State Journal of Medicine, pgs., 525-527,
(October 1988).
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Georgia: The Georgia program evaluated 119 patients. It compared THC to standardized
smoking of marijuana and with patient-controlled smoking. To enter the program a patient had
to have failed to obtain relief with on other antiemetics. Patients were randomized to either
patient-controlled smoking of marijuana, standardized smoking of marijuana or TI-IC pills.
The report found that both THC and marijuana were effective in providing antiemetic relief for
patients who were previously unresponsive to antiemetics. The rate of success was 73.1 percent.
Patient controlled smoking of marijuana was successful in 72.2 percent, standardized smoking
was successful in 65.4 percent and THC was effective in 76 percent of the cases. In comparing
the reasons for failure between marijuana and THC the report found:

The primary reasons for failure of THC capsules were due to either adverse reaction (6 out of 18)
or failure to improve nausea and vomiting (9 out of 18). The primary reason for failure of smoking
marijuana were due to smoking intolerance (6 out of 14) or failure to improve the nausea and
vomiting (3 out of 14).26

California: California conducted a series of studies from 1981 through 1989. Annual reports
were submitted to the FDA, the state legislature and the Governor. Each year approximately 90
to 100 patients received marijuana. The California research was described as a "Phase III trial."27
The study protocol preferred THC pills by making it much easier for patients to enter that portion
of the study. Patients who received marijuana had to be over 15 years of age (the THC pill
patients had to be over 5 years of age); had to be marijuana experienced, had to use the drug on
an inpatient basis (patients could only use marijuana in the hospital and not take the medicine
home), and had to be receiving rarely used and severe forms of chemotherapy. Thus the design
of the study did not favor marijuana.
Even with this built-in bias against marijuana, the study consistently found marijuana to be an
effective antiemetic. In 1981 the California Research Advisory Panel reported, "Over 74 percent
of the cancer patients treated in the program have reported that marijuana is more effective in
relieving their nausea and vomiting than any other drug they have tried." In 1982, a 78.9 percent
effectiveness rate was found for smoked marijuana. By 1983 the panel concluded:
The California Program also has met its research objectives. Marijuana has been shown to be

effective for many cancer chemotherapy patients, safe dosage levels have been established and a
dosage regimen which minimizes undesirable side effects has been devised and tested.
The California Research Advisory Panel continued to review data on marijuana until 1989 with
similar results.28

28 Kutner, Michael H., "Evaluation of the Use of Both Marijuana and THC in Cancer
Patients for the Relief of Nausea and Vomiting Associated with Cancer Chemotherapy After
Failure of Conventional Anti-Emetic Therapy: Efficacy and Toxicity" as prepared for the
Composite State Board of Medical Examiners, Georgia Department of Health, by physicians and
researchers at Emory University, Atlanta, (January 20, 1983).
27 See footnote 12.
28 Annual Reports of the California Research Advisory Panel submitted to the Governor
and Legislature from 1981 (Twelfth Annual Report) to 1989 (Twentieth Annual Report).
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C. Studies on Marijuana Constituents
In addition to research on smoked marijuana there has been a host of research on constituents
of marijuana. This research is also relevant in measuring the effectiveness of marijuana.
The drug for which there has been the most research is the THC pill. This pill contains pure
delta-94etrahydrocannabinol in sesame seed oil. This substance is now scheduled in Schedule
ll of the Controlled Substances Act. When the drug was rescheduled the Food and Drug
Administration acknowledged, 'The effects of pure THC are essentially similar to those of
cannabis containing THC in equivalent amounts."
29 Thus, the federal government has
acknowledged that THC, which is available as a medicine, adequately emulates the effectiveness
to marijuana. In fact, the research described above shows that marijuana is in fact a more
effective medicine than the THC pill.
The research which compares marijuana to the THC pill found that patients preferred marijuana
to THC and that marijuana was more effective at treating symptoms. State studies in Michigan
and New Mexico found that most patients who tried THC chose to use marijuana instead. The
most common reasons for this choice was because THC was more psychoactive, erratic and
unpredictable. Patients found they had more control and a quicker response with smoked
marijuana than with oral THC. Patients found it difficult to swallow the pill when they were
nauseous. Patients were also able to limit their use of marijuana to only the amount needed when
it was smoked. For many cancer and AIDS patients this can involve smoking a very small
quantity of the drug. With the THC pill the patient must ingest the whole pill and therefore cannot
control the dose.
The Chang study published in The Annals of Internal Medicine found that marijuana had a more
consistent effect than the oral THC pill. As they note this was consistent with the observations
of SalIan and his colleagues in their study published in The New England Journal of Medicine.
Alfred Chang et al. stated:
Sallan and his co-workers considered inadequate drug absorption as a possible contributing factor
to the lack of antiemetic response seen in some patients. We concur, since THC plasma
concentrations appeared to be causally related to an antiemetic response in our study. To avoid this
problem, we switched patients to the inhalation route of drug administration when vomiting occurred.
Inhaled marijuana results in the same psychological effects as orally administered THC. In our
patient populations, smoked THC was more reliable than oral THC in achieving therapeutic blood
concentrations.3°
A final reason why marijuana cigarettes are superior to the THC pill for many patients is that
delta-9-THC is not the only marijuana constituent which provides positive medical effects. The
bibliography includes research involving such components of marijuana, including various
cannabinoids and delta-8-THC. This research indicates that other components of marijuana have
beneficial medical effects. Smoking marijuana provides the patient with the benefits of the
combination of marijuana's active ingredients in contrast to the effects of THC only.

29 47 Fed. Reg. 10082, column 3. The FDA also note, "The risks to the public health from
illicit use of THC are likely to be similar to marihuana." 47 Fed. Reg. 10083, column 2.
33 Chang et al., "Delta-9-Tetrahydrocannabinol as an Antiemetic in Cancer Patients
Receiving High Dose Methotrexate," Annals of Internal Medicine, Volume 91, Number 6, pg. 823,
(December 1979).
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IV. State Laws Provide an Avenue to Resolve the Medical Marijuana Problem
There is strong scientific evidence that marijuana is a safe and effective medicine. The
in California and Arizona have recognized this at the ballot box. It is time for the
government to help resolve this problem rather than threaten doctors with sanctions for pm
medical advice to their patients and denying seriously ill patients access to a much r
medicine.
The California and Arizona initiatives, as well as laws in two dozen states, provide an oppc
to resolve the medical marijuana problem. Research on the safety and effectiveness of ma:
is in its final phase. All that is needed is late-Phase III research. These are broad-based re'
studies which result in large numbers of patients receiving marijuana.
The federal government, in its policy announcement of December 30, stated that it wai
ensure the integrity of the drug approval process. Part of their plan to do so includes rev
the research and seeking to fill gaps in research with new research."
Combining the Food and Drug Administration's need for late-Phase III research before it ap.
marijuana as a medicine, with the decision of voters in California and Arizona to make ma.
medically available, will satisfy two needs. The FDA can make marijuana available tc
numbers of people under a research umbrella. (In the early 1980s nearly 1,000 patients
were using marijuana medically under federally approved research programs. In fact, in or
California requested one million medical marijuana cigarettes from the FDA.) In addition, ttcould resolve the medical marijuana problem by making marijuana available as a medic
prescription.
The Food and Drug Administration should contact the health departments of Arizona, Ca
and other states which have expressed interest in medical marijuana and ask them to pan
in the final Phase III studies needed to complete the new drug application process. Ob
results from this research should take less than one year. If they are consistent with pi
research it should result in marijuana becoming a prescription drug under Schedule I:
Controlled Substances Act. Such a process will restore the integrity of the medical Sc
process of drug approval which has been undermined by the use of medical marijuar
political tool by those favoring expanded drug war policies.
By taking a constructive approach, rather than a confrontational one, the federal go'
avoids conflict with state law, does not intrude on the doctor-patient relationship and eriF
in the end, marijuana is only made available as a prescription medicine to the s,
Arizona and California have presented an opportunity to resolve an issue that is long
resolution.•
'Statement Released by Barry R. McCaffrey, Director of the Office of Nation2
Control Policy, The Administration's Response to the Passage of California Propositi
Arizona Proposition 200, December 30, 1996, page 4 where it states:
HHS to ensure the protection of the public health will: (a) examine all medical and scie
relevant to the perceived medical usefulness of marijuana; (b) identify gaps in knowle
regarding the health effects of marijuana; (c) determine whether further research or r
evaluation could answer these questions; and (d) determine how that research coulr
conducted to yield scientifically useful results.
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On a February morning in 1994, the U.S. District Court of Appeals in
Washington, D.C., with a panel of three law judges, issued' a finding indicating that in their opinion cannabis has no medicinal value—none.

China: The World's Oldest Pharmacopoeia
Cannabis, called ta ma ("great hemp"), was one of the staple crops of ancient
China, valued not only for food, fiber, oil, and paper but also as a medicine.
According to legend, the ancient Emperor Shen Nung, patron deity of agriculture (c. 2700 B.c.), had a transparent abdomen, which allowed him to see
the effects of medicines passing through his body (Wallnofer and von Rottauscher 1965). After experimenting with more than one hundred herbs, he
is credited with the discovery of ephedra, ginseng, and cannabis as therapeutic
agents.
The world's oldest pharmacopoeia, the Shen-nung pen-ts'ao thing (compiled in the first or second century A.D. but based on oral traditions passed
down from the time of Shen Nung), gives cannabis the name ma, an ideogram
that shows two plants (male and female) under a drying shed with the sun
beating down on top (Dewey 1913). The text shows that the Chinese understood its psychoactive properties: "ma-fen [the fruits of hemp] ... if taken in
excess will produce hallucinations [literally, "seeing devils"] ... over a long
term, it makes one communicate with spirits and lightens one's body" (Li
1974,1975). Hua T'o, the founder of Chinese surgery (A.D. 110-207), used a
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"hemp boiling compound," taken with wine, to
anesthetize patients during surgical operations
(ibid.).
Later editions of Shen Nung's pharmacopoeia
list more than 100 ailments treated with cannabis,
including "female weakness, gout, rheumatism,
malaria, ben-ben, boils, constipation, and
absent-mindedness" (Camp 1936, 113). By the
Chinese ideogram for cannabis
tenth century A.D., the Cheng-lei pen-ts'ao sumshows two plants (male and
marized the therapeutic value of cannabis: "Mafemale) under a drying shed.
fen has a spicy taste; it is toxic; it is used for
waste diseases and injuries; it clears blood and
cools temperature; it relieves fluxes [diarrhea]; it undoes rheumatism; it discharges pus." (Li 1975, 56)
Other therapeutic uses of cannabis were preserved in the classic Pen ts'ao
kang mu of Li Shih-Chen (A.D. 1578). Many of these uses—as an antiemetic,
antibiotic, anthelmintic (treatment of parasites), to treat leprosy, and to stop
hemorrhages —deserve modern investigation (Mechoulam 1986).
The historical use of cannabis for wasting diseases is one of its most
common medical uses today in the age of AIDS. This is also emphasized in
folk medicine throughout modern Asia. For example, in Thailand, "cannabis
is frequently used to stimulate the appetite of sick people and make them
sleep.... Its use to counteract diarrhea and dysentery is equally common"
(Martin 1975, 72).
Ancient texts also refer to cannabis seed eaten as food. Even the Buddha himself, according to Chinese legend, existed for six years under the Bo
Tree while awaiting enlightenment, eating only one cannabis seed each day
(Abel 1980, 20). The nutritional and medical value of hemp seed and all the
ancient economic uses of hemp are currently being reinvestigated (Rubin
1976; Herer 1990; Conrad 1993; Rosenthal 1994); see also chapters 16 and 17
of this book.

(Hasan 1975; Aldrich 1977; Touw 1981; Morningstar 1985). Sushruta, the
most renowned physician of ancient India, recommended it as an antiphlegmatic (drying mucous membranes and relieving congestion, or more broadly
regulating the bodily humors). Sushruta also mentions vijaya (cannabis, or
perhaps yellow myrobalan) as a remedy for catarrh accompanied by diarrhea
and as an ingredient in a cure for fevers (Grierson 1894; Chopra and Chopra
1957). It has thousands of uses in traditional Ayurvedic medicine, is noted in
medieval texts as a soporific (sleep medication) and an excitant, appetite stimulant and digestive aid, remedy for many ailments and conditions, analgesic,
aphrodisiac, intoxicant and elixir vitae.
One of the most famous jokes in the literature of Medical cannabis occurs
in the Dhurtasamagama or "Rogues' Congress," an amusing if coarsely written farce from circa A.D. 1500 (Grierson 1894):

India

The Indian Hemp Drugs Commission of 1893-1894 heard testimony
from hundreds of native and Western doctors about its therapeutic uses in
treatment of cramps, spasms, convulsions, headache, hysteria, neuralgia, sciatica, tetanus, hydrophobia, ague, cholera, dysentery, leprosy, brain fever, gonorrhea, hay fever, asthma, bronchitis, catarrh, tuberculosis, piles, flatulence,
dyspepsia, diabetes, delirium tremens, and impotence; as a sedative and
febrifuge (substance that reduces fever); as an analgesic for toothache, tooth
extraction and many other acute or chronic pains; as an anesthetic for minor
surgery including circumcision; as a diuretic, tonic, digestive, disinfectant,

In India, the Atharva Veda (c. 1400 13.C.) mentions cannabis (bhang) as
one of five sacred plants used for "freedom from distress" (11.6.15), and it also
(8.8.3) ordains the practice of throwing hemp boughs' into a fire during a magical rite "to overcome enemies" or evil forces (Aldrich 1977). As in China,
where hemp stalks were used to . strike the beds of sick people to drive out
disease demons (Abel 1980), cannabis has been intimately associated with
magical, medical, religious, and social customs in India for thousands of years

36 • Medicinal Characteristics of Cannabis (Aldrich)

In the second act, two Shivaite mendicants come before an unjust judge,
and demand a decision on a quarrel which they have about a nymph of the
bazaar [prostitute]. The judge demands payment of a deposit before he will
give any opinion. Not having any money, one of the holy men says, "Here is
my ganja bag; let it be accepted as payment." The judge, taking it
pompously, and then smelling it greedily, says, "Let me try what it is like"
(takes a pinch). "Ah! I have just now got by the merest chance some ganja
which is soporific and corrects derangements of the humours, which produces a healthy appetite, sharpens the wits, and acts like an aphrodisiac."
The Rajavallabha, a seventeenth century Ayurvedic text, says cannabis:
is acid, produces infatuation, and destroys leprosy. It creates vital energy,
the mental powers, and internal heat; corrects irregularities of the phlegmatic humour; and is an elixir vitae. It was originally produced, like nectar,
from the ocean by the churning with Mt. Mandara, and inasmuch as it
gives victory in the three worlds, it, the delight of the king of the gods, is
called vijaya, the victorious. This desire-fulfilling drug was obtained by
men on earth, through desire for the welfare of all people. To those who
regularly use it, it begets joy and destroys every anxiety [Grierson 1894].
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aphrodisiac, anaphrodisiac (substance used to decrease sexual desire), food
supplement, appetite stimulant, energy-creator, cool refreshing drink to prevent malaria, cure insomnia, alleviate hunger, and ... for freedom from distress (Kaplan 1969; Mikuriya 1968). In sum, the commission concluded:

for the Scythians, who had swept down through Palestine 630
houlam 1986; Benet 1975).

B.C.

(Mec-

Central Asia: The Scythians
It is interesting to note that while the [hemp] drugs appear now to he frequently used for precisely the same purposes and in the same manner as
was recommended centuries ago, many uses of these drugs by native doctors are in accord with their application in modern European therapeutics.
Cannabis indica must be looked upon as one of the most important drugs of
Indian materia medica (Kaplan 1969,175).

For this reason, and because outs importance in religious and social life,
the commission "unhesitatingly" gave "their verdict against such a violent
measure as total prohibition in respect of any of the hemp drugs" (p. 287).

