
UCLA Lab Reports Surprising Results  at ICRS Meeting

Smoking Cannabis Does Not Cause Cancer
Of Lung or Upper Airways, Tashkin Finds;

Data Suggest Possible Protective Effect
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By Fred Gardner
Marijuana smoking —“even heavy

longterm use”— does not cause cancer
of the lung, upper airways, or esopha-
gus, Donald Tashkin, MD, reported at
this year’s meeting of the International
Cannabinoid Research Society.

Coming from Tashkin, this conclu-
sion had extra significance for the as-
sembled drug-company and university-
based scientists (most of whom get fund-
ing from the U.S. National Institute on
Drug Abuse). Over the years, Tashkin’s
lab at UCLA has produced irrefutable
evidence of the damage that marijuana
smoke wreaks on bronchial tissue.

continued on page 9

With NIDA’s
support, Tashkin
and colleagues
have identified the
potent carcino-
gens in marijuana
smoke, biopsied and made photomicro-
graphs of pre-malignant cells, and stud-
ied the molecular changes occurring
within them.

It is Tashkin’s research that the
Drug Czar’s office cites in ads
linking marijuana to lung cancer.

It is Tashkin’s research that the Drug
Czar’s office cites in ads linking mari-
juana to lung cancer. Tashkin himself has
long believed in a causal relationship, de-
spite a study in which Stephen Sidney,
MD, examined the files of some 64,000
Kaiser patients and found that marijuana
users did not develop lung cancer at a
higher rate or die earlier than non-users.

Of five smaller studies on the ques-
tion, only two —involving a total of
about 300 patients— concluded that
marijuana smoking causes lung cancer.

“Our major hypothesis,”
Tashkin told the ICRS, “was that
heavy, longterm use of marijuana
will increase the risk of lung and
upper-airways cancers.”

Tashkin decided to settle the question
by conducting a large, population-based,
case-controlled study. “Our major hy-
pothesis,” he told the ICRS, “was that
heavy, longterm use of marijuana will
increase the risk of lung and upper-air-
ways cancers.”

The Los Angeles County Cancer Sur-
veillance program provided Tashkin’s
team with the names of 1,209 L.A. resi-
dents aged 59 or younger with cancer
(611 lung, 403 oral/pharyngeal, 90 la-
ryngeal, 108 esophageal).

Interviewers collected extensive life-
time histories of marijuana, tobacco, al-
cohol and other drug use, and data on
diet, occupational exposures, family his-

tory of cancer, and various “socio-demo-
graphic factors.”

Exposure to marijuana was measured
in “joint years”  —average number of
joints per day x years that number
smoked.  Thus if a person had smoked
two joints a day for 15 years they’d have
consumed for 30 j-yrs.

Controls were found based on age,
gender and neighborhood. Among them,
46% had never used marijuana, 31% had
used for less than one joint year, 12%
had used for 1-10 j-yrs, 5% had used 10-
30 j-yrs, 2% had used for 30-60 j-yrs,
and 3% had used for more than 60 j-yrs.

Tashkin controlled for tobacco use
and calculated the relative risk of mari-
juana use resulting in lung and upper air-
ways cancers. A relative risk ratio of .72
means that for every 100 non-users who
get lung cancer, only 72 people who
smoke get lung cancer.  All the odds ra-
tios in Tashkin’s study turned out to be
less than one!

Exposure to marijuana was
measured in “joint years”

Tongtong Wang explains her findings to Chris Breivogel. Wang and col-
leagues at McGill University searched medical literature databases for re-
ports of adverse events attributed to cannabis between 1962 and 2004.
Total incidence was suprisingly low: 141 articles describing 266 cases.

At the Poster Session

are less than one almost consistently, and
in one category that relationship was sig-
nificant, but I think that it would be dif-
ficult to extract from these data the con-
clusion that marijuana is protective
against lung cancer. But that is not an
unreasonable hypothesis.”

Abrams’s Favorable Results
Abrams had results of his own to re-

port at the ICRS meeting. He and his col-
leagues at San Francisco General Hos-
pital had conducted a randomized, pla-
cebo-controlled study involving 50 pa-
tients with HIV-related peripheral neur-
opathy. Over the course of five days,
patients recorded their pain levels in a
diary after smoking either NIDA-sup-
plied marijuana cigarettes or cigarettes
from which the THC had been extracted.
About 25% didn’t know or guessed
wrong as to whether they were smoking
the placebos, which suggests that the
blinding worked.

Abrams’s results show marijuana pro-
viding pain relief comparable to Gaba-
pentin, the most widely used treatment
for a condition that afflicts some 30% of
patients with HIV.

After Abrams’s presentation, a ques-
tioner bemoaned the difficulty of “sepa-
rating the high from the clinical ben-
efits.” Abrams responded: “I’m an on-
cologist as well as an AIDS doctor and I
don’t think that a drug that creates eu-
phoria in patients with terminal diseases
is having an adverse effect.” His study
was funded by the University of
California’s Center for Medicinal Can-
nabis Research.

Add ICRS Notes
The 15th annual meeting of the ICRS

was held at the Clearwater, Florida,
Hilton, June 24-27. Almost 300 scien-
tists attended. R. Stephen Ellis, MD, of

San Francisco, was the sole clinician
from California. Medical student Sunil
Aggarwal, Farmacy operator Mike
Ommaha and therapist/cultivator Pat
Humphrey audited the proceedings.

Some of the younger European sci-
entists expressed consternation over the
recent U.S. Supreme Court ruling and
the vote in Congress re-enforcing the
cannabis prohibition.  “How can they
dispute that it has medical effect?” an
investigator working in Germany asked
us earnestly. She had come to give a talk
on “the role of different neuronal popu-
lations in the pharmacological actions of
delta-9 THC.”

For most ICRS members, the
holy grail is a legal synthetic
drug that exerts the medicinal
effects of the prohibited herb.

 For most ICRS members, the holy
grail is a legal synthetic drug that exerts
the medicinal effects of the prohibited
herb.  To this end they study the mecha-
nism of action by which the body’s own
cannabinoids are assembled, function,
and get broken down. A drug that en-
courages production or delays dissolu-
tion, they figure, might achieve the de-
sired effect without being subject to
“abuse.”

News on the scientific front included
the likely identification of a third can-

Compared with sub-
jects who had used less
than one joint year, the
estimated odds ratios
for lung cancer were
.78 for 1-10 j-yrs [ac-
cording to the abstract
book and .66 according
to notes from the talk];
.74 for 10-30 j-yrs; .85 for 30-60 j-yrs;
and 0.81 for more than 60 j-yrs.

The estimated odds ratios for oral/
pharyngeal cancers were 0.92 for 1-10
j-yrs; 0.89 for 10-30 j-yrs; 0.81 for 30-
60 j-yrs; and 1.0 for more than 60 j-yrs.
“Similar, though less precise results were
obtained for the other cancer sites,”
Tashkin reported.  “We found absolutely
no suggestion of a dose response.”

 The data on tobacco use, as expected,
revealed “a very potent effect and a clear
dose-response relationship —a 21-fold
greater risk of developing lung cancer if
you smoke more than two packs a day.”
Similarly high odds obtained for oral/
pharyngeal cancer, laryngeal cancer and
esophageal cancer. “So, in summary”
Tashkin concluded, “we failed to observe
a positive association of marijuana use
and other potential confounders.”

There was time for only one question,
said the moderator, and San Francisco
oncologist Donald Abrams, M.D., was
already at the microphone: “You don’t
see any positive correlation, but in at
least one category, it almost looked like
there was a negative correlation, i.e., a
protective effect. Could you comment on
that?” (Abrams was referring to Tash-
kin’s lung-cancer data for marijuana-
only smokers, 1-10 j-yrs.)

“Yes,” said Tashkin. “The odds ratios

“I’m an oncologist as well as
an AIDS doctor and I don’t think
that a drug that creates euphoria
in patients with terminal diseases
is having an adverse effect.”

    —Donald Abrams, MD

Do unto others
as you would have
them do unto you.
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Chronic Conditions Treated With Cannabis

.

Genital Herpes  054.10
Herpetic infection of penis  054.13
AIDS Related Illness  042
Post W.E. Enephalitis  062.1
Chemotherapy Convales  066.2
Shingles (Herpes Zoster)  053.9
Radiation Therapy E929.9
Viral B Hepatitis, chronic  070.52
Viral C Hepatitis, chronic  070.54
Other arthropod borne dis  088.
Lyme Disease  088.81
Reiters Syndrome  099.3
Behcet’s Syndrome++  136.1
Post Polio Syndrome  138.0
Osteoblastoma Ischium  170.6
Malignant Melanoma  172.x
Other Skin Cancer  173
Breast Cancer  174.x
Prostate Cancer  185
Prostate Cancer  186
Testicular Cancer  186.9
Adrenal Cortical Cancer  194.0
Brain malignant tumor  191
Glioblastoma Multiforme  191.9
Sarcoma: Head-neck  195.0
Cancer, site unspecified  199
Lympho & reticular ca  200
Hodgekins disease  201.9
Myeloid leukemia  205
Uterine cancer  236.0
Lymphoma  238.7
Graves Disease**  242.0
Acquired hypothyroidsm  244
Thyroiditis  245
Diabetes Adult Onset   250.0
Diabetes Type I, Unco ++  250.01
Diabetes Type I Ctrld ++  250.03
Diabetes Insulin Depend.  250.1
Diabetes Adult Ons Unctrl  250.2
Diabetic Renal Disease  250.4
Diabetic Ophthalmic Dis  250.5
Diabetic Neurpathy 250.6
Diabetic PeripheralVasc  250.7
Hypoglycemia(s)  251
Lipomatosis  272.8
Arthropathy, gout  274.0
Mucopolysaccharoidosis  277
Porphyria  277.1
Amyloidosis  277.3
Obesity, exogenous 278.00
Obesity, morbid  278.01
Autoimmune disease  279.4
Thallasemia  282.4
Hemophilia A  286.0
Henoch-Schoelein Purpur  287.0
Senile Dementia+  290.0
Delerium Tremens+ 291.0
Schizophrenia(s)  295.x
Schizoaffective Disorder  295.7
Mania  296.0
Major Depression, Sgl Epi  296.2
Major Depression, Recurr  296.3
Bipolar Disorder  296.6
Autism/Aspergers  299.0
Anxiety Disorder+  300.00
Panic Disorder+  300.01

Agoraphobia  300.22
Obsessive Compulsive Di.  300.3
Dysthymic Disorder  300.4
Neurasthenia  300.5
Writers’ Cramp****  300.89
Impotence, Psychogenic  302.72
Alcoholism+  303.0
Opiate Dependence+  304.0
Sedative Dependence+  304.1
Cocaine Dependence+  304.2
Amphetamine Depend  304.4
Alcohol Abuse+  305.0
Tobacco Dependence  305.1
Psychogenic Hyperhidrosi  306.3
Psychogenic Pylorospas**  306.4
Psychogenic Dysuria  306.53
Bruxism 306.8
Stuttering*  307.0
Anorexia Nervosa  307.1
Tic disorder unspec  307.20
Tourette’s Syndrome  307.23
Persistent Insomnia  307.42
Nightmares  307.47
Bulemia  307.51
Tension Headache  307.81
Psychogenic Pain  307.89
Post Traumatic Stress Dis.  309.81
Org. Mental Dis.hd inj  310.1
Post Concussion Sydrome  310.2
Nonpsychotic Org Bra Dis. 310.8
Brain Trauma  310.9
Intermittent Explosive Dis  312.34
Trichotillomania  312.39
ADD w/o hyperactivity  314.00
ADD w hyperactivity  314.01
ADD other  314.8
Pschogenic PAT  316.0
Parkinsons Disease 332.0
Huntingtons Disease+  333.4
Restless legs syndrome  333.99
Friedreich’s Ataxia 334.0
Cerebellar Ataxia  334.4
Spinal mm atrophy II  335.11
Amytrophic Lateral Sclero  335.2
Other spinal cord disease  336
Syringomyelia  336.0
Reflex Sympath Dystroph  337.2
Multiple Sclerosis  340.0
Other CNS demyelinating  341.
Hemiparesis/plegia 342
Cerebral Palsy+  343.9
Quadriplegia(s) 344.0x
Paraplegia(s)  344.1x
Paralysis, unspecified  344.9
Epilepsy(ies)+  345.x
Grand Mal Seizures**  345.1
Limbic Rage Syndrome**  345.4
Jacksonian Epilepsy**  345.5
Migraine(s)+  346.x
Migraine, Classical+  346.0
Cluster Headaches 346.2
Compression of Brain  348.4
Tic Doloroux+  350.1
Bell’s palsy  351.0
Thoracic Outlet Synd  353.0
Phantom Limb Synd++  353.6

Carpal Tunnel Syndrome  354.0
Mononeuritis lower limb  355
Charcot-Marie-Tooth  356.1
Neuropathy+  357
Muscular dystrophies  359
Coat’s Syndrome++  362.12
Macular Degeneration**  362.5
Glaucoma  365.23
Dyslexic Amblyopia**  368.0
Color Blindness*  368.55
Conjuctivitis  372.9
Drusen of Optic Nerve  377.21
Optic neuritis  377.30
Strabismus & other binoc  378
Nystagmus, Congenital  379.5
Meniere’s Disease  386.00
Tinnitus 388.30
Hypertension+  401.1
Ischemic Heart Disease  411.X
Angina pectoris  413
Arteriosclerotic Heart Dis 414.X
Cardiac conduction disord 426.X
Paroxysmal Atrial Tach**  427.0
Congestive Heart Failure  428.0
Post Cardiotomy Syndrom  429.4
Raynaud’s Disease  443.0
Thromboangiitis Obliteran  443.1
Polyarteritis Nodosa  446.0
Acute Sinusitis  461.9
Chronic Sinusitis  473.9
Chronic Obst Pulmo Dis  491.90
Emphysema  492.8
Asthma, unspecified  493.9
Pneumothorax, Spontaneo  512.8
Pulmonary Fibrosis 516.3
Cystic Fibrosis  518.89
Dentofacial anomaly pain  524.
T.M.J Sydrome  524.60
GastroEsophgeal Rflx Dis  530.81
Acute Gastritis  535.0
Gastritis+  535.5
Peptic Ulcer/Dyspepsia  536.8
Colitis, Ulcerative  536.9
Pylorospasm Reflux  537.81
Regional Enteri & Crohns  555.9
Colitis+  558.9
Colon diverticulitis  562.1
Constipation  564.0
Irritable Bowel Synd.  564.1
Dumping SydroPost Sur  564.2
Peritoneal pain  568
Hepatitis-non-viral  571.4
Pancreatitis  577.1
Celiac disease  579.0
Nephritis/nephropathy  583.81
Ureter spasm calculus  592
Urethritis/Cystitis 595.3
Prostatitis  600.0
Epididymitis**  604.xx
Pelvic pain  607.9
Testicular torsion  608.2
Pelvic Inflammatory Dis  614
Endometriosis**  617.9
Premenstrual Syndrome+  625.3
Pain, Vaginal/Pelvic  625.9
Menopausal syndrome  627.2

Sturge-Weber  Disease  759.6
Eczema  692.9
Pemphigus  694.4
Epidermolysis Bullosa  694.9
Erythma Multiforma  695.1
Rosacea 695.3
Psoriatic Arthritis  696.0
Psoriasis  696.1
Pruritus, pruritic+  698.9
Neurodermatitis  698.3
Atrophy Blanche  701.3
Alopecia 709.x
Lupus  710.0
Scleroderma  710.1
Sjogren’s  Disease ++  710.2
Dermatomyositis  710.3
Eosinophilia-Myalgia Syn.  710.5
Arthritis, Rheumatoid+  714.0
Felty’s Syndrome  714.1
Arthritis, Degenerative  715.0
Arthritis, post traumatic+  716.1
Arthropathy, Degenerat+  716.9
Patellar chondromalacia  717.7
Ankylosis  718.5
Multiple joints pain  719.49
Intervertebral Disk Diseas  722.x
L-S disk dis sciatic N irrit  722.1
IVDD Cerv w Myelopathy  722.71
Cervical Disk Disease  722.91
Cervicobrachial Syndrome  723.3
Lumbosacral Back Diseas  724.x
Spinal Stenosis  724.02
Lower Back Pain  724.5
Peripheral enthesopathies  726
Tenosynovitis  727.x
Dupuytens Contracture  728.6
Muscle Spasm  728.85
Fibromyagia/Fibrositis  729.1
Weber-Christian Dis++  729.30
Legg Calve Perthe Dis++  732.1
Osgood-Schlatter  732.4
Osteoporosis  733.0
Tietze’s Syndrome733.6
Melorheostosis  733.99
Spondylolisthesis**  738.4
Cerebral Aneurism  747.81
Polycystic Kidney  753.1x
Scoliosis  754.2
Club foot  754.70
Spina Bifida Occulta  756.17
Osteogenesis imperfecta  756.51

Ehlers Danlos Syndrom  756.83
Nail patella syndrome  756.89
Peutz-Jehgers Syndrme**  756.9
Mastocytosis  757.33
Darier’s Disease  757.39
Marfan syndrome  759.82
Sturge-Weber Eye Syn**  759.6
Nater’s Syndrome++  759.89
Insomnia+  780.52
Sleep Apnea Unspecified  780.57
Chronic Fatigue Synd  780.7
Tremor/Invol Movements  781.0
Myofacial Pain Syndrme** 782.0
Anorexia+  783.0
Bulemia 783.6
Hyperventilation  786.01
Cough+  786.2
Hiccough+  786.8
Vomiting  787.01
Nausea+  787.02
Diarrhea  787.91
Pain, Ureter  788.0
Cachexia  799.4
Vertebral disloc unspec  839.4
Whiplash  847.0
Back Sprain  847.9
Shoulder Injury Unspec  959.2
Fore Arm/Elbow/Wrist  959.3
Hand except finger  959.4
Finger  959.5
Hip  959.6
Knee, ankle & foot injury  959.7
Motion Sickness  994.6
Anaphylactic or Reaction  995.0
Renal Transplant ++  996.81
“Trachoria Growths”***

+ Represents citations from pre-1937
medical literature
++ Jeffrey Hergenrather, M.D.
* Eugene Schoenfeld, M.D.
** Dale Gieringer, PhD CA NORML
Hotline
*** Robert Wilson, Hayward
Hempery. Uncodeable and thought to
be a specious disease submitted by an
undercover agent who presented a false
physician’s note.
**** Barry R. McCaffrey
12-30-96 Press Conference
(quote from John Stuart Mill 1867)

Reported to California doctors between 1990 and 2005
By Tod Mikuriya, MD

Medical conditions that Californians have been treat-
ing successfully with cannabis are listed here accord-
ing to ICD-9 number. The International Classification
of Disease system was developed by the World Health
Organization to promote comparability in the collec-

tion, processing, classification and presentation of
mortality statistics.  It is universally required by insur-
ance companies to process claims.

Some 38,000 cases are coded by ICD-9 number in
the Oakland Cannabis Buyers’ Cooperative database,

and 8,500 in my practice. The number would be larger
if the Act-Up San Francisco contingent had not ob-
jected —because of privacy concerns— when the city’s
Department of Public Health set up their card system.

SCC doctors addressed the NORML meeting in San Francisco, April 2005.
left, back row: Tom O’Connell, Marian Fry, Philip A. Denney. Front row:

David Bearman, Frank
Lucido, Tod Mikuriya at the
NORML meeting in San
Francisco, April 2005. Doc-
tors associated with the So-
ciety of Cannabis Clinicians
have approved and moni-
tored the use of marijuana by
more than 50,000 patients.
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A Cooling Effect From Cannabis?
Findings & Observations

By Tod Mikuriya, MD
It has been observed by my office

staff and confirmed anecdotally by col-
leagues that people seeking physician
approval to medicate with cannabis usu-
ally register body temperatures markedly
below 98.6.

Hypothermia in the mouse is one of
the “classic tetrad” of symptoms indi-
cating activation of the cannabinoid sys-
tem. The genesis of hypothermia re-
quires further study. The Indian Hemp
Drugs Commission observed that one of
the reputed benefits was to help labor-
ers tolerate the heat. Cannabis was de-
scribed as used to cool the passions —
in contrast with alcohol, which heated
them.

A slower metabolic rate, over time,
might have implications for longevity. continued at right

People seeking physician ap-
proval to medicate with cannabis
usually register body tempera-
tures markedly below 98.6.

Clinically, cannabis appears to actu-
ally lower temperature and a couple of
patients have described a sense of cold
with transient shivering. The question
could be answered readily by compar-
ing temperatures of persons who have
THC metabolites in their urine and
people who don’t. If there turns out to
be a significantly lower temperature in
the cannabis-using population, one
might posit a slower metabolic rate
which, over time, might have implica-
tions for longevity. Temperature has a
significant effect on metabolic rate.  We
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Cannabis Alleviates Symptoms
Of Crohn’s Disease

Patients in a pilot study report wide-ranging benefits and
reduced reliance on drugs with adverse effects.

By Jeff Hergenrather, MD
A pilot study of the effect of can-

nabis on Crohn’s disease was conducted
in California this summer by physicians
in the Society of Cannabis Clinicians.
Crohn’s is an inflammatory bowel dis-
ease which is disabling and difficult to
treat. The cause has not been estab-
lished.

With co-authors Tod Mikuriya, MD,
and David Bearman, MD, and statisti-
cal support from Milton Harris, PhD, I
developed a questionnaire to assess the
changes that Crohn’s patients experi-
ence when they use cannabis on an “ad
lib” basis.  We and SCC colleagues
identified 32 Crohn’s patients. Eighteen
expressed willingness to participate and
12 completed questionnaires.

Our results were reported at the In-
ternational Association for Cannabis as
Medicine conference at Leiden Univer-
sity in the Netherlands in September.

For all signs and symptoms evalu-
ated in the study, the patients described
marked improvements with the use of
cannabis. Beneficial effects were re-
ported for appetite, pain, nausea, vom-
iting, fatigue, activity, and depression.
Patients also reported that cannabis use
resulted in weight gain, fewer stools per
day and fewer flare-ups of less sever-
ity.

Each patient rated all of these signs
and symptoms on a 0-10 scale both on
and off of the use of cannabis.  The av-
erage or mean values were then com-
pared with paired T tests to show the
average improvement patients report
for each category of study.  A probabil-
ity value was recorded for each mea-
surement to show how likely or unlikely
these results could be expected to oc-
cur randomly.  All probability values,
P values, reported were found to be sig-
nificant ( P= < .05 ) for the categories
measured.