Ancient Middle East
Mechoulam (1986) provides the best summary of the literary evidence
for medical use of cannabis in ancient Assyria, Egypt, and Judea. If the names
of plants (azallu, qunnabu,. and gan-zi-gun-na) in Assyrian tablets of the seventh century B.C. are correctly, translated as cannabis, the drug was used externally as a bandage and in salves for swellings and bruises, and internally for
depression of spirits, impotence, "poison of all limbs" (arthritis?), kidney
stones, for a "female ailment," and for the annulment of witchcraft. Similarly,
if the hieroglyph "srnsm.t." in the ancient medical papyri of Egypt indicates
cannabis, it was used as incense, as an oral medication for "mothers and children" (in childbirth?), in enemas, in eye medications, and as an ointment in
bandages. This may be its first mention in world literature as an eye medication.
Although Benet (1975) interpreted the Hebrew term kaneh-bosrn in the
Bible as cannabis, there was until recently no direct evidence of medicinal
use of cannabis in ancient Judea. However, in 1992 the skeletal remains of a
14-year-old girl who apparently died while giving birth were discovered in a
tomb near Jerusalem dating from the fourth century A.D. (Zias et al. 1993).
Ashes in the skeleton's abdominal area were analyzed and were found to contain a cannabinoid, delta-6-tetrahydrocannabinol. The researchers concluded
that cannabis was burned in a bowl and administered to the girl as an inhalant
to facilitate the birth process. Another possibility is that a mixture of cannabis
ashes and honey was used for labor pains, as described in the Greek Geoponica for ulcers in the lower back (Brunner 1973). Yet another possibility is that
cannabis was burned in a purification rite after her death, as Herodotus describes
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The earliest Greek mention of Kannabis is Herodotus's famous story of
the funeral ceremonies of the Scythians in the Histories (c. 450 B.C.). After
the death of a king, the Scythians made small head tents, crept inside, threw
hemp seeds (or blooms) on red-hot stones in an urn, and "howled for joy" at
the vapor (Aldrich 1972). This is the first ethnographic description of a
cannabis smoking device in world literature that was later confirmed by modern archaeologists who found kettles containing charred hemp seeds in
Scythian tombs in the Altai Mountains (Rudenko 1970) and in Germany
(Reininger 1966).
In the same book Herodotus (I: 202) also describes the practice of inhabitants of islands in the Araxes river throwing an unidentified fruit on a fire
and getting "drunk" by inhaling its fumes (Brunner 1973, 347). This brings
to mind the passage in the Atharva Veda, noted above, where Vedic worshippers threw hemp into a fire to ward off evil forces. The ritual intoxicant
use of cannabis to communicate with spirits (or ward off evil) is thus found
in ancient China, India, Central Asia, and Europe before the Christian era,
and this magical use seems to have preceded specific medical uses in each
region. Indeed, "folk medicine" tends to preserve ancient rituals simply because
many generations have found the rituals medically useful. For example, Benet
(1975, 46) notes that "in Poland, Russia, and Lithuania, hemp was used to
alleviate toothache by inhaling the vapor from hemp seeds thrown on hot
stones," right up into the twentieth century.
It is quite possible that Scythian influence may have introduced ritual
use of cannabis throughout the Middle East. Scythian cavalry were employed
by Philip of Macedon and by Alexander the Great on his campaign across
Persia to the Hindu Kush in 326 B.C. (Aldrich 1972). By and large, however,
the early references to hemp in Greek and Roman literature are to its fiber
and medical uses rather than its ceremonial uses (Brunner 1973).

Ancient Greece and Rome
Dioscorides, a doctor in Nero's army in the first century A.D., wrote that
cannabis seeds, "when eaten in excess, diminish sexual potency. The juice of
the fresh seed, dropped in the ear, is beneficial for earaches." He also described
a wild cannabis (hemp mallow?) whose roots could assuage inflammations and
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disperse hard matter about the joints. Pliny the Elder (A.D. 23-79), in his
Natural History (20.259), combined. these two descriptions and wrote that
cannabis seed makes the genitals impotent, and its juice drives worms and
insects out of the ears, but at the cost of a headache." It makes water
coagulate, and the boiled root "eases cramped joints, gout and similar pains,
and is applied raw to burns" (Brunner 1973). Pliny may have been the first
in the world to note that cannabis is not very miscible in water.
Galen, the second century physician renowned for making compound
drug preparations (still called galenicals), said that cannabis seed is hard to
digest and causes headaches; but "cooked and consumed with dessert after
dinner, it stimulates the appetite for drinking, and in excess sends a warm
and toxic vapor to the head." He added that it "eliminates intestinal gas, and
dehydrates [the user] to such a degree that if eaten in excess it quenehes sexual potency. Some squeeze juice from the green seeds and use it as an analgesic for pains caused by ear-obstruction" (Brunner 1973, 350). Galen is the
only classical author to describe the intoxicating properties of cannabis consumed orally, including appetite stimulation (or at least dry mouth).
In these references, medical properties are described for the sperma (seed)
of the plant; in many cases the term sperma may also refer to the blossom,
the whole top of the flower where cannabis resin is produced. Such descriptions were the basis of European knowledge of medicinal cannabis all through
the Middle Ages and the Renaissance. An illustration in a Byzantine manuscript of Dioscorides (c. A.D. 512) is the first botanical illustration of the
plant in Western literature. It depicts both male and female flowers on the
same plant—a mistake often repeated in later herbals (Aldrich 1992).

been stated that it dissolves flatulence and cleans up dandruff." Other medical uses of hashish mentioned in Muslim texts are as a diuretic, to clean the
brain, to soothe pains of the ears, and to aid digestion (Rosenthal, 114-115,
126). In this legal distinction between the intoxicant and the medical uses of
cannabis, medieval Muslim theologians were far ahead of present-day American law.
One of the earliest "case reports" of the value of cannabis in treatment
of epilepsy is a story told by Ibn al-Badri (C. A.D. 1464) about a poet who
visited the epileptic son of the caliph's chamberlain and gave him some
hashish as a medication. "It cured him completely, but he became an addict
who could not for a moment be without the drug" (Rosenthal 1971, 152).
Mechoulain, Lander et al. (1976) also mention this story in their discussion
of the anticonvulsant effect of cannabidiol derivatives, one of the most promising new studies of the medical cannabinoids. More recent reviews of the use
of cannabis derivatives in epilepsy, seizures, dystonia, and other convulsive
and neurological disorders may be found in Mechoulam et al. (1984), Consroe and Snider (1986), Randall (1991a) and in chapters 9 and 10 of this book.
An interesting offshoot of the research is that cannabidiol is also being reinvestigated as an anxiolytic (Musty 1984)—which takes modern medicine back
full circle to the Atharva Veda's "freedom from distress."
Muslims also introduced the art of making hemp paper into Europe, with
the first paper mill established in Spain in A.D. 1150 and the second in Italy
in 1276. Papermaking finally reached England in 1494. Much of the world's
paper contained hemp fiber until the mid-nineteenth century, when sulfite
tree pulp processing began to replace hemp paper (Conrad 1993), leading to
worldwide deforestation and deterioration in the quality and longevity of
books ever since.

Medieval Middle East
Reviewing the literature from the thirteenth through the sixteenth centuries, Rosenthal (1971) has produced the only modern scholarly work in
English on the subject of hashish in medieval Muslim society. Muslim physicians translated Dioscorides and Galen, poets wrote lovely and often satirical poetry contrasting hashish and wine, and theologians debated whether
hashish should be forbidden under Muslim law, since, unlike alcohol, it is
not expressly forbidden in the Koran. According to the most conservative
legalists, the punishment for using hashish as an intoxicant would be 40 to
80 lashes (which would cripple the recipient for life), but the "medical use,
even if it leads to mental derangement, remains exempt" from such punishment. Az-Zarkashi, a fourteenth century scholar whose work gives the fullest information on this subject, speaks of "the permissibility of its use for
medical purposes if it is established that it is beneficial. ... Thus, it has
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Africa
Du Toit (1980) finds that cannabis has been smoked in Africa for at least
six centuries, probably introduced by Arab traders down the east coast from
Egypt and certainly having some connection to India as evidenced by the similarity of African and Hindi terms for the drug. Most accounts of native medical use come from white explorers and colonists of the nineteenth and twentieth centuries. The plant was used as a remedy for snake bite (Hottentots),
to facilitate childbirth (Sotho), and among Africans of Rhodesia as a 'remedy for malaria, blackwater fever, blood poisoning, anthrax, and dysentery (Du
Toit 1980, 58).
In addition, South African dagga (cannabis) was "famous in relieving the
symptoms of asthma. This belief was shared by rural African farm workers
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and white farmers and many a pipe was shared between persons who suffered
from this respiratory congestion" (Du Toit, 59).

Renaissance Europe
Europe during the Middle Ages did not have hashish and did not know
much about the medical uses of the drug even though hemp had been cultivated throughout Europe since Roman times (Godwin 1967). Only one reference to hemp in Anglo-Saxon medicine has survived, that being haenap as
an ingredient of a "holy salve" in the Lacnunga, a magico-medical recipe book
of about the tenth century (Grattan and Singer 1952, 123). A few crusaders
and Marco Polo told the tale of the assassins (eleventh to thirteenth centuries),
without stating which drug was used in the potion that gave initiates a glimpse
of paradise (Aldrich 1970). The Latin herbal of Rufinis (thirteenth century)
mentions it as canape, and many subsequent herbals give crude illustrations of
the plant along with its names in European languages. Fuchs's De Historia Stirpium (1542) describes the morphology and cultivation of Cannabis sativa and
quotes Dioscorides, Galen, Pliny, and Simeon Sethi about its medical uses.
Fuchs has the finest Renaissance illustration of cannabis, drawn from life but
still displaying male and female flowers on the same plant (Aldrich 1992).
Parkinson, the king's herbalist (1640), summarized most of the herbalist uses of cannabis in treating dry cough, jaundice, fluxes (diarrhea), colic,
gout, hard tumors, or knots of the joints, the "paines and shrinking of sinewes,"
burns or scalds, and to stay bleeding, and to kill worms. These are based on
the classical sources with occasional local additions. For example, Parkinson
says that a hemp decoction "powred into the holes of earthwormes, will draw
them forth, and fishermen and anglers have used this feate to get wormes to
bait their hookes" (Mechoulam 1986, 5).
Explorers and travelers in Africa, the Middle East, and especially India
sent back reports of the use of hemp by natives, reports that were often
superficial, always condescending, and usually confused hemp with opium
(Aldrich 1970). An outstanding exception is Garcia da Orta's Colloquies on
the Simples and Drugs of India (1563), in which a Portuguese physician, who
grew cannabis in his own garden in Goa, consulted with native herbalists (as
well as household servants), and gave a clear, scientific, and amusing account
of bangue. He noted that it is quite distinct from opium, that unlike European hemp it is not used to make cords, and "the Indians eat either the seeds
or the pounded leaves to assist or quiet the women. They also take it for
another purpose, to give an appetite." (Da Orta 1563).
Rabelais (c. 1535), physician and author of Gargantua and Pantagruel,
says that juice of the herb Pantagruelion (hemp),
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kills every kind of vermin ... [and is] a prompt remedy for horses with colic
and broken wind, its root, boiled in water, softens hardened sinews,
contracted joints, sclerotic gout, and gouty swellings. If you want to quickly
heal a scald or burn, apply some Pantagruelion raw [Grinspoon 1971, 397].

Rabelais expands on his main source, Pliny, noting a veterinary use of hemp
and specifying its antibiotic ("kills vermin") properties.
The antibiotic use was verified by Czech scientists in the 1950s in a
remarkable series of experiments (Kabelik, Krejci, and Santavy 1960; Rubin
1976) that showed "hemp extract proved itself valuable often when all modern antibiotic measures, including Terramycin [and others] failed." The Czech
researchers also confirmed the value of cannabis unguent or spray in the treatment of burns, and found, as Dioscorides had said almost 2,000 years earlier, cannabis extracts achieved "rapid success" in the treatment of otitis
media—earache (Rubin 1976, 6-7).

Eighteenth Century: Botany and Bounties
European botany lagged behind Chinese knowledge of the two sexes of
the plant by several thousand years. In most pre-Linnaean botanical authors,
the longer-living bushier plant was called male and the other one female—
which is the opposite of the true situation in regard to cannabis, where the
bushier pistillate plant is female (Stearn 1974). Hemp cultivation manuals,
such as that appended to Barrufaldi's book of hemp poetry (1741), showed
pictures of both sexes but reversed. Linnaeus corrected this mistake when he
classified the plant as Cannabis sativa in 1753, and a few years later he grew
cannabis on his windowsill and showed incontrovertibly that cannabis is dioecious by separating the male (staminate) and female (pistillate) plants at
various stages of development (Linnaeus 1760; Stearn 1974). In 1783 the French
naturalist Lamarck described Cannabis indica as a separate species based on
a specimen collected in India, and botanists are still debating whether there
are one, two, or three distinct species of this cultigen (Schultes et al. 1974).
From the sixteenth to the eighteenth centuries, military demand for
cannabis (ship rigging and sails) and its widespread use for textiles and rope
made all the royal houses of Europe command that their colonies grow hemp
(Abel 1980; Conrad 1993). The Ludlow Library in San Francisco has originals of two of the most famous royal hemp edicts. In 1764 King George III
offered American colonists a bounty of eight pounds sterling for every bale
of raw hemp delivered to London, to which Ben Franklin's reply was, "We
have not yet enough for our own consumption" (Abel 1980, 80). In 1788 the
viceroy of Mexico ordered the mission at Monterey to plant hemp, thus starting hemp cultivation in California (Aldrich 1992).
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So that the United States would not have to depend on England and
Russia for hemp, George Washington tried, not very successfully, to grow
hemp for seed at Mt. Vernon in the 1790s. And Thomas Jefferson invented
a new type of hemp brake to mitigate the hard labor of extracting the bast
fibers from hemp stalks (Conrad 1993, 304-305). Although African slaves
may have known about cannabis intoxication, there is no evidence that the
American plantation owners used it for intoxicating or medical purposes.

Nineteenth Century Europe: Cannabis Therapeutics
During Napoleon's disastrous expedition to Egypt in 1798, many of his
troops discovered the pleasures of hashish, and his apothecary Rouyer wrote
an article about the Egyptians' use of the drug in 1810 (O'Shaughnessy 1839).
Interest in North African hashish and the assassins legend was the context
in which the "Club des Haschichins" was founded in Paris in the 1840s,
attracting the cream of French literary society (Aldrich 1970; Mickel 1969).
One of its founders was Jacques Joseph Moreau de Tours, who began experimenting with the drug as a psychotomimetic (thinking cannabis intoxication might provide some insight into the genesis of mental illness) and as a
possible treatment for fixed ideas in depressed patients (Moreau 1845). Although
neither approach was successful, Moreau is justly regarded as the father of
modern psychopharmacology.
It was not Moreau, however, but William B. O'Shaughnessy, a young
Irish doctor serving the British Raj at the Medical College of Calcutta, who
in 1839 introduced cannabis into Western medicine. By 1831 O'Shaughnessy
had already discovered the modern fluid electrolyte treatment for cholera and
would later be knighted by Ql.teen Victoria for establishing the telegraph in
India (Moon 1967).
After studying the literature on cannabis and conferring with contemporary
Hindu and Mohammedan scholars, O'Shaughnessy tested the effects of
various hemp preparations on animals, before attempting to use them to
treat humans. Satisfied that the drug was reasonably safe, he administered
preparations of cannabis extract to patients, and discovered that it had
analgesic and sedative properties. O'Shaughnessy successfully relieved the
pain of rheumatism and stilled the convulsions of an infant with this
strange new drug. His most spectacular success came, however, when he
quelled the wrenching muscle spasms of tetanus and rabies with the fragrant resin [Mikuriya, 1973].

He also gave cannabis tinctures to cholera victims during an epidemic
and found . that ten drops every half hour would usually stop the vomiting
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and diarrhea that make the disease fatal (O'Shaughnessy 1839). This seems
to be the first mention in European clinical literature of cannabis as an
antiemetic.
Any drug that demonstrated success in the treatment of the most
wretched diseases of the nineteenth century—rabies, tetanus, cholera—would
be hailed as a wonder drug; and that's what happened when O'Shaughnessy
brought his research back to London along with specimens for the Royal
Botanical Gardens. Between 1840 and 1900 more than 100 articles about the
therapeutic value of cannabis were published in Europe and North America
(Grinspoon 1971).
Mikuriya (1973) collected the key nineteenth and twentieth century documents and summarized them in Marijuana: Medical Papers, 1839-1972. Other
detailed accounts of cannabis therapy in the nineteenth century may be found
in Mikuriya (1969), Grinspoon (1971), Snyder (1971), Carlson (1974), Cole
(1976), Cohen and Stillman (1976), Abel (1980), and Mechoulam (1986).
Mikuriya (1973) lists the following therapeutic applications of cannabis based
on the literature:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Analgesic-hypnotic
Appetite stimulant
Antiepileptic and antispasmodic
Prophylactic and treatment of the neuralgias, including migraine
Antidepressant and tranquilizer
Antiasthmatic
Oxytocic (stimulates uterine contractions in childbirth)
Childbirth analgesic
A ntitussive
Topical anesthetic
Withdrawal agent for opiate and alcohol addiction
Antibiotic