Crohn’s disease remains a disease of
unknown etiology. It occurs in about
seven out of 100,000 population, typi-
cally in people of European decent.
What can be said about it is that the im-
mune system in the GI tract is

California doctors are in a
situation where the natural
medicine is available now.
Many of us feel we don’t need
chemists from the pharmaceu-
tical industry to reinvent these
molecules.

overreactive, misguided and destructive
to the intestine. Components in cannabis
are thought to exert some of their benefi-
cial effects by interacting with cannab-
inoid receptors in the intestine.

Cannabis-using Crohn’s patients not
only report significant relief of their
symptoms, they are also able to reduce
the amount of immunosuppressive medi-
cations that have been a mainstay of con-
ventional treatment. Imuran, methotrex-
ate, 6 MP,  and Remicade (an anti-TNF
drug) are greatly reduced. Asacol and
Pentasa brands of Mesalamine, an anti-
inflammatory medication with immuno-
modulating properties is also reduced in
many cases.  Steroids are noted to be re-
duced and often eliminated.

The immunosuppressives
cause the same side effects that
the disease causes: nausea,
vomiting, abdominal pain, and
diarrhea.

The immunosuppressives cause the
same side effects that the disease causes:
nausea, vomiting, abdominal pain, and
diarrhea. Mesalamine frequently was re-
ported to cause rash, itching, and photo-
sensitivity. Steroids have a host of com-
mon side effects including anxiety, de-
pression, irritability, nausea, vomiting, ab-
dominal pain; and, with chronic use, bone
thinning, glucose intolerance, peptic ul-
cers, and the Cushingoid state.

Though our results are reliable and sta-

tistically significant, they could be ig-
nored as invalid because of the nature of
the study.  The patients were self-se-
lected, presenting to their doctor for ap-
proval to legalize their use of cannabis.
They all used their own cannabis of un-
known quality and quantity.  There were
no control groups of Crohn’s patients
who did not use cannabis; nor were there
any placebo-controlled trials with a
group of patients using cannabis stripped
of its active ingredients.

Despite the fact that this pilot study
deviates from the “gold standard”  study
involving a treated group matched to a
control group of untreated patients
double-blinded (where neither the re-
searcher nor the patient knows if they
are getting the “real medicine” or not),
the patients who responded nonetheless,
unequivocally report improvement in
their symptoms and quality of life.

Some of the patients’ responses in-
clude these telling remarks:

• “A terrific reliever of Crohn’s symp-
toms.”

• “A more easily controlled medica-
tion than offered by pills.”

• “Alcohol has been a big problem for
me that I don’t have with cannabis.”

• “Only positive effects, no negative
effects.”

• “ Best appetite stimulant, very good
calming effect.”

• “Cannabis provides relief without
knocking me out or other bad side ef-
fects that I had with steroids.”

• “I’ve committed myself to this form
of therapy, and my quality of life has im-
proved by leaps and bounds.”

•  “I’ve struggled for years with opi-
ate addiction from chronic pancreatitis
—cannabis lets me control my pain with-
out being a slave to opiates.”

• “Marinol bothered my stomach —I
don’t get sick, constipated, or vomit with
cannabis.”

Our results are supported by a study
published in the August 2005 issue of
the journal Gastroenterology.  Research-
ers at the University of Bath determined
that cannabinoids activate the CB1 and

CB2 receptors in the gut lining, promot-
ing it to heal the inflamed lining of the
gastrointestinal tract.

Whereas the researchers in England
are looking to synthesize cannabis-like
drugs that have these therapeutic ben-
efits, California doctors are in a situa-
tion where the natural medicine is avail-
able now.  Many of us feel we don’t need
chemists from the pharmaceutical indus-
try to reinvent these molecules. Cannabis
works very well to relieve suffering.
Patients using it show significant im-
provement in their symptoms, weight,
and the frequency of stools.

Crohn’s disease is so debilitating and
life-threatening and so difficult to man-
age with conventional medications it is
very encouraging to find that cannabis
is proving to be an effective treatment
for it right now.

We hope to continue beyond the pilot
study as more Crohn’s patients become
aware of the beneficial effects of can-
nabis.  Continuing to pretend that can-
nabis has no health benefits, that it is ad-
dictive and dangerous to society as por-
trayed by the Controlled Substances Act
of 1970, should be and is an embarrass-
ment to civilized human beings.  Can-
nabis should be removed from schedul-
ing and prescribed as any other medica-
tion.

FLARE-UPS in Crohn’s disease are
graphed with respect to severity (bars at
left) and frequency (bars at right) with
and without the use of cannabis. Bars in
front row are with cannabis; bars in rear
row are without cannabis.

SYMPTOM CHANGES reported by patients in the CCRMG/
SCC Pilot Study on Crohn’s disease, 2005. Graph at left
compares the severity of symptoms for vomiting, depression,
nausea, gut pain, and fatigue reported by patients when using

cannabis (bars in front row) and without using cannabis (bars
in rear row). Graph at right shows effect of cannabis on
appetite and activity. Graphs represent mean paired values.

have to understand the mechanism of
hypothermogenesis.

If there is a hypothermia, what in-
fluence is there on the HPA (Hypothala-
mus Pituitary Adrenal networks) and all
of the interactions affecting levels of
circulating cortisol and epinephrine,
etc.? With management of diabetes,
cannabis decreases blood sugar by di-
minishing gluconeogenesis, which
plays out in decreased insulin require-
ment and improved stability.

This hypothermogenic effect ap-
pears to be dose-related and could con-
tribute to a neuroprotective effect after
trauma. The optimum delivery method
will require study. Hopefully, we will
see a vaporizer on ambulances for treat-
ment of head injury and seizures, and
at the bedside of pre- and post-neuro-
surgery patients.

In addition to external cooling, can-
nabis quiets the irritable CNS.  A combi-
nation of inhaled and oral cannabis would
be appropriate for acute CNS trauma from
internal or external etiology. I predict this
will become accepted and mainstream in
the future.

Raphael Mechoulam’s lab published a
paper in 2003 showing that hypothermia
appears to be an important factor as to why
the synthetic THC analog HU-210 was
protective in an animal model of stroke.
[Leker, R.R., Gai, N., Mechoulam, R. and
Ovadia, H. (2003) Drug-induced hypoth-
ermia reduces ischemic damage: effects
of the cannabinoid HU-210. Stroke 34,
2000-2006]...  If a patient presents to an
ER with a stroke, the first thing they will
do is put the patient’s head in a cooler and
pump them full of antioxidants (vitamin
E).

Cooling Effect from page 2
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Just as the marketing of Prozac by Eli Lilly familiar-
ized the public with “clinical depression” and “selec-
tive serotonin reuptake inhibitors” (SSRIs), so the mar-
keting of Rimonabant as a weight-loss drug by Sanofi
Aventis will educate millions about the endocannabinoid
system (ECS).

This was foreseen by Philip Denney, MD, who for-
wards, as part of the mounting evidence, a full-spread
advertisement placed by Sanofi Aventis in the Sept. 21,
2005 issue of JAMA, the Journal of the American Medi-
cal Association. Denney and others remain skeptical
about the longterm safety profile of a synthetic “can-
nabinoid-antagonist” drug that works by blocking the
natural receptor system.

The JAMA ad touts “A NEWLY DISCOVERED
PHYSIOLOGICAL SYSTEM... The Endocannabinoid
System (ECS).”  It succinctly explains the role the ECS
appears to play in “metabolic syndrome,” the condition
for which Sanofi Aventis hopes to get FDA approval to
market Rimonabant. Footnotes direct interested physi-
cians to papers from reputable sources.

The significance of this carefully documented ad in
such a prestigious journal is huge. It seems like only
yesterday that the Drug Czar was ridiculing Tod
Mikuriya as a practitioner of “Cheech and Chong medi-
cine.”  Now, plainly stated in JAMA by the world’s third-
largest pharmaceutical company, is the biological basis
for how marijuana affects so many systems within the
body.

The text is faint and blurry. The left-hand page de-
picts an endocannabinoid floating like a stylized shark
over a cell membrane from which cannabinoid recep-
tors protrude like plugs in a distributor cap. Accompa-
nying text asserts, “CB1-receptor activation triggers a
cascade of intracellular events that impact
cardiometabolic risk.”

Metabolic syndrome is defined on the right-hand page

JAMA Acknowledges The Endocannabinoid System (“ECS”)

as a cluster of risk factors: decreased “good” choles-
terol; elevated blood pressure, trigycerides and glucose
levels; and a widening waistline. Adipose tissue is de-
fined as “a metabolically active endocrine organ —more
than just a storage facility for fat, it has metabolic ef-
fects.”

The endocannabinoid system “impacts metabolic
functions” and “consists of signaling molecules and their
receptors, including the cannabinoid receptors (CB1 and
CB2). The CB1 receptors “may impact lipid levels and
insulin sensitivity.” They are “located centrally in the

brain and peripherally in liver, muscle and adipose tis-
sue. ECS overactivity in adipose tissue is associated with
decreases in the hormone adiponectiun, which may be
linked to dylipidemia, insulin resistance, and intra-ab-
dominal adiposity.”

Additionally, CB1 receptors are “at the center of a
cascade of events with potential impact on
cardiometabolic risk.” And they “May assist in regulat-
ing physiologic processes, e.g., lipid and glucose me-
tabolism.”

   By Philip A. Denney, MD
Outline of a talk to second-year students at the USC Keck School of Medicine

March 9, 2005.

Clinical Uses of Cannabis: Lessons from a California Practice

A. Introduction
1. Cannabis has been used for millennia by most cultures.

2. Very safe.
        a. No potential for serious overdose
        b. No addiction
        c. Dependence similar to caffeine

    3. Non-toxic
        a. No end organ damage
        b. Risk of smoking is small without tobacco use.

    4. Primarily adjunctive (used with other drugs)

    5. Delivery Systems include smoking, oral use, vaporization, sublin-
gual spray (available in Canada)

    6. How does cannabis work?
        a. Endocannabinoids —ancient system found in most species (hydra,
starfish,  leeches) preserved in evolution some 500 million years.
        b. Depolarization suppression of inhibition” —communication from
post-synaptic to pre-synaptic neurons.

    7. Dosage varies widely, usually an ounce or less per week.

B. Clinical Uses (9700 evaluations)

    1. Primary use is for chronic pain (about half our patients)
        a. Very useful for patients on opiates

1. improves quality of life.
2. Allows less narcotics (up to 50% reductions)

        b. Especially good for neuropathic pain
1. Neuropathy
2. Radiculopathy
3. Phantom Limb Syndrome
4. Brachial Plexus injuries

        c. Fibromyalgia

   2. Conditions with muscle spasm
        a. Multiple Sclerosis
        b. Paraplegia/Quadriplegia
        c. Periodic Movement disorder of sleep (Restless legs syndrome)
        d. Works as well or better than Baclofen

    3. Gastrointestinal Disorders
        a. Nausea/Vomiting
        b. Hepatitis C
        c. Wasting Syndrome
        d. Inflammatory bowel disease
        e. Eating Disorders

    4. Psychiatric Conditions
        a. Chronic Anxiety
        b. Depression —elevates mood
        c. Bipolar Affective Disorder
        d. PTSD —promotes restful sleep
        e. ADHD

    5. Glaucoma
      Useful in situation with poorly controlled pressures despite optimum
standard treatments.

    6. Migraine
        a. Dramatic success in patients with aura if used early
        b. Prevention/Prophylaxis

    7. Seizure Disorders
        a. Increases seizure threshold.
        b. Seizure meds more effective, lower dosage required
        c. Some evidence of neuroprotective effect

    8. Other Conditions
        a. Tourette’s Syndrome
        b. Premenstrual Dysphoric Disorder
        c. Hyperemesis Gravidarum
        d. Harm Reduction substitute  (alternative to addictive drugs, in
cluding alcohol)

C. Summary

    1. Cannabis is very useful in a variety of conditions

    2. Safe/Non-toxic

    3. Use is primarily adjunctive

    4. Biggest risk remains political

    5. Future uses —non-smoked delivery systems (Sativex)
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Marijuana and Impairment
By Richard Bayer, MD

• Richard “Rick” Bayer, MD is board-
certified in internal medicine and a Fel-
low in the American College of Physi-
cians. He was a chief petitioner of the
Oregon Medical Marijuana Act in 1998,
and has appeared as an expert witness
in Oregon state courts. He can be con-
tacted through his website,

 www.omma1998.org

• The Safety posters were made in the
1930s by artists employed by the federal
Works Progress Administration. Urine
testing is a demeaning substitute for
regulations and programs that protect
workers.

Does cannabis alone, inhaled eight or
more hours before activities such as driv-
ing a vehicle or working with machin-
ery, cause significant mental or motor
impairment that might increase risk to
self or others? This is the question that
Oregon legislators should have consid-
ered during the session just ended.

Instead, the Republican-controlled
House passed a bill that would allow em-
ployers to fire —without evidence of im-
pairment— workers who register with
the Oregon Medical Marijuana Program
and who use marijuana as medicine.
Fortunately, the house bill failed in a
Democrat-controlled Senate committee
after heated testimony, but this may be a
temporary reprieve as this legislation
will probably be introduced again in the
next round.

The scientific evidence
Cannabis has been used to relieve

pain for centuries throughout the world,
including the US, prior to the enactment
of the Cannabis Tax Act of 1937.1 Can-
nabinoids are a category of substances
with cannabis-like properties and include
the natural cannabis plant, synthetic can-
nabinoids, and internal (endogenous)
hormones that mimic cannabis.

Case reports of the benefit of smoked
cannabis to relieve pain are published.2

The major psychoactive cannabinoid,
THC, is as effective as codeine for re-
lieving pain. Researchers wrote, “This
trial has demonstrated an analgesic [anti-
pain] effect of THC in patients with can-
cer pain.”3 Experiments with monkeys
and rats show unequivocal science for
the analgesic effect of cannabinoids in
laboratory animals.4 Endogenous can-
nabinoids are important in pain control.5

GW Pharmaceuticals has performed ran-
domized double-blind placebo-con-
trolled trials showing Sativex, a cannabis
extract administered under the tongue,
markedly improves pain and muscle
spasm. 6 Canada recently approved
Sativex for treating pain with applica-
tions pending in the US and other coun-
tries.7  The International Association for
Cannabis as Medicine (IACM) lists doz-
ens of clinical studies including studies
on pain.8 Perhaps the best summary is
from the prestigious Institute of Medi-
cine, “In conclusion, the available evi-
dence from animal and human studies
indicates that cannabinoids can have a
substantial analgesic effect.”9

The Oregon Medical Marijuana Act
passed in 1998 states, “The people of the
state of Oregon hereby find that: (1) Pa-
tients and doctors have found marijuana
to be an effective treatment for suffer-
ing caused by debilitating medical con-
ditions, and therefore, marijuana should
be treated like other medicines.”10  This
means Oregonians voted to make medi-

cal marijuana treated like medical mor-
phine, medical synthetic THC, or Food
and Drug Administration-approved
medicines.

An inhaled medicine typi-
cally works faster but the ef-
fects usually do not last as long
as a medicine taken by mouth
that must be absorbed by the
digestive tract.

The psychoactive effects of both syn-
thetic THC (Marinol) and herbal mari-
juana are due primarily to THC.11 The
timing issues about how a drug behaves
in the body are called pharmacokinetics
and are mostly dependent on the method
of administering the drug. For example,
an inhaled medicine typically works
faster but the effects usually do not last
as long as a medicine taken by mouth
that must be absorbed by the digestive
tract. Inhaling cannabis through smok-
ing or vaporizing cannabis bypasses the
digestive tract.

In “A Primer of Drug Action,” phar-
macologist Robert Julian, MD, PhD,
states, “absorption of inhaled drugs is
rapid and complete. The onset of behav-
ioral effects of THC in smoked mari-
juana occurs almost immediately after
smoking begins and corresponds with
the rapid attainment of peak concentra-
tions in plasma. Unless more is smoked,
the effects seldom last longer than three
to four hours.”12

In “Clinical Pharmacokinetics of
Cannabinoids” Franjo Grotenhermen,
MD, wrote, “Pulmonary [lung] assimi-
lation of inhaled THC causes a maxi-
mum plasma concentration within min-
utes, while psychotropic effects [the
“high”] start within seconds to a few
minutes, reach a maximum after 15 to
30 minutes, and taper off within two or
three hours.”

Grotenhermen states, “The peak psy-
chotropic effects (‘high’) after intrave-
nous and inhaled THC application were
noted after 20-30 minutes and decreased
to low-levels after three hours and to
baseline after four hours (Hollister et al
1981, Lindgren et al 1981, Chiang and
Barnet 1984)... Hence about one to four
hours after smoking there is a good cor-
relation between plasma level and effects
(Chiang and Barnett 1984). There was
also a good correlation between THC
plasma levels and other effects in this
phase, with heart rate (Cocchetto et al
1981) and with psychomotor impairment
(Barnett et al 1985).” In summary, this

peer-reviewed scientific article informs
us that the impairment resolves when
plasma THC levels return to low-levels
at three hours and baseline around four
hours after smoking marijuana.13

Since THC acts identically whether
synthetic or herbal, we should look at
the warnings section of the US Food and
Drug Administration (FDA)-approved
dro-nabinol (synthetic THC marketed as
Marinol): “WARNINGS: Patients re-
ceiving treatment with Marinol should
be specifically warned not to drive, op-
erate machinery, or engage in any haz-
ardous activity until it is established that
they are able to tolerate the drug and per-
form such task safely.”14  This is sound
advice.

In the above studies, impairment from
smoked cannabis or marijuana resolves
within four hours. Since synthetic THC
and herbal THC are identical once in-
side the body, there is no scientific ra-
tionale for discrimination against those
who prefer medical THC from an herbal
rather than a synthetic source. The
Marinol package insert warnings should
be heeded regardless of whether a per-
son uses synthetic FDA-approved THC
(as in Marinol) or herbal THC (as in
marijuana or cannabis).

When a clinician monitors drug
therapy, s/he educates a patient through
a careful explanation of the procedure
(method of use and expected results),
alternative therapies, and risks involved
in using or not using the medicine. There
are many medicines —prescription or
non-prescription— that cause drowsi-
ness or impairment. These include medi-
cine for blood pressure, diabetes, arthri-
tis, respiratory infection, allergies, mood
stabilization, and pain.  Physicians and
patients use good communication to
lessen risks of adverse drug reactions.

It is important to avoid impairment
when driving, operating machinery, or
engaging in any hazardous activity
whether in the workplace or not. Moni-
toring by family, friends, peers, and co-
workers for anyone’s impairment can
improve safety. One reason that direct
observation of impairment is important
is that impairment can be caused by

Washburn v. Columbia Forest Products

The Oregon Supreme Court has
agreed to review Washburn v. Colum-
bia Forest Products, Inc., a case that
will clarify how much protection the
Oregon Medical Marijuana Act
(OMMA) affords workers.

Robert Washburn  was hired by Co-
lumbia in 1996 to work in a Klamath
Falls mill that produced plywood.
Washburn got a card through the state
medical marijuana program in 1999 af-
ter a doctor approved its use for pain-
related insomnia. Washburn never
showed signs of impairment on the job,
but was fired in 2001 after his urine

tested positive for marijuana metabo-
lites.

Washburn sued for reinstatement
and back pay. A Multnomah County
Circuit Court judge ruled against him,
citing a clause in OMMA saying the
act shall not be construed to require
“an employer to accommodate use of
medical marijuana in the workplace.”

Washburn appealed, arguing that
he didn’t use marijuana at the mill
(“in” his workplace) but only at home,
before going to bed. In January of this
year the Court of Appeals ruled for
Washburn.  Columbia Forest Products
then asked the state supreme court to
review the ruling. They will hear ar-
guments November 7.

 The prospect of Washburn pre-
vailing  inspired an employers’ con-
sortium to try to undermine OMMA
by a bill, HB2693, confirming their
“right” to fire workers who use mari-
juana whether on or off the job. It
passed the Republican-controlled
House this summer, then failed in a
Democrat-controlled Senate commit-
tee. “This may be a temporary re-
prieve,” says Bayer, who expects the
employers to reintroduce the measure.

This article is based on Bayer’s
July 10 testimony to the Senate com-
mittee opposing HB2693.

continued on next page

 Impairment from smoked
cannabis or marijuana re-
solves within four hours.

health problems not related to prescrip-
tion medicines. Things like non-prescrip-
tion over-the-counter medicines, acute
influenza, or a family emergency result-
ing in lost sleep can cause impairment.
This means good communication be-
tween employees and employer can
lessen risk of impairment at work.

Urine drug testing to monitor therapy
is not routinely used in clinical medicine.
It is helpful in toxicology or poisoning
cases when a doctor is uncertain what
drugs are in the body. Urine tests are also
used in medical-legal settings. The stan-
dard urine test for “marijuana” does not
test for the “parent drug,” THC, but tests
for an inactive non-psychoactive me-
tabolite or breakdown product of THC.
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Inactive breakdown products
in a standard “urine marijuana
test” can remain positive for
weeks to months after consum-
ing cannabis, even when there
is no impairment.

Inactive breakdown products in a
standard “urine marijuana test” can re-
main positive for weeks to months after
consuming cannabis, even when there is
no impairment. The US Department of
Transportation commented about urine
drug testing  that, “while a positive urine
test is solid proof of drug use within the
last few days, it cannot be used by itself
to prove behavioral impairment during
a focal event.” 15 In other words, urine
drug testing does not prove impairment,
it only proves recent use.

Flight-simulator studies
Between 1976 and 1991, there were

at least four flight-simulator studies pub-
lished according to a Library of Medi-
cine search. One showed impairment for
at least two hours that resolved by four
to six hours.16Three others by a differ-
ent research team showed conflicting re-
sults. Two of those three show some
impairment at 24 hours,17, 18while one of
the three studies showed abnormal flight
simulator results only at four hours but
none at eight or 24 hours.19 Another un-
published study by the same group failed
to find impairment, bringing the total
studies to five.