Qt teen Victoria's physician, Sir J. Russell Reynolds (1890), summed
up 30 years of clinical experience with the drug finding it useful as a noc-

turnal sedative in senile insomnia and valuable in treating dysmenorrhea,
neuralgias including tic douloureux and tabetic symptoms, migraine headache,
and certain epileptoid or choreoid muscle spasms. He thought it less beneficial
in asthma, alcoholic delirium and depressions, joint pains, or true epilepsy.
He also advised doctors to start with very small doses of cannabis extracts
and tinctures, gradually increasing the dose until relief is obtained; "with
these precautions I have never met with any toxic effects" (Mikuriya, 1973,
p.
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Nineteenth—Twentieth Century America:
Cannabis Therapeutics
Fitz Hugh Ludlow made a perceptive prediction in America's first drug
book, The Hasheesh Eater (1857, 368): "Except as an antispasmodic in a very
limited number of diseases, the cannabis is known and prized very little among
our practitioners, and I am persuaded that its uses are far wider and more
important than has yet been imagined." Ludlow also appended an article by
an American physician, J.W. Palmer, which summarized O'Shaughnessy's
work and recommended it to American doctors especially , in hydrophobia
and tetanus.
The first American clinical conference on medical marijuana was a meeting of the Ohio State Medical Society in 1860, which reported successful
treatments of stomach pain, childbirth psychosis, chronic cough, gonorrhea,
and marijuana's general usefulness as an analgesic for inflammatory or neuralgic pains (McMeens 1860). The Civil War edition of the US. Dispensatory
(Wood and Bache 1868) devoted four pages to the medical properties of
Extractum Cannabis, including its action as "a decided aphrodisiac, to increase
the appetite, and occasionally to induce the cataleptic state ... to cause sleep,
to allay spasm, to compose nervous inquietude, and to relieve pain." It was
preferable to opium because it did not cause constipation, and it was recommended specifically for "neuralgia, gout, rheumatism, tetanus, hydrophobia,
epidemic cholera, convulsions, chorea, hysteria, mental depression, delirium
tremens, insanity, and uterine hemorrhage." The book also mentioned that
Dr. Alexander Christison in Edinburgh had "found it to have the property
of hastening and increasing the contractions of the uterus in delivery" based
on clinical experiments to confirm its ancient use in childbirth.
Laboratories around the world experimented with different tinctures and
extracts of cannabis, searching for a standard preparation with an established
dose-response curve. Problems with the variable potency of such preparations led to the inclusion of cannabis itself—"the flowering tops of the female
plant of C. sativa"—in medical practice. The US. Dispensatory of 1899
noticed that when ganja is cultivated in India, "The utmost care is taken to
prevent fertilization, it being affirmed that a single male plant will spoil a
whole field" (Wood, Remington, and Sadder 1899). This forced American
pharmaceutical companies to learn what is now called sinsernilla cultivation,
removing male from female plants before seeds are set, and by 1918 it was
shown that American-grown cannabis and its extracts were as fully reliable
as those from India. By the 1930s both Eli Lilly and Parke-Davis were marketing cannabis extracts and tinctures that were uniformly effective at dose
levels of 10 mg (Mikuriya and Aldrich 1988).
Amazingly little clinical work was done to investigate the smoking of
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cannabis for medical purposes.
Walton (1938, 49) reports that in
1899 a researcher named Dixon
experimented with powdered
ganja and noted the case with
which patients titrated their own
dose, with "little danger of taking an excess." He considered
that smoking cannabis was "a satisfactory expedient in combating
fatigue, headache and exhaustion, whereas the oral ingestion
of cannabis results chiefly in a
narcotic effect which may cause
serious alarm."
This is very similar to the
reports of present-day AIDS
patients who much prefer smoking cannabis to taking Marinol
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of cannabis as a medicinal has been very limited," mainly to the anti-asthma
cigarettes of Grimault & Company. Today the value of aerosol cannabis as a
bronchodilator for asthma attacks is being investigated (Graham 1986).
Robinson (1912) stated,
In medicinal doses cannabis is used as an aphrodisiac, for neuralgia, to quiet
maniacs, for the cure of chronic alcoholism and morphine and chloral
habits, for mental depression, hysteria, softening of the brain, nervous vomiting, for distressing cough, for St. Vitus' Dance, and for ... epileptic fits of
the most appalling kind. It is used in spasm of the bladder, in migraine, and
when the dreaded Bacillus tetanus makes the muscles rigid. It is a uterine
tonic, and a remedy in the headaches and hemorrhages occurring at the final
cessation of the menses. It has been pressed into the service of the diseases
that mankind has named in honor of Venus [sexually transmitted diseases]
... (It) is sometimes useful in locomotor ataxia ... the intense itching of
eczema ... as a hypnotic ... as a specific in hydrophobia ... Hemp enters
into four galenicals; in chloral and bromine compound which is used as a
sedative and hypnotic, in chloroform anodyne which is used in diarrhoea
and cholera, in Brown Sequard's antineuralgic pills, and in corn collodions.
Hemp is a constituent in the majority of corn remedies. Not many drugs are
used for both the brain and the feet, but with cannabis we have this anomaly: a man may sec visions by swallowing his corn-cure [30-32].

Robinson's little joke obscures an important point in the history of drug
delivery systems, namely that cannabis corn plasters were among the--first
transdermal patches employed in medicine for timed release of water-insoluble drugs through the skin.
Sajous's Analytic Cyclopedia of Practical Medicine (1924) succinctly summarized early twentieth century cannabis therapy in three areas:
1. As a sedative or hypnotic in insomnia, senile insomnia, melancholia,
mania, delirium tremens, chorea, tetanus, rabies, hay fever, bronchitis, pulmonary tuberculosis, coughs, paralysis agitans, exophthalmic goiter, spasm
of the bladder, and gonorrhea.
2. As an analgesic in headaches, migraine, eye-strain, menopause, and
brain tumors; tic douloureux, neuralgia, gastric ulcer, gastralgia (indigestion),
tabes, multiple neuritis, and pain not due to lesions; in uterine disturbances,
dysmenorrhea, subinvolution and chronic inflammatory states, menorrhagia
and impending abortion, postpartum hemorrhage, acute rheumatism, eczema,
senile pruritus, tingling, formication and numbness of gout, and for relief of
dental pain.
3. Other uses to improve appetite and digestion, for the "pronounced
anorexia following exhausting diseases," also in gastric neuroses, dyspepsia,
diarrhea, dysentery, cholera, nephritis, hematuria, diabetes mellitus, cardiac
palpitation, vertigo, sexual atony in the female, and impotence in the male.
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Marihuana Tax Act, 1937-1969
While police waged campaigns against the "marihuana menace," medical use of cannabis preparations began to decline in the 1930s as they were
gradually replaced by synthetic drugs. When the United States House of
Representatives held hearings on the Marihuana Tax Act of 1937, Dr. W.C.
Woodward of the American Medical Association (AmA) was the only witness who opposed the bill. The legislative activities committee of the AMA
wrote to protest the impending legislation (Grinspoon 1971):
There is positively no evidence to indicate the abuse of cannabis as a medicinal agent or to show that its medicinal use is leading to the development
of cannabis addiction. Cannabis at the present time is slightly used for
medicinal purposes, but it would seem worthwhile to maintain its status as
a medicinal agent.... There is a possibility that a restudy of the drug by
modern means may show other advantages to be derived from its medicinal
use [p. 226].
Against all medical advice, the Marihuana Tax Act was passed in 1937
and cannabis preparations were removed from the United States pharmacopoeia in 1941 (Bonnie and Whitebread 1974). As Walton (1938,162) noted,
"Sasman in 1937 listed 28 pharmaceuticals which contained Cannabis indica.
Most of the manufacturers are now removing cannabis from such combinations since the 1937 federal restrictions make it inconvenient to use such formulae."
. Only a few years later, the LaGuardia Con- imittee took a clear-headed
look at the marijuana "problem" in New York and found most of the police
claims that it caused crime, violence, insanity and death were completely
unsubstantiated. In regard to medical use, the LaGuardia Report said,
Marihuana possesses two qualities which suggest that it might have useful
actions in man. The first is the typical euphoria-producing action which
might be applicable in the treatment of various types of mental depression;
the second is the rather unique property which results in stimulation of the
appetite [1944,147].
It is interesting that the committee did not shrink from commending
euphoria itself as having therapeutic potential, and that it noted more than
50 years ago the greatest contemporary (1990s) use of cannabis as an appetite
stimulant for patients with cancer or AIDS.

1970s-1990s: Rediscovering Medical Marijuana
In 1969, the United States Supreme Court ruled in the case of Timothy Leary that the Marihuana Tax Act could no longer be enforced because,
had Dr. Leary tried to pay the tax on cannabis required by federal law, he
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would have broken Texas state law prohibiting possession of marijuana. This
meant President Richard M. Nixon had to rewrite the federal drug laws in
1970, when marijuana was associated with war protesters and hippies, rather
than with medical patients. The Controlled Substances Act of 1970 placed
illicit drugs in one of five schedules, and the final decision about which schedule a drug was put in was made not by medical experts but by the Justice
• Department—the attorney general (John Mitchell) and the Bureau of Narcotics and Dangerous Drugs, later named the Drug Enforcement Administration (DEA). Cannabis and its derivatives were placed in Schedule 1, for
drugs with a high potential for abuse and no medical use (Baum 1996).
Ironically, two new medical uses were discovered shortly after the law
was passed. The first was the ability .of cannabis to reduce intraocular pressure (Hepler and Frank 1971; Hepler, Frank, and Petrus 1976; Roffman 1982;
Colasanti 1986; Adler and Geller 1986), which suggested its use as a treatment for glaucoma. Robert Randall, a schoolteacher suffering from glaucoma
who was arrested for using cannabis to keep from going blind, fought his case
through the courts and finally in 1976 forced the federal government to provide him with cannabis for this purpose—the first legal marijuana smoker in
the United States since 1937 (see the articles by Randall and West, in chapters 7 and 8 of this book).
The second discovery can be considered new because of a new context,
the horrors of more than 40 kinds of chemotherapy used by contemporary
doctors as treatment for cancer (Roffman 1982). The most frequent toxic side
effect of chemotherapy is violent, uncontrollable nausea and vomiting that
lasts for hours, and conventional antiemetics often do not help. Patients who
smoked cannabis before chemotherapy, however, reported to their doctors
that the illegal drug helped them enormously, stopping the vomiting and
even making them hungry (Grinspoon and Bakalar 1995). This led to many
clinical reports on the antiemetic effect of cannabis and the cannabinoids,
starting with Sallan, Zinberg, and Frei (1975). Most of the research in this
field has been summarized by Regelson et al. (1976), Roffman (1982), Levitt
(1986), and Randall (1990) (see Dansak's review in chapter 5 of this book).
The successful use of cannabis in cancer chemotherapy led to the marketing
of an expensive synthetic tetrahydrocannabinol under the name Marinol and
the rescheduling of this synthetic drug into Schedule 11, though the plant
and THC extracted from the natural source, remain in Schedule I.
. The proven antiemetic value of cannabis also led to its use by many AIDS
patients in the 1980s, both as an appetite stimulant against the AIDS wasting
syndrome and as a remedy against the intense nausea often caused by the
gradual takeover of the immune system and by the toxicity of AZT therapy.
There are AIDS and cancer patients all over the country using cannabis for
these purposes, regardless of the laws. ironically, so many people with AIDS
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applied for admission to the federal "Compassionate Access" program for
marijuana that in 1992 the United States Department of Health and Human
Services shut clown the only way for people to get this medicine legally (Randall 1991b). The use of Marinol in Schedule 11 is allowed in AIDS wasting
-syndrome, but the plant itself is not (see Krampf's review in chapter 6 of this
book).
In San Francisco, a major AIDS epicenter, voters in 1991 approved a local
ballot proposition recommending that cannabis be restored to the list of
approved medicines by nearly 80 percent, the largest popular vote for marijuana in world history. As a result, the San Francisco board of supervisors
approved a resolution in 1992 recognizing the therapeutic value of cannabis
in AIDS, glaucoma, cancer, spastic and convulsive diseases, for the control of
chronic pain and any other healing purposes. The resolution stated that arresting patients for medical use of marijuana would be the lowest of police enforcement priorities as long as patients obtained a letter of diagnosis from their
physician. As a result, Dennis Peron was able to establish the Cannabis Buyer's
Club, along the lines of AIDS drug buyer's clubs, which allows more than 10,000
registered patients, mostly people with AIDS, cancer, and painful paraplegic or
spastic conditions (see Petro's review in chapter 9), rouse the drug therapeutically without fear of arrest (Rathbun and Peron 1993). Cannabis clubs have
also sprung up in several other cities. Bills approving the medical use of marijuana have passed the California legislature three times and have been vetoed
by Governor Pete Wilson. A statewide initiative (Proposition 215) allowing
doctors to prescribe, and patients to use, cannabis without fear of arrest was
passed (by 56 percent) on November 5, 1996, as did a similar initiative in Arizona, Proposition 200 (by 65 percent). They cannot be vetoed by the governor; whether they can supersede the federal Schedule I classification will be
for the courts to decide.
The improper classification of cannabis in Schedule I was challenged in
1972 by the National Organization for Reform of Marijuana Laws (NoRML).
For decades NORML, the Alliance for Cannabis Therapeutics (ACT), and other
groups have petitioned the courts for hearings on rescheduling medicinal
marijuana. Finally hearings were held in 1986, with dozens of doctors, patients,
and health experts testifying that marijuana should at least be placed in Schedule II, for drugs with medical use and some potential for abuse (Grinspoon
and Bakalar 1995). Testimony from the hearings has been published in a series
of five books written and compiled by Randall (1988-1991).
On September 6, 1988, the DEA's own administrative law judge, Francis
L. Young, ruled that,
The evidence in this record clearly shows that marijuana has been accepted
as capable of relieving the distress of great numbers of very ill people, and
doing so with safety under medical supervision. It would be unreasonable,
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arbitrary and capricious for DEA to continue to stand between those
sufferers and the benefits of this substance in this record.
The administrative-law judge recommends that the (DEA) Administrator conclude that the marijuana plant considered as a whole has a currently
accepted medical use in treatment in the United States, that there is no
lack of accepted safety for use of it under medical supervision and that it
may lawfully be transferred from Schedule 1 to Schedule II. The judge recommends that the Administrator transfer marijuana from Schedule 1 to
Schedule 11 [Young 1988].

That should have been the end of it. Medical experts had shown conclusively that there is an accepted medical use for cannabis in the United
States, and the DEA's own judge had agreed that it should be placed in Schedule II, Where it belongs according to the definitions in the law itself. Nonetheless, on December 29, 1989, DEA Administrator John Lawn ignored the recommendations and findings of fact and stated that the DEA would not allow
the rescheduling.
And on a February morning in 1994, the U.S. District Court of Appeals
in Washington, D.C., with a panel of three judges, issued a finding indicating that in its opinion cannabis has no medicinal value-none.
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The Lack of Association of Marijuana and Other Recreational Drugs with
Progression to AIDS in the San Francisco Men's Health Study
MATTHEW J. DI FRANCO, MD, DRPH, HAYNES W. SHEPPARD, PHD,
DAVID J. HUNTER, MBBS, MPH, D.Sc, TOR D. TOSTESON, D.Sc, AND MICHAEL S. ASCHER, MD

We evaluated the associations of specific recreational drugs and alcohol with laboratory predictors of
AIDS at entry into the San Francisco Men's Health Study (SFMHS) in 1984 and with the
development of the acquired immunodeficiency syndrome (AIDS) during 6 years of follow-up.
Marijuana use was associated with a decreased rate of progression to AIDS in the univariate analysis
(RR = 0.7; P = 0.01). Marijuana use was more common among individuals with elevated HIV
viral core protein antibody (p24Ab) titer ( > 1:16) at baseline (P = 0.03); this finding suggests
that marijuana users were healthier at baseline. When the data were adjusted for p24 Ab and other
laboratory parameters, no association with progression to AIDS was observed for marijuana, suggesting
that the observed univariate result was due to a difference in HIV-related disease at the time of
enrollment. No statistically significant associations ivere.obierved for-nitrites, methylene diokyamphetamines, ethyl .chloride, downer, , stimulants, narcotic's, or psychedelic drugs. These data
suggest no substantial association between -uSe of these. drugs and 'the . development of AIDS among
HIV,infected . men: :Ann Epidemio/ 1996;6:283-289.
KEY

woRns: Recreational drug use AIDS, laboratory markers, marijuana, alcohol, smoking.

INTRODUCTION
Although an earlier study with limited duration of followup ( I ) found that recreational drug use did not contribute to
the progression to the acquired immunodeficiency syndrome
(AIDS) among homosexuals seropositive for the human
immunodeficiency virus (HIV) in the United States, interest
in this issue has continued. The San Francisco Men's Health
Study (SHAHS) reported an analysis of frequent recreational drug use, defined as weekly or more frequent use of
any of the four most commonly used drugs (Marijuana, amyl
or butyl nitrite, cocaine, and amphetamines), that found
no difference in the rate of change of CD4+ T lymphocytes
by drug use category in either HIV-seropositive or -seronegativ-e groups (2). In the Multicenter AIDS Cohort Study
(MACS) of 4500 homosexual/bisexual men, no association
was found between use of alcohol or recreational drugs and
progression to AIDS during 18 months of follow-up (1).

Unlike cohort studies of intravenous drug users, the
SFMHS cohort included only a few individuals who had
used intravenous opiates in the two years before enrollment
(3). Intravenous opiate use was not a major mode of acquiring HIV infection because of the small number of users.
However, other recreational drugs encompass a wide variety
of pharmacologic agents with different potentials for adversely affecting the immune system. An evaluation of baseline use of alcohol and recreational drugs in the SFMHS
found an association of drug and alcohol use with highrisk sexual activity; the results of that study suggested that
recreational drug and alcohol use were associated with the
acquisition of HIV infection among homosexual and bisexual men (4). We report here the analysis of a 6-year followup study of HIV-seropositive members of the SFMHS cohort. The aim of our study was to determine whether specific
recreational drugs increased the risk of progression to AIDS.