These mixed results create confusion.
Since blood levels of THC are near
baseline four hours after smoking can-
nabis and impairment beyond four hours
cannot be consistently demonstrated, the
researchers actually call this flight simu-
lator result a “hangover effect” rather
than intoxication. According to Dr.
Leirer, the purported hangover effect is
“very marginal” and is only detected in
tests of “very complex human/machine
performance.” Comparable subtle effects
are reported at very low blood-alcohol
levels of 0.025%, which is well below
the .04% level allowed in commercial
motor vehicle drivers.20

Possibly because of confusion sur-
rounding flight simulator data, other re-
searchers study actual motor vehicle ac-
cidents. In 2002, authors Gregory
Chesher and Marie Longo concluded,
“At the present time, the evidence to sug-
gest an involvement of cannabis in road
crashes is scientifically unproven.” 21

However as they note, some of this may
be because of evolving science. As men-
tioned above, testing for inactive urine

metabolites does not test for impairment.
Recent studies continue to show that “no
increased risk for road trauma was found
for drivers exposed to cannabis.” 22

But there is also an effort to base im-
pairment on measuring the “parent drug”
responsible for impairment, namely THC.
Dr. Olaf Drummer, measured THC lev-
els in fatal crashes in Australia and no-
ticed an association between high THC
levels and risk of traffic fatality even in
the absence of other drugs.23 Based on
forensic evidence, he determines whether
a driver is “culpable” or responsible for
the fatal accident and correlates it to blood
THC levels. Drummer and colleagues
conclude, “Recent use of cannabis may
increase crash risk, whereas past use of
cannabis does not.”24

Grotenhermen’s review of Drum-
mer’s work adds, “While drivers with low
concentrations [of THC] in their blood
had a lower probability of causing a traf-
fic accident than drug free drivers, higher
THC concentrations were associated with
a considerably higher culpability ratio.”
25

It remains unclear how to define the
gray area about what is “recent” and what
is “past” use of cannabis, even if one sup-
ports using parent-drug blood THC lev-
els as a marker for impairment. This is
because the THC level below which there
is no impairment, varies dramatically
among individuals. Plus, the actual num-
bers of persons who have only THC in
the blood and are involved in accidents
is low and studies still lack adequate sta-
tistical significance to draw scientifically
firm conclusions.

Those concerned about legislation
suggest that since no culpability appears
to exist below blood levels of 10 nano-
grams per milliliter (ng/ml), that any pro-
posed cutoffs be above 10 ng/ml of
THC.26 A study using coordination test-
ing showed inevitable failure on field so-
briety testing if blood THC levels were
25-30 ng/ml but many failed testing at
90 and 150 minutes after smoking even
though plasma concentrations were rather
low.

The researchers had the foresight to
conclude that “establishing a clear rela-
tion between THC plasma concentrations
and clinical impairment will be much
more difficult than for alcohol.”27 This is
primarily because alcohol and THC are
chemically different and are metabolized
differently inside the body. With passage
of medical marijuana laws, we need ad-
ditional research to show if there is a cor-
relation between clinical impairment and
blood THC levels. Daily cannabis users
(like patients) can have levels as high as

from smoking marijuana and no scien-
tific evidence of any increased risk of
motor vehicle accidents beyond four
hours after smoking marijuana. As a
medical cannabis expert, I do not con-
done any medical marijuana use of can-
nabis at work. But, private employer-
employee agreements to abstain within
four to eight hours prior to work seem a
reasonable type of compromise. This still
preserves safety, and would be consis-
tent with medical treatment plans using
other medicines that may impair.

Registration in the Oregon Medical
Marijuana Program should never be sole
cause for termination of employment.
Medical use of marijuana within Oregon
law should be treated like medical
Marinol, medical morphine, and other
medications both in and out of the work-
place. It is discriminatory to fire an un-
impaired worker whose only cause for
firing is registration with the Oregon
Department of Human Services Oregon
Medical Marijuana Program.
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6 to 10 ng/ml without clini-
cal impairment even after
24 or more hours of absti-
nence. 28,29  While the sci-
ence evolves, most experts
think it remains premature
to make firm conclusions
about the proper cutoff lev-
els using blood THC for
“Driving Under the Influ-
ence” suspicion.30 Proper
clinical discussion of medi-
cal marijuana therapy and
necessary clinical observa-
tion for impairment remain
the primary methods of
monitoring for possible ad-
verse reactions at this time.

In summary, there is no
consistent scientific evi-
dence showing any impair-
ment beyond four hours
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DRONABINOL is synthetic THC in sesame-oil cap-
sules. It was marketed as Marinol by Roxane Labo-
ratories in 1987.  By comparing rates at which THC
from dronabinol and smoked natural cannabis are ab-
sorbed into the bloodstream, the authors calculated
equivalent doses. The FDA originally approved
Marinol as a treatment for nausea and subsequently
approved it as an appetite stimulant.  After years on
Schedule II it was moved to Schedule III by the DEA
in 1999.

By Gregory T. Carter, MD, Patrick
Weydt, MD, Muraco Kyashna-Tocha,
PhD, and Donald I. Abrams, MD

 Typically, cannabis is smoked as a
cigarette weighing between 0.5 and 1.0
g. After combustion and inhalation, peak
venous blood levels of 75 to 150 nano-
grams per milliliter of plasma appear
about the time smoking is finished.

 The main advantage of smoking is
rapid onset of effect and easy dose titra-
tion. When cannabis is smoked, cannab-
inoids in the form of an aerosol in the
inhaled smoke are absorbed and deliv-
ered to the brain rapidly as would be
expected of a highly lipid-soluble drug.

A person’s smoking behavior during
an experiment is difficult for a researcher
to control and smoking behavior is not
easily standardized, although some re-
search protocols for standardization of
smoking have been developed. An ex-
perienced cannabis smoker can titrate
and regulate dose to obtain the desired
acute effects and to minimize undesired
effects.

 Each puff delivers a discrete dose of
cannabinoids to the body. Puff and in-
halation volume changes with phase of
smoking, tending to be highest at the
beginning and lowest at the end of smok-
ing a cigarette.

Heavy users could absorb as
much as 27% of available THC,
which may be twice as much as
an infrequent user may absorb.

Some studies found frequent users to
have higher puff volumes than did less
frequent cannabis users. Heavy users
could absorb as much as 27% of avail-
able THC, which may be twice as much
as an infrequent user may absorb.

During smoking, as the cigarette
length shortens, the concentration of
THC in the remaining cannabis in-
creases. Thus, each successive puff con-
tains an increasing concentration of
THC.  However, up to 40% of the avail-
able THC may be completely combusted
in the process of smoking and not be bio-

Listening to Marinol

Rational Guidelines for Dosing
in pharmacokinetics between oral con-
sumption and smoking. There are vary-
ing physiological effects when other
cannabiods are present, as is the case with
cannabis plant material.

It is also not clear how the original
dosing construct for dronabinol was ar-
rived at, although we assume it was done
through clinical testing for therapeutic
benefit versus side effects. Despite these
inherent limitations, these calculations do
provide approximate dose equivalents by
weight and are useful as long as one rec-
ognizes these limitations.

By directly applying these figures to
the recommended dronabinol dosing
model of 30-90 mg per day, we arrive at
the dosages shown in table 2 (assuming
negligible amounts of cannabidiol
present in the cannabis)

Our derived figures lie very closely
within the range of reported amounts. In
informal surveys from patients in Wash-
ington and California, the average re-
ported consumption of cannabis by me-
dicinal users typically ranges between 10
- 20 g per week, or approximately 1.42
to 2.86g per day.

If the mean strength of the medical

larger doses of long-acting
opioids as patients develop
tolerance. These patients
are also generally given
prescriptions of fast-onset,
short-acting opioids for
“breakthrough pain.”  This
is accepted practice, de-
spite the fact that opioids,
even in an opioid-depen-
dent patient, still have the
capacity to suppress
breathing to the extent of
inducing respiratory arrest.

Long-term cannabis us-
ers can develop tolerance
but there is essentially no
risk for overdose. Thus, it
is conceivable that a long-
term cannabis user may re-
quire significantly larger amounts of
cannabis to achieve a therapeutic effect.
In addition, those who use cannabis by
ingestion may also require significantly
higher amounts. Until more refined and
purified cannabinoid preparations are
available, it will not be possible to de-
rive a more specific or exact dosing
schedule. It is therefore critical that le-

tration dosing model be used. The guide-
lines we have described provide a dos-
ing construct for patients and physicians
to do this. These guidelines also provide
legal authorities some reference points
as to what would be considered a rea-
sonable amount of cannabis to use for
medicinal purposes.

Gregory Carter is with the Depart-
ment of Rehabilitation Medicine and
Patrick Weydt with Department of Neu-
rology at the University of Washington
School of Medicine in Seattle. Muraco
Kyashna-Tocha is with the Cyber An-
thropology Institute, Seattle. Donald I.
Abrams is with the Division of Hema-
tology/Oncology, Department of Medi-
cine, San Francisco General Hospital.

This paper, excerpted from
CannabisMD.org, was supported by a
grant from the National Institute on Dis-
ability and Rehabilitation Research,
Washington, D.C., USA. It can be read
in its entirety, with ample footnotes, at

http://cannabismd.org/foundation/
mmjdosingguidelines.php

30mg     60mg     90mg
10% THC 1.85g 3.70g 5.55g
15% THC 1.23g 2.46g 3.69g
20% THC 0.93g 1.86g 2.79g
25% THC 0.75g 1.50g 2.25g
30% THC 0.62g 1.24g 1.86g

%THC in
cannabis

amount in grams
needed to obtain:

2. Amount of Cannabis
Equivalent to 30-90 mg dronabinol

Case Note:
Extreme Sensitivity to Marinol

A married 51-year-old male computer scientist with severe migraines for some
16 years experienced serious adverse effects from conventional treatments of
Immitrex, Maxalt, amitriptyline, antivert; lives in a state with no legal access to
medical marijuana; discovered that small amounts of Marinol would control his
headaches. (And concurrently his irritable bowel syndrome as well.) Sensitive to
most medications, he discovered cannabis to be efficacious without adverse ef-
fects. Because of its illegal status, Marinol (dronabinol) was begun. The 2.5 mg
dose would put him to sleep and he would wake up feeling stoned.  So he took to
extracting a  quarter of the 2.5 milligram dose with a needle. That worked for a
couple of years but now he’s developed sensitivity even to the lower dose. He’s
tried discontinuing on several occasions times but the migraines return.  Suggested
that the patient explore the legality of obtaining Sativex through Canada.

I contacted the regional representative from Solvay, who will forward this case
report to their medical department. The preparation of dronabinol of lesser concen-
tration might solve the problem. The other possibility is an inhaled preparation for
finer titration. Solvay is working on this, I was told by the representative.

—Tod Mikuriya, MD

1. Maximum absorption of THC
per gram of cannabis

Maximum delivery
to patient is

For 1 gram of
cannabis with:

10% THC
15% THC
20% THC
25% THC

16.2 mg THC
24.3 mg THC
32.4 mg THC
40.5 mg THC

logically available.
Post smoking assay of cannabinoids

in blood or urine can partially quantify
dose actually absorbed after smoking,
but the analytic procedures are method-
ologically demanding.

The only form of cannabinoid that is
available by a formal, dose specific, pre-
scription is dronabinol. There are too
many variables in the published clinical
trials and case series with raw cannabis
to use those studies as a basis for deriv-
ing dosages. Thus we will use the
dronabinol prescription guidelines as
published by the manufacturer and ac-
cepted by United States Food and Drug
Administration (FDA) as the basis for
formulating our dosing recommenda-
tions for natural cannabis.

It is critical to note that dronabinol is
an oral preparation and contains only
THC. Most medicinal cannabis patients
use smoking as the route of delivery. As
noted, there are significant differences

cannabis is 19% THC (negligible CBD),
and the average strength is 15% THC as
reported by Geiringer, then the amount
of cannabis needed to absorb a 30mg
THC dose is .88-1.23g, and the amount
needed for 90mg of THC is 2.65-3.69g.
of cannabis. These figures all share a
strikingly similar range.

Our recommended dosages are  rein-
forced by two of the only studies that uti-
lized smoked cannabis in a dosing regime
(Chang, 1975, and Vinciguerra, 1988).
These dosages are also within the medi-
cal cannabis guidelines allowed in the
Canadian medical system. (The Cana-
dian medical allowance is for 1-12 g a
day with less than 5 g being the mean.)

Thus, despite all of the noted vari-
ables, there is remarkable consistency
among the derived and reported doses
noted here. The biggest limitations of our
dosing model is that it is based on THC
concentrations, despite growing evidence
that THC may not even be the most clini-
cally useful cannabinoid. However, given
the current state of the known, published
pharmacology of cannabis, this is the best
dosing model that can be derived.

Table 3 shows our final derived dos-
ing recommendations.

Tolerance
An issue that warrants discussion is

physiological tolerance, which plays a
role in dosing cannabis. With regard to
treating chronic, intractable pain, physi-
cians will often prescribe increasingly

10% THC      .15 g - 5.55g
15% THC      .12 g - 3.69g
20% THC      .08 g - 2.79g
25% THC      .04 g - 2.25g
30% THC      .01 g - 1.86g

Daily dosage to =
2.5 - 90 mg of THC

3. Dosing Recommendations
%THC in
cannabis

gal authorities consult with
medical experts before arriving
at any conclusions at to the ap-
propriateness of the amount of
usage.

We have outlined reasonable
guidelines for dosing of medi-
cal cannabis, based on the
known pharmacology. How-
ever, because of the complexi-

ties of the cannabis plant, the chemistry
of the various forms of cannabinoids, pa-
tient tolerance, differing routes of intake
and delivery systems, there are inherent
limitations to these guidelines.

Recognizing this, we recommend that
an individual, patient-controlled, self-ti-

A clear, easy guide for growing
good quality medicine from

WAMM’s Agricultural Director,
Mike Corral.

• Step-by-step from seed to storage
• Secrets revealed for maximum yield

• Definitive guide to sexing plants
• Grow organically anywhere outdoors.

Can be ordered online
at WAMM.org

By mail: $23.90 check or money order
 to Ebovision,

309 Cedar St. #39,
Santa Cruz, CA 95060
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Implications of Early Cannabis Initiation
Anti-Gateway Drug?

  Applicants for medical cannabis recommendations seen by the author were
grouped by decade of birth. Average age at which each cohort recalled trying
cannabis (scale at left, upper curve) and their rates of admitted heroin initiation
(scale right, lower curve) are compared.
   The progressive decline in the average age at which adolescents have been trying
(initiating) cannabis- and the concomitant decline in the percentage trying heroin-
casts great doubt on the validity of any “gateway” role for cannabis. It supports
the opposite interpretation: teens who begin self-medicating with cannabis at an
early age may be protected against problematic use of other agents —not only
against tobacco and alcohol, but against heroin and other illegal drugs.
   A total of 1591 applicants were interviewed. They had tried (‘initiated’) illegal
drugs besides cannabis at much higher rates than those reported by the annual
surveys begun by the ‘Monitoring the Future’ project  in 1975 and now utilized in
the annual SAMHSA surveys.

By Tom O’Connell, MD
I have been conducting an ongoing

clinical study of applicants seeking
“medical” designations under the aegis
of Proposition 215. By encouraging in-
dividuals regarded (perhaps even by
themselves) as “recreational” users to
seek recommendations, Prop 215 created
the opportunity for physicians to gather
clinical data of a type not previously
available.

Over the course of nine months I de-
veloped a structured interview that al-
lowed construction of a user “profile”
by relating family and school histories
to initiations and lifetime experiences
with alcohol, tobacco, cannabis and other
illegal “drugs of abuse.”

It soon became apparent that the great
majority of applicants -whatever visceral
or structural lesions they now cited to
justify their use of cannabis- had first
tried it as adolescents. They had been
(often unwittingly) using it over long
intervals as safe and effective self-medi-
cation for a panoply of emotional symp-
toms.

Most of their  initiations occurred
during junior high or high school (i.e.,
the age period at which federal policy is
designed to deter cannabis use).

The relative scarcity of applicants
born before 1946 indirectly confirms that
older patients who had not initiated can-
nabis as adolescents are very reluctant
to even try it. This holds true even when
they are experiencing symptoms known
to respond to cannabis (nausea associ-
ated with chemotherapy, for example).

Because they had come of age before the
hippie/Vietnam era, tobacco and alcohol
had been their only readily available
options for self-medication.

Implications for drug policy
Despite their adverse health and so-

cial consequences, alcohol and tobacco
have been essentially receiving prefer-
ential endorsement from national drug
policy. Alcohol and tobacco remain le-
gal while cannabis use is criminalized.
Research aimed at  exploring medical
applications is stifled.

Symptoms being treated by self-
medication are variants of anxiety that
relate to low self-esteem (often associ-
ated with physically or emotionally ab-
sent fathers). The aggressive drug ini-
tiation patterns exhibited by these pa-

tients suggests that repetitive drug use
is an unwitting search for relief brought
on by low self-esteem.

Symptoms being treated by self-
medication are variants of anxiety that
relate to low self-esteem

Demographic Notes
Standardized information has now

been gathered from approximately 3000
individuals.  Chronic cannabis users born
before 1946 are very uncommon, com-
pared with early ‘baby boomers born just
in time for the Vietnam/hippie era.
Chronic cannabis use typically begins
after initiation during middle and high
school years.  The increased availability
of cannabis to adolescents over time is
manifested by a decline in average age
at initiation noted after 1975.

The ‘gateway’ hypothesis —that can-
nabis somehow leads its youthful ini-
tiates to progress to “harder” drugs—
was based on limited observations, made
during the mid-1970s, on youths born in
the late ’40s and early ’50s. Demo-
graphic data from that population sug-
gests they were on the leading edge of
what would  gradually become today’s
huge illegal market. Continuing Con-
gressional pique at the size of that mar-
ket has prompted enactment  of “add-
on” penalties which apply primarily to
adolescents and young adults convicted
of marijuana “crimes.”

For updates on Tom O’Connell, MD’s
study and his observations on cannabis
and applicable policy see

http://www.doctortom.org/

By Katherine O’Keefe
and Mitch Earleywine
Nine years after the passage of the nation’s

first state medical marijuana law, California’s
Prop. 215, a considerable body of data shows
that no state with a medical marijuana law
has experienced an increase in youth mari-
juana use since their law’s enactment. All
have reported overall decreases of more than
the national average decrease —exceeding
50% in some age groups— strongly suggest-
ing that enactment of state medical marijuana
laws does not increase teen marijuana use.

• In California, which has the longest-
term, most detailed data available,  the num-
ber of ninth graders reporting marijuana use
in the last 30 days declined by 47% from
1996 (when the state’s medical marijuana law
passed) to 2004. An analysis commissioned
by the California Department of Alcohol and
Drug Programs found “no evidence support-
ing that the passage of Proposition 215 in-
creased marijuana use during this period.”

tween 25% and 50%.
•  In Hawaii, youth marijuana use has de-

creased among all surveyed grade levels by
as much as 38% since the 2000 passage of
the state’s medical marijuana law.

•  Data from Maine suggest a modest de-
cline since the 1999 passage of its law. Data
from Nevada (whose law was passed in 2000)
and Alaska (whose law was passed in 1998)
show overall decreases in marijuana use, with
a modest increase in a few individual grade
levels.

• Data from Oregon (whose law passed
in 1998) suggest modest declines in mari-
juana use among the two grades surveyed in
2004, a slight decrease in lifetime marijuana
use among high schoolers, and a tiny increase
in current marijuana use among high
schoolers. Colorado (whose law passed in
2000) is the only state without an in-depth
statewide survey, but the limited data avail-
able suggest modest declines in Colorado
teens’ marijuana usage as well.

• Vermont and Montana, whose medical
marijuana laws were enacted in 2004, have
not yet produced statistically valid data cov-
ering the period since their laws were passed.

Nationwide, teenage marijuana use has
decreased in the nine years since California
enacted the country’s first effective medical
marijuana law. Overall, the trends in states
with medical marijuana laws are slightly
more favorable than the trends nationwide.

California, Washington, and Colorado
have all seen much greater drops in marijuana
usage than have occurred nationwide. Over-
all, Alaska’s and Hawaii’s trends are also
more favorable than nationwide trends,
though some individual measures are less
favorable. Trends from Maine, Oregon, and
Nevada are slightly less favorable than na-
tionwide trends, although use is still down.

When states consider proposals to allow
the medical use of marijuana under state law,
the concern often arises that such laws might
“send the wrong message” and therefore
cause an increase in marijuana use among

young people. The available evidence
strongly suggests that this hypothesis is in-
correct and that enactment of state medical
marijuana laws has not increased adolescent
marijuana use. Consequently, legislators
should evaluate medical marijuana propos-
als based on their own merits —without re-
gard for the speculative and unsupported as-
sertions about the bills sending the “wrong
message.”

Methods & Data Sources:
Nearly every state that has enacted a medi-

cal marijuana law has conducted surveys on
adolescent marijuana use both before and
after their medical marijuana laws were en-
acted. We analyzed publicly available data
from all such surveys considered statistically
valid by the agencies that performed them.

Since 1996, 10 states  —Alaska, Califor-
nia, Colorado, Hawaii, Maine, Montana, Ne-
vada, Oregon, Vermont, and Washington—
have passed laws allowing the use of mari-
juana for medical purposes. Eight of these
were enacted via voter-approved ballot mea-
sures, while Hawaii’s and Vermont’s laws
were passed by their legislatures. (The Dis-
trict of Columbia passed a similar ballot ini-
tiative in 1998, but due to congressional ac-
tion, the law hasn’t been implemented.)

One argument consistently raised in op-
position to such measures is that they “send
the wrong message to young people,” encour-
aging teen drug experimentation. For ex-
ample, in an October 1996 letter to anti-drug
advocates, U.S. Drug Enforcement Admin-
istration Administrator Thomas Constantine
wrote, “How can we expect our children to
reject drugs when some authorities are tell-
ing them that illegal drugs should no longer
remain illegal, but should be used instead to
help the sick?... We cannot afford to send am-
bivalent messages about drugs.”

Such arguments continue to be raised by
opponents of medical marijuana laws. In June
2005, Rhode Island Gov. Donald Carcieri (R)
explained his veto of a medical marijuana bill

“The Examination.”  Saturday Evening
Post Cover by Norman Rockwell

• In Washington state, sixth graders’ cur-
rent and lifetime marijuana use has dropped
by at least 50% since the 1998 enactment of
the state’s medical marijuana law. All other
surveyed grade levels have seen both life-
time and current marijuana use drop by be-

in part by arguing that the measure would
“place our children at increased risk of abus-
ing marijuana.” That same month, U.S. Rep-
resentatives Mark Souder (R-IN) and Frank
Wolf (R-VA) raised the “wrong message”
concern during a debate on medical mari-
juana in the U.S. House of Representatives.

In 1996, the issue of whether these laws
would impact teen marijuana use was an open
question; both sides made assertions, but
neither had concrete data for support. Now,
nine years after the passage of the first medi-
cal marijuana initiative,  a considerable body
of data exists. No state with a medical mari-
juana law has experienced an overall increase
in youth marijuana use since the law’s en-
actment. All have reported overall decreases
—in some cases exceeding 50% in specific
age groups—  strongly suggesting that the
enactment of state medical marijuana laws
does not increase teen marijuana use.

Karen O’Keefe, esq., is a legislative ana-
lyst for the Marijuana Policy Project. Mitch
Earleywine, PhD is Associate Professor of
Psychology, University at Albany, State Uni-
versity of New York

Use of marijuana California teens in
grades ll, 9 and 7. Bars at left (lighter
color) show percentage that used in
last 30 days in 1996. Bars at right show
corresponding percentage  in 2004.

Use By Teens Declines in States With Medical Marijuana Laws

Date of Birth
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Addiction and Learning
Gregory Gerdeman’s poster de-

scribed how behavior in rats associated
with drug dependence —   “amped-up
running around the cage” after an injec-
tion of cocaine— diminished dramati-
cally after five days on Rimonabant.

“I’m funded to look at mechanisms
of drug reward and addiction,” says
Gerdeman. “I’m interested in how the
cannabinoids interact with that. The
pathways of drug reward interact with
the pathways of motor function and are
key to understanding psychomotor dis-
orders like Parkinsons and, I believe, ob-
sessive-compulsive disorder and
Tourette’s syndrome.”

 Gerdeman studies an area of the brain
called the nucleus accumbens. His ex-
periments question: By what mecha-
nisms do neurons change their synaptic
connection as habits are learned and un-
learned? How, exactly is the
endocannabinoid system involved? By
what mechanism does the antagonist
compound (Rimonabant) disrupt learn-
ing and memory at the cellular level?

Gerdeman, 31, is a naturalist, as in-
terested in ocean life as he is in neu-
rotransmission. He has a knack for clear
exposition. With his long hair, soft spo-
ken manner and democratic commitment
to keeping the public (your correspon-
dent) informed about advances in his
field, I imagined that he might feel con-
strained, if not compromised, by reliance
on funding from NIDA. I asked directly,
“Did you do this work because of your
interest in addiction or because you knew
NIDA was interested in addiction? Did
the fact that the money is there for this
kind of research influence your study de-
sign?”

Gerdeman replied, “My interest is
synaptic plasticity, which refers to brain
mechanisms of cellular learning. These
processes are involved in drug addiction,
which I see as a strongly learned state of
thinking and behavior. The cellular path-
ways we relate to ‘learning’ addiction are
sensitized by addictive drugs and are
clearly modulated by cannabinoids. I

ICRS Meeting from page 1

nabinoid receptor expressed in tissues of
the lung, brain, kidney, spleen and
smaller branches of the mesenteric ar-
tery. Investigators from GlaxoSmith-
Kline and AstraZeneca both reported
finding the new receptor but had differ-
ent versions of its pharmacology. It may
have a role in regulating blood pressure.

Several talks and posters described
the safety and efficacy of Sativex, G.W.
Pharmaceuticals’ plant extract contain-
ing high levels of THC and cannabidiol
(CBD) formulated to spray in the mouth.
See “Dr. X’s Top Talks,” on  page  11.

G.W. director Geoffrey Guy seemed
upbeat despite the slide his company’s
stock took this spring when UK regula-
tors withheld permission to market Sati-
vex pending another clinical trial.
Canada recently granted approval for
doctors to prescribe Sativex, and five
sales reps from Bayer (to whom G.W.
sold Canadian marketing rights) are pro-
moting it to neurologists. Sativex was ap-
proved for treatment of neuropathic pain
in multiple sclerosis, but can be pre-
scribed for other purposes as doctors see
fit.

Most of the work being done with
CBD and CBN is done with materials
provided by GW, and some two dozen
papers and posters gave them acknowl-
edgment. At last there is a realistic alter-
native to NIDA for the young research-
ers to look to for support (and plant can-
nabinoids to study).  GW has contrib-
uted to a significant shift in attitude.

On numerous occasions during the
meeting a NIDA-funded researcher
would describe the negative effects of
THC, and immediately a scientist with
a British accent would be at the mike
pointing out that such a high dose in-
jected into the stomach of a rat had noth-
ing to do with the human experience with
cannabis. It must have happened five or
six times. The Brits were always very
diplomatic, but they functioned like a
truth squad.

Roger Pertwee of the University of
Aberdeen reported intriguing results
from experiments using a cannabis strain
bred by GW to be high in THCV
(tetrohydrocannabivarin).

It turns out that THCV strongly an-

tagonizes anandamide while hardly an-
tagonizing THC!  It’s as if the cannabis
plant contains and makes available to the
body a choice of drugs and the body uses
those it needs to achieve a balanced state
(homeostasis).  If the body is producing
endocannabinoids in excess, it can use
the plant cannabinoid THCV to achieve
homeostasis. If the endocannabinoid sys-
tem needs a boost, the THC provides it
(while the THCV shuts down the EC
system, giving it a rest as it were). The
key to relief, apparently, is not high can-
nabinoid levels but proper gradients.

“The endocannabinoid sys-
tem is the supeme modulator.
Its job is done once you’re back
to the norm.”

Guy explained, “It’s as if the plant
contains a first-aid kit giving the body
everything it needs to get bettter, and the
body decides which components to em-
ploy... The endocannibnoid system be-
gins to kick in in abnormality, in pathol-
ogy. Perhaps it kicks in whether the pa-
thology is an increase in something or a
decrease in something. What it’s trying
to do is get whatever that abnormality is
back to homeostasis.

“The antagonist may be working to
restore function back to the center, and
the agonist might be working to restore
function back to the center, and once
they’ve achieved the norm, they don’t
go any further. The endocannabinoid
system is the supeme modulator. Its job
is done once you’re back to the norm.
Most endocannabinoid modulators sim-
ply won’t drive the physiology or bio-
chemistry —whatever they’re control-
ling— past the norm to a detrimental ef-
fect.”

Rimonabant Comes Closer
Which might explain the apparent

benignity of Rimonabant, a drug that
works by blocking the CB1 receptor sys-
tem. Rimonabant is being tested by

Sanofi-Aventis for weight loss and
smoking cessation. Originally known as
SR-141716, it was developed in the early
1990s as an antagonist drug for use by
researchers. At the 2004 ICRS meeting,
Sanofi researchers described favorable
results from clinical trials of Rimonabant
as a diet drug. They informally predicted
regulatory approval in Europe and the
U.S. within a year. Some observers
warned that blocking the CB1 receptor
system could result in unforeseen
longterm side effects and noted that at
least one MS patient had experienced an
exacerbation after taking Rimonabant.
      Although regulatory approval has not
yet been granted, Sanofi reported good
news at this meeting regarding side-ef-
fects: no more MS cases in a smoking-
cessation study study involving more
than 1,000 patients worldwide. “Both the
5mg and 20mg doses continued to show
efficacy in the maintenance of abstinence
from smoking,” reported Gerard Le Fur.
“The 20mg dose also demonstrated effi-
cacy in the reduction of weight gain as
well as significantly increasing the HDL-
Cholesterol levels.”

A Sanofi team also reported favorable
results from studies using Rimonabant
to treat various rodent models of “meta-
bolic syndrome” —obesity-related high

blood pressure, high insulin levels, ex-
cessive triglycerides and “bad” choles-
terol and other problems increasing the
risk of diabetes, heart attack and stroke.
There is growing acceptance of the no-
tion that the body can adjust to even a
heavy blockade of the CB1 system. Per-
haps when the CB1 receptor is blocked,
the endocannabinoids are redirected to
other targets. At times the layman is
struck by how rudimentary the biochem-
ists’ understanding of the body’s mecha-
nism of action really is.

“We’re on plateau one or two and the
answer is on plateau 12,” said Guy. “
We could spend the next 30 years on re-
ceptors and still not fully understand
them. When we talk about receptors and
agonists and antagonists we should be
talking in the same breath about func-
tionality —real functionality, not mod-
els in non-pathological situations. We
need an understanding of the clinical
outcome.”

“We’re on plateau one or
two and the answer is on pla-
teau 12.  We could spend the
next 30 years on receptors
and still not fully understand
them.”   —Geoffrey Guy

joined a lab as a postdoc and our fund-
ing structure is from NIDA and it is a
grant based on studying the connection
between cannabinoids and drug-abuse
paradigms. That’s what the experiments
were proposed to do. So yes, focusing
on addiction is where the funding is, and
it’s a major part of keeping my agree-
ments about where I spend the money.

I think the therapeutic role of
Rimonabant is interesting but what com-
pels me is using the drug as a tool to in-
vestigate the function of endocan-
nabinoids. It’s interesting that
Rimonabant may be effective to help
curb a psychostimulant addiction, espe-
cially given the credible reports that
some people use cannabis as a substitu-
tion therapy for addiction. That’s some-
thing that I’ve had in mind as I’ve been
doing the NIDA-funded work.

“If this neurocircuitry choreographed
by endocannabinoids is playing a role
in sustaining our habitual behavior, it is
likely not a simple matter of the cannab-
inoid receptor being some kind of on-
switch and when you turn it off you’re
blocking addiction. It’s not anything so
elementary like that. There are discrete
neural circuits involved in our behaviors
and how we define them to ourselves.
When you start to influence that circuitry
through manipulation of the cannabinoid
system, it may open windows for rewir-
ing the pathways related to your habitual
behavior. Intention also feeds into this,
and is very, very important. It’s been long
known that people have to have a moti-
vation to quit drugs.”

THCV strongly antagonizes
anandamide while hardly an-
tagonizing THC!

continued on next page

.

Cloning the Receptor
 The existence of cannab-

inoid receptors in the brain —
proteins on the outside of cer-
tain cells to which cannab-
inoids bind, triggering a cas-
cade of molecular events
within the cells— was estab-
lished in 1988 by Alynn
Howlett (right) and William
Devane at  St. Louis University. Re-
searchers were astonished to find that
these receptors, now known as CB1 re-
ceptors, are at least 20 times more preva-
lent in the brain than opioid receptors.

A cell contains hundreds of thousands
of protein molecules. The cell membrane
is made of fat (lipid). If the cell were as
big as a house, a protein would be as big
as, say, a scissors or a doorknob.

A receptor is a protein on the surface
of a cell that binds to something else.
The something else is known as a
“ligand” or an “agonist.” Neurotransmit-
ters, hormones, and drugs are smaller
than proteins by a factor of 1:5 or 1:10
(they have many fewer atoms than a pro-
tein).

The neurotransmitter floats around in
the bloodstream and hooks onto recep-
tors that bind to it specifically. The re-
ceptor has contact with both the outside

and the inside of the cell (like
a doorknob that, being twisted
on the outside, twists on the in-
side.) The receptor mediates
between the outside signal and
what happens inside the cell.

The job of DNA is to store
the directions for how to make
all the proteins in our cells.  To

To clone a receptor means
you’ve located the gene —the
section of DNA— that encodes
it.
clone a receptor means you’ve located
and can copy the gene —the section of
DNA— that encodes it.

 CB1 receptors are concentrated in the
cerebellum and the basal ganglia (re-
gions responsible for motor control,
which may explain why marijuana re-
portedly eases muscle spasticity); in the
hippocampus (storage of short-term
memory); and in the limbic system (emo-
tional control). Cannabinoids acting
through the CB1 receptors seem to play
a role in the processes of reward, cogni-
tion, and pain perception, as well as
motor control.
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The most interesting talks at the 2005
ICRS meeting were a mix of basic sci-
ence and clinical science.  The numbers
are somewhat arbitrary —they were all
amazing.

1. Krisztina Monory and colleagues
at the Max Planck Institute in Germany
unveiled dazzling expertise with the lat-
est “conditional knockout” technology.
Monory created a series of mutant mice
and subjected them to behavioral tests.

With conditional knockouts, she dis-
sected the involvement of different neu-
ronal subpopulations colocalizing with
cannabinoid 1 (CB1) receptors.

Provocatively, her results suggested
that GABAergic forebrain interneurones
are not required for the manifestation of
typical symptoms produced by THC
treatment, paving the way for a novel in-
terpretation of cannabinoid pharmacol-
ogy.

2. Patti Reggio has long researched
the mechanisms by which THC,
anandamide, and other cannabinoids
bind to the CB1 receptor, the “key-in-
lock” analogy.  Her research indicated
that the “lock” has more than one key-
hole; THC and anandamide may share
one binding site, and this differs from
binding sites for WIN55 and other can-
nabinoids.

In fact, the binding site for THC may
be a “side door,” a part of the receptor
that faces the lipid bilayer, rather than
the extracellular portion of the receptor.
Reggio identified two beta-branching
amino acid residues on the receptor that
specifically interact with THC (which
she wonderfully called “groove resi-
dues,” because of their chemical struc-
ture).

3. Many scientists have suspected the
presence of a third cannabinoid recep-
tor.  Two research groups converged
upon a molecular entity called “GPR55”
as the long-sought “CB3” receptor.
GPR55 was identified six years ago, but
was labeled an “orphan receptor” be-
cause its endogenous ligand was un-

known.
A team at GlaxoSmithKline went

“ligand fishing” and discovered that
GPR55 has affinity for anandamide,
CP55,940, and SR141716A.   Simulta-
neously, a team at AstraZeneca reported
GPR55 is a G13-coupled receptor that
activates the intracellular signaling me-
diator RhoA.  GPR55 is expressed in the
brain as well as mesenteric arteries, and
regulates blood pressure.

4.  The efficacy of THC at CB1 is
modulated by other proteins. Chris
Breivogel gave an update on beta-
arrestin 2 (BA2), a protein implicated in
the desensitization of CB1 and other G-
protein-coupled receptors.

Experiments with mice suggested that
BA2 shuts down CB1 signaling by THC,
yet does not affect other cannabinoid
ligands.  Whether BA2 shuts down THC
in humans remains to be seen; the BA2
gene is actively evolving, its sequence
differs in humans, and the gene is un-
dergoing positive selection.

Deborah Lewis presented research on
CRIP (cannabinoid receptor interacting
protein) 1a and 1b.  CRIP1b may regu-
late the membrane localization of CB1.
Intriguingly, CRIP 1b has only been
identified in human and chimpanzee ge-
nomes, it may be unique to primates.

Several studies supported the
notion that cannabis is more
than simply THC.

5. Several studies supported the no-
tion that cannabis is more than simply
THC.  This should be no surprise, given
the number of people who consume
medical cannabis yet cannot tolerate
Marinol (pure THC).

Richard Musty and coworkers
showed that anxiety induced by THC
alone is mitigated by the addition of
cannabichromene (CBC).

Ethan Russo showed that cannabidiol
(CBD) acts at the 5HT1a receptor, a se-
rotonin receptor targeted for  the treat-
ment of anxiety, depression, and pain.

Markus Leweke and colleagues at
Köln conducted a randomized, placebo-
controlled study involving 42 patients
with acute schizophrenia.  CBD signifi-
cantly reduced psychopathological
symptoms of acute psychosis, on par
with Amisulpride (a new antipsychotic
medicine not available in the U.S., said
to be as effective as Clozapine).

CBD produced significantly
less severe side effects than
amisulpride.

CBD produced significantly less se-
vere side effects than amisulpride.
Stephan Wright and colleagues at GW
Pharmaceuticals showed that a combina-
tion of CBD and THC was better than
THC alone in the relief of refractory can-
cer pain, based upon a randomized clini-
cal trial of 177 subjects.

6. In a similar “synergy” theme, Roger
Pertwee and his team reported a unique
characteristic of tetrahydrocannabivarin
(THCV), a minor variant of THC (THC
has a five carbon tail, THCV has a three
carbon tail).  THCV selectively antago-
nized the effects of anandamide, with
little antagonism of THC.  It’s as if can-
nabis was formulated by a pharmaceuti-
cal company, and designed as a combi-

 Dr. X’s Talks of Special Interest
Osteopathic Manipulation
Boosts Endocannabinoid System
John McPartland of GW Pharmaceu-

ticals reported that osteopathic manipu-
lative treatment (OMT) works via the
endocannabinoid system. McPartland
and co-workers conducted a randomized,
placebo-controlled study involving 31
patients of a New Zealand osteopath.

“Cannabimimetic effects” were mea-
sured by patients filling out a question-
naire before and after treatment defin-
ing levels of light-headedness, hunger,
alterness, etc.  Anandamide levels in the
blood were also measured before and af-
ter treatments.

 The “sham” manipulation mimicked
a new technique called “biodynamic os-
teopathy in the cranial field.”  The sham
practitioner sabotaged her own concen-
tration and mental healing intention by
silently reciting “backwards serial sev-
ens” while she applied light manual con-
tact to the patient’s head.

 Subjects receiving OMT indeed re-
ported feeling cannabi-mimetic effects
(more creativity, less coherence, for ex-
ample) and their serum anandamide lev-
els increased 168% over pre-treatment
levels.  Subjects receiving sham manipu-
lation reported no changes in the ques-
tionnaire and there was no change in
their serum anandamide levels.

 McPartland et al noted that patients
receiving OMT often experience an im-
proved sense of well-being, sedation and
euphoria —effects similar to  those
brought on by cannabis consumption.
Previous studies indicated these psycho-
tropic effects are not elicited by endor-
phins (as once had been assumed).

A recent study by Andrea Giuffrida,
who contributed to the OMT study,
showed that “runner’s high” correlated
with elevated anandamide and not en-
dorphins.  Patients receiving chiroprac-
tic, massage, acupuncture, and energy
healing also experience parallel psycho-
tropic effects.  The authors conclude that
the endocannabinoid system may be me-
diating a widespread but heretofore un-
recognized therapeutic phenomenon.

nation remedy that simultaneously gave
our endogenous mechanism a rest (shut-
ting down anandamide) and supple-
mented with an exogenous remedy
(THC).

7. Donald Tashkin and colleagues at
UCLA conducted a large, case-control
study of marijuana smokers in Los An-
geles.  They determined that longterm
heavy use of marijuana was not a risk
for cancer of the lung, upper airwaves,
or esophagus.  This surprised Tashkin,
whose lab previously demonstrated that
marijuana smoke harbors potent carcino-
gens, and smoking damages airway tis-
sues.

Tashkin’s team interviewed over
1,200 L.A. patients with cancer, and com-
pared them to an equal number of “con-
trols” matched for age, gender, ethnicity,
tobacco and alcohol use, diet, family his-
tory of cancer, and other socio-demo-
graphic factors.  The relative risk of mari-
juana smoking, calculated as a statistical
odds ratio, was < 1 (1 = the control
group’s chances of cancer).  In contrast,
heavy tobacco smokers had a 21-fold
greater risk of cancer than control sub-
jects.

Given the statistics, Donald Abrams
posed a question from the floor, asking
Tashkin to comment on the possibility
that marijuana might provide a protec-
tive effect against lung cancer.  Tashkin
tried to back himself out of a corner, then
concluded, “That is not an unreasonable
hypothesis.”  The anti-inflammatory and
anti-tumor effects of THC, terpenoids,
and flavonoids in marijuana smoke may
very well provide a protective effect
against toxic L.A. air pollution!

8. Donald Abrams and colleagues at
San Francisco General Hospital con-
ducted a randomized, placebo-controlled
study involving 50 patients with HIV-re-
lated peripheral neuropathy. Marijuana
cigarettes supplied by NIDA provided
pain relief comparable to Neurontin
(gabapentin), the most widely used treat-
ment for peripheral neuropathy. Given
the poor worth of NIDA ganja, patient
response to quality cannabis should be
even better.

A questioner criticized the use of mari-
juana as medicine, brandishing the often-
cited shibboleth, “you can’t separate the
high from the clinical benefits.”  Abrams
deadpanned his reply, “I am an oncolo-
gist as well as a specialist in AIDS, and I
don’t think that a drug that creates eu-
phoria in patients with terminal diseases
is having an adverse effect.”

9. Ethan Russo of GW Pharmaceuti-
cals showed that abrupt cessation of a
medicinal cannabis extract was not as-
sociated with a withdrawal syndrome.  A
series of 25 patients with multiple scle-
rosis who took Sativex (50% THC and
50% CBD) for over one year experienced
minor and transient disturbances of sleep
and appetite when withdrawn from the
drug.

Abstinence from Sativex was associ-
ated with re-emergence of MS-related
symptoms, however.  The study also
showed that long-term treatment with
Sativex did not result in dose escalation
or tolerance.

ICRS ’05 from previous page

regions of the nervous system, would be
self-administered in a similar manner.”

Your correspondent had always heard
that monkeys couldn’t be trained to self-
administer THC.  When this was men-
tioned to Goldberg, he said other re-
searchers had used “Old World mon-
keys,” whereas he used squirrel monkeys
from South America. But the real key to
his success, he added, was the very low
doses with which he rewarded the mon-
keys.  This made sense —most of the
primates I know prefer a slight alteration
of mood to getting knocked-out-loaded.
It also resonated with a talk on neuro-
protection by Italian investigators in
which they found that a synthetic can-
nabinoid was beneficial only at the low-
est concentrations tested, and detrimen-
tal at high concentrations.  When the
name of the game is cannabinoids, less
can be more.

Steven Goldberg (right)
in conversation with John
McPartland, maintains a
colony of monkeys in Balti-
more, Maryland that have
been trained to self-admin-
ister THC (by injection).

Goldberg and Zuzana
Justinova presented a poster

Goldberg’s Monkeys Bat Last
tions which promote the ac-
tions of endocan-nabinoids
throughout the brain by inhib-
iting their membrane transport
have a potential for abuse. It
remains to be seen whether
medications such as FAAH
inhibitors, which augment
CB1 signaling only in certain

on “The Abuse Potential of the
Endocannbinoid Transport Inhibitor
AM404: Self-Administration by Squir-
rel Monkeys.”  AM404 is one of the
many compounds that corporate- and
government-funded scientists have de-
veloping in hopes of achieving higher
cannabinoid levels by means than the
illegal herb. Goldberg’s monkeys liked
AM404 enough to self-administer it,
which means, in NIDA’s terms, that
AM404 is a drug with potential for
abuse.  After all their effort to create an
alternative to smoked marijuana, the
drug companies will have to run their
products by Goldberg’s monkeys!

The Goldberg-Justinova poster con-
cluded “AM404 functioned as an effec-
tive reinforcer (comparable to THC,
anadamide and cocaine under identical
conditions) in non-human primates un-
der a fixed-ratio schedule of drug injec-
tion. Our findings suggest that medica-

Patients have never responded con-
sistently to treatment. Every time a pre-
scription is written (except for identical
twins) what effectively begins is a clini-
cal trial with n = 1.

—Alfred PJ Lake, MD
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CHP to Follow
State Law

The California Highway Patrol issued
an “Update on Medical Marijuana En-
forcement Policy” August 22 directing
officers not to confiscate marijuana from
documented medical users in possession
of eight ounces or less (and in some
cases, more).

 The new policy was drafted with in-
put from the attorney general and the
governor’s office. It comes in response
to a suit filed in February by Americans
for Safe Access on behalf of patients
whose marijuana had been seized by the
CHP.

The new CHP policy recog-
nizes that a letter of approval
from a doctor is as valid as a
state-issued i.d. card

The CHP policy revision is a major
victory for California medical marijuana
users. County sheriffs and city police
forces are now expected to revise their
own policies regarding confiscation of
medical marijuana. Agencies that don’t
will face legal challenges, says Kris
Hermes of ASA.