METHODS
From the Department of Epidemiology, Harvard School of Public
Health, 677 Huntington Avenue, Boston, MA 02115 (M.J.DiF., D.J.H.),
the Viral and Rickettsia! Disease Laboratory, California Department of
Health Services, 2151 Berkeley Way, Berkeley, CA 94704 (H.W.S.,
M.S.A.), the Channing Laboratory, Brigham and Women's Hospital and
Harvard Medical School, Boston, MA (D.J.H.); and the Department of
Community and Family Medicine, Dartmouth Medical School, Hanover,
NH 03756 (T.D.T.).
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Study Population
The SFMHS is a cohort of 1034 single men 25-54 years of
age at the time of recruitment (June—December 1984); the
participants were selected by stratified, random household
sampling from neighborhoods of San Francisco where the
AIDS epidemic had been most intense before 1984 (5).
The men were recruited without regard to sexual preference,
lifestyle, or HIV serostatus. Clinical procedures, laboratory
1047-2797/96415.00
Pll SI047-2797(96)00022-1
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examinations, and questionnaire information were updated
every 6 months, as reported previously (6-9). All men who
were HIV seropositive at enrollment, who had p24 antibody
titer measured, and who had known clinical status (n =
345) were assessed for progression to AIDS in multivariate analyses.
Exposure Variables

In a prospective study of the 451 HIV-seropositive or
-seroconverter homosexual men from this cohort who answered the enrollment questionnaire and did not meet the
clinical definition for AIDS, 441 had laboratory assessment
of CD4+ T lymphocyte counts (CD4+ T-cell) and hematocrit (Hct) at enrollment. Of the total of 451 men, 442 had
a white blood cell (WBC) count, 423 had 13-2 microglobulin
(B2M), 423 had neopterin, and 382 had HIV p24 antibody
levels (p24 Ab) measured at baseline or at the time of
seroconversion. The regression analysis was carried out for
the 345 HIV-seropostive individuals who had p24 Ab levels
measured at baseline, with use of time to AIDS or follow
up time as outcome. The p24 Ab status at study entry
among seropositive individuals reflects the humoral immune
response at seroconversion, which may vary from personto-person. B2M, Hct, and CD4+ T-cell counts measured
at each 6-month visit were included in the regression analysis to adjust for HIV-related disease status at the time of
recreational drug exposure.
The number of male sexual intercourse partners in the
2 years before enrollment was used for estimation of exposure
risk from sexual activity. Sexual activity, known to be a risk
factor for HIV acquisition associated with recreational drug
use in this population, may also influence the rate of progression to AIDS. Baseline sexual activity was included in the
analysis to adjust for a potential confounding effect that
sexual activity may have on the risk estimates for recre-

ational drug use, and because this variable may also function
as a surrogate for time since seroconversion. Treatment with
zidovudine (AZT) was ascertained by review of the clinical
records of each individual in the SFMHS and was adjusted
for in the analysis. This adjustment controlled for delayed
onset of AIDS-defining conditions that may have resulted
from AZT use in a small number of participants who received AZT before the diagnosis of AIDS. Prophylaxis for
Pneumocystis carinii pneumonia (PCP) was not common
before the development of AIDS-defining conditions in this
population prior to 1990 and thus was not evaluated. The
analysis was restricted to the first 6 years after enrollment
because after 1990 AZT became more widely available to
HIV-seropositive individuals and PCP prophylaxis prior to
an AIDS-defining condition became more widespread. All
diagnoses of AIDS between 1987 and the end of 1990 were
determined according to the 1987 Centers for Disease Control (CDC) surveillance definition of AIDS (10).
Smoking was classified as either > 1 pack/c1 or Lc. 1
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pack/d at study entry by grouping of exposure levels from
the questionnaire (0, < 1/2 , 1/2— < 1, 1— < 2, 2 packs/d),
as previously reported (11). Alcohol use was classified as
either 1 drink/d or < 1 drink/d at study entry by grouping
of exposure levels (0, < V, 1/2— < 1, 1— < 2, 2
drinks/d). These variables were .included in the analysis to
control for any confounding effect smoking or alcohol use
may have on the association of recreational drug use with
subsequent development of AIDS.
As in a previous analysis of frequent drug use in the
SFMHS (2), each recreational drug was classified as either
weekly or more frequent use of each drug vs. less-thanweekly use. All drug Use except use of psychedelic drugs
was based on reported drug use during the 6 months before
enrollment. Psychedelic use was based on weekly use during
the first 2 years from time of enrollment. Narcotic use was
classified as weekly intravenous use vs. less-than-weekly intravenous use, nonintravenous, or no use. Each recreational
drug was also classified by a 2-year history of use or nonuse
at the time of enrollment; this classification was updated
every 2 years using change in drug use as a time-varying
covariate in order CO measure more accurately chronic low
level use of each recreational drug. Drug use was categorized
at the start of each 2-year interval. If drug use changed to
nonuse, or vice versa, in each 2-year interval the exposure
status changed (modelled as time-varying covariates). All
use of recreational drugs (nitrites, methylene dioxy (M-D)
amphetamine, ethyl chloride, marijuana, "downers" [e.g.,
barbiturated, cocaine, stimulants, narcotics, and psychedelics) were coded as use or nonuse according to the questionnaire response. Frequency of individual drug use had been
previously assessed; it was defined by a composite variable
of four drugs that had no effect on rate of development of
AIDS or CD4 decline (2). The use of individual recreational
drugs may reflect a pattern of drug use behavior, while
frequency of drug use, as defined in the previous analysis
(2), reflected a dose effect of a combination of drugs used.
This analysis identified individuals by their use or nonuse
of specific recreational drugs because no effect of dose, individually or in combination, was previously found. A preliminary analysis of individual drugs that made up the composite
variable revealed a reduced rate of AIDS among recreational
drug users in this population. This finding suggested a behav-

ioral effect.
The questionnaire specifically referred to commonly used
street names of illicit drugs as well as brand names, and it
asked whether any drug from each class of drugs was being
used. All "downers" were grouped together, including barbiturates (e.g., "yellow jackets" and "reds"), tranquilizers (e.g.,
Valium and Librium) and other sedative-hypnotics (e.g.,
Quaaludes). Stimulants were grouped to include amphetamines referred to as "speed," "crystal," and other "uppers."
Marijuana use included its derivative, hashish. Nitrite inhalants used in this population are amyl and butyl nitrite.
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TABLE 1. Association of recreational drug use, alcohol use, and smoking with laboratory parameter values at baseline or seroconversion
in HIV-positive men of the San Francisco Men's Health Study
p24 Ah

NPT

82/v1

WBC

OR

MP
(P)

01FE
(P)

D1FF

-0.4
(0.06)
0.01
(0.94)
-0.06
(0.76)
0.00
(0.98)
-0.11
(0.66)
-0.04
(0.86)
-0.49
(0.07)
-0.23
(0.26)
0.11
(0.80)
-0.1
(0.62)
0.26
(0.13)

-0.1
(0.38)
0,08
(0.43)
0.09
(035)
0.09
(0.0.5)
-0.03
(0.89)
-0.06
(0.57)
-0,01
(0.87)
-0.03
(0.77)
0.18
(0.41)
0.05
(0.53)
0.09
(0.059)

50
(0.80)
400
(0.09)
280
(0.14)
90
(0.73)
-160
(0.59)
100
(0.94)
30
(0.91)
-350
(0.05)
800
(0.03)
200
(0.27)
820
(0.0001)

Baseline Coyariates'
0.86

Alcohol

drinlad vs. < 1 drinkid
.Nirtites
'Yes Vs. no
M -D-A m phe ca mine
Yes vs. no
Ethyl chloride
Yes vs. no
Marijuana
Yes vs. no
Downers
Yes vs. no
Cocaine
Yes vs. no
Stimulants
Yes vs. no
Narcotics
Yes vs. no
Psychedeiics
Yes vs. no
Smok ing
> 1 packld vs.
1 packid

(1.54)
0.95
(0.87)
0,98
(0.92)
0,89
(0.75)
2,10
(0.03)
1.57
(0.04)
0.86
(0.57)
038
(0.54)
0.81
(0.57)
1.18
(0.45)
1.24
(0.36)

'Tirer of p24 antibody, a I:16; neoprerin (N17), ng/ml.
srnokint > t rack per (lily.
for odds ratio (OR).
Student's r - rest for difference of means (DTP).

microglobtilin (112M1,

Outcome
Individuals were classified as progressing to AIDS at each
of 12 6-month intervals from the date of enrollment according to the CDC surveillance definitions current at the
date of diagnosis. Of 441 individuals who were seropositive
or who subsequently seroconverted, 41 individuals in the
first 2 years and 41 individuals in years 3-4 were lost to
follow-up without developing AIDS; these men were censored in the Cox proportional hazards model at the time of
their last visit. Univariate analyses were performed on both
seroprevalent men and the seroconverters = 52), with
the exposure being the most recent starting from study entry
or seroconversion, respectively. Multivariate analyses were
performed on data from individuals who were HIV-seroposi:
live at study entry. No assessment of AIDS related complex
(ARC) or HIV wasting syndrome was made because the
clinical classification of these entities was not established
at the onset of the study (10).
Statistical Methods
Cox proportional hazards models were used for assessment
of the risk of developing AIDS during the 6 years after
enrollment. AZT treatment, recreational drug use, and labo-

CD4

1-ICT
DIFF

(P)

33
(0.35)
5
(089)
31
(0.34)
42
(0.38)
20
(0.72)
35
(0,07)
68
(0,06)
31
(0.30)
90
(0.18)
4
(0.91)
66
(0.05)

(P)

1.2
(0.001)
0.5
(0.22)
0.7
(0.43)
0.3
(0.54)
(0.19)
0.7
(0.04)
0.7
(0.06)
0.5
(0. 18)
0.9
(0.18)
0.1
(067)
1.8
(0.0001)

WriC... cells/ILL; 111)4, cells6.11; Het.

Sex
partners

. Smoking

DiFF
(P)

OR
(P)

-7
(0.54)
36
(0.007)
16
(0.22)
50
(0.05)
3
(0.86)
3
(0.80)
-4
(0.81)
14
(0.26)
27
(0.35)
30
(0.03)
-3
(0.85)

2.17
(0.0001)
3.21
(0.001)
1.81
(0.005)
1,17
(0.62)
1,63
(0.19)
2.00
(0.001)
2.46
(0.001)
2.69
(0 0001)
2.67
(0.003)
1.33
(0.16)

N-) nf male sea partners in 2 years;

ratory variables were updated and modeled as time-varying
covariates, with the exposure taken to be the most recent
value. Smoking, alcohol use, and number of sexual partners
were available as baseline values only. Baseline titer of p24
Ab was used rather than the most recent titer because the
p24 Ab titer is known to rise in some individuals shortly
before they develop AIDS, making it a. marker of disease
rather than a predictor of AIDS. Student's r-tests were calculated to test the difference of means for continuous variables.
Odds ratios were calculated with x2 tests of significance for
dichotomized laboratory parameters. A significance level (P
value) of < 0,05 was used as the indicator of statistical significance.

RESULTS
No specific recreational drug was associated with a consistent pattern of the laboratory parameters (elevated immune
activation markers [neopterin or B2M1, absence of p24 antibody, and decreased CD4 count), which have previously been
shown to predict AIDS in the SFMHS (6,9) (Table 1). Use
of alcohol, cocaine, methylene dioxyamphetamine (M-D
amphetamine), "downers," stimulants, and narcotics was
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TABLE 2. Crude association between weekly or more frequent
use of recreational drugs and the development of AIDS within
6 years in 345 HIV-positive men of the San Francisco Men's
Health Study
RR

Drug
Nitrites
< Weekly
Weekly
M-D Amphetamine
< Weekly
Weekly
Ethyl chloride
< Weekly
Weekly
Marijuana
< Weekly
Weekly
Downers
< Weekly
Weekly
Cocaine
< Weekly
Weekly
Stimulants
< Weekly
Weekly
Narcotics
Other
IV

Psychedelics
< Weekly
Weekly

95% Cl

TABLE 3. Crude association between recreational drug use,
alcohol use, and smoking and the development of AIDS within
6 years in 345 HIV-positive men of the San Francisco Men's
Health Study

13"

276
69

1.0
1.0

0.6-1.5

0.84

343
2

1.0
2.4

0.3-17

0.40

309
36

1.0
0.9

0.6-1.7

0.77

190
155

1.0
0.9

0.7-1.3

0.66

332
13

1.0
1.7

0.5-2.7

0.67

RR

Drug
Alcohol
< 1 drink/d
?.- 1 drink/d
Nitrites
No

Yes
M-D amphetamine
No

Yes
Ethyl chloride
No
Yes
Marijuana
No

Yes

95% CI

13'

0.6-1.2

0.28

249
96

1.0
0.8

-

51
294

1.0
0.7

0.5-1.0

0.08

226
1 .19

1.0
0.9

0.6-1.5

0.68

308
37

1.0
0.6

0.2-1.4

0.22

33
312

0.7

0.5-0.98

0.01

172
173

1.0
0.7

0.5-1.2

0.19

78
267

1.0
0.9

0.6-1.3

0.49

167
178

1.0
0.9

0.6-1.3

0.65

316
29

1.0
0.7

0.4-1.5

0.35

192
153

1.0
0.9

0.6-1.4

0.55

237
108

1.0
1.1

0.8-1.6

0.51

1.0

Downers
No

322
23

1.0
1.1

0.5-2.3

0.76

326
19

1.0
0.5

0.1-1.4

0.19

330
15

1.0
1.4

0.8-2.6

0.24

Yes
Cocaine
No
Yes
Stimulants
No
Yes

Narcotics
311
34

1.0
0.8

No
0.4-1.4

0.35

"Univariate Cox proportional ha:ards models f time to AIDS.

Yes
Psychedelics
No

Yes
Smoking

associated with heavy smoking at baseline. Nitrite use was
associated (P < 0.05) with both number of sexual partners
and smoking (Table 1). A baseline p24 Ab titer of > 1:16,
which was associated with a lower rate of progression to
AIDS in the SFMHS (9), was more frequent among users
of marijuana and "downers" than among nonusers (Table
1). This finding suggests that users of these drugs had a
greater humoral response to HIV at study entry than did
nonusers. Use of psychedelic drugs (phencyclidine hydrochloride, "dust," "psychedelics," and lysergic acid diethylamide [LSD]) was significantly associated with number of sexual partners.
Table 2 displays data previously used as part of an analysis
to determine whether weekly or more frequent use of recreational drugs had an effect on CD4+ T-cell count (2). These
data demonstrate that weekly or more frequent recreational
drug use did not affect the rate of progression to AIDS
in univariate analysis. The wide confidence intervals (Cl)
reflect the small number of frequent users relative to the
number of individuals who developed AIDS within the
6-year interval.
In a univariate analysis, marijuana use (RR = 0.7; 95%
CI, 0.47 to 0.98; P = 0.01) was associated with a decreased

1 PPD
> 1 PPD

Univariate Cox proportional ha:As models of time to AIDS.

rate of progression to AIDS (Table 3) among men who were
HIV seropositive at entry into the study. There was no
change in the results when the seroconverters were added
to the model (n = 441, data not shown). Nitrite use was
associated with a marginally reduced rate of progression to
AIDS (RR = 0.7; 95% Cl, 0.5 to 1.0; P = 0.08). There
was no difference in the results when the 52 seroconverters
were included, with baseline exposure defined as recreational drug use during the 2 years immediately preceding
seroconversion (n = 441). The six cases of AIDS among
the 52 seroconverters were not associated with recreational
drug use; therefore, all multivariate analyses were restricted
to seropositive individuals who had baseline laboratory measurements taken. In a stepwise analysis of combinations of
drug use, alcohol, and smoking variables, only marijuana
use was significantly associated (P < 0.05) with a reduced
rate of progression to AIDS, and there was no interaction
between drug use, alcohol, and smoking variables.
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TABLE 4. Association between use of recreational drugs and

alcohol and the development of AIDS within 6 years, adjusted
for smoking, AZT use, CD4 count, HCT (%), number of male.
sex partners in 2 years, p24 Ab, and 1321v1 among 345 HIVpositive men of the San Francisco Men's Health Study
Drug
Alcohol
< 1 drink/d
1 drink/d
Nitrites
No
Yes
M-D amphetamine
No
Yes
Ethyl chloride
No
Yes
Marijuana
No
Yes
Downers
No
Yes
Cocaine
No
Yes
Stimulants
No
Yes
Narcotics
No
Yes
Psychedelics
No
Yes
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RR

95% CI

1.0
0.8

0.6-1.2

0.38

1.0
0.7

0.5-1.1

0.11

1.1

0.7-1.9

0.65

1.0
0.7

0.3-1.9

0.53

1.0
1.0

0.7-1.5

0.88

1.0

TABLE 5. Multivariate model of the association between use
of drugs and alcohol, smoking, and laboratory variables and
the development of AIDS in 6 years among 345 HIV-positive
men of the San Francisco Men's Health Study
Drug or variable

RR

95%, Cl

P°

CD4+ T cells/100 cells per la
Smoking
1 pack/d
> 1 pack/d
Nitrites
No
Yes
Alcohol
< 1 drink/d
1 drink/d
M-D amphetamine
No
Yes
Ethyl chloride
No
Yes

0.67

0.60, 0.75

0.0001

1.0
1.4

0.96-2.0

0.09

l.0
0.7

0.5-1.03

0.07

1.0
0.8

0.6-1.2

0.31

1.0
1.3

0.6-2.3

0.39

1.0
0.6

0.2-1.6

0.33

1.0
1.0

0.7-1.5

0.96

1.0
0.8

0.5-1.4

0.52

1.0
1.4

0.9-2.2

0.15

1.0
0.9

0.5-1.5

0.89

1.0
1.6

0.7-3.7

0.26

1.0
1.1
1.0
0.78

0.6-2.0
0.99-1.01
0.66-0.94

0.72
0.62
0.01

ivlarijoana

I.0
0.9

0.6-1.5

0.76

1.0
1.3

0.9-1.9

0.23

1.0
0.9

0.7-1.4

0.70

No
Yes
Downers
No
Yes
Cocaine
No
Yes

Stimulants
1.0
1.6

0.7-3.6

0.23

No
Yes
Narcotics

1.0
1.1

0.7-1.9

0.60

"Cox proportional hazards models of individual drugs and alcohol: smokinv >
drink/d vs. tz 1 drink/d: p24 Ab titer > 1:16 vs.*.z 1:16: and 132M above vs. at
or below the upper quartile cut off (with adjustment for missing values).

No individual recreational drug was significantly associated with progression to AIDS after adjustment for baseline
smoking, baseline p24 antibody titer, baseline number of
male sex partners in the 2 years before enrollment, AZT
use, most recent CD4+ T-cell count, most recent hematocrit, and most recent B2M level (Table 4). Marijuana use
was no longer significantly associated with a lower rate of
progression to AIDS if either the baseline or most recent
CD4+ T-cell count was included in a model containing
only CD4+ T-cell count and marijuana use.
CD4+ T-cell count, hematocrit, p24 antibody titer, and
B2M levels were each independently associated with increased rates of progression to AIDS (Table 5). No other
variables were found to be significantly associated with progression to AIDS. Neopterin, CD8+ T-cell count, and
WBC count were not included in the final Cox proportional
hazards models because they were not significantly associated with progression to AIDS (P < 0.05) in models that

No
Yes
Psychedelics
No
Yes
No. of sex partners in 2 y/I0
Hematocrit/5 per 5% points
p24 antibody
Titer, > 1:16
Titer,
B2N4

1:16

2.74 ing/L
> 2.74 mg/L'

1.0
2.0

1.4-2.8

0.0001

1.0

1.7

0.002

" Multivariate Cox proportional hazards model including all variables.
'Upper quartile (25%).

included other updated statistically significant laboratory
variables. Neopterin, which was highly correlated with B2M
(r = 0.53; P < 0.0001), was predictive of progression to
AIDS when placed in a Cox model with p24 Ab titer and
hematocrit (RR, 1.6 for upper quartile; P = 0.006), but was
no longer significantly associated with progression to AIDS
if CD4+ T-cell count or B2M levels were added to the
model. AZT was positively associated (P = 0.05 without
p24 Ab in the model; P = 0.03 with p24 Ab in the model)
with progression to AIDS, probably because it was used
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by individuals with progressive HIV-related disease shortly
before developing AIDS. Baseline titer of p24 antibody
interacted with AZT in the model, possibly because it is a
marker of disease at study entry. Smoking > 1 pack/d marginally increased the risk of progression to AIDS (RR =
1.4; P = 0.09) (Table 5) only if the CD4+ T-cell count
was included in the model (compare Table 5 with Table 3).
In the multivariate model including all types of drug and
alcohol use, CD4 + T-cell counts, B2lvt, p24 Ab titer, AZT
use, hematocrit, and number of sexual partners (Table 5), the
risk estimates for each drug were not significantly changed
from models for each individual drug adjusted for these
covariates (Table 4). Intravenous opiate use by 14 individuals among the 36 narcotic users was positively but not significantly associated with progression to AIDS, although
we had very limited power to evaluate this association.
DISCUSSION
No psychoactive or recreational drugs were found to be
significant risk factors for progression to AIDS after adjustment for CD4+ T-cell count, p24 antibody titer. B2M level,
hematocrit, AZT treatment, smoking, and the number of
male sexual partners. Frequent recreational drug use was
not associated with an increased rate of progression to AIDS,
a finding consistent with our previous study which showed
that the frequent use of marijuana, nitrites, cocaine, and/
or amphetamines was not associated with a more rapid decline in CD4+ T-cell count (2).
The crude association between marijuana use and a lower
rate of progression to AIDS could be partly explained by
differences in baseline CD4 + T-cell count. This observation
suggests that HIV-related abnormalities (12) %'ere more
common among abstainers from marijuana use at study onset. The RR estimate for weekly or more frequent use of
marijuana (n = 155) was close to 1, as compared with
less than weekly use (Table 2). The association between
marijuana use (as compared with nonuse) and a protective
effect in the univariate Cox model might be explained by
the appetite-stimulating effect of low-dose marijuana use
(13), which may offset the anorexia-induced weight loss
associated with HIV infection (14). However, the univariate
association is probably due mainly to the differences in the
p24 Ab titer that we observed between users and nonusers
of marijuana; these differences may have resulted from different duration of HIV infection (date of seroconversion was
unknown). The greater number of individuals with low or
absent antibody titer among abstainers from marijuana (as
compared with users) and the reduction in level of statistical
significance when baseline CD4+ T-cell count was added
to the Cox model do not support the hypothesis that "recreational" marijuana use reduced the rate of progression to
AIDS in the SFMHS. Unlike the MACS study, which
found no crude association of recreational drug use with
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progression to AIDS (1), a reduced risk of developing AIDS
was associated with use of marijuana in the SFMHS. An
ongoing prospective randomized trial testing the therapeutic
effect of low-, medium-, and high-potency marijuana smoking in San Francisco (15) may determine whether marijuana
use limits the weight loss associated with HIV-related wasting syndrome.
Although no single laboratory parameter in this study,
other than CD4+ T-cell count, was specific for HIV-related
pathology, a combination of laboratory parameters identified
differences in the immune response to HIV infection that
could influence progression to AIDS (16-18). We observed
that the laboratory parameters, B2M level, p24 Ab titer,
and hematocrit were associated with progression to AIDS,
independently of CD4+ T-cell count. As previously reported in the MACS, another cohort study of homosexual
men (1, 19), the immune activation marker B2M added to
the predictive value of CD4+ T-cell count (20). CD8+
T-cell count was not a significant predictor of progression
to AIDS, possibly because the CD8+ T-cell rise after HIV
infection (21, 22) occurs both in those who remain healthy
and in those who progress to AIDS (23).
Alcohol and smoking caused no statistically significant
increased risk for progression to AIDS in this population;
however, the risk associated with smoking %'as positive and
almost statistically significantly associated with AIDS when
CD4+ T-cell count was included in the model. These behaviors explain only a small proportion of the progression
to AIDS. Smoking may accelerate the rate of progression
to the AIDS-defining condition of pneumocystis carinii pneumonia independent of CD4+ T-cell count; however, this
analysis did not evaluate each AIDS-defining condition
individually (24).
In conclusion, while we found a beneficial effect of marijuana use, the result could be explained by differences in the
health status of users at study entry. Use of nonintravenous
recreational drugs had no substantial association with HIV
progression after controlling for disease at baseline (20, 25);
this finding suggests that these drugs do not function as
important co-factors for progression of HIV disease. The
drug use—associated indirect risk of reinfection and of contracting other sexually transmitted diseases known to be
correlated with progression of HIV disease remains high.
Therefore, no use of marijuana, a Schedule I drug, is recommended unless results of an ongoing clinical trial of its
efficacy as an appetite stimulant in HIV-positive patients
suggests otherwise.
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AIDS and the
Wasting Syndrome
WALTER KRA NI F
. Since July 1981, when the Centers for Disease Control first described
the disease known as acquired immune deficiency syndrome (Aim), there
have been approximately 513,000 reported cascs in the United States and
320,000 deaths (as of March 31, 1996). The World Health Organization
stated that as of late 1995 there have been 1,300,000 persons reported with
AIDS worldwide and has estimated that there were probably 6 million cases.
Furthermore, it estimated that as of 1995 there were probably 17 million people alive with 'wim p s. The epidemic is expanding rapidly, and the degree
of morbidity associated with it is enormous. There are certain AIDS conditions for which the therapeutic use of cannabis has been found helpful. For
the persons affected cannabis should be readily available and healthcare
providers should be educated about the benefits of its use.

Definition of the Wasting Syndrome
One of the worst symptoms of AIDS is a condition known in the tinned
States as the wasting syndrome. It is characterized by a significant (>10 percent) loss of body weight in a person who is inv antibody positive and may
be associated with fever and diarrhea. The presence of this syndrome alone,
without any other conditions of AIDS, is sufficient to justify an Al p s diagnosis. In Africa the wasting syndrome is so prevalent it has been named "slim
disease." It is the most common clinical manifestation of m y infection in
Africa and has been observed to be a precursor of death.
Walter Krampf, M.D., M.P.11., is a practicing physician and AIDS patient specialist in Saii . Francisco, California.
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The wasting syndrome is very common. In one study of Al PS diagnoses,
17.8 percent of all AIDS patients were diagnosed with ni ps on the basis of
having the wasting syndrome. Of those 17.8 percent, 7.1 percent had only the
wasting syndrome and 10.7 percent had the wasting syndrome and one other
Ams condition. However, the wasting syndrome is even more prevalent than
this data indicates. Persons with AIDS are reported to the Department of Public I lealth when a first diagnosis of AIDS occurs. Subsequent diagnoses are
frequently not reported. Thus patients who develop the wasting syndrome
after their first Aim diagnosis will go unreported. Patients with only wasting syndrome as their Aim diagnosis :lie more likely to be women, more likely
to be black or I . Iispanic, and less likely to be homosexual men.
In addition to the classics 1;Vasting syndrome, where no apparent cause
for weight loss is found except lil y itself, there are a number of gastrointestinal infections that can lead to severe diarrhea, vomiting, pain, and fever,
all of which can he accompanied by Weight loss. These include those caused
by bacteria (shigella, salmonella, campylobacter), protozoa (cryptosporidia,
microsporidia, amcbiasis, giardiasis), inycobacteria (Mycobacterium avium
complex), and viruses (cytomegalovirtis). Weight loss itself is such a debili-'
tating condition that it can quickly predispose the body to further infections,
to significant weakness, and can render the patient unable to care for himself or herself. Death in AIDS patientS:tan . be predicted by the magnitude of
body wasting.
Another cause of wasting in Al p s is the patient's inability to eat due to
a loss of appetite. Ironically, many of the medications that persons with lily
take to treat or prevent specific illnesses,have a loss of appetite or nausea as,
a side effect. Nausea is a common side effect of retrovir (Arr), the main antirctmviral drug used to treat fin/ infection. Two malignancies are also frequently seen in persons with AIDS: non—Hodgkin's lymphoma and the much
more prevalent Kaposi's sarcoma, both of which are often treated with
chemotherapy. This treatment frequently causes - further significant nausea
.
and vomiting and appetite depression. :

Current Treatments of Wasting ane 1 . 1Ippetite Stimulation
Because the consequences of wasting are so severe, nutritional interventions as well as medications have been tested to try to stop and reverse
the loss of weight. Both oral and intravenous food preparations have been
used. Among the different drugs studied have been various antinausea and
antiemetic preparations, a synthetic progesterone called Megace, growth hor[none, and cannabinoids.
Mcgace, a hormone used to treat inoperable breast cancer, was found to
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produce weight gain in a significant number of patients. This drug has also
been studied in persons with AIM, and a similar stimulation of appetite and
subsequent weight gain has been observed. Its appetite stimulation effect,
however, seems to decrease over time. Megace is now available in a high-concentration, liquid suspension and is relatively easy to take. Cost of the recommended 800 mg daily dose is approximately $10.00 per day.
An old medication that was taken off the market because of severe teratogenic . effects in pregnant women but is now being studied again is the
sedative thalidomide. Due to its devastating effects on limb development in
the fetus, it is no longer prescribable, but it has been shown to selectively
inhibit tumor necrosis factor alpha, a factor implicated in the pathogenesis
of wasting. Multiple studies are currently evaluating its effectiveness, and it
seems promising. Side effects include sedation, neuropathy, and rash. Thalidomide is also being studied to treat aphthous ulcers, a common oral manifestation in persons with iff y that also interferes with eating because of pain.
Another drug under investigation to promote weight gain is recombinant human growth hormone. It generally produces an increase in lean body
mass rather than just fat. Growth hormone is an already approved drug, but
it has not been approved for this specific indication, that is, weight gain in
persons with AIDS. Although this may ultimately prove to be iou effective and
useful medication, it needs to be injected daily, and its current cost to the
patient is about $150.00 per day. This price makes it essentially unavailable
to the vast majority of Ill y - infected people.
Another modality for treating the wasting syndrome has been the use
of intravenous nutritional supplements known as total parenteral nutrition
(TPN). Large amounts of nutritional supplements (sugars, vitamins, minerals
and electrolytes) are administered between 8 and 24 hours a day through an
indwelling intravenous catheter. Not only are the nutritional supplements
expensive (several hundred dollars per day), but the maintenance of this system is very costly, and requires skilled medical personnel, catheter installation, and blood tests to continually monitor the solutions given. Furthermore,
the limitations of TPN in reversing the wasting syndrome are well known.
Catheter infections are a constant threat, and the infusions are very disruptive.This intervention is not one that can be embarked upon lightly nor could
it ever be suggested for large populations of affected individuals.
Studies of smoked cannabis in healthy volunteers to test its effects on
appetite stimulation and weight gain have shown it to be effective. Most of
the current research on the effectiveness of cannabinoids, however, is based
on the studies with dronabinol (brand name Marinol), a synthetic preparation of delta-9-tetrahydrocannabinol (TI IC, the major psychoactive ingredient in cannabis. Repeatedly, these •studies have .shown that dronabinol suppresses nausea, stimulates appetite, and prevents further weight loss or actually
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lead:Cr() weight gain. In addition, there are very few side effects, and if present, they are not life-threatening and reverse quickly when the drug is discontinued.'llie Fl i\ has approved Marinol as both an antinausea and antivomiting agent for cancer chemotherapy, and more recently it has been approved
for stimulating appetite and preventing weight loss in people with AIDS.
Dronabinol at 2.5 mg twice a day has been found useful in combating
the wasting syndrome. In studies this dosage correlated with minimal side
effects and maximal beneficial effects. Higher doses are generally needed for
antinausea and antivomiting action to counteract the effects of chemotherapy. One major drawback to prescribed dronabinol is its cost. A 2.5 mg capsule retails for about $4.00, ci:Sting the patient $8.00 per day for this one
medication alone if taken twice a day. Five milligram Marino' capsules retail
between $7.00 and $8.00 per capsule. If the patient has health insurance that
covers prescription medications, this cost is then passed on to the insurance
company. Cannabis is a much Cheaper alternative, but the current illegal status of the plant keeps the cost unnecessarily high. For persons without health
insurance or without a policy covering drugs (such as Medicaid or MediCal),.
dronabinol becomes yet one more very expensive drug among a host of other
very expensive ni p s drugs, and one 'for.which an inexpensive alternative
exists.

Adverse Ric* cis

One of the major reasons presented aiainst the use of cannabis in peo=l
pie with I iiv infection is its supposed suppression of the immune system. At
this time, this conclusion is unsubstantiated. The studies this conclusion is
based on have been predominantly in vitro studies of cells exposed to very
high concentrations of 'ilk:. The clinical significance of this data is not clear,
but all current clinical and epidemiological studies have shown no difference
in immune function between users and nonnsers of cannabis. Therefore, any
immune suppressant effect must be quite small and does not compare to the
potential gain from the positive effects of cannabis use in AIDS, particularly
in counteracting the wasting syndrome. pidemiological studies have shown
that persons who use cannabis are no more likely than.nonusers to progress
to All or to become Inv infected. Furthermore, starvation and malnutrition are themselves significantly immunosuppressive, much more so than any
suppressive effects ascribed to cannabis. It is hard to overemphasize the severity of the debilitation and malnutrition accompanying the wasting syndrome
or the need for good nutrition to maintain a functioning immune system.
Methods that encourage a patient's own increased intake of food are to be
endorsed and cannabis seems to do just that. That aspect of cannabis use
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greatly outweighs any clinical immunosuppressive effects ascribed to it that
have yet to be demonstrated.
Among the more commonly described side effects of the use of dronabinol and cannabis are drowsiness or anxiety. For many users, these side effects
pass with continued use although dose modifications may be required. Acute
agitation and paranoia arc much less frequently encountered symptoms, but
some patients may not be able to tolerate cannabis at all. The description of
Marinol that accompanies the drug, written by the manufacturer, lists feeling "high" as an adverse reaction that occurred in 24 percent of the persons
enrolled in clinical trials of the drug. However, this adverse reaction could
be seen as a beneficial effect, particularly in a patient who is feeling ill,
depressed, or Aysphoric, symptoms frequently encountered in people with
AIDS. Incidentally, depression is a very common symptom in people with Alps
and is very frequently treated with antidepressant medications that often have
significant side effects.
Smoking cannabis has concerned SOETIC physicians because of an infix• tion called aspergillosis, caused by the fungus aspergillus. The spores of this
fungus have been found on marijuana, and it is feared that persons with suppressed immune systems who inhale these fungi might be at risk for a pulmonary or systemic infection caused by it. Aspergillosis has been described
in persons with AIDS, but it is a very uncommon infection (particularly considering the numbers of persons believed to inhale marijuana). Baking
cannabis in the oven prior to smoking will kill these spores as does baking it
for eating. If a sterilized commercially prepared cannabis were legally available, this concern would be obviated.