The new CHP policy recognizes that
a letter of approval from a doctor is as
valid as a state-issued i.d. card in estab-
lishing a medical user’s authenticity.
Officers coming upon marijuana during
a traffic stop are advised that if the
amount “is within the state limits desig-
nated under SB 420 (eight ounces of
dried marijuana, or the plant conversion,
and no more than six mature or 12 im-
mature marijuana plants) the individual
is to be released and the marijuana is not
to be seized.  The state (SB 420) limit
of eight ounces does not apply if there
is a higher limit in the locality in which
the individual is stopped. Authorized lo-
cal limits supercede the state limit.”

ASA received 457 com-
plaints by phone from Califor-
nians whose cannabis had
been seized during encounters
with law enforcement.

Over the past year ASA received 457
complaints by phone from Californians
whose cannabis had been seized during
encounters with law enforcement. More
than a quarter of the confiscations had
been made by CHP officers, according
to Hermes, who along with staffer Elliott
Caldwell fielded most of the calls.

There was a recurring pattern: a rou-
tine traffic stop, an officer asking “Do
you have any drugs in the car?,” the con-
fident citizen producing proper paper-
work, and the officer saying it didn’t ap-
ply because of federal law, then citing
or arresting them and confiscating their
herb.

A confiscation victim named Jason
Fishbain, who was referred to ASA by
Dale Gieringer of Cal-NORML, ob-
tained the CHP’s written policy autho-

U.S. Supreme Court Ruling on Raich Case
Leaves Doctor-Patient Relationship Intact;
DEA Targets Some Growers, Dispensaries

Strong Dissents by Justices O’Connor, Thomas, and Rehnquist

In a six-to-three vote announced June
6, the U.S. Supreme Court denied An-
gel Raich and Diane Monson the right
—established by California voters in
1996— to obtain and use marijuana for
medical purposes.  Antonin Scalia and
Anthony Kennedy, two of the five jus-
tices who have been advocating limits
on federal power, in this case made a
War-on-Drugs exception to their “prin-
ciples.”

John Paul Stevens, who wrote the
majority opinion, was joined by
Kennedy, David Souter, Ruth Bader
Ginsburg, and Stephen Breyer. Scalia
wrote a concurring opinion trying to jus-
tify his apostasy. Kennedy didn’t feel he
owed the public an explanation.

Sandra Day O’Connor’s dissent was
joined by Chief Justice William
Rehnquist, and Clarence Thomas, stay-
ing true to their states-rights line. Tho-
mas wrote an eloquent separate dissent.

Raich and Monson are California
medical-marijuana users who in Octo-
ber, 2002 sought to enjoin the DEA from
confiscating their marijuana and raiding
their suppliers. They argued, among
other things, that the feds had no juris-
diction to enforce the Controlled Sub-
stances Act against them because their
activities weren’t affecting interstate
commerce.

After failing to get an injunction from
a federal district judge, they appealed to
the Ninth Circuit Court of Appeal, which
ordered that the injunction be granted.
The Bush Administration appealed to the
U.S. Supreme Court, which heard argu-
ments in November ’04. The case started
out as Raich et al v. Ashcroft et al but
goes down in the history books as
Gonzales et al v. Raich et al.

 An Apologetic Majority
Regulating the noncommercial culti-

vation and use of marijuana in Califor-
nia “is squarely within Congress’s com-
merce power,” Stevens wrote for the
majority.  Previous cases, notably
Wickard v. Filburn , had established
“Congress’s power to regulate purely
local activities that are part of an eco-
nomic ‘class of activities’ that have a
substantial effect on interstate com-
merce.”

Some of Stevens’s opinion was actu-
ally apologetic in tone.“The case is made
difficult by respondents’ strong argu-
ments that they will suffer irreparable
harm because, despite a congressional
finding to the contrary, marijuana does
have valid therapeutic purposes. The
question before us, however, is not
whether it is wise to enforce the statute
in these circumstances; rather, it is
whether congress’ power to regulate in-
terstate markets for medicinal substances
encompasses the portions of those mar-
kets that are supplied with drugs pro-
duced and consumed locally. Well-
settled law controls our answer. The CSA
is a valid exercise of federal power, even

as applied to the troubling facts of this
case.”

Stevens recounted the futile efforts to
remove marijuana from Schedule 1 (dan-
gerous drugs with no medical use): “Af-
ter some fleeting success in 1988 when
an Administrative Law Judge declared
that the DEA would be acting in an ‘un-
reasonable arbitrary, and capricious’
manner if it continued to deny marijuana
access to seriously ill patients, and con-
cluded that it should be reclassified as a
Schedule 3 substance, the campaign has
proved unsuccessful. The DEA Admin-
istrator did not endorse the ALJ’s find-
ing, and since that time has routinely
denied petitions to reschedule the drug.
The Court of Appeals for the District of
Columbia circuit has reviewed the peti-
tion to reschedule marijuana on five
separate occasions over the course of 30
years, ultimately upholding the
Administrator’s final order.”

Stevens concluded by noting that
Raich and Monson can appeal again to
the Ninth Circuit with their due-process
and medical-necessity arguments, which
were not considered previously. They
can also seek to have marijuana resched-
uled by the DEA and/or avail themselves
of “the democratic process, in which the
voices of voters allied with these respon-
dents may one day be heard in the halls
of Congress.”

 Stevens would apologize for the ef-
fect of his own ruling in a speech Aug.
24 to the American Bar Association. See
following story.

“In the early days of the re-
public it would have been un-
thinkable that Congress could
prohibit the local cultivation,
possession, and consumption of
marijuana.”—Clarence Thomas

Thomas’s Dissent
Thomas’s dissent stated, “If Congress

can regulate this under the Commerce
Clause, then it can regulate virtually any-
thing and the Federal Government is no
longer one of limited and enumerated
powers... In the early days of the repub-
lic it would have been unthinkable that
Congress could prohibit the local culti-
vation, possession, and consumption of
marijuana.”

O’Connor’s dissent quoted Justice
Brandeis’s famous line that “a single
courageous State may, if its citizens

choose, serve as a laboratory and try
novel social and economic experiments
without risk to the rest of the country.”
She added, “This case exemplifies the
role of States as laboratories.”

O’Connor concluded, “If I were a
California citizen, I would not have
voted for the medical marijuana ballot
initiative; if I were a California legisla-
tor I would not have supported the com-
passionate Use Act. But whatever the
wisdom of California’s experiment with
medical marijuana, the federalism prin-
ciples that have driven our commerce
clause cases require that room for experi-
ment be protected in this case.”

Attorney Robert Raich says he was
most surprised that “Stevens, who I
thought would be our biggest supporter,
ended up authoring this negative opin-
ion and Rehnquist, who I thought would
be our biggest opponent, ended up join-
ing this terrific opinion by O’Connor...
Stevens had commented about the issue
of federalism in his concurrence in the
Oakland Cannabis Buyers’ Cooperative
case.  He should have ruled for us on
that basis. It is inexplicable why that
analysis is missing from his opinion.”

Raich says that Stevens’s hypocrisy
was exposed by Thomas, who quoted his
comment in the OCBC case (May,
2001): “The majority’s rush to embrace
federal power ‘is especially unfortunate
given the importance of showing respect
for the sovereign States that comprise
our Federal Union.’”

According to Raich, Stevens “still
could have let the federal government
regulate all those other issues he cares
about —the endangered species act, the
clean water act— under the commerce
clause, except when you have an actual
case where a state weighs in with a spe-
cific challenge. And those would be dealt
with case by case. If you had a state try-
ing to ban abortion or re-impose segre-
gation they would be overridden because
a state can’t infringe on the right to pri-
vacy or violate the equal protection
clause. If a state says, ‘We don’t care
about tailpipe emissions, we’re not go-
ing to regulate factories.’  Well, facto-
ries and automobiles actually are en-
gaged in interstate commerce.  So a state
that tried to get out of clean-air laws
would still be validly overridden by fed-
eral law under the commerce clause.”

Attorney Bill Panzer was appalled by
Scalia’s opinion. “He seems to be say-
ing Congress can do anything it wants
under the ‘necessary and proper’ clause.
If they have the right to regulate inter-
state commerce, they can regulate it any
way that they want. They don’t even
have to show that what they’re regulat-
ing has any substantial effect on inter-
state commerce... He’s changed ‘neces-
sary and proper’ to ‘imagination and
whim.’ If congress can imagine that it’ll
help, they can do it. Scalia, supposedly
the strict constructionist, is giving Con-
gress incredible powers.”

A well-placed Washington source
thinks Scalia was never sincere about
federalism, that he adopted Rehnquist’s
line for tactical reasons, but now he’s
coming out for an all-powerful federal
government (under the control of his
duck-hunting buddy, Dick Cheney).

continued on page 15

“Whatever the wisdom of
California’s experiment with
medical marijuana, the federal-
ism principles that have driven
our commerce clause cases re-
quire that room for experiment be
protected in this case.”

        —Sandra Day O’Connor

Dissenters Thomas and Rehnquist
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By Ellen Komp
After the Supreme Court decision in

Gonzalez v. Raich, Oregon’s health de-
partment briefly suspended their state
medical marijuana ID card program and
then reinstated it upon legal advice from
their attorney general. Similarly, in Cali-
fornia on July 8, State Health Director

California Resumes Issuing
ID Cards To MMJ Users

“The Medical Marijuana Program (MMP), within the California Depart-
ment of Health Services, was established in 2004 to facilitate the registration
of qualified patients and their caregivers, through a statewide identification
system.  Participation in the program is voluntary for patients and the patient’s
primary caregiver.  Through their county of residence, qualified patients and
their caregivers may apply for and be issued an identification card.  This card
will be used to verify those patients and caregivers that have authorization to
possess, grow, transport and/or use medical marijuana in California.  To fa-
cilitate the verification of authorized cardholders, a registration database is
available on the Internet www.calmmp.ca.gov.”

rizing confiscations. With this in hand,
ASA decided to sue.  Attorney Joe Elford
drafted the complaint, which cites nu-
merous violations of the California Con-
stitution and seeks, among other things,
an injunction against confiscation of
marijuana from documented patients
who possess an amount allowable un-
der state law. Gov. Arnold

CHP Following State Law from page 13

Sandra Shewry an-
nounced her office
would suspend Cali-
fornia’s fledgling ID
card program pending
legal review.

“In light of a recent
Supreme Court deci-
sion, I am concerned
about unintended po-
tential consequences
of issuing medical
marijuana ID cards

that could affect medical marijuana us-
ers, their families and staff of the Cali-
fornia Department of Health Services
(CDHS),” Shewry said.

In May, CDHS began pilot testing a
voluntary identification card and regis-
try system outlined in state law SB420
in three counties: Amador, Del Norte and
Mendocino. Only 123 cards had been
issued and the pilot testing was sched-
uled to be completed at the end of July
with statewide rollout to follow.

The Drug Policy Alliance and the
ACLU’s Drug Policy Office in Santa
Cruz wrote a letter to Governor
Schwarzenegger threatening to sue if
Shewy did not reinstate the program.
Leaders of the Marijuana Policy Project,
American for Safe Access, California
NORML and WAMM (Woman’s Alli-
ance for Medical Marijuana) all called
for the program to resume.

On July 18, DHS issued another press
release stating it had re-instated the pro-
gram after receiving legal advice from
the State Attorney General that said op-
erating the pilot program would not aid
and abet marijuana users in committing
a federal crime.

 “We believe the federal government
cannot enforce federal criminal laws
against state officials who merely imple-
ment valid state law,’’ Lockyer deputy
Jonathan Renner wrote in an eight-page
letter to Shewry’s legal office.

“In a case that presented an issue simi-
lar to DHS’s current question, the Ninth
Circuit held that California doctors who
recommend that their patients use mari-
juana are not guilty of aiding and abet-
ting or conspiracy under federal law,”
Renner wrote. That case, Conant v.
Walters, holding that doctors could not
be prosecuted for recommending medi-
cal marijuana, was allowed to stand by
Bush administration officials, who al-
lowed the deadline to appeal the case to
the U.S. Supreme Court to expire.

“A unilateral decision not to comply
with state law, on the grounds that it may
be prohibited by federal criminal law,
without first receiving the guidance of

an appellate court, is barred by the Cali-
fornia Constitution,’’ Renner wrote, re-
ferring to Article III, Section 3.5 of the
state’s constitution.

Shewry directed staff of the Califor-
nia Department of Health Services
(CDHS) to resume operations, and the

reform community declared victory.
“California’s reinstatement of the card
program squarely confirms that state
medical marijuana laws across the coun-
try remain completely valid and in
force,” said Allen Hopper, an attorney
with the ACLU’s Drug Law Reform
Project. “Patients can breathe a sigh of
relief today, and we applaud the Attor-
ney General’s prompt attention and reso-
lution of this issue.”

Dampening the enthusiasm was the
news that CDHS will be modifying the
ID card application to inform applicants
that possession of marijuana remains a
federal crime and information provided
by them could be used for federal pros-
ecution. In addition, CDHS will ask the
three counties that have issued state ID
cards to notify all card-holders of their
risk for federal prosecution.

Federal authorities have said they do
not intend to prosecute individual medi-
cal marijuana users, and Department of
Health Services spokesman Ken August
told the San Francisco Chronicle there
has been no demand for the state to sup-
ply information from the ID card pro-
gram. “Not so far,’’ he said.

Alliance Executive Director Ethan
Nadelmann explained to the Los Ange-
les Times, “It was always understood that
the medical marijuana ID system would
not provide a protection against federal
arrests. The whole point of the program
was to provide protection against arrests
by state law enforcement and to make it
easier for law enforcement authorities to
enforce the law.”

ASA’s Steph Sherer pointed out on
KZYX radio in Ukiah that, as with the
San Francisco program, ID cards will
contain no identifying information such
as patients’ and caregivers’ names and
addresses and the state will not collect
that information. However, each county
in the program will collect such infor-
mation and the state’s guidelines for
counties suggest they keep the informa-
tion on file for one year.

continued at right, bottom

fornia’s Compassionate Use Act is not
preempted by the federal Controlled
Substances Act as a result of the deci-
sion in Raich... therefore the use of me-
dicinal marijuana under state law is un-
affected by that decision. Accordingly,
California state and local peace officers
may not refuse to abide by the provisions
of California’s Compassionate Use Act
on the basis that this Act conflicts with
federal law.”

“It’s no more constitutional for
the Ukiah sheriff’s office to seize
marijuana without probable
cause to believe that a crime has
been committed than it is for the
CHP.” —Joe Elford

 It remained to be seen whether the
CHP, which reports to the governor,
would comply with Lockyer’s directive.
Says Joe Elford, “The CHP didn’t
change their policy until their opposition
to the motion for a preliminary injunc-
tion was due.  They didn’t fold easily.
The fact that they did ultimately fold is
going to send a clear signal to other law
enforcement that it’s not a position worth
upholding. It’s no more constitutional for
the Ukiah sheriff’s office to seize mari-
juana without probable cause to believe
that a crime has been committed than it
is for the CHP.”

Elford said that law enforcement
agencies that don’t follow the CHP pre-
cedent will “get hit with lawsuits, too...
The LAPD is on our radar screen.”

Credit is due Jason Fishbain, who ex-
posed the CHP’s illegal policy, and to
ASA —the staffers who handled the calls
and the organizers, Steph Sherer and Hi-
lary McQuie, who recognized the need
for an infrastructure that would enable
rank-and-file medical marijuana users to
express their needs and get some action.

Mary Jane Winter, a nurse from
Ukiah, was one of the successful plain-
tiffs in ASA’s suit against the CHP.
But her confiscated cannabis had yet
to be returned when the new policy
was announced Aug 22.

Schwarzenegger,  Attorney General Bill
Lockyer, and CHP Commissioner Mike
Brown were named as co-defendants.

“State and local peace officers
may not refuse to abide by the pro-
visions of California’s Compas-
sionate Use Act on the basis that
this Act conflicts with federal
law.”—Attorney General  Lockyer

Soon after the Raich decision, which
came down June 6, Lockyer issued a
“Bulletin to All California Law Enforce-
ment Agencies” advising that “Cali-
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Philip A. Denney, MD, cannot count
the times he has had to intervene on be-
half of patients whose right to medicate
with cannabis has been sabotaged by
Probation and Parole Departments and
other government agencies. Denney has
tried, as a concerned citizen and an au-
thority in his field, to influence policy;
but his efforts often fall on deaf ears.

The letter in the box at right to David
A. Reiter, Administrator of the Alcohol/
Drug Program of the Shasta County De-
partment of Mental Health, typifies
Denney’s effort —and the bureaucratic
response. It was written in May and
never answered.

  Denney is heartened by the
CHP’s revised policy on medi-
cal marijuana.

Denney is heartened by the CHP’s
revised policy on medical marijuana.
“Having worked as a doctor on a jail
ward, I know the esteem in which the
CHP is held within the law enforcement
community,” he says. “I hope all con-

Confidentiality Concerns May Keep Patients From Getting Cards
Dr. Denney Advises Shasta  County Officials:

“Why should I have to regis-
ter, like a sex offender, just to
use my medicine?” asked one
patient in Humboldt county.

Many rank-and-file medical mari-
juana users have misgivings about the
card program. “Why should I have to
register, like a sex offender, just to use
my medicine?” asked one patient in
Humboldt county.

Karen O’Keefe, legislative analyst at
the Marijuana Policy Project, responded
that unlike sex offenders’ registries, Cali-
fornia medical marijuana ID cards are
voluntary. “Many patients and their ad-
vocates believe that these voluntary
medical marijuana cards can be helpful
at preventing police harassment,” said
O’Keefe by email. “Cards are far easier
to verify than non-standardized written
recommendations and law enforcement
officers tend to be less likely to wrong-
fully arrest or seize medicine from pa-
tients with cards. For this reason, many
patients choose to obtain them.”

At the time of the launching of the
pilot program, ASA Legal Director Kris
Hermes said, “We welcome this ID card
system, but are concerned that law en-
forcement be well-informed that legal
patients and caregivers are not required
to obtain one, and should not be subject
to harassment and seizure of their medi-
cine if they don’t choose to sign up.”

 Attorney Bill Panzer of Oakland said
that as long as a patient cultivates less
than 100 plants or possesses less than
100 kilos of marijuana, potential federal
sentences are fairly minimal, and it is
rare if ever that the federal government
prosecutes cases carrying less than a 5-
year mandatory minimum sentence.
With federal prosecution comes the pos-
sibility of civil forfeiture proceedings
against people’s homes.

The question of ID cards has been a
bone of contention since a statewide
panel comprised of law enforcement of-
ficials, patients and activists was con-
vened to implement Proposition 215.
Law enforcement officials advocated for
a card, which was not required by the
voter-approved initiative.  As a compro-

I.D. Cards from previous page

Dear Mr. Reiter,
Thank you for meeting with me to discuss implementation of the Califor-

nia Medical Marijuana I.D. Card Program in Shasta County scheduled to be-
gin June 1, 2005. I appreciate your willingness to solicit my input.

As we discussed my major concern is patient privacy. The federal
government’s lack of recognition of California law is, I would argue, irrel-
evant, but does pose a very real threat to legitimate patients and demands an
absolute assurance of privacy. It is not at all certain the system proposed for
Shasta county meets this need.

I would propose that the Shasta County Department of Mental Health de-
stroy all patient identifying information once the I.D. card is issued, keeping
only the unique patient identifying number and expiration date for law en-
forcement verification. This is the process used currently by the city and county
of San Francisco and seems to be working well. Unfortunately, I do not be-
lieve Shasta County is able to keep patient information out of reach of the
Federal government.

 I have additional concerns about the law enforcement response to these
cards. If in fact the I.D. card is respected, then it will be valuable indeed;
however, my experience is that law enforcement has been completely unwill-
ing to accept medicinal cannabis and are likely to use the I.D. card system to
identify patients for harassment and persecution. Police officers and prosecu-
tors have been very quick, in my experience, to use the power of office to
further their own personal political agenda and to subvert the will of the vot-
ers on this issue. In short they have been utterly untrustworthy.

I have also reviewed the Shasta County Alcohol and Drug Program’s  Draft
“Position Statement on Medical Marijuana.” The conditions outlined appear
to be intended to make it virtually impossible for an otherwise lawful can-
nabis patient to receive drug or alcohol treatment in Shasta County. The inher-
ent bias in the statement regarding cannabis —“a known addictive substance”—
makes it impossible to recognize the appropriate use of medicinal cannabis in
this setting.

In addition, I believe the draft position statement to be legally flawed in
that it attempts to alter a statute by administrative fiat. The constitution of
California provides that a statute enacted by the initiative process cannot be
changed by the legislature, the courts or an administrative agency. The law
can only be changed by another initiative. The current proposed policy denies
treatment to lawful patients by demanding they meet criteria not enunciated
in the statute. There is simply no reference in the law to IOM or CMA criteria.

The California Supreme Court addressed the medicinal use of cannabis in
People v. Mower and stated that as long as its criteria are met the statute de-
mands cannabis be treated “...as any other prescription drug.” Do you deny
treatment to patients prescribed opiates, anxiolytics or stimulants when they
are not the drug of abuse? What about patients addicted to legal substances
such as nicotine? Do you make exceptions for them?

In summary, I believe the I.D. program will not be supported by patients
because of privacy concerns and a deep mistrust of law enforcement. I cannot
in good faith recommend that my patients participate in this voluntary pro-
gram until these issues are adequately addressed.

As to the Position Statement on Medical Marijuana, I believe it is deeply
flawed and likely illegal. At best it is discriminatory and biased. Perhaps an
approach which recognizes cannabis as a unique harm reduction substitute
would be more appropriate for many patients.

Thank you for the opportunity to share my thoughts and concerns.
        Philip A. Denney, M.D.

cerned follow their lead and make a com-
mitment to abide by California law.”

Denney has been having “an ongo-
ing battle” with the Department of Cor-
rections over the right of a Shasta County
patient  to use cannabis.  “They’re still
saying that even though someone has a
right to use cannabis, and even if some-
one has an I.D. card, they’re still going
to assess each case on a case-by-case
basis. In other words, they’re going to
practice medicine by deciding if the con-
dition is ‘serious enough.’ That, I would
argue, is illegal. The appelate court rul-
ing in the Sparks case makes that very
clear: it’s the doctor’s job to decide
whether it’s a serious condtion.

“In this case the patient went through
the process of Shasta County and actu-
ally got an order from a Superior Court
judge allowing him to use cannabis while
under court supervision.  Someone from
the Department of Corrections told me
over the phone they don’t care about the
court order!  I said, ‘What do you mean?
Are you telling me you’re going to ig-
nore a court order?’