Anecdotal Experience with Marino/ and Cannabis
In the past 13 years, I have treated hundreds of people with I IIV. infection. Many patients had the severe weight loss that characterizes the wasting syndrome as well as the wasting that accompanies other All
infections and malignancies. I have found the use of dronahinol, and particularly the use of cannabis, to he beneficial.
I first started prescribing dronabinol to treat the nausea and vomiting
associated with chemotherapy for AIDS-related malignancies and discovered
that it was very well tolerated and effective. Patients often reported that they
both smoked and ate cannabis. Many who had tried dronabinol preferred
cannabis. They reported that with smoked cannabis they could much better
control their dosage than With dronabinol. They could smoke a small amount,
wait for the alleviation of symptoms or for appetite to increase, and smoke
more if needed. They avoided the experience observed with oral medication:

88 • Indications for Therapeutic Use of Cannabis (Krampf)

ingesting more than was needed and getting more side effects. Some patients
remarked that although they preferred Smoking cannabis, Marino!, being an
approved drug, was covered on their health insurance plans. For financial reasons, they felt they had to choose the less desirable option.
One attic most positive effects of cannabis is the euphoria that aCC0111panics the drug's other effects. For many patients who are severely debilitated
by the disease, this effect was appreciated and should not be minimized or
underestimated. Cannabis often Ims'a tendency to make patients more philosophical about mortality and about the course of their illness. When the •
patient is in that state of mind, it can be beneficial for the healthcare provider
and caretakers as yell as for the patient.
Cannabis is used during chemotherapy for a short period of tine, generally several weeks, during which a cycle of chemotherapy is given. Cannabis
is used as needed during this treatment and then is stopped when chemotherapy is completed. In those patients who use cannabis to mitigate the wasting and loss of appetite accompanying advanced disease, cannabis could he
used on a more extended or permanent basis. I have never seen any long-term
negative effects from the use of either dronabinol or cannabis in treating people with I itv/At p s, and considering the many and frequently severe side effects
from drugs I routinely prescribe to treat Al ps and Al p s complications, this is
quite remarkable.
Some patients using cannabis orAronabinol complain of drowsiness and
occasionally of anxiety. These effects generally are more common among persons who were new to cannabis at the time when they first used it therapeutically, and it is well known that cannabis use requires a learning process. to
get the maximum benefit from its psychoactivity. It has been noted that among
younger persons there is often less iucidence of cannabis-related side effects
presumably because this is a population that has had more cannabis experience. The major complaint from patients using dronabinol is drowsiness particularly for those who were still working'or otherwise active. There are varieties of cannabis that arc more sedating and others that arc more stimulating,
but most people cannot control the type of cannabis they purchase. If cannabis
were legally available or people could grow their own plants, varying strains
and potencies could be much more precisely adjusted to. the individual patient's
needs.
When I agreed to write this chapter for this book, I started to ask my
patients during their regular appointments whether or not they had used
cannabis in relation to their illness and to describe their experiences with it.
Many of my patients reported using cannabis to stimulate appetite or to suppress nausea (frequently caused by other medications I was prescribing!).
They reported that it was quite successful in treating these symptoms, and
many felt they would have succumbed or Sickened sooner if not for cannabis.
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One patient reported, "That's what's keeping me going." This information is
anecdotal but indicates to me that many patients have discovered the use of
cannabis is quite helpful and not harmful.
I was surprised at the number of my patients who indicated they had
used cannabis to control their symptoms. Whether this reflects a patient population that was not new to cannabis, being urban (San Francisco) and young
(mostly aged 25-50), or that information about the effectiveness of cannabis
for these symptoms has become widely circulated, I cannot determine. It is
true that the use of cannabis for treating chemotherapy-induced nausea and
vomiting has received much publicity, particularly in local newspapers and
on national television. In San Francisco there has been much coverage of the
use of cannabis in AIDS both from a medical point of view as well as the much
publicized legal case of Mary Rathbun, a 73-year-old woman who was
arrested for baking marijuana brownies for people with AIDS. Doe to much
popular support, the charges against "Brownie Mary" were dropped. San Franciscans have voted on a city proposition to support the use of medical marijuana, and it was approved by 80 percent of the voters.
Furthermore, San Francisco (as do several other cities in the United
States) has a Cannabis Buyers' Club (ow) that specifically sells marijuana
(the dried plant) and marijuana products (e.g., cookies, capsules, and tinctures) to patients. Patients are admitted to the club on the presentation of a
letter from their physician indicating that they have Do/ disease or another
medical condition for which their physician would prescribe marijuana if it
were legal. The San Francisco cm: has been in operation since 1993 under
the direction of Dennis Peron, an activist who has been trying to get marijuana back into the formulary of the American physician. The cHt..7 operates
as a club as well as a supermarket, where patients can sit around and talk,
smoke, and meet with other patients like themselves. The city of San Francisco has made the enforcement of anti-marijuana laws one of its lowest priorities. The legislature of the state of California also passed laws to allow the
legal prescription of cannabis for medical reasons, but they were vetoed by
Governor Wilson. In November of 1996, Proposition 215, an initiative which
allows physicians to recommend marijuana for medicinal use, was passed by
the people of the State of California by 56 percent. (A similar measure passed
in Arizona by 67 percent.) Prior to the passage of Proposition 215 the San
Francisco CRC was busted by state law enforcement agencies. Following the
passage of the initiative the city's Superior Court judge ruled that the clic
be reopened and it did so in January of 1997 under the new name of the
Cannabis Cultivators Club. Thus, there is much positive "lore" about the use
of cannabis in AIDS that might account for this population's willingness to
try it and find it helpful.
My patients use of cannabis to treat their symptoms was also instruc-
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tive in terms of how easily they determined how much and bow frequently
they needed to ingest it to obtain the desired effects. They did not need a
physician to write a prescription and explain how to use it. In my experience,
physicians are not needed to prescribe or otherwise control the use of cannabis
for patients who are ill, and it would be desirable to minimize the amount of
extra paperwork a, physician must do to make this treatment available. The
major role physicians could have would be to dispel years of misinformation
about cannabis spread by the legal and medical professions as well as by prohibition activists. Accurate information from physicians can give patients who
have concerns based on earlier misinformation permission to use the drug.
Two problems that my patients reported concerning cannabis were the
difficulty of obtaining it and its current high price. Many of the patients who
seemed to be most helped by cannabis were sicker, disabled and not working, and in poorer financial situations than others. The unnecessarily high
prices for illicit cannabis were' difficult for them to manage. In addition,
because of their poor health, they themselves could not go out and buy it but
had to get others to obtain it. This created much anxiety as they were getting more and more dependent , on their family and friends and were now
putting them also at legal risk for baying-cannabis.

Further Research and Its Problems
Reading the medical and *scientific literature and hearing the abundant
anecdotal information available, Oriel see§ an obvious need for well-planned,
clinical trials of cannabis in persons With ,itiv/Ai p s. That these studies haVe
not yet been done is shameful and reveals' the political nature of this research
and that marijuana's controversial status interferes with good science. A pro-fessor of medicine at the University of California in San Francisco (t3csF),
and chair of the Community- Consortiuni 'of San Francisco (a group of community providers that has been conducting Dtv research over the last ten
years), Dr. Donald Abrams has been trying for over two years to pilot a study
of the effects of various doses of inhaled, cannabis versus Marinol in counteracting the symptoms of wasting. This iOphisticated and privately financed
study was designed not only to look at the effects on wasting but also to measure pulmonary function, T-cells, and lin/levels. These are some of the many
questions that should be answered but so far have remained unanswered. The
study protocol has been approved by the California Research Advisory Panel,
the t WM' Review Board, the Executive Board of the Community Consortium,
and the A. The study has been stopped by the refusal of the DEA to permit the importation of marijuana for the study (cloned standardized cannabis
is available in the Netherlands) and by the refusal of the NIDA to provide
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domestic marijuana. Each agency has taken many long months of inaction
before denying the study protocol.
Many physicians feel that the only way to answer questions about cannabis is to do the appropriate controlled studies so they can advise their
patients based on the best knowledge available. That these goverimient agencies have chosen to delay and thereby prevent needed and meaningful studies, at no financial cost to them, can only be interpreted as a political decision. Such decisions are inappropriate for agencies that shoold be concerned
with good science, with protecting public health-and that are supported by
the taxpayers.

Conclusion
There is an obvious beneficial role for the use of cannabis in the treatment of utiv/AlDs. Marino' has been approved by the FDA to treat the wasting syndrome in people with AIDS. Many studies ofeannabis itself have shown
it to be well tolerated, to have a very wide therapeutic range, to not have a
lethal dose, and it appears to be superior to Marino,. Few drugs are as well
tolerated as it is. For many patients, cannabis is the mcdicine that makes the
use of other medicines possible. Concerns about the immunosuppressive
effects of cannabis are not supported by clinical data whereas the immunosuppressive effects of starvation and wasting are well documented. Cannabis
has been used for centuries. Any further delay in making it widely available
now, particularly to the ill, is both irrational and cruel.
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This book is dedicated to all the patients, their families
and friends who have suffered needlessly because of prohibitions against the medical use of cannabis. Some have
simply never known of the plant's therapeutic potential
and thus were denied a possible low-risk therapy option.
Some have been criticized and abandoned by health care
professionals after confiding how this medicine has
helped them. Some have been arrested and incarcerated
for years because they used a natural substance that eased
their suffering. The cost of this unjust prohibition cannot
be measured.
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March 14, 1997

Graham A. Boyd, Esq.
Altshuler, Berzon, Nussbaum, Berzon & Rubin
!77 Post Street, Suite 300
San Francisco, CA 94108
Kathleen Muller, Esq.
U.S. Department of Justice, Civil Division
901 E. Street, N.W., Room 814
Washington. D.C. 20530
Re:

February 27. 1997 Statement by Federal Government Concerning Medical Marijuana

Dear Mr. Boyd and Ms. Muller:
The American Medical Association and the California Medical Association understand that the
lawsuit of Conant v. McCaffrey was filed for the purpose of protecting the integrity of the patientphysician relationship. The litigation was intended to ensure that the government would not interfere
improperly with the exchange of information, inquiry and opinion that customarily occurs between
patients and their physicians. We appreciate those laudable goals. However, in light of the abovereferenced letter from the federal government, which we have further explained in guidelines
attached to this letter, we believe that further litigation will serve no productive purpose. Indeed,
prolonged litigation may actually disserve the interests of patients and their physicians by creating
an intolerable period of uncertainty.
We fully agree that the frank and unfettered exchange of information between a physician and a
patient is a critical aspect of a meaningful patient-physician relationship. A physician must be
completely free to discuss with a patient the risks and benefits of any potential treatment modality
that may affect the patient's health. The patient, in turn, must be able (and willing) to disclose fully
to the physician everything about the patient's history, symptoms, and lifestyle that may be relevant
to the patient's diagnosis and prognosis. If the flow of information from either direction is blocked

or impeded, the physician cannot effectively assess and treat the patient's condition. Furthermore,
the patient Will not be able to meaningfully participate in decisions that affect his or her health care.

We also agree that the principles of free disclosure apply even if the effectiveness of a potential
treatment or modality is not yet fully proven. For example, based on their own professional
experience with patients, the experience of colleagues, or scientific journal reports, physicians
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routinely discuss lawful medications for uses that have not yet been approved by the Food and Drug
.Administration. i.e., "off-label" uses. Indeed, even if a substance or activity is illegal, the physician
must be able to share with a patient the physician's professional knowledge (if any) of the
substance's/activity's possible therapeutic value, as well as its potential risks, particularly if the
patient has raised questions about it. In all cases, a patient should be able to look to his or her
physician as a primary source of reliable and unbiased information.
We support the position that the First Amendment and principles of good public policy and sound
medical care protect a patient's right to receive, and a physician's right to provide, such information.
It was appropriate to respond to reports on Proposition 215 which made it unclear whether the

federal government intended to punish physicians for merely discussing with patients the possible
therapeutic value of marijuana. Wellac
lrejag d the government to provide public
clarification of its position on this issue.

We believe the federal government has now provided such clarification. As you know, we, along
with numerous other medical associations across the country, have recently received a letter signed
by Jo Ivey Boufford, M.D. and Mark M. Richard, Esq. which clearly describes the government's
position. The letter states that the federal government fully supports a physician's right to freely
discuss with a patient the risks and benefits of marijuana, and that there is no federal "gag" rule that
stops physicians from having such conversations with patients. The letter further states that only
when a physician intentionally takes an action in order to enable the patient to obtain marijuana in
violation of federal law, will the physician possibly be subject to federal sanctions.
We commend the federal government for acknowledging so forthrightly the protected nature of
patient-physician dialogue. We further believe that this letter should alleviate any reasonable fears
that physicians in general may have concerning the content of information that they may convey to
patients in the course of a traditional patient-physician dialogue. In addition, in order to provide even
more specific guidance to physicians, we have prepared written information (CMA's publication is
attached to this letter) that we believe is consistent with the statements made in that letter. These
videlines clearly indicate that a physician may, in good faith and in the context of a legitimate
patie h sician relationship, conduct with a patient a full and compfe te
isoussion about t e nsks
—r---M-and benefits of marijuana's me cal use.

The government's letter, particularly in conjunction with such Quidelines, appears to us to address
the concerns expressed in the current lawsuit. Whether a specific physician has or has not acted with
the intent of aiding a patient in breaking the law—and deliberately given a patient the means to do
so—will have to be determined on the facts of a particular case. In fact, to continue the litigation
at this point may actually pose very real risks for physicians and patients. We believe the federal
government has drawn as clear a line as possible. There is no assurance that a court opinion will be
any more specific or protective of the patient-physician relationship; indeed, it could be less so.
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Furthermore, the perpetuation of this litigation (and likely appeal) will itself create a prolonged
period of uncertainty. Such uncertainty might very well deter patients and physicians from
participating in meaningful discussions of the sort described in our guidelines, thus effectively
undoing the salutary effect of the government's letter. We therefore believe it is both appropriate,
and prudent. not to continue the current litigation at this time.
To be sure, the government's position will mean that patients cannot expect or demand that their
physicians will deliberately go beyond a traditional patient-physician office dialogue exploring the
possible risks and benefits of medical marijuana. For example, patients cannot expect or demand
that their physicians will purposefully cooperate with buyers' clubs by providing those patients with
a written or oral vehicle (i.e., sometimes called a "recommendation") in order to enable them to
obtain marijuana pursuant to the California and Arizona initiatives.
However, this litigation is not the appropriate vehicle to address this situation; only a change in
federal law can achieve such an end. And clearly, the enactment of the California and Arizona
initiatives, as well as the current litigation, have catalyzed a resolve across the nation to ensure that
the medical efficacy of marijuana is thoroughly and promptly examined in appropriately-structured
clinical trials. We believe that this, and not prolonged litigation, will best serve the interests of
patients.
It appears that the federal government is willing to work cooperatively with research proponents.
Despite its historic resistance to the rescheduling of marijuana, the federal government now is
encouraging the development of further research into the area. A scientific conference was convened
on February 19 and 20 by the National Institutes of Health (NIH) whose purpose was to begin to
ascertain 1) what is already known about the therapeutic efficacy of smoked marijuana; 2) what
further research may be warranted; 3) which conditions may be particularly alleviated by the use of
smoked marijuana; and 4) what special considerations may be involved in clinical trials. During the
conference, representatives from NIH repeatedly stated the intention to evaluate fairly all research
proposals concerning medical marijuana. In addition, the federal government has agreed to commit
one million dollars to the National Academy of Sciences to assess the available research on medical
marijuana.

We applaud these developments. Genuine progress in medicine occurs only through proper
scientific research. Clinical trials (not ballot initiatives) are the proper venue in which to determine
the therapeutic efficacy of any potential medication. The evidence presented at the NTH conference

strongly supports the need for well-defined clinical studies to determine if and how marijuana may
have some important therapeutic function for certain conditions. Therefore, we urge that further
research be conducted promptly, and we intend actively to promote such research.
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For the reasons described above, we believe that continued litigation is unnecessary. Indeed, it may
actually impede cooperative efforts to promote and facilitate research, and divert important resources
from the areas where further progress can be made. We urge you to join with us to ensure that full
and complete scientific information is promptly developed and made available to physicians, patients
and the general public.
YoisArt2C,.

Jack E. McCleary, M.D.
President, California Medical Association

11•11.664 14 J oVIttst- Jr.
Daniel H. Johnson, Jr., M.D.
President, American Medical Association

APM/pm
cc:
The Honorable Fern M. Smith
Daniel N. Abrahamson, J.D.
Ann Brick, J.D.
Steven N. Sherr, J.D.
David Willett, J.D.
Bruce Blehart, J.D.
Patricia A. Seitz, J.D.
Betty Pollack
Steve Heilig
Roger Brown
Susan Hogeland
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Proposition 215, "The Compassionate Use Act of 1996," was passed by a vote of the people on November
5, 1996. and became effective on November 6. 1996. This document contains a discussion of the questions
most likely to be asked about the law.
What did the law formerly prohibit?
Under former state law, a patient was prohibited from obtaining, possessing, or 'cultivating, marijuana for
any purpose, including medical treatment purposes. The same continues to be true under federal law.
Marijuana is currently classified as a Schedule I drug, which means that it has no generally recognized
medical use.
What does Proposition 215 allow patients to do?
Proposition 215 provides that patients. who possess or cultivate marijuana for personal medical treatment
on the oral or written recommendation or approval of a physician, are exempt from punishment under state
law.
What if the patient is too ill to cultivate marijuana him or herself?
The law anticipates this situation. It -allows the patient's "primary caregiver" to possess or cultivate
marijuana for the patient's personal medical use. A "primary caregiver" is defined as the individual
designated by the patient who has consistently assumed responsibility for the patient's housing, health, or
safety.

What types of medical conditions are covered by the law?
Although Proposition 215 does not contain an exclusive list of specific medical diseases or conditions, it
is clear that the law was intended to apply only to serious medical problems. The intent language
specifically states that one of the law's purposes is as follows:
To insure that seriously ill Californians have the right to obtain and use marijuana for medical
purposes where that medical use is deemed appropriate and has been recommended by a physician
who has determined that the person's health would benefit for the use of marijuana in the treatment
of cancer, anorexia, AIDS, chronic pain, spasticity, glaucoma, arthritis, migraine, or any other
illness for which marijuana provides relief. [Emphasis added.]
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How are patients or caregivers supposed to obtain marijuana?
Proposition 215 does not explicitly authorize any individual or entity (such as cannabis buyers' clubs) to
sell marijuana to a patient or caregiver, even with a physician's written or oral recommendation. In some
cases. the operator of such a club has been designated by a number of patients as the patients' "primary
care g iver." It is unclear whether this application of the term "primary caregiver" will be approved by state
appellate courts. However, the original law appeared to contemplate that, in most cases, patients and
care g ivers (such as family members and/or partners) would obtain marijuana by growing their own.
Does the law contain any protections for physicians who give their patients oral or written
"recommendations" for the purpose of enabling their patients to obtain marijuana for medical
purposes?
Proposition 215 contains a provision which protects physicians from being "punished or denied any right
or privilege" for having recommended marijuana to a patient for medical purposes. Therefore, a physician
cannot be criminally or civilly punished under state law for giving a patient an oral or written
"recommendation" for the medical use of marijuana (at least for a serious medical condition); nor can the
physician be subject to loss of license or other administrative sanction under state law. However, it appears
that physicians who act in reliance on the legislation may in some cases be subject to serious liability under
federal law.
Federal law establishes a clear prohibition against knowingly or intentionally distributing, dispensing, or
possessing marijuana. See 21 U.S.C. §§841-44. Federal law gives an extremely broad scope to the terms
"distribute" and "dispense." In addition, a person who aids and abets another in violating federal law can
be punished to the same extent as the individual who actually commits the crime.
Research indicates that a physician can violate federal law by issuing a prescription for a substanCe, such
as marijuana., for which federal law recognizes no medicinal uses. See United States v. Black, 512 F.2d 864
(9th Cir. 1975); United States v. Davis, 564 F.2d 840 (9th Cir. 1977). The Davis decision may pose a
particular problem for physicians. In that case, the Court of Appeals focused on the physician's "creating
the means" for the unlawful transfer) Therefore, if a physician gives a patient a writing for the purpose of
enabling the patient to go to a cannabis buyers' club to obtain marijuana or cooperates with a buyers' club
by telephone, federal prosecutors may argue the physician has "created the means" by which the patient
obtains marijuana, or to have aided and abetted the patient in doing so.
Physicians may run the same risks by 1) providing the patient with a written recommendation or 2)
voluntarily offering to testify in court on the patient's behalf (and subsequently doing so voluntarily)for the
purpose of enabling the patient, if prosecuted by state authorities, to avoid punishment and retain
homegrown marijuana. Federal prosecutors may argue that, but for the physician's "recommendation," the

' See also United States v. Tighe 551 F.2d 18 (3rd Cir. 1977) (offense of dispensing is completed by
physician when patient receives prescription and not the actual drug); Vnited States v. Oquendo, 505
F.2d 1307 (5th Cir. 1975) (conviction of heroin possessor for "distribution" upheld because the definition
of "distribution" in the federal statutory scheme is broad enough to include acts that may be traditionally
considered aiding and abetting).
2
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patient would have not cultivated marijuana or would not have been permitted by state authorities to retain
and use the homegrown plant. Thus, the ar g ument goes, a physician has still "created the means" by which
the patient has obtained marijuana under state law, and federal criminal liability may be a possibility.
Other federal sanctions are also possible. If a physician were to provide a written or oral recommendation
as authorized in Proposition 215. the federal government might well act to revoke the physician's DEA
registration through an administrative procedure. This would seriously hinder the physician's ability to
provide proper medical care to his or her patients. Physicians should also be aware that, effective January
1. 1997, a felony conviction relating to the unlawful manufacture, distribution, prescription, or dispensing
of a controlled substance results in mandatory exclusion from Medicare and Medi-Cal programs. 42 U.S.C.
§1320a7(a)(4).
Does this mean that I cannot even discuss the risks and benefits of marijuana as an alternative or
a djunctive treatment? Can't I still provide my patients with information about marijuana if! think
that information might be helpful to them?

CMA believes that physicians should be free to conduct a good faith discussion with a patient about the risks
and benefits of any potential medical treatment. It does not appear that such a discussion would violate the
federal drug laws. nor is there any evidence that the federal government intends to punish physicians who
engage in such discussions with their patients. Indeed, at the rsia ted reQuest of CMA. on February 27,
1997, the federal government sent a letter to 250 medical organizations and medical groups around the
country which clarifies the government's position on this question.
That letter confirmed that, both before and after the enactment of Proposition 215, "nothing in federal law
prevented a physician, in the context of a legitimate physician-patient relationship, from merely discussing
with a patient the risks and alleged benefits of the use of marijuana to relieve pain or alleviate symptoms."
The government stressed that patients must "look to their physician as their primary source of knowledge
about a wide variety of potential health hazards and treatments." Therefore, the letter continued, physicians
are encouraged "to talk with patients about their concerns and answer inquiries about any procedure,
treatment, substance, or device that may affect a patient's health. Physicians are also encouraged to share
their knowledge and their professional expertise regarding the risks, benefits, and legality of any potential
medical treatment or modality. No "gag rule" stops physicians from engaging in these discussions."
However, the letter cautioned that "such discussions have their limits." The government warned that
"Physicians may not intentionally provide their patients with oral or written statements in order to enable
them to obtain controlled substances in violation of federal law." This statement makes it clear that
physicians , in the context of a legitimate physician-patient relationship, may engage in a classic physicianpatient dialogue, but may not actively and deliberately cooperate with a cannabis buyers' club or otherwise
act for the purpose of enabling the patient to obtain or cultivate marijuana in violation of federal law.
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I am still not clear whether I can or cannot recommend marijuana to a particular patient. What
exactly can I say and do?
The words "recommend" and "recommendation" have caused widespread confusion. A "recommendation"
can take many different forms and can be issued for various reasons. Therefore, it is probably better not to
use the term when trying to answer the question of what a physician mut/cannot say and do with regard to
marijuana.
As a g eneral rule. CMA believes that a physician should safely be able to conduct in good faith a traditional

physician-patient conversation in the physician's office as follows:
The physician provides the patient with any scientific evidence of which the physician knows that
reflects upon the possible health risks and therapeutic benefits of marijuana for use in the patient's
condition.
The physician attempts to answer any questions and/or inquiries the patient may have about the
potential risks and benefits of marijuana, including informing the patient that those potential risks
and benefits have not been fully tested in. or even fully identified by, properly-controlled clinical
trials.
The physician describes (without identifying information) his or her knowledge of the experiences
of other patients with the same condition who have used marijuana for therapeutic purposes.
The physician provides (particularly upon the patient's request) the physician's professional
expertise concerning the possible balance of risks and benefits in the patient's particular case, but
advises the patient that the physician cannot lawfully recommend that the patient obtain it for
medical use.
The physician advises the patient that, notwithstanding Proposition 215, the cultivation, possession
and use of marijuana, even for medical purposes, is illegal under federal law. 2 The physician should
further state that he or she cannot take any action for the purpose of enabling the patient 1) to obtain
marijuana—such as by the physician's cooperating in any way with a cannabis buyers' club—or 2)
to cultivate marijuana and retaining the homegrown product free of state prosecution—such as by
the physician's issuing a written "recommendation" whose ostensible purpose is to provide the

'Generally, physicians are not required to be familiar with, nor warn patients about, the legal
consequences of a patient's health care treatment decision. However, there has been much controversy

confusion about the legality of the therapeutic use of marijuana, and many patients may think that, if
their physician believes marijuana on balance may be beneficial for them, they can cultivate, obtain, and
use marijuana without risk of any punishment. They may not understand that they could still be .
subject to prosecution under federal law. Therefore, if the physician-engages in a conversation with a
patient, such as that described above, the physician should ensure that the patient understands what legal
risks exist for the patient under federal law.
and

•

patient with a defense against state prosection or by voluntarily offering to testify on the patient's
behalf in court.'
with all physician-patient discussions, the above conversation should be documented in the medical
esarsi.4 Such recordation will ensure that this, like all information that relates to the patient's health care,
will be available for the future reference of the physician or other health care providers. In addition, if a
patient should use marijuana and suffer an untoward side effect s (or be prosecuted under federal law), the
physician can demonstrate that he or she warned the patient of that possibility.
As
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Furthermore, since—despite this conversation—some patients may still not fullx understand that they may
be subject to federal prosecution for using medical marijuana, a physicianay further to document
that conversation by providing the patient with an informational sheet or form as follows:
Dear Patient.
You are currently under my care for the treatment of

[name of diagnosis].

I have shared with you any information and professional expertise that I have concerning the possible health
risks and therapeutic benefits of marijuana when used in a case such as yours.
I have informed you that I) it is unlawful under federal law to possess, cultivate, or use marijuana (even for
medical purposes), 2) you could be subject to serious punishment under federal law for engaging in such
acts. and 3) I cannot lawfully recommend that you obtain marijuana for medical use.

[Name of Physician]

A physician
' .

may be required by subpoena to appear to testify in court. We believe that a physician
nxlio, In resp onse to such compulsion. merely testifies to the content of the physician-patient office
dialogue, should not be subject to punishment under federal law.

0.

4 0isourse...a.pauentha a right der state law to obtain a copy of this ccmversation by questing a
copy
of his or her medical record However, since a separate statutory scheme requires physicians to
_
provide patients with their medical records on request, we believe that the physician-patient conversation
described above should not be construed as deliberately assisting the patient to obtain marijuana, everi if
the patient, on his or her own, decides to take the medical record to a buyers' club, unless there is clear
evidence tKiTthe physician is conspiring in the patient's plan.

'Because marijuana has not been tested fully in properly-controlled clinical trials, physicians should
be extremely cautious when undertaking to discuss the risks and benefits of its medical use. A physician
may be at risk of malpractice liability if a patient suffers an adverse effect, of which the physician was
unaware, that would likely have been identified if such testing had taken place.
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The physician may also wish to have the patient sign the form to acknowledge that he or she has received
and read it. The physician should retain a copy of the form in the patient's medical record.
Patients have asked me to sign and/or complete different types of forms that relate to the patient's use
of marijuana for medical reasons. Can I provide a patient with such a form?
Patients may bring you several different types of forms which confirm that I) the physician approves,
advises or recommends that the patient use marijuana for medical purposes and/or 2) the patient intends to
use marijuana for medical purposes, and nevertheless, the physician will continue to monitor and provide
treatment to the patient. We generally do not recommend that physicians sign or complete these types
of forms.
Physicians would be well-advised to avoid providing a patient with any writing whose sole or primary
credible purpose is to enable the patient to obtain marijuana at a buyers' club or some other source, or to
be able to cultivate marijuana and retain the homegrown product. If the most believable answer to the
question "Why did you give this writing to the patient?" is "To enable the patient to obtain marijuana," then
the physician may be subject to liability under federal law. It must be remembered that whether or not a
physician is deliberately attempting to help a patient obtain marijuana is a question of fact, and the
physician's subjective intent must be determined on the facts of each case. The actual wording on a form
may not be the only factor that is taken into account in making this determination.
Physicians should especially avoid making any written statements which "warrant" or "certify" that a
particular patient is "in compliance" with the new law. It has come to our attention that certain
individuals/organizations may be distributing forms which contain such statements. The physician has no
way of knowing whether a particular patient, who possess or cultivates marijuana, is actually "in compliance
with" the law. For example, a patient may be cultivating marijuana for more than his or her personal
medical use. Such cultivation is not authorized by the new law. More importantly, the only purpose of such
a "certification" is to assist the patient in 1) obtaining marijuana or 2) being able to cultivate and retain
marijuana without punishment/seizure by state authorities.
What if one of my patients gets involved in some sort of an accident as a result of using marijuana for
medical purposes?
The Initiative does not 1) supersede legislation prohibiting persons from engaging in endangering conduct
nor 2) condone the diversion of marijuana for non-medical purposes. Therefore, if a patient using marijuana
drives an automobile and injures another individual in an accident, the patient's physician could in theory
be sued by the injured party (and/or by an injured patient him or herself) claiming that the physician, who
had discussed the potential health risks and therapeutic benefits of marijuana with the patient, had not
adequately warned the patient not to engage in such endangering activity.
If a physician chooses to discuss with a patient the risks and benefits of marijuana, the physician should be
sure to warn the patient not to engage in dangerous activities, such as driving, operating large machinery,
etc., while under the influence of marijuana and should scrupulously document the conversation in the
patient's medical record. In addition, if the physician knows or has reason to believe that the patient will not
6

heed the physician's advice, the physician may be well-advised to warn the patient's family or other
individuals who are likely to occupy an automobile with the patient about the patient's condition.
Physicians should be aware that a failure to warn may result in the physician's being liable to the patient if
the patient is injured, as well as to third parties who are injured by the patient.

Why did CMA oppose Proposition 215?

CMA believes that seriously ill patients should not be offered a therapy whose efficacy may be illusory and
which in some cases may actually worsen the patient's medical condition. CM.A has consistently maintained
its position that marijuana should be available for therapeutic use as a Schedule H drug only if there are
properly controlled studies proving that it is efficacious. Proposition 215 was not contingent upon the
results of such studies and, consistent with our position on similar legislation in the past, CMA opposes the
"medicalization" of marijuana unless and until there is objective proof that such use is scientifically
justifiable. CMA does not believe that such proof is currently available. However, CMA encourages studies
which will determine appropriate protocols for the prescriptive use of cannabinoids. CMA and its Technical
Advisory Committee on Medical Marijuana are actively investigating ways to facilitate properly-controlled
clinical trials to determine the risks and benefits of marijuana as a therapeutic agent.
We hope this information is helpful to you. CMA is unable to provide specific legal advice to each of its
more than 30,000 members. For a legal opinion concerning a specific situation, consult your personal
attorney.
For information on other legal issues, use CMA ON-CALL, or look to CMA's California Physician's Legal
Handbook This book contains legal information on a variety of subjects of everyday importance to
practicing physicians. Written by CMA's Legal Department, the book is now available in an easy-to-update
binder format Also, CMA attorneys have recently published the Physician's Managed Care Manual which
provides practical, business, and legal information regarding managed care contracts. To order your copy
of either book,- call (800) 882-1CMA, or order CMA ON-CALL Document #1715 for a free order form.

CONANT v. McCAFFREY
On January 14, 1997, a group of prominent physicians and seriously ill patients filed suit in federal court claiming that the federal government has
violated their Constitutional Rights by threatening to sanction -- even criminally prosecute -- physicians who recommend and patients who use medical
marijuana. Named as defendants are the highest ranking government officials who repeatedly have issued such threats since the passage of the voter
initiatives last November in California and Arizona: Drug Czar General Barry , McCaffrey, Attorney General Janet Reno, Secretary of Health and
Human Services Donna Shalala, and Director of the Drug Enforcement Administration Thomas Constantine.

The 11 physician plaintiffs include:
Dr. Marcus Conant, Professor of Dermatology at University of
California at San Francisco (UCSF) School of Medicine, Medical
Director of the largest private HIV/AIDS practice in the San Francisco
Bay Area, Member of U.S. Senator Dianne Feinstein's AIDS
Committee, and author or co-author of numerous scholarly and
professional articles published in such peer review journals as the
Journal of the American Medical Association, New England Journal of
Medicine, Western Journal of Medicine, and the Journal of Infectious
Disease.
Dr. Debasish Tripathy, an oncologist specializing in breast cancer at
the University of California at San Francisco Mount Zion Breast Care
Center, where he also serves as Assistant Clinical Professor of
Medicine.
Dr. Howard D. Maccabee, Medical Director of the Radiation
Oncology Center in Walnut Creek, California, Assistant Clinical
Professor of Medicine at the University of California at San Francisco
(UCSF) School of Medicine, and author of 25 scholarly and
professional articles in science and medicine.
Dr. Stephen Follansbee, Chief of Staff at Davies Medical Center in
San Francisco, Medical Director of the Institute for HIV Treatment and
Research at Davies Hospital, Associate Clinical Professor, University
of California at San Francisco (UCSF) School of Medicine, and
principle author or co-author of approximately 40 articles and research
studies published in professional peer review journals, including New
England Journal of Medicine, Annals of Internal Medicine, Journal of
Infectious Diseases, and the Western Journal of Medicine.
Dr. Arnold Leff, a specialist.in AIDS and geriatric medicine, has
been a practicing physician in Santa Cruz, California, for the past 11
years. Dr. Leff has held a number of positions in the fields of drug
control policy and public health, including Deputy Associate Director
for the White House Drug Abuse Office under President Richard Nixon

from 1971-1972 and Director of Health Services for Contra Costa
County, California, from 1979-1983.
Dr. Neil Flynn, Professor of Clinical Medicine at University of
California at Davis (UCD) School of Medicine, Attending Physician at
the AIDS and Related Disorders Clinic at UCD, Chair of the UCD
Human Subjects Review Committee, and author or co-author of
numerous book chapters and articles in the area of infectious diseases
appearing in such journals as the New England Journal of Medicine,
Journal of the American Medical Association, Western Journal of
Medicine, Annals of the New York Academy of Sciences, and Journal
of Acquired Immune Deficiency Syndromes.