“It’s an ongoing fight.”

mise, a voluntary card program was
codified in SB420, which also enacted
last-minute cultivation and possession
limits and other restrictions, as well as
specifically exempting medical mari-
juana from state laws against transpor-
tation of cannabis. Officials of the Cali-
fornia Highway Patrol long held that
CHP would honor only state-issued
cards, but broadened their policy to
accept doctors’ recommendations after
Americans for Safe Access filed a class
action suit on behalf of patients who
had their medicine seized.

On September 10, Judge O’Brien
ruled in Los Angeles Superior Court
against caregiver Richard Davis, who
is challenging SB420 on constitutional
grounds, precisely because the ID card
program is voluntary. “The ‘voluntary’
program does not take away any pro-
tections of the CSA,” the court ruled.
“It merely eases the overseeing of the
laws relating to marijuana use.” Davis
is appealing the ruling. (See http://
www.ccrmg.org/ journal /05spr/
chp.html#komp for background.)

Sonoma County announced
it would charge a whopping
$80 yearly fee for its cards

Meanwhile, counties are starting to
issue state ID cards. Sonoma County
announced it would charge a whopping
$80 yearly fee for its cards, and San
Francisco is planning to quadruple its
fee to $50/year starting November 9.

More alarmingly, SF DPH plans to
start retaining all documentation pro-
vided by persons who obtain ID cards
for up to one year, in accordance with
the new state guidelines. Current SF
DPH policy is to return all paperwork
to the applicant after verifying physi-
cians’ recommendations.

According to Daniel Abrahamson,
Director of Legal Affairs at the Drug
Policy Alliance (Oakland), San Fran-
cisco Supervisor Ross Mirkarimi and
the acting director of the Department
of Public Health have agreed to host a
town hall meeting about the issue at a
future date.
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NIDA Blocks Vaporization Study;
Researchers Appeal to DEA

O’Shaughnessy’s News Service
After 18 months of regulatory delay,

a laboratory study of marijuana vaporiza-
tion sponsored by MAPS (the
Multidisciplinary Assocation for Psyche-
delic Studies)  and California NORML
has been blocked by the National Insti-
tute on Drug Abuse (a branch of the U.S.
Public Health Service).

The lab sought to buy 10 grams of
marijuana for research purposes. NIDA
rejected the application in a letter dated
July 27. Because NIDA controls the only
legal supply of marijuana in the U.S., its
refusal effectively prevents the vaporizer
study from proceeding.

The vaporization study is aimed at
developing a smokeless delivery system
for medical marijuana patients. Previous
studies have indicated that vaporization
can deliver medically active cannabinoids
while eliminating the toxic byproducts of
smoke by heating marijuana to a tempera-
ture just short of combustion.

Because of concern over the dangers
of smoked medicine, the development of
vaporization is viewed as an essential step
to obtaining FDA approval of marijuana
as medicine. In its 1999 report, “Mari-
juana and Medicine,” the Institute of
Medicine concluded that there was little
future in smoked marijuana and so rec-
ommended that research be conducted
into “developing rapid-onset, reliable,
and safe delivery systems.”

Dale Gieringer of California NORML
says the federal government has created
“a Catch 22 for medical marijuana. First,
it claimed that marijuana couldn’t be used
as a medicine because there weren’t suf-
ficient FDA studies of safety and efficacy.
Then it refused to provide marijuana to
conduct the studies. Then it contended
that marijuana was inappropriate for FDA
approval in the first place due to the dan-
gers of smoking. Now it is blocking the
very studies called for by the Institute of
Medicine to develop non-smoked alter-
natives to smoking.”

In its rejection letter, NIDA indicated
that the proposed vaporization study
lacked scientific merit. Researchers re-
ply that NIDA’s reasons are bogus and
display a basic misunderstanding of the
study. “NIDA could have easily cleared
up any questions they had with a simple
phone call, rather than sitting on the ap-
plication a year and a half and issuing a
politically motivated rejection letter,”
says Gieringer.

Hearings at DEA Headquarters
NIDA made it known that it was re-

Lyle Craker, Professor of Plant and
Soil Sciences at the University of Mas-
sachusetts at Amherst.

MAPS has obtained an FDA “orphan-
drug” designation to develop marijuana
as a prescription drug for AIDS wasting
syndrome. However, NIDA has repeat-
edly refused to allow its marijuana to be
used by MAPS and other researchers. For
this reason, advocates contend that an
independent, non-NIDA source of sup-
ply is needed to break the government
stranglehold on research.

At the hearings, advocates countered
the government’s claim that it has already
made adequate provision for medical
marijuana research by allowing mari-
juana to be provided to a series of studies
at the California Center for Medicinal
Cannabis Research. Speaking as a mem-
ber of the CMCR’s advisory council, Dale
Gieringer testified that the CMCR’s stud-
ies were neither designed nor intended to
advance FDA approval of marijuana, but
simply to answer basic questions about
safety and efficacy outlined in its imple-
menting legislation. He explained that it
would be necessary for the state to estab-
lish its own source of marijuana indepen-
dent of NIDA in order to pursue new drug
approval, and that there were no plans or
resources to do so. The CMCR has some
15 clinical studies currently in progress,
two of which are finally nearing publica-
tion. However, even if all were complete,
they would not constitute the kind of evi-
dence necessary to win FDA approval.

Former state Sen. John Vasconcellos,
the author of the legislation establishing
CMCR, noted that $9 million had been
appropriated to the CMCR’s research
budget, and that money had already been
fully committed to ongoing studies. He
opined that further appropriations were
highly unlikely in light of the state’s mas-
sive $40 billion budget deficit. DEA at-
torney Imelda Paredes tried to smear
Vasconcellos with an ad hominem attack.
She noted that he is listed in a recent
(right-wing) best seller, “One Hundred
People Who Are Screwing Up America,”
and ridiculed his famous California panel
for self-esteem, which she claimed had
been scientifically discredited.
Vasconcellos forcefully responded that he
was proud to be listed in the book along
with President Jimmy Carter, and berat-
ing Paredes’ evident ignorance of the sci-
entific literature on self-esteem.

Petitioners presented evidence that
NIDA’s marijuana was of inferior qual-
ity for medical purposes. They cited re-
ports that NIDA’s pot was contaminated
by stems and seeds, harsh to smoke, and
of much lower potency than the medical

sinsemilla commonly sold at cannabis
clubs, so that subjects had to inhale more
smoke to obtain the same effective dose.

Doblin cited the experience of an
AIDS patient from Redwood City, Philip
Alden, who had enlisted in a CMCR
study using NIDA pot after several years’
experience smoking marijuana from
California’s cannabis clubs. Alden found
that smoking NIDA’s pot caused him to
develop bronchitis for the first time in his
life. The bronchitis disappeared after he
dropped out of the study and returned to
smoking the clubs’ marijuana.

Alden was one of several witnesses
who had originally been scheduled to tes-
tify but withdrew out of fear of possible
legal repercussions. Another medical
marijuana patient, Irvin Rosenfeld, also
dropped out on advice of his attorney.
Patients were apparently concerned about
being forced to testify about use of non-
NIDA medical marijuana, which, though
legal in many states, remains illegal un-
der federal law. Numerous other, scien-
tific witnesses declined to testify publicly
out of concern that their research activi-
ties might be imperiled by DEA or NIDA.

Their fears were highlighted by a nasty
turn in the DEA’s tactics during the third
day of the hearings, which had hitherto
been marked by a degree of relaxed cor-
diality under the good-humored guidance
of Judge Bittner.  DEA attorneys bore
down on Doblin in the cross-examination,
trying unsuccessfully to get him to dis-
close the names of patients who had been
involved in research projects that had
skirted DEA regulatory restrictions. Fi-
nally, DEA attorney Brian Bayly zeroed
in on Doblin himself, asking whether he
had ever smoked marijuana for recre-
ational use.

Over the strenuous objection of
Doblin’s attorney, Judge Bittner ruled that
she would admit the question and decide
later whether it was relevant. Doblin an-
swered with a forthright “Yes.” Bayly
bore down further, asking Doblin to tell
when, how often, and how recently he had
smoked marijuana. Doblin replied that he
used it weekly.

The judge finally halted the inquisi-
tion when Bayly asked Doblin to tell the
source of his marijuana. Doblin says he
is glad to have answered honestly and
hopes that it will not prejudice the judge’s
decision.

Doblin was ably represented by attor-
ney Julie Carpenter of Jenner and Block
with assistance by Allen Hopper of the
ACLU. A second round of hearings is
scheduled for December. A full transcript
of the DEA hearings may be found at:

http://www.maps.org/mmj/legal/
craker-dea/transcript0824.html

jecting the  application just days before
the opening of DEA hearings on an ap-
plication by Prof. Lyle Craker of the Uni-
versity of Massachusetts to license an
independent marijuana production facil-
ity for use in FDA-approved medical
marijuana R&D sponsored by MAPS
(Multidisciplinary Association for Psy-
chedelic Studies).

The hearings were held August 22-26
at the DEA’s headquarters in Pentagon
City, Virginia, before administrative law
judge Mary Ellen Bittner. Bittner is the
successor and former protégée of the late
Francis Young, who presided over the
marijuana rescheduling hearings in 1988.
Young ruled that marijuana clearly had
“accepted medical use” and should ac-
cordingly be reclassified as a Schedule II
prescription drug.  Administrative Law
Judges don’t make rulings, they make
recommendations to the agencies that
employ them; Young’s recommendation
was overruled by DEA Administrator
Jack Lawn, who made prior FDA ap-
proval a defining element of “accepted
medical use.”  Bittner’s task is to decide
whether granting Craker’s application for
a DEA license to manufacture marijuana
would be in the public interest as speci-
fied in 21 USC 823(a).  It remains to be
seen whether DEA can concoct a way to
redefine “public interest” in the event
Judge Bittner rules against it.

Craker, a professor of Plant and Soil
Sciences at U Mass Amherst, is an ex-
pert on the cultivation of medicinal plants.
He testified that he had no experience
with marijuana before being contacted by
Rick Doblin to apply for a DEA license
to manufacture it legally for use in ap-
proved FDA research sponsored by
MAPS.
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Panzer has a simpler analysis. “I think
it’s more like: ‘It’s drugs, they can do
anything they want.’”

Pebbles Trippet of the Medical Mari-
juana Patients Union, who accurately
predicted Thomas’s line, has called for
“a new federal challenge, focusing on a
full spectrum of constitutional viola-
tions broader than the commerce clause
and states rights... We need to decide
whether there is a compelling federal
interest to outweigh the patient’s under
the Due Process Clause; whether the
CSA’s penalties are cruel and unusual
punishment as applied to cannabis for
medical use; and whether there is a ra-
tional basis for discriminating against
cannabis compared to other medica-
tions.”

Raich Ruling

Supreme Court Justice John Paul
Stevens’s opinion for the majority in
Gonzales v. Raich includes a paragraph
that could be read as demeaning to
California’s small but growing group of
openly pro-cannabis physicians:

“The exemption for physicians pro-
vides them with an economic incentive
to grant their patients permission to use
the drug. In contrast to most prescrip-
tions for legal drugs, which limit the
dosage and duration of the usage, un-
der California law the doctor’s permis-
sion to recommend marijuana use is
open-ended. The authority to grant per-
mission whenever the doctor determines
that a patient is afflicted with ‘any other
illness for which marijuana provides
relief,’ is broad enough to allow even
the most scrupulous doctor to conclude
that some recreational uses would be
therapeutic. And our cases have taught
us that there are some unscrupulous
physicians who overprescribe when it
is sufficiently profitable to do so.”

“If the Medical Board and the
feds had not been so damn busy
harrassing and intimidating
physicians, 10 to 20 times as
many California physicians
would be making recommenda-
tions.” —David Bearman, MD

 David Bearman, MD, responds:
“That is an insult. No one gets in my
front door for an appointment unless
they represent themselves on the phone
as having a well-documented serious
disease. If the Medical Board and the
feds had not been so damn busy
harrassing and intimidating physicians,
10 to 20 times as many California phy-
sicians (e.g. 15,000 to 30,000) would
be making recommendations.

“It would take the patient’s princi-
pal doctor (and the vast majority of my
patients have one) an extra minute or
two, and save the patient the time and
trouble of having to seek out a
cannabinologist. This is what the vot-
ers of the state of California had in mind
when they passed 215. It’s the Feds and
the MBC who have created this eco-
nomic barrier, uh oh, I mean ‘incen-
tive.’”

Frank Lucido, MD, thinks Stevens
misunderstands the doctor’s role in ap-
proving a patient’s request to self-medi-
cate with cannabis.  “The more appro-
priate analogy is not to a drug prescrip-
tion, which would involve an exact
amount you are ordering the pharma-

Doctors Respond to Raich Ruling An Unusual Apology
“Apology: something said or writ-

ten in defense or justification of what
appears to others to be wrong.”

  —Webster’s New International Dic-
tionary, 2nd Edition

U.S. Supreme Court Justice John
Paul Stevens has issued an apology for
the majority opinion he wrote in the
Raich  case. Addressing the Clark
County, Nevada, Bar Association Au-
gust 18. Stevens acknowledged that his
votes in four cases decided last session
would cause real harm to large groups
of people. “In each I was convinced that
the law compelled a result that I would
have opposed if I were a legislator,” he
revealed.

“...The fourth case in which I was
unhappy about the consequences of an
opinion that I authored presented the
question whether the use of locally
grown marijuana for medicinal pur-
poses pursuant to the advice of a com-
petent physician may be punished as a
federal crime.

The uncontradicted evidence in the
record indicated that marijuana did pro-
vide important therapeutic benefits to
the two petitioners, that no other medi-
cine was effective, and that without ac-
cess to that drug one of the petitioners
may not survive.

“Moreover, their cultivation and use
of marijuana for health reasons was per-
fectly lawful as a matter of California
law. I have no hestiation in telling you
that I agree with the policy choice made
by the millions of California voters, as
well as the voters in at least nine other

States (including Nevada), that such
use of the drug should be permitted,
and that I disagree with executive de-
cisions to invoke criminal sanctions to
punish such use.

“Moreover, as I noted in a footnote
to our opinion, Judge Kozenski has
chronicled medical studies that cast se-
rious doubt on Congress’ assessment
that marijuana has no accccepted
medical uses.

“Nevertheless, those policy prefer-
ences obviously could not play any
part in the analysis of the constitutional
issue that the case raised. Unless we
were to revert to a narrow interpreta-
tion of Congress’ power to regulate
commerce among the States that has
been consistently rejected since the
Great Depression of the 1930s, in my
judgment our duty to uphold the ap-
plication of the federal statute was pel-
lucidly clear.”

cist to dispense, but to a medical deci-
sion of ‘yes’ or ‘no,’ such as: ‘Yes, you
are fit to go to camp.’ ‘No, you cannot
fly a plane’ (FAA physicals) ‘No, you
can’t have insurance from this company
that I work for.’ ‘Yes, you should be off
work for the next 3 days due to illness.’
‘No, your injury is not work-related.’
‘Yes, I recommend you cut back your
work hours for health reasons.’”

Robert E. Sullivan, MD, says
Stevens’s reference to “economic incen-
tive to grant their patients permission to
use the drug” would apply as well to “a
new cure for herpes, hypertension, or
erectile dysfunction (talk about a “mar-
keted diagnosis”). What is he thinking?
One can only conclude that he believes
physicians really make decisions on such
base motivation. Does he think they get
a kickback? Very cynical.”

Sullivan also questions the accuracy
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them how they could obtain and use it
in a manner suitable to them, and have
them leave confident with an informed
plan, professional endorsement, and on-
going support as needed.

To meet the plumber who walked in
and seemed normal until telling and
showing you a foot that’d been recon-
structed through several surgeries after
being run over at an intersection years
ago, and now it hurt all the time but the
cannabis was the only thing that helped
the pain at night, allowed him to sleep
and wake up clear-headed so he could
still work and support his family...

The gentle 40-year-old black man
who dropped out of school in Texas be-
cause he just couldn’t get it and was con-
sidered stupid, tried drugs and lots of me-
nial jobs before self-diagnosing himself
in his 30s with ADD from what he’d
heard about it and then deliberately
learned about it, never saw a doctor but
discovered that cannabis helped him fo-

cus so he could finish things. Then got
his G.E.D., worked through college on
the dean’s list, and now was an electri-
cal engineer with an L.A. firm. On can-
nabis the whole time.

“I’d love to have Stevens meet some
of these folks, listen and look them over,
then have the courage to go back and tell
his friends about it.

“Entrenched power can see a
threat to itself in its own shadow.”

    —Robert Sullivan, MD

Entrenched power can see a threat to
itself in its own shadow. The fear of loss
or change controls the thinking. The only
value is self; others are base, unscrupu-
lous, expendable, totally amoral, and,
more than  anything, bent on taking your
power for themselves. Any little loss or
change can quickly get out of hand and
must be assiduously avoided. We already
know everything that’s important so
there is no need for new  knowledge, or
perspective, or goals; indeed, these are
likely to contain  unseen threats and
should be actively stifled. ‘Remember,
we are the leaders and certainly know
best.’”

Adds Tod Mikuriya, MD:“As the ‘any
other conditions’ author I am responsible
for this mention by Justice Stevens. He
appears to be complaining about aescul-
apian hegemony that keeps the physician
as a gate-keeper. He is correct in his com-
plaint at the potential for exploitation
economically but oblivious to the com-
plexity of medical diagnosis and judg-
ment.

“The level of skepticism or cynicism
is understandable but unfortunate when
the court —supreme or lower— seeks
to practice medicine. The world of
stipulative reality bereft of clinical medi-
cal expertise is prejudicial to both health
and governance.”

“The uncontradicted evi-
dence in the record indicated
that marijuana did provide
important therapeutic ben-
efits.”   —John Paul Stevens

of Stevens’s
line, “In con-
trast to most
prescriptions
for legal drugs,
which limit the
dosage and du-
ration of the
usage, under
California law
the doctor’s
permission to
r e c o m m e n d
marijuana use is open-ended.”

“Not so,” Sullivan says. “The medi-
cal board limited the duration of recom-
mendations to one year, like all conven-
tional Rxs. And we, at least, specify an
amount (on a weekly basis) for each pa-
tient approved. Most conventional Rxs
for pain/spasm leave quite a range of dos-
age/frequency up to the patient. And does
he really believe the patients follow it
anyway? And, oh yes, what does this have
to do with the question at hand?”

 Sullivan adds: “The suspicions people
reveal they have about others often re-
veal their own true motives and styles...
My overall impression of the decision is
that the ‘What ifs’ have taken over. ‘The
parade is a wonderful idea, but What if
someone gets run over by a float? Maybe
we just better not have it.’

“What I would love to do is get Jus-
tice Stevens to go through a day at work
with me. To meet an adult daughter who
brought in her elderly mother on chemo,
neither of whom had had any prior con-
tact with cannabis before trying it and
finding it worked far better than any other
medicine she’d been given —at this point
getting a frail smile from mom nodding
her head too— and be able to inform

   Robert Sullivan, MD
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By Dale Gieringer
In the wake of the Supreme Court rul-

ing handed down June 6, California has
seen a resumption of raids on medical
cannabis dispensaries.  So far, the DEA
has been working in cooperation with
local police, who have targeted operations
accused of abusing local regulations. Fed-
eral authorities insist they aren’t inter-
ested in pursuing medical marijuana pa-
tients, but only organized criminal enter-
prises.

 In San Francisco on June 22, the DEA
raided three medical marijuana dispen-
saries and arrested 19 defendants, all but
one Asian-Americans.  Federal agents
searched 24 homes and businesses, lo-
cated 10 indoor grow sites, and seized
over 9,000 plants.  The defendants were
all indicted for conspiracy to cultivate and
distribute over 1,000 marijuana plants.  In
addition, three were indicted for sales of
ecstasy, and two for money laundering.
There are also allegations of international
cash smuggling. The three closed dispen-
saries were Herbal Relief Center at 1545
Ocean Ave., Medicinal Herbal Remedy
at 1939 Ocean Ave., and Sunset Medici-
nal Resource Center at 445 Judah St.

 Federal spokesmen denied attacking
medical marijuana per se. “It’s not an at-
tack on medical marijuana,” one law en-

Spurt of Federal Medical MJ Cases Follows Raich Ruling
they file 1099 forms for them.  This pre-
sents an irresolvable dilemma to the dis-
pensaries,  since they need to assure ano-
nymity to their growers in order to pro-
tect them from federal cultivation
charges.

In other federal cases, US District
Court Judge Charles Breyer sentenced
Robert Schmidt to 41 months in prison
for cultivation of marijuana.  Schmidt,
who operated the Genesis 1:29 cannabis
center in Sonoma County, had been ar-
rested in 2002 while growing over 3,400
plants near Sebastopol.  He pled guilty in
2003, but his sentencing was put on hold
pending the Supreme Court decision.  In-
voking the recent Booker ruling, which
gives judges greater flexibility in sentenc-
ing, Breyer granted Schmidt a two-point
downward departure, and dropped 10
months from his sentence because he was
ineligible for a prison drug treatment pro-
gram.

Breyer has ordered the government to
return a sword collection and other prop-
erty of Schmidt’s confiscated at the time
of his bust. As we go to press this issue is
unresolved and Schmidt has not yet been
imprisoned.

Post-Raich Federal Cases
• Merced —Dustin Costa (see story  on

following page).
•  El Dorado County —Mollie Fry,

MD, and attorney Dale Schafer, her hus-
band, indicted June 22 for marijuana
found on their premises by DEA in Sep-
tember 2001. Their medical marijuana
clinic in Cool, California had seen 6,000
patients.

• Sacramento —Louis Wayne Fowler,
director of Alternative Specialities dis-
pensary, arrested July 7, charged by feds
following raid by Sacramento County
Sheriff that uncovered two indoor gardens
with an alleged 800 plants. Sheriffs say
Fowler had a criminal record and failed
to file for a business license. Charged for
manufacture of marijuana and illegal pos-
session of weapons.

• Modesto  —Thunder Rector. Ar-
rested by DEA July 18 with two others
on charges stemming from a raid on his
property by Stanislaus County sheriffs,
who discovered a quantity of marijuana
there.  Rector, who has been diagnosed
as bipolar, was growing for patients at
the Divinity Tree, a San Francisco dis-
pensary formerly run by his wife,
Rayleen. He was imprisoned for more
than two months before his family raised
funds to arrange his release, which is ex-
pected in mid-October. He suffered as a
result of being denied Marinol, accord-
ing to his father.

•  Kern County —Joe Fortt, 42, direc-
tor of American Kenpo Kungfu School
of Public Health, arrested July 20 for cul-
tivating over 2,000 plants at three differ-
ent locations. Charged with conspiracy to
distribute and possess more than 1,000
plants (10 year mandatory minimum).
On Sept. 8 James Holland was arrested
along with two associates in a raid on
the Free and Easy cannabis dispensary
in Bakersfield. Kern County sheriffs
summoned the DEA after being called
to investigate a robbery at the facility.
Police found plants growing at Holland’s
home plus 20 lbs of marijuana, and fire-
arms.