The 5 patient plaintiffs include:
Keith Vines, Deputy District Attorney for the City and County of
San Francisco who relies upon medical marijuana as an appetite
stimulant to fight AIDS wasting syndrome.
Jo Daly, former Commissioner of Police for the City of San
Francisco and two-time cancer survivor who finds that medical
marijuana is for her the most effective drug to combat the severe nausea
associated with chemotherapy and radiation.
Valerie Corral, an epilepsy sufferer for whom medical marijuana has
proven the only effective treatment for controlling her grand mat
seizures and which does so with far fewer side effects than anticonvulsant drugs available through prescription.
Judith Cushner, a cancer survivor who turned to medical marijuana
to withstand chemotherapy after anti-nauseant drugs prescribed to her
failed to work.
Dan Kane, a former corporate attorney who uses medical marijuana
to combat the nausea associated with AIDS-related illnesses and the
side effects of his anti-viral medications.

In November 1996, Californians passed Proposition 215, the
"Compassionate Use Act," which provides that seriously ill
Californians have the right to obtain and use marijuana for medical
purposes where that medical use has been recommended by a
physician. Under the law, which went into effect at 12:01 a.m. on
November 6, 1996, neither patients nor physicians may be punished or
denied any right or privilege under California law for conduct relating
to medical use of marijuana.
Soon after Proposition 215's enactment, the federal government
declared that it would prosecute physicians, revoke their prescription
licenses, and/or deny them participation in Medicare and Medicaid if
they recommended medical marijuana to patients. In the subsequent
months, federal officials led by "Drug Czar" General Barry
McCaffrey, the Director of the Office of National Drug Control
Policy, issued at least fifteen separate threats verifying the
government's intent to punish doctors who inform their patients that
medical marijuana could be beneficial to their health.
In response to these threats, ten California physicians, five patients,
and two non-profit organizations filed a federal class action lawsuit in
January, 1997, contending that the government's medical marijuana
policy infringes on the First Amendment Rights of both physicians
and patients. The defendants in the lawsuit are former-General Barry
McCaffrey, Attorney General Janet Reno, Director of the Drug
Enforcement Administration Thomas Constantine, and Secretary of
Health and Human Services Donna Shalala. The plaintiffs told the
court in sworn declarations that as a result of the government's threats
some physicians were afraid to offer patients their best medical
judgment regarding the use of marijuana to treat disease, and had
begun to censor their communications with patients to the detriment
of the physician-patient relationship and proper patient care.
The Lindesmith Center has been instrumental in assembling the
prominent plaintiffs and their team of attorneys and in preparing the

factual and legal submissions to the court. TLC's Director of Legal
Affairs, Daniel N. Abrahamson, is a counsel of record in the case.
Biographies of the courageous doctors and patients, their sworn
declarations to the court, and legal briefs in the case, Conant v.
McCaffrey, are printed on the back of this page and can be found on the
intemet at The Lindesmith Center's website: http://www.lindesmith.org .
On April 11, Federal District Judge Fern Smith of San Francisco
issued a temporary restraining order preventing the government from
taking action against physicians. On April 30, Judge Smith issued a
preliminary injunction prohibiting the government from "threatening
or prosecuting physicians, revoking their licenses, or excluding them
from Medicare/Medicaid participation" for recommending medical
marijuana to patients suffering from HIV/AIDS, cancer, glaucoma,
and/or seizures or muscle spasms associated with a chronic,
debilitating condition. According to Judge Smith, "[t]he First
Amendment allows physicians to discuss and advocate medical
marijuana, even though use of marijuana itself is illegal."
To the court and in the press, the government repeatedly asserted that
allowing doctors to recommend marijuana to their patients sends a
dangerous message to the public. Judge Smith resoundingly rejected
this argument, observing that "[t]he government's fear that frank
dialogue between physicians and patients about medical marijuana
might foster drug use. .. does not justify infringing First Amendment
freedoms." The court further noted that federal officials "have done
nothing to demonstrate that there is anything more than the weakest
link between non-criminal physician-patient dialogue about medical
marijuana and the government's ability to enforce federal laws."
The government has until June 30, 1997, to decide whether to appeal
Judge Smith's preliminary injunction to the Ninth Circuit Court of
Appeals. The full text of the court's Order can be found on TLC's
webs ite.
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A Tale of Two Counties
Santa Clara Friendly
To Cannabis Clubs;
Sacramento More Hostile
BY ALEX ROTH

Special to The Daily Reconler
SAN FRANCISCO — Jesse Garcia and
law enforcement haven't always been on
friendly terms.
A few years ago. Garcia went to the
Santa Clara County courthouse to file a civil
claim against a man whose pit bull attacked
his miniature schnauzer, Rudy. Garcia. who
has AIDS and smokes marijuana for his illness. was cited for pot possession after sheriff's officers searched him at the courthouse
door.
But as Garcia and business partner Peter
Baez have worked to establish San Jose's
first officially sanctioned medical-marijuana
club, they've enjoyed a level of cooperation
from police and prosecutors that even they
find hard to believe.
Last month, for example. a sergeant from
the narcotics squad offered to put the pair in
touch with a local NASA research center
that grows vegetables using a procedure
known as hydroponics. Such a technique.
the officer suggested helpfully, might be
useful for growing marijuana.
"I've just been floored by the process of
collaboration and cooperation with city officials." said Garcia.
About 150 miles to the northeast. Ryan
Landers is finding Sacramento County authorities much less accommodating.
Like Garcia and Baez. Landers wants to
obtain official authorization for his marijuana club. He's asked the Sacramento City
Council to pass a special ndinan.
He's met ' with prosecutors and police. Tn.
emphasize that his mission is strictly med-.
ical, he's changed the name from the Citli,J
la! City Cannabis Buyers Club to the
tients' Access Clinic arid promiies not to.
have any tie-dye T-shirts on the walk.
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Sammento Dept rv District Attorney Dale
Kitching. Sacramento's point man on Proposition 215. said he has adopted a narrow interpretation of the medical marijuana law.

Nonetheless, authorities have made this
, much clear to Landers: If he opens the club.
be breaking state law: Sacramento authorities .say they would begin an inVestiga: tion and also alert the federal Drug Enforcement Administration.
. The experiences of the two prospective
• clubs serve as a dramatic case study in the va-.
. -4aries of Proposition 215, the medical-mari•Juana initiative that allows patients and their..
"primary caregivers" . to possess and grow
. marijuana on a doctor's recommendation.
Until either the Legislature or state appellate courts clarify the new law, district actor. neys throughout the state must answer basic
. questions. Do cannabis clubs qualify as primary caregivers? If so. can they sell the
drug? And how much can they dispense?
Deputy State Attorney General John
Gordnier said most local prosecutors are
simply waiting for appellate court guidance
before establishing formal policies.
But some counties — including Sacramento, Santa Clara. San Francisco. Los An• geles, Alameda and Santa Cruz — don't
; have that luxury. either because such clubs
• already exist or are being created now. In
these counties. prosecutors are relying on
• their own creative interpretations.
. In Santa Clara County. the job of inter-

preting the law has rested largely with
Deputy District Attorney Karyn Sinunu, supervisor of the office's narcotics unit and a
self-described "born-again Democrat" who
had a good friend who used marijuana for
medical reasons before dying of cancer.
In Sacramento County, Sinunu's counterpart is Deputy District Attorney Dale Kitching, whose voice mail features the theme
music from the television show "Cops"
playing behind the following message:
"Dale is busy right now, making life miserable for some dope dealer. If you'd like to
leave a messa ge he'll return your call just as
soon as he's done putting him in prison."
Garcia and Baez are the first people to
apply for a special permit under a new local
.zoning ordinance that allows cannabis clubs
— or "dispensaries," as San Jose officials
call them — to operate in certain sections of
the city. The ordinance wouldn't have been
possible without the blessing of prosecutors.
And in formulating his policy, District Attorney George Kennedy relied heavily on
.Sinunu.
As part of her research, Sinunu — a former nursery school teacher who joined the
office 12 years ago — met with the city attorney's office, San Jose police, the sheriffs
department and local health officials. She
also searched the Internet, where she
learned about mold and other contaminants
that pot can contain. Her research culminated in a March road trip — along with two
police sergeants — to a San Francisco
cannabis club named Champ.
The trio came away impressed. Instead of
a-dimly lit New Age.smoking den, they
found a clean, bright facility run . by a. man
with a doctorate in public health from Harvard..The club kept meticulous records and
allowed only bona fide patients to enter.
Club officials were able to identify the
source and quality of their marijuana supplies.
Sinunu was struck by the image of an elderly man who limped into, the club dragging an oxygen tank. The man plopped onto
a couch and ate a marijuana brownie. Staff
members made sure he consumed the right
amount and had a safe way to get home.
The atmosphere. Sinunu said, was "very
caring."

The field trip convinced Sinunu that a
dispensary was a workable concept. What's
more, she and Kennedy concluded that the
alternative — requiring sick patients or their
family members to grow the pot themselves
— was "not realistic," said Sinunu.
A friend of Sinunu's found temporary relief in a marijuana pipe during the last
months of a losing battle with stomach cancer. The mother of four was a conservative
Catholic whose biggest indulgence had been
a glass of wine at Easter.
She didn't have a clue how to grow marijuana — nor enough months left in her life
for a crop to mature. What's more, the
woman didn't want marijuana plants in the
same house with her children.
• Assuming dispensaries would be permissible, the next question confronting the
Santa Clara prosecutors was whether the
clubs could sell the pot.
Sinunu and Kennedy decided that the language of the law anticipates sales. Sinunu
points to a section of Proposition 215 —
now Health and Safety Code Section
11362.5 — that calls for "the safe and affordable distribution" of the drug to needy
patients. .
"I don't know of any business where the
law requires the services to be donated," Sinunu said. "[Nurses] charge for their services and pharmacists charge for their medicine."
While some law enforcement agencies
have balked at embracing the law, San Jose
police officers have gone out of their way to
get involved in its implementation.
Savage, the police sergeant whose narcotics unit is helping to draft regulations for
the clubs, described a "collaborative effort"
between police and prosecutors to interpret
the law.
"Personally, I have found it both educational and an interesting process from start
to finish," said Savage.
Baez and Garcia, who expect their nonprofit club to serve as many as 1,000 patients — first pitched their proposal to police during a meeting in early March that
took place inside the department's narcotics
headquarters.
Police officials were "really excited to
see there were ways that this could work."
recalled Garcia. The police even recommended .that the pair take a look at the
Champ club inSan Francisco. At one point
during the meeting, Garcia -took out a small cherry wood box ccintaining his medical

marijuana, rolling paper and a lighter and
placed it on the table for the police to inspect.
"My attorney said, 'Wait a minute, I have
to take a breath here. This is too incredible
to believe,' "said Garcia, 36, a former professional actor and dancer.
To be sure, there are still some significant
issues to resolve. Chief among them: where
to obtain their marijuana.
The club's would-be operators say they
lack the room, technical expertise and expensive equipment needed to grow their
own, along with the cost of 24-hour security
necessary to safeguard the supplies. Instead,
they want to commission a grower somewhere outside San Jose.
"I'll tell you right now, they're going to
put us under if we have to grow it," said
Baez, 33, a former banker who has colon
cancer.
Police and prosecutors, however, insist
the club must grow the weed on the premises. on the grounds that transporting marijuana remains a violation of state law.
Searching for ways to make cultivation as
easy as possible, Savage recently visited the
NASA Ames Research Center in Mountain
View, where researchers told him about hydroponics. The officer discovered that hydroponics could reduce the growth time by
up to 60 percent..
"I'm going to put Mr. Baez and Mr. Garcia in contact with them," said Savage. "It's
just one mbre avenue for these folks to examine when they're talking about cultivation options."
Still, Baez and Garcia are worried that
growing their own marijuana could leave
them vulnerable to raids by federal agents.
Last month, DEA agents — operating under
the agency's vow to prosecute large-scale
cultivators — raided a San Francisco club
and seized more than 300 plants.
Sinunu said she was disturbed by the 'raid.
feds can take any model [of marijuana distributor] they want and blow it out
of the water," she said.
In Sacramento, police and prosecutors
viewed the San Francisco raid as a lesson in
the folly of passing a state initiative that
conflicts so directly with federal drug laws
prohibiting possession, growth and distribution of marijuana. While Sinunu saw the
raid as a heavy-handed DEA tactic. Sacramento officials regarded it as comeuppance
for the club.
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"California voters tried to. in effect, preempt federal law," said Kitching, the supervisor of the district attorney's major narcotics unit and a 15-year prosecutor. "You
just can't do it."
In April, Sacramento District Attorney
Jan Scully weighed in with her opinion on
the issue, telling the Sacramento City Council that marijuana clubs went beyond the
scope of Proposition 215. She announced
her position after consulting with Kitching,
a former FBI agent and Scully's point man
on the issue.
Kitching readily described himself as
"politically conservative" and said he has
adopted a narrow interpretation of the med.
ical marijuana law.
In his view, "primary caregiver" means a
close friend or immediate family member.
Sales are not allowed and neither is largescale cultivation. Under Kitching's informal
guidelines, patients and caregivers can possess, at most, one or two plants and up to an
ounce of marijuana at a time.
"We envision the primary care providerpatient relationship as one-on-one," he said.
"We don't think that the commercialization
... of marijuana is within either the scope or
intent of Prop. 215."
"Hell, no," replied Kitching, when asked
whether Sacramento authorities would ever
offer cultivation tips to marijuana growers.
How about a trip to San Francisco to inspect a cannabis club?
. "No," he said, "and I've never been to a
whorehouse either."
Sacramento police are equally skeptical
about the law. .
Police Detective Sgt. Elmo Banning devoted the better part of a recent interview to
complaining about Proposition 215's vague
wording and disastrous implications. He described the measure as "horrible legislation."
Landers, who's trying to set up a
cannabis club in Sacramento, is a 25-yearold former title agent who has AIDS and
lists his primary source of income as supplemental Social Security payments. His
lawyer, Joseph Farina of Elk Grove, is a former chairman of the Sacramento Libertarian
Party.
Although Landers said he will proceed
with his plans even without official sanction,
he would like to obtain approval:Re has petitioned the city council to adopt a zoning ordinance similar to the one in San Jose. He
and his lawyer also met in March with
Kitching and Banning at the DA's office.

Landers and Farina insisted the club
would be so quiet and efficient that neighbors wouldn't notice its existence. They also
promised to call police if any drug dealers
lingered outside.
Kitching and Banning asked a steady
stream of questions. Where would the club
store its drugs? How much could a person
receive during each visit? Would there be a
cap on the number of patients?
They also wanted access to the names of
patients and their doctOrs — information that
Landers would be reluctant to provide for
fear the doctors might be open to harassment by the federal government.
As for the issue of obtaining marijuana.
Landers raised the idea of cultivating hundreds of marijuana plants a- secret warehouse on the outskirts of town. Under this
plan, police would know of the location so
they could run patrols through the area.
Kitching found the suggestion ludicrous.
"You're not going to find the Sacramento
Police Department being the security force
for a marijuana grow that is in violation of
federal law," said Kitching during an interview. "Can you picture narcs on patrol
around a marijuana grow getting a 911 call?
'Hello, they just stole all 500 of my marijuana plants.'"
Despite the unresolved issues, Landers
and Farina said they felt that progress had
been made as a result of the meeting. In particular, Landers thought he made a convincing case that he wasn't "just trying to open
up a pot shop."
They also left with the impression that
they could open the club without the risk of
criminal prosecution if they applied. strict
enough controls.
•
The city council, meanwhile, asked City
Attorney Samuel . Jackson to research
whether cannabis clubs are permissible.
Jackson's tentative answer is no.
Even if the council granted approval. the
DA's office could still file criminal charges,
though Kitching declined to say what he
would do if Landers opens the club. Instead,
he said a decision about prosecuting would
probably hinge on such factors as the club's
clientele and how much marijuana it distributes.
"If he were to open one on the scale he
has indicated, I would expect the police department would take a close look at the operation and refer it to our office for potential
prosecution," said Kitching.
"I see our role as making sure that this'
statute is not abused, and the best way to assure it's not abused is for us to be vigilant."
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