Holland’s record reportedly includes
a felony that makes it illegal for him to
possess the weapons that were found in
his possession.  Patients have described
Holland as friendly and attentive. He is
being held in federal prison in Fresno,
along with Dustin Costa and Joe Fortt,
as we go to press in mid-October.

and patient records that were stored at his
home.

Several other dispensaries remain in
operation in San Diego, which so far has
no ordinance regulating their presence.
Three days after the Supreme Court de-
cision, the San Diego grand jury rebuked
the county for ignoring the needs of medi-
cal marijuana patients and urged it to take
“ all possible action” to promote access
for the seriously ill.

Another major medical cannabis op-
eration, Compassionate Caregivers,
closed several of its outlets after becom-
ing embroiled in a federal IRS investiga-
tion.  Their troubles began last May, when
Los Angeles police raided their West
Hollywood outlet, confiscating over
$300,000 cash and hundreds of pounds
of product.  Following the Supreme Court
decision, Compassionate Caregivers sus-
pended its business, including seven out-
lets from Ukiah to San Diego. They have
since re-opened in Oakland, San Fran-
cisco, and Ukiah.

United Medical Caregivers Clinic of
Ukiah and Los Angeles, voluntarily
closed doors after the Raich decision.  The
move followed another LAPD raid last
March, which resulted in seizure of
$180,000 in cash and 200 pounds of prod-
uct.  No charges have been filed.

The IRS is said to be considering as-
sessing operators for back taxes.  Al-
though  medical cannabis businesses say
they pay IRS taxes, the IRS is claiming
that they cannot deduct the expenses of
product purchased from growers unless

Hosking has made it known that the
county regards sales of medical marijuana
to be illegal, although cooperative gar-
dens are allowed under the law.

In San Diego,  police arrested a medi-
cal cannabis dispensary owner, Jon
Sullivan,  at his home. Sullivan  was ar-
rested on account of a neighbor’s com-
plaint, not out of any investigation of his
two dispensaries, which operate under the
name “Triple Holistic Chronic.”  Police
seized more that a pound of marijuana

forcement official told the San Francisco
Chronicle, “This is an organized crime
group that is using the whole pot-club
thing as a front.”

Supporters say that the defendants
were mostly involved in medical mari-
juana. One of them, Van Nguyen, was
well known as the director of the first
Asian- American dispensary, the Herbal
Relief Center, which was known to give
away cannabis to needy patients. “I am
not a profiteer, I don’t know what money
laundering is,” Nguyen told the SF Bay
Guardian, “This is what I believe in. I’m
not going away.”  But he has not yet
turned himself in.

Lawyers for the defendants
include former S.F. District At-
torney Terence Hallinan, who
contends that the prosecution
reflects an anti-Asian bias.

Lawyers for the defendants include
former S.F. District Attorney Terence
Hallinan, who contends that the prosecu-
tion reflects an anti-Asian bias.

Eleven of the defendants had been ar-
rested for cultivation by local police in
the course of six raids in San Francisco,
Oakland, and Daly City, over the past two
years. They had avoided prosecution on
grounds of Prop 215.

The organization had attracted com-
plaints from some neighbors by opening
what was the third dispensary in the
Ingleside district. Complaints about over-
concentration of clubs were a major fac-
tor in San Francisco’s recent decision to
impose a moratorium on new facilities.

 On the same day as the San Francisco
raids, federal officials in Sacramento ar-

“Fear and Loathing at the Dispensary”

Pen and ink drawing by John Denney

Three San Francisco Clubs closed—
DEA claims to target “criminal enterprises”

rested Marion Fry, MD, and her husband,
attorney Dale Schafer, on a sealed indict-
ment.  Fry and Schafer, who run a medi-
cal cannabis center in El Dorado County,
had been under investigation since 2001,
when DEA agents raided their office. Al-
though Fry was protected from prosecu-
tion for recommending marijuana under
the federal court Conant decision, a medi-
cal marijuana garden was discovered on
the couple’s property, rendering them li-
able to federal prosecution.

Fry, who is also a cancer patient, con-
tended the garden was legal under Prop.
215.  However, the Supreme Court’s
Raich  decision ruled out any defense
based  on personal medical use, clearing
the path for the couple’s recent indict-
ment.

The DEA assisted the Sacramento
County sheriff in closing another medi-
cal cannabis dispensary, Alternative Spe-
cialties, on Folsom Blvd. The dispen-
sary’s owner, Wayne Fowler, had a pre-
vious felony conviction for embezzling
$5 million while a state employee, and
was also charged with illegal possession
of weapons. Sacramento County
Sheriff’s Sgt.  R.L. Davis said Fowler
was raided “because of who he is and be-
cause he was definitely operating with-
out a business license.”

 Other dispensaries are continuing to
operate in Sacramento County, which has
a moratorium on new facilities pending
further regulations.  Alternative Special-
ties had been the most conspicuous, lo-
cated on a major highway with a big pot-
leaf sign and live plants visible through
the window.

In San Bernardino County, the
sheriff’s department moved to
shut down the county’s only dis-
pensary just two days after the Su-
preme Court decision.

In San Bernardino County, the sheriff’s
department moved to shut down the
county’s only dispensary just two days
after the Supreme Court decision with no
federal assistance at all.  The dispensary,
California Alternative Caregivers Chris-
tian Alliance in Big Bear Lake, was
busted after selling eight ounces of medi-
cine to an undercover sheriff’s deputy
with a physician’s recommendation.  San
Bernardino District Attorney James
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ominous (and not mutually exclusive).
Congressman Cardoza could have ex-
pressed his displeasure with Costa. A
sheriff who had it in for Costa might have
asked a federal colleague, as a personal
favor, to take him down. The Merced
County D.A. could have asked them,
knowing that Costa was going to mount
a vigorous medical marijuana defense in
Superior Court and the Central Valley
media. Or, the feds on their own could
have moved against Costa after identi-
fying him as a leader in a political move-
ment they are determined to stamp out.

DEA Administrator Karen Tandy is-
sued a revealing statement July 29 on the
arrest of Canadian seed salesman Marc
Emery: “Today’s arrest of Mark (sic)
Scott Emery, publisher of Cannabis Cul-
ture magazine and the founder of a mari-
juana legalization group, is a significant
blow not only to the marijuana traffick-
ing trade in the U.S. and Canada, but also
to the marijuana legalization movement.
Hundreds of thousands of dollars of
Emery’s illicit profits are known to have
been channeled to marijuana legalization
groups active in the United States and
Canada. Drug legalization lobbyists now
have one less pot of money to rely on.”

 If the DEA is applying political cri-
teria in deciding who to take down in
California, Costa would have been a
prime candidate. He was the leading ac-
tivist in the Southern Division of the
Eastern District. “He was our ace and
he was trumped,” says Tom O’Connell.

Undoubtedly the DEA and federal
prosecutors will claim that they had no
ulterior motives and that Costa is being
prosecuted based on the number of plants
he had under cultivation.

Can Costa’s rearrest be considered a
direct result of the Supreme Court’s rul-
ing in the Raich case? U.S. Attorney
McGregor Scott was paraphrased thus
in the Merced media: “marijuana re-
mains an illegal drug under federal law,
as affirmed by the U.S. Supreme Court
last June.”

Assistant U.S. Attorney Karen
Escobar will prosecute Costa, who was
indicted by a federal grand jury on three
counts —manufacturing, possession of
8.8 pounds, and intent to sell— originat-
ing from his February ’04 arrest.  He
faces a mandatory-minimum five years
and a fine of up to $2,000 for each drug
charge. The gun charge adds a manda-
tory consecutive five-year term.

“Costa has been flouting the law for
months now under the guise of Proposi-
tion 215,” Merced County Sheriff Mark
Pazin told the Star-Sun. “What Costa has
done is take the original intent of medi-
cal marijuana and has used it for his own
agenda.”

O’Connell was concerned by word
that Costa, a diabetic with a problem-
atic ticker, had gone on a hunger strike.
He reached him by phone at the Fresno
jail to advise against it. Attorney Bill
McPike estimates that he and Dennis
Roberts had made some 20 appearances
on Costa’s behalf over the past year and
a half. He says at least one deputy at the
jail was “upset and sympathetic” upon
learning that Costa’s arrest was actually
a rearrest in an ongoing state case.

Double Jeopardy?
In plain English, Costa has been put

in double jeopardy, which most Ameri-
cans assume to be illegal. “Not accord-
ing to the courts,” explains attorney Joe
Elford. “First, there is the fiction that the
state and federal governments are sepa-
rate sovereigns, so they can each attempt
to prosecute once without any double
jeopardy problems. Double jeopardy
only prevents successive prosecutions by
the same same sovereign. (This is how
the Rodney King police were convicted
in federal court after being acquitted in
state court.) Second, the prohibition on
double jeopardy attaches only after the
jury is sworn.  Because Dustin made bail,
there was no jury trial, so there could be
no double jeopardy.”

But Dustin Costa sits in a cell in
Fresno —in the real world, doing real
time— having been arrested twice for
the same “crimes.”

Costa communicated to a third party
that conversations with fellow prisoners
confirm Dr. O’Connell’s findings about
marijuana use patterns. Costa says he has
interviewed 30 people who had tried
marijuana in their teens or earlier, “all
of them to relieve stress or anxiety. 90%
say it helps  them focus, 90% say it helps
with anger management, most of them
use  it as a sleep aid, 3 of them have been
diagnosed bipolar, 2 diagnosed ADHD,
and 1 diagnosed PTSD.”

Feds Take Over Prosecution Of Merced Organizer
Dustin Costa Re-arrested

The ominous thing about the federal
case against Dustin Costa is the implicit
warning it sends to those engaged in
political activity.

Costa, leader of the Merced Patients
Group, was arrested at his residence on
Wednesday, Aug. 10. He is being held at
a federal detention facility in Fresno as
we go to press. Federal prosecutors have
taken control (from the Merced County
district attorney) of the case against him.

The case stems from a February 2004
raid on his farm in Winton that turned
up some 900 plants, 8.8 lbs of dried
marijuana (leaves and shake), and a shot-
gun. In a federal trial the jury will not be
allowed to weigh Costa’s claim that the
cannabis was all destined for medical
users and dispensaries.

Costa, 58, is a Vietnam-era Marine
Corps vet who has experience as a union
organizer. Instead of retreating after get-
ting busted, he devoted himself to build-
ing the Merced Patients Group. It’s a co-
operative for which attorney Bill McPike
wrote the by-laws in conformance with
state law (created by Prop 215 and SB-
420) and precedent cases. McPike ad-
vised that the patients group could as-
sign (hire) members to grow marijuana
for those who were unable to do so for
themselves.

“DC was very confident that they
were establishing a legal model that
would be applicable throughout the
state,” says Tom O’Connell, MD, who
has seen patients in Merced.  “His group
was really picking up momentum.”

“Safer than aspirin...”
Willingness to do political work is one

of the explicit conditions for member-

ship in Costa’s group. In July he led eight
MPG members to the office of Congress-
man Dennis Cardoza to protest
Cardoza’s “no” vote on an amendment
that would have stopped the DEA from
raiding growers and distributors in states
with medical-marijuana laws. Cardoza
was the only California Democrat to op-
pose the measure. Costa and crew ar-
rived at his office dressed in black t-shirts
emblazoned front and back with a bright
marijuana leaf and blunt slogans: “Safer
than aspirin” on one side, “More effec-
tive than Ritalin” on the other.

 MPG members also had gone in their
distinctive attire to public hearings in
Modesto and Stockton (where their in-
put helped block extension of the local
moratorium on cannabis dispensaries).
They twice attended San Joaquin County
Superior Court proceedings in support
of Aaron Paradiso, a quadriplegic fac-
ing cultivation charges. They launched
a graffiti removal project that was writ-
ten up favorably in the Merced Sun-Star.

The group was there en masse when
Costa appeared in Superior Court in
Merced and got a continuance of his trial
till October —over objections from the
D.A. Ebullient after this small victory,
Costa’s friends distributed t-shirts to
courthouse employees.

The looming question is: at
whose initiative did the feds
take over the prosecution?

The looming question is: at whose
initiative did the feds take over the pros-
ecution? Most of the explanations are

DUSTIN COSTA led members of the Merced Patients Group
from Rep. Dennis Cardoza’s office in mid-July after setting
up an appointment to discuss medical marijuana. Costa had
been arrested on cultivation charges in February 2004 and
was facing trial in Merced County Superior Court when  he
was rearrested Aug. 10 and his prosecution taken over by the
U.S. Attorney’s Office.

“Compassion,” a compelling new work created by renowned
artist John E. Denney, is being offered as a limited edition, full-
color print. Each print will be numbered and signed by the art-
ist and matted to 16x20 for easy framing. Ideal for display at a
pro-cannabis doctor’s office or dispensary. To order, contact
the artist at johndenneyart@yahoo.com. Cost is $75 plus ship-
ping and handling; partial proceeds to benefit NORML.

Down in the Valley,
The Valley so low
Hang your head over
Hear the wind blow
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By Fred Gardner
It was one of those stories that makes  a

big splash in the local media and then dis-
appears. A warehouse in Hunters Point had
been raided by the DEA in late March, a
“sophisticated marijuana cultivation site”
dismantled, more than 400 plants seized.

There was no follow-up story because
nobody ever got charged. The man who
had leased the warehouse  and was indeed
growing marijuana there, Fred Demchuk,
showed me around the denuded interior
about a week after the bust and described
what had gone down.

I’d first met Fred in ’96 at Prop 215
campaign headquarters  (the original San
Francisco Cannabis Buyers Club run by
Dennis Peron and crew).   We both used to
come by around 5 p.m. on Fridays  to hear
Mike Mack play the piano and enjoy the
end-of-the-work-week vibes.  Fred was
from Detroit, originally, a semi-retired en-
gineer with a blue-collar air. He’d said that
his parents had made it out of the Ukraine,
where his father had been “a slave to a
machine,” in the 1930s.

In recent years Fred and Mike were in-
volved in a patients’ union whose mem-
bers are mostly low-income folks. After
Dennis Peron had been driven out of busi-
ness, a group that included Mike, Leslie
Thomas and Harvey Feldman had given
thought to launching a medical cannabis
dispensary of their own, but lacked the nec-
essary capital. Their Plan B was to rely on
competent volunteers to grow or otherwise
obtain cannabis for union members at the
lowest possible price.

Fred leased the small warehouse  in
April 2001. He cleaned and painted, then
hired an experienced  indoor grower to in-
stall lights, ballasts, an irrigation system,
etc., and to oversee production. Fred
handled security himself by moving into a
small trailer outside the warehouse. On
week-ends  he’d visit his wife and family
in San Jose.

In due course Fred and the experienced
grower had a falling out. Allegations of
theft were made, but not to the police. The
grower departed and Fred took over the
operation. He had never grown indoors
(and only once outdoors,  in 1976, on a
very small scale) but he’d been looking
over the grower’s shoulder, he said, and
had learned about pH and what goes into
the nutrient solution.

“He was doing things wrong,” Fred
said in retrospect. “I took over in the midst
of a dying crop and somehow turned it
around. We’ve been able to sell everything
that we grow. Everything. Everything we
grew was sticky. Even  the cops, when they
were taking the stuff out, said ‘man. this
stuff is really sticky.’”

You know how growers talk:
Fred was sounding like every other

grower you’ve ever heard: “They were
beautiful. It broke my heart to see‘em go.
Some were ready to harvest, some were

three weeks into bloom...
“We used two lights per table. That was

our secret of success: photosynthesis you
couldn’t believe! This whole room was up
to here, almost ready to be harvested...”

 The confiscated crop was the one the
Fred was counting on to repay his loans
and come out ahead for once. “We’ve never
been able to make a profit at this place,”
according Fred. “It costs thirty-five hun-
dred a month to rent and another two thou-
sand at least for the electricity.”

 Fred expected to get one ounce per
plant —a pound to a pound-and-a-half per
table. There were 12 tables. He was grow-
ing on a 90-day cycle —a month of veg-
etative growth followed by two months of
blooming. “We’d run out of money at the
end of  the cycle,” said Fred. “It might be
a month before we could afford to buy
clones again.”

The buds were dried and sold
to union members for $200 per
ounce at twice-monthly meetings
called “jubilees.”

The buds were dried and sold  to union
members for $200 per ounce at twice-
monthly meetings called “jubilees.” Fred
described the members as “basically
people who can’t afford $400 at a club. I
can honestly say we provided it at cost
because we didn’t make a friggin’ dime. If
I had I wouldn’t be living in a trailer and I
wouldn’t have 240,000  miles on the car
I’m driving. This is a break-even opera-
tion.”

 The raiders had taken lights  and bal-
lasts (34 each at $300/pair, according to
Fred, although his actual outlay had been
lower because some of the gear had been
donated). Left behind were the 12 tables,
each containing 25 one-gallon pots with
cleanly lopped-off stumps about four
inches high. Each plant had received wa-
ter and nutrients via thin black tubing from
sprinkler heads coming off a 2-inch riser

somebody down you don’t have to shout
at them, you don’t have to push them to
the ground. A gun in the face is plenty,
believe  me. They didn’t even do that, they
were professional enough to  lower them.”

The Sword of Respect
Fred said the turning point came

quickly. “They asked me if I had a weapon
on the site and I said, ‘Oh yes, I do, I have
my navy officer’s dress sword.’” From the
time they saw the sword, Fred said, “the
officers treated us even less unfriendly.”

The sword had been awarded to him at
Annapolis for excellence in engineering,
he said.  He got it out, inspected the blade,
twirled it snappily, and sheathed it.

 Fred entered the Navy in 1956 as an
enlisted man, then aspired to become an
officer. Rep. John Conyers backed him and
in 1957 he entered the Naval Academy.
Because he read, spoke, and wrote Rus-
sian (as the son of Ukranian immigrants)
and already had experience in submarines,
Fred says he “got asked to participate in
some special activities,”  and didn’t gradu-
ate with the class of ’61. He retired in
1972.

“All my friends and all my operations
have been with submarines  and SEALs,”
he says. “Matter of fact, one of my best
friends, George Worthington, is head of
worldwide operations for the SEALs.”

 Fred said he’d recently called
Worthington seeking “help for one of our
brethren who’d got in trouble with his
CO —a SEAL. But George didn’t want me
to get involved with it and I said ‘okay.’”

Fred said he  knew several other admi-
rals and politically powerful men from  his
Navy days. “John McCain and Jack
Poindexter were in  the class of ’58, and I
got to know them by accident. Stepping
on their shoes. I had to polish McCain’s
shoes for three weeks and Poindexter’s for
a month. Never thought I would ever hear
from those two guys again, to be honest
with you. I’ve got Poindexter’s signature
somewhere —they put me on report and
it’s his signature on the report.”

Three levels of take down
Fred resumed his favorable review of

his own bust:  “In a military take down, I
don’t even ask for them to open the door. I
just give the order ‘Open fire’ and we just
hit this place with guns that can shoot 6,000
rounds a minute. Fuel-air grenades that
when they go off they kill everybody in
the building. And then we follow that up
with some stun grenades and thermite gre-
nades and make it really hot  inside in case
someone did survive. And then we come
in.

“A paramilitary take down is one step
down, without all that ordnance, but still
pushing people down when they catch ‘em
and putting  guns to their head. A para-
military bust leaves you with the feeling
that you’ve just been assaulted by storm
troopers and everyone’s pissed off, includ-
ing the media.

  “When it’s a professional
bust, the only thing you get pissed
off about is that they took  your
weed.”

  “When it’s a professional bust, the
only thing you get pissed off about is that
they took  your weed. I’m pissed off that
we don’t have any medicine to provide to
over 100 people. I’m not pissed off at the
DEA officers.  In fact, it’s a pleasure to
watch professionals in action. They  had
some kind of cutters, several boxes of tools
in plastic carryalls,  and investigation kits,
fingerprinting kits. They fingerprinted  the
place and maybe even left audio devices
and video devices behind.”

The renowned psychiatrist Jolly West
testified on behalf of Patty Hearst  that

people have a tendency to identify with and
even admire their oppressors, especially
under conditions of extreme duress. Fred
Demchuk, having conducted raids himself
in the military, would be inclined to iden-
tify with the leader of the raid on his in-
door garden.

Fred said the DEA agents “got chairs
for  us to sit down in. They loosened my
handcuffs when they realized I had arthri-
tis —and it was terrible because I couldn’t
medicate. They let us go to the bathroom.
They didn’t browbeat us or attempt to
shout at us and make disparaging remarks.
One of them asked me if I’d done any in-
telligence work and I  told him yes, I’d
worked with Admiral Worthington and so
forth. He asked me my rank and I told him
that was classified. He said he’d never
heard of a classified rank and I said that
under the  new anti-terrorist rules you’re
not allowed to reveal it.

 “They attempted to find out how much
business we were doing here. They came
in with the impression that this was a big
moneymaking operation. They didn’t re-
alize the problems we had with crops. They
didn’t realize that growing in rock wool is
very demanding, you make one mistake
and you lose a crop... The cost of hydro-
ponic nutrients is quite  high. The really
good ones are from Canada, and because
of the trade imbalance, the cost is going
up...

“We had a problem with mites that al-
most destroyed an entire crop. I mean, at
first we just stood there and watched the
little bastards at work. But we got smart
about it. Between each crop we had suffi-
cient time here to bomb the room but not
the crop with insecticide  bomb, a special
cytotoxin that kills them. You don’t see
them for months. You don’t want to use it
when the plants are in bloom...

“We’ve had problems and  overcome
them. We’ve learned so much, this crop
would have been the pinnacle of our ex-
pertise. We were finally at the point where
we’re producing a reasonable crop. I
pointed out to these officers that really
what they were taking away was medicine
for Iraqi war veterans, Vietnam War veter-
ans, and disabled people. I said,  ‘you
know, you don’t realize what harm you’re
doing.’

“The agent in charge, we’ll call him
Hughes. He pointed out that while we le-
gitimate patients might constitute three
percent, the total market out there was 97
percent people who were abusing it. I said,
‘Well go after the 97 percent.’ Fred laughed
at his own opportunism, said he  didn’t tell
Hughes that the numbers seemed like the
reverse of reality —97 percent of cannabis
users have valid medical reasons.

The “Professional Bust” of Fred Demchuk

continued at right

Mike Mack (performing at 1444
Market Street in the summer of 1996)
helped organize the Patients Health
Defense union.

FRED DEMCHUK a few days after his
grow-op was raided by the DEA.

from a 1-inch PVC pipe that connected to
a bigger plastic skeleton.

The growing medium in the pots was
rock wool. Netting strung above the table
had supported buds that, at the time of the
raid, had  been forming for three weeks.
“Some people use a spring  attached to a
device up here to hold the branch up,” said
Fred. “Trellis works just as well... We had
a system where you could irrigate all the
plants from one pump. They didn’t take
the pumps.”

Busted along with Fred was  a 31-year
old Navy vet disabled by severe migraines.
Fred estimated the raiding party at “twenty
or more —state, county, there  must have
been four or five agencies— led by four
DEA agents. They came in with guns
drawn, but they didn’t put them to our
heads or throw us to the floor. They hand-
cuffed us but they didn’t curse at us. They
were professionals. In fact, I give them an
outstanding.

“I’ve done enough of these operations
myself in the military to know that when
you go through the door you’ve got  to have
absolute fire control because somebody
could pull off a stray round and hit a
friendly or hit a civilian. Two: you’ve  got
to have flawless intelligence going in. And
number three, execution has to be flaw-
less as well. When you come in and take
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“Hughes said there was nothing under
federal law that legitimized medicinal
marijuana and he advised people to use
Marinol. I laughed and Eric [the other man
being detained] gave him the scientific rea-
sons.” The DEA agents  seemed “vastly
uninformed with respect to medicinal can-
nabis,”  said Fred.

There are 11 Vietnam and Persian Gulf
vets in Fred’s union. He had been trying to
organize a support group for Iraq war vets
who needed more help than the VA could
provide, and said he’d been in touch with
eight men who were interested.

“Veterans have been through the gamut
of having been subjected to almost every
medication out there. Cannabis does the
job so much more efficiently with less
problems, societal effects, nausea, vomit-
ing and so forth. But I do not think the
DEA agents are cognizant of that.”

Fred said the agent’s line about three
percent of patients being legitimate
seemed like disinformation he’d picked up
at a training.

 “At some point they realized  that we
only had two thousand dollars in cash and
it was for our PG&E bill so they gave it
back. I believe Agent Hughes surmised that
this actually was a legitimate medical
grow. If this guy was wearing an Italian
suit he could be on the cover  of
Gentleman’s Quarterly, he was that good
looking. I realized he had his thing to do,
to uphold the laws he’s been sworn to up-
hold. And I had my thing to do, I got my
veterans to take care of, my disabled people
to take care of. Where can we find some
middle ground?

“He said he wanted names of meth labs.
I said,  ‘If I knew of a meth lab, it would
be on your desk in a heartbeat.’  He said,
‘Good for you.’ So he knows right off the
bat that we have no use for meth labs, we
have no use for pill pushers of the type that
profiteer, and we have no use for the street-
drug people that have profaned the name
of medicinal cannabis.

“He asked me if I’d help them penetrat-
ing the Compassionate Caregivers club.
They wanted to know where the money
was going. I said basically all I know about
it is there’s some people who are pissed
off at them occasionally, but I hadn’t had
any problems with them. They wanted to
know who was pissed off enough to give
them more information. I couldn’t  come
up with anybody.”

Fred acknowledged having sold part of
his crop to dispensaries when the union had
fewer members. “When we did sell at one
time to the clubs, our stuff was always 5-
star. Part of our secret  was hormones and
catalytic boosters to increase the uptake of
nutrients. The plant will continue to pro-
duce resins and oils  continuously, all
you’ve got to do is feed it. In rock wool
you can get away with that. In soil you
reach a saturation point but in rock wool
it’s continuous drainage. So you can con-
tinue to feed that plant and it will grow
and achieve medicinal grade.

“The DEA said they were going to as-
say what they took from us for THC. So
I’m gonna find  out. They got some that’s
three weeks into bloom and some that was
fully. I’m sure it was up to 12%. I’m going
to ask them to give me that figure. Of
course, if they give me an indictment they
will, it’ll be in there...

“Hughes said he doesn’t  want to see
any kids using cannabis. He has a baby and
he doesn’t want his baby to grow up to use
drugs. I said, ‘Look Hughes, you and I are
in that ballpark. I don’t believe that can-
nabis should be legalized. I think that medi-

cal cannabis should be legalized  and ad-
ministered so that kids don’t get it. I don’t
think a kid can perform at 100% efficiency
after he’s been out smoking dope or using
alcohol. It’s just a physical impossibility. I
want  to keep it out of the hands of chil-
dren because it’s a medicine.  It is not a
recreational drug...

“You have to get to the point
in life where you can under-
stand what its use is and how it
affects you.”

“You have to get to the point in life
where you can understand what its use is
and how it affects you. Without that basic
perception and understanding —what we
call ‘the age of accountability’ in the Mor-
mon church— you should  not be using
cannabis.”

A Ukrainian mormon?
 “In the old country some  of my fam-

ily were Jews who changed over to Ca-
tholicism and Ukrainian Baptist. I grew up
on both sides. When I decided to sober up
—to clean up my act with alcohol— a
friend of mine talked to me about the Mor-
mon church. I realized that my family had
been stunted because of my alcoholism.
There had to be something out there that
would give us an anchor and some hope
and allow us  to restart in another direc-
tion.

“And I was glad there was because right
off the bat there was a class at the church
about ‘benching’ children —time-outs in-
stead of beating them. I had been raised in
a family where you beat children...

Instead of Sunday school they had a
course taught by this psychologist. It paid
off because as soon as we started doing
that instead of spanking them — ‘You sit
down until you’re ready to talk to me about
why you’re misbehaving’— and they
couldn’t leave that chair, they couldn’t
play, they couldn’t watch TV, the results
were amazing.

“It doesn’t work, that ‘my-
way-or-the-highway’ type of
thing. With no middle ground,
children rebel.”

“When I married my wife she had three
children and then we had three more chil-
dren. And  they all hated me. I was an al-
coholic who used the military tactics that
I’d been taught all my life to raise a fam-
ily. It doesn’t work, that ‘my- way-or-the-
highway’ type of thing. With no middle
ground, children rebel. I was able to sal-
vage good relations  with three out of six.
Thank God we’re all today on speaking
terms.

 “Once I started sobering  up and they
saw a different side of me they began to
realize there was some hope for the old
bastard. I had my last drink in 1979 and
I’ve been sober ever since. I’m still active
in  AA today. I have a lot of people I spon-
sor.”

Fred said he wished there were  more
cannabis-friendly meetings. “AA tries to
separate  the two. I told my sponsors that
there was only one way I could have got-
ten sober without killing somebody. Com-
ing back from the military situations that I
was in there was a lot of built-up anger
and wrath inside of me and I took it out on
my family.  I finally was able to get one
year of sobriety and then two. It took me
three years after I joined the Mormon
church. But nobody ever came up to me
and said ‘quit drinking’ or ‘quit that damn
cigarette smoking.’ It took me a long time
to get rid of those addictions.

“I started using cannabis in 1976 when
I quit drinking. By the grace of God, I was
a block  away from a place called Tom’s

Rent-a-Garden in San Jose. He was a can-
nabis user himself and in the back of his
rent-a-garden I grew cannabis for myself
and we smoked three or four joints  a day
and I was able to come down from alcohol
without killing  anybody or harming my
family or harming myself.

It was just like  landing with what they
call a 100-foot canopy parachute. You land
so soft you don’t even know you landed.

And I was able  at that time also to go
to AA meetings. Cannabis is what kept me
from going back to alcohol. No question
about. I was able  to level out. And I was
going to church as well. I really wanted  to
change my life. I realized that I was in a
spiral. I just wanted to change my life. You
come to a point where you realize that
something’s got to change and it’s got to
be you. Nobody’s going to change around
you to make room for you. My wife gave
me an ultimatum: straighten out or fly out,
so I had no choice.

“Once I straightened out  I was able to
get jobs and get back on my feet and res-
urrect  my life. My last civilian job was as
a stockbroker with Morgan Stanley. I was
trained in the South Tower of the World
Trade Center. I was supposed to go back
and work on the 44th floor of the South
Tower.

“I have strong feelings about it because
I knew people who were in the tower at
the time. My son-in-law had just received
a job offer to work in the North Tower. He
was supposed to come in that day but the
lady who hired him said ‘Don’t bother’
because she wouldn’t be in till Wednes-
day.

“That weekend was our Naval Acad-
emy 40th anniversary celebration. I was
supposed to go. A friend of mine had
booked a block of seats and there was an
extra seat coming back, so I bought a one-
way ticket on Jet Blue to go there and then
I’d have a free seat  on the way back. At
the last minute something came up and I
canceled. I would have been coming back
on the plane that crashed into the Penta-
gon. That was the third time in my life that
I’d cheated death that way.”

What happens next?
 The DEA gave Fred reason to  hope

that no indictment will come down. “One
of the things they told me was, ‘You want
to save yourself some money, don’t bother
getting an attorney because this is going
to go away.’  I don’t think they want to
arrest a guy with an honorable discharge
who’s going to bring in some admirals as
character witnesses.  I told them, I fought
for this country and I bled for this country.
I spent 93 days in Bethesda Navy Hospi-
tal. They put me back together so they
could send me back into submarines.
That’s how desperate they were for people.
They may have had manpower but not
enough  skilled manpower, and there’s a
difference...

“I said I’d be willing to help them with
anybody who’s a crook in this business but
I’m not going to turn in a fellow veteran.
There are some thieves in this business  and
they’ll get taken down sooner or later. But
most of the people  in the medical cannabis
movement are pretty much straight arrows
and honest. There’s a few crooks. I know
‘em, I’ve met ‘em, I’ve  been on the losing
end a few times. But they’re few and far
between and that’s why it’s a good move-
ment to be in as far as I’m concerned.
   “To be able to be of service to other
people: that’s where I’ve  derived most of
my satisfaction over the last few years.
Seeing people all of a sudden be happy.
Seeing people who when they walked in
the door were pissed off, angry about the
world, sit down and socialize with you and
their attitude changes completely.

The Situation of Veterans
“I also see it with the people coming

back from Iraq. I didn’t get into this too
much with Agent Hughes because I didn’t
want to give him names, but there’s a lot

of people who come back from the Iraq
war who are really bitter. Some of these
people will  never get the psychiatric help
that they really need. The rules are that you
get 90 days of psychiatric help and if you
qualify  for longer you have to show rea-
son. The point is, without some  sort of
support group other than the VA system
these people are  gonna be handled the
same way we handled the Vietnam veter-
ans and we’re going to have another horde
of homeless people out on the streets.”

Veterans hook up with Fred through
mutual friends, word of mouth, the AA
grapevine. “They go to the VA and they
run into someone who knows me. Or they
run into Paul at the Divisadero club, he’s a
Vietnam veteran.  Word of mouth is how I
like it.

“The veterans have been prescribed
drugs like morphine sulfate, Vicodin. Our
first grower was a perfect example. He was
misdiagnosed by the VA. They fed him a
whole bunch of drugs that damn near de-
stroyed his pancreas.  Then they discov-
ered that he really had pancreatitis all
along!

“They told him well, you’ve got so
many years to live, and they gave him a
bunch of new drugs. With pancreatitis one
of the symptoms  is severe back pain. He
treated that with Vicodin. When that ran
out he tried to get Oxycontin on the street.
Cannabis wasn’t strong enough for him.
As a consequence he became more and
more  strung out on these other drugs and
it affected his personality.  One day after
we’d raised some financial questions he
just walked  out, left us with a dying crop.

“I was thumbing through the book real
quick. The thing to do with mites is just
get rid of the plant entirely and hope that it
was only that one plant. To get rid of them
entirely, if you could afford it, you put in
huge air conditioners and grow your plants
at about 60 degrees.  At the same time you
heat the nutrient solution. That way you
have what they call ‘the feet is warm and
the shoulders is cold.’ The mites can’t take
the cold. They head for Florida, man. So
that was our plan.

“The feds were half-right when they
called this ‘a sophisticated operation.’ But
we had nowhere near the money for a re-
ally sophisticated operation. If we had, we
could have brought the price down to about
100 bucks. And made enough to get by on.”

The raid lasted about five hours, till 4
p.m. “The TV cameramen came, the
sheriff’s deputies, a woman from the DA’s
office, just like checking it out. ‘What
should we do today?’ ‘Let’s go to the
bust...’

“The only agent I had any trouble with,”
Fred said, “was one who kept  trying to
put words in my mouth. Like he says,
‘How long you been selling marijuana to
the clubs?’ I says, ‘The reason we’re here
is because we don’t want to deal with the
clubs. We want to deal with the patients
directly. The clubs would only pay us a
certain amount of dollars and the patients
will pay us an equivalen amount. But the
clubs will mark that up and the patients
will have to pay it.”

Fred said he had notified the landlord
(who himself had undergone chemo-

continued on next page

Professional Bust of Fred Demchuk from previous page

Leslie Thomas-
Flachman of PHD
wants San Fran-
cisco to mandate
that dispensaries
provide cannabis
at a discount to
d o c u m e n t e d
Medi-Cal patients.
The possibility of
Fred Demchuk
providing  low-cost cannabis to some
120 Patients Health Defense union
members ended when his crop got
confiscated.

Fred said the agent’s line
about three percent of patients
being legitimate seemed like
disinformation he’d picked up
at a training.
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therapy and was not lacking in empathy)
about the bust. “We need a month to get
out. I’m going to get a team of people in
here and move stuff out and then we’re
going to have a going away party...

“We had just upgraded the electricity,
that’s what pisses me off. We’d been blow-
ing fuses all the time. One of our friends is
a master electrician and a good one. Now
it’s upgraded and we gotta leave.”

When he drove home to San Jose  after
the bust, Fred said, “My wife told me, ‘I’m
glad you’re out of the business.’ My sister
said the same thing. The tension had been
so dramatic... My wife is a live-in
babysitter for my two grandsons, two won-
derful boys. They just love grandma and
we love them.

A Blessing in Disguise?
“I get down to see grandma on the

weekends and my son-in-law and my
daughter take off for Crescent City. Last
night the youngest got up at 9 o’clock and
headed for grandma’s bedroom  just as I
was heading for grandma’s bedroom. Well,
guess who got to sleep with grand-ma last
night?

“ This boy is just beautiful. He has the
Russian features, steel-blue-gray eyes...
And so, these kids and my wife made me
think: ‘What am I doing? Where are my
priorities?’

“It could be that this is a blessing in dis-
guise. Not that I’m going to stop doing
what I was doing, but it can be done on a
smaller scale. Within reason. Like Agent
Hughes said, ‘This guy Larry  [the owner
of Compassionate Caregivers] is on my
radar screen.’

“I said, ‘How did I get on your radar
screen?’ He didn’t answer  that question.

“I said, ‘I’m gonna stay off your radar
screen.’  I asked him, ‘If I had grown less
than a hundred plants would you be here?’
He went like this—” Fred made a dismiss-
ive gesture with his hand. “He didn’t come

out and say ‘No, absolutely  not,’ but...”
Fred estimated that the cost of prosecut-

ing him would be well over a quarter of a
million dollars.  “For what?” he asks rhe-
torically. “‘This guy’s got zero assets,
we’re not gonna take his trailer. His navy
dress sword? Come on!’

“The DEA is going to have to start di-
verting their resources to some important
stuff. If they don’t, they’re gonna catch hell
from the citizens who are gonna wake up
and say, ‘Wait a minute, you busted these
legitimate cannabis guys  and these guys
are walking around free making meth in
my neighborhood?’

“Keeping medical cannabis illegal costs
too damn much. Society may not be that
rational, but that’s our job, to explain that
when you really boil it down, does it  make
any sense to prosecute anybody who’s
growing for legitimate patients? We could
have music programs back in our schools!”

Fred related his thoughts about the bust
in early April. On June 18, according to
our mutual friend Mike Mack, Fred was
rear-ended by a big rig in San Jose and died
in the hospital the next day.

The Professional Bust from previous page

By Frank Lucido, MD
Many patients seek out cannabis consult-

ants because they don’t feel comfortable dis-
closing to their regular doctors that they have
been  self-medicating with cannabis.

Although I require that a patient’s primary
provider or other appropriate  practitioner be
following the serious illness for which can-
nabis is used, I do not require that the patient
disclose his or her medical  cannabis use to
these providers in all cases.

I explain: “In a perfect world, you should
be able to tell your physician everything. But
unless, and until the federal government,
employers and insurance companies no
longer discriminate against medical cannabis
users, there is valid reason not to have can-
nabis mentioned in your medical records.”

I ask the patient to assess whether he or
she feels safe in telling their doctor “off the
record” that they’re using cannabis medici-
nally.  If the answer is yes, I encourage them
to do so. Your own doctor knows you best.

Altough I don’t require that a patient men-
tion their cannabis use to their own physi-
cian, I cannot support a patient hiding other
significant information, such as whether they
have discontinued medicines their doctor has
prescribed.

The following correspondence with pa-
tient P, a 30-year-old man, illustrates my ap-
proach.

April 11, 2005
Greetings Dr. Lucido,
I am writing you because a friend gave

me your website address and I have some
questions.

 I started having seizures about 3 years
ago. They became more frequent over the
years and I had my first grand mal seizure 2
months ago. I hurt myself pretty bad (my ribs
and back) during the seizure and I am still
recovering from it.

Since I have a low income, I was only

Don’t Lie to Your Doctor
able to be helped through CMSP  (which is
like Medi-Cal) but this system is a problem
because it takes months to get an appoint-
ment or see a neurologist.

 Since I had to wait several months to talk
with a neurologist and was terrified of hav-
ing another big seizure I researched alterna-
tive methods of seizure control on the internet
and read about cannabis... I was able to ob-
tain some cannabis from a friend. I didn’t
want to smoke it so he helped me make cook-
ies with it. I tried eating these cookies right
before I went to bed so I would not be drowsy
during the day. I still experienced some
drowsiness after waking up but it usually
goes away after a couple hours.

 I did notice that the little seizures have
become a lot less frequent and I often don’t
have any for several days in a row now. I
used to get them often several times a day
and now maybe once a week.

In a few days I have an appointment with
a neurologist but I am worried that he will
prescribe some seizure medication to me that
has a lot of side effects. I also don’t want to
tell him that I have used cannabis to control
the seizures successfully.

If I would make an appointment with you,
what do I need to bring with me?

Sincerely,
P.

Hi P,
Treating seizure disorder can be an ap-

propriate use for medical cannabis, if it is
truly helping you. However, I would require
that you have regular neurological and pri-
mary care and follow-up care before I would
consider approving your use of cannabis as
an adjunct to your treatment.

There are many good neurologists who
understand that cannabis can help in the over-
all treatment plan. You may have to ask a few
before finding one.

continued on page 24

Practitioner’s Perspective

Safe and appropriate recommendations
for a safe and effective medicine

Any patient with good documentation of ongoing care of their serious ill-
ness or symptom should obtain their recommendation from an experienced phy-
sician, with a reputation for giving the best medical-legal consultation avail-
able.

I have been performing medical-cannabis evaluations since the passage of
the CCUA of 1996 (Prop 215), and I have successfully defended patients in
court.  More often, I have been able to help patients avoid legal expenses by
speaking with law enforcement, attorneys, employee health officers, and even
judges on the phone, or by writing authoritative letters.

Included in my fee are:
• Consultation (45 minute first appointment; 30 minute yearly follow-up re-

evaluation)
• Recommendation for up to one year (if the patient’s use of medical can-

nabis is appropriate under California law and the patient has met my require-
ments, which are described at the time of scheduling the appointment).

• Brief telephone conferences with law enforcement, attorneys, employee
health officers, etc, as needed, to verify validity of the recommendation.

• Thorough knowledge of the medical and legal aspects of cannabis so as to
be able to testify in support of my patient in a court of law, and the willingness
to do so.

My requirements are designed to be most protective of patient’s PHYSI-
CAL health, and MEDICAL-LEGAL health, and be MOST defensible to law
enforcement.

Frank H. Lucido, M.D.
General and Family Practice Since 1979

Medical Cannabis Consultations Since 1996

Office Hours By Appointment

2300 Durant Avenue
Berkeley, CA 94704

Telephone: (510) 848-0958
Email: DrFrank@DrLucido.comFamily Practice

Frank H. Lucido, M.D.
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By Dale Gieringer
In the past year, the number of can-

nabis providers listed on the Cal NORML
website more than doubled to over 150.
Dispensaries, co-ops and delivery services
opened in many previously underserved
parts of the state, including Sacramento,
San Diego, Los Angeles, Bakersfield, and
the Central Valley. But local governments
are enacting ordinances clamping down
on the providers.   A few jurisdictions have
excluded them entirely on the theory that
they are illegal under the Supreme Court’s
Raich decision. Many others have sought
to limit them out of concern that they at-
tract an undesirable clientele. Others have
imposed restrictions in response to spe-
cific neighborhood nuisance complaints.

As of early October there were at least
56 localities with moratoriums on medi-
cal cannabis dispensaries and 13 with out-
right bans, according to Americans for
Safe Access (ASA).  Nineteen jurisdic-
tions had enacted regulations under which
dispensaries were operating.

This Spring ASA filed a civil lawsuit
against Fresno, one of the first cities to
ban dispensaries, arguing that state law
(SB420) acknowledges “dispensing col-
lectives.” In early October ASA filed simi-
lar suits against Concord, Pasadena, and
Susanville.

Such cannabis-friendly communities
as San Francisco, Sonoma and Alameda
counties have witnessed a growing num-
ber of nuisance complaints aimed at dis-
pensaries by disgruntled neighbors.  Com-
plaints have included parking and loiter-
ing problems, public smoking, disorderly
conduct, redistribution of pot, and a con-
spicuous predominance of apparently
able-bodied, young male (ABYM) clients.
Although the complaints have focused on
a small number of clubs, critics have pro-
posed sweeping measures to sharply re-
strict all of them, including limiting the
number of facilities, banning on-site con-
sumption, and stringent licensing and zon-
ing requirements.

Oakland Started Trend
Advocates are trying to avoid a repeat

of their experience in Oakland, where a
hostile city council enacted the first ordi-
nance to license and regulate dispensaries.
The Oakland ordinance limited the city
to just four dispensaries, closing most of
the clubs in the previously thriving
“Oaksterdam” district and causing an exo-
dus of business to outlying localities,
which have responded with crackdowns
of their own. In addition to exacting a
hefty licensing fee on dispensaries, the
Oakland ordinance prohibited on-site con-
sumption and required that dispensaries
be at least 1,000 feet distant from each
other and from the nearest school, park,
library or youth center. Although cannabis
supporters in Oakland struck back with a
victorious ballot initiative, Measure Z,
calling for taxed and regulated sales of
cannabis for general adult use, they have
so far failed to get the City Council to roll
back the ordinance on dispensaries.

San Francisco
San Francisco has become the center

stage of the debate over dispensary regu-
lation.   The city has an estimated 40 fa-
cilities, more than anywhere else in the
Western hemisphere.  Until this year, they
operated virtually free of regulations or
problems.

   Controversy erupted in March when
it was reported that a new club was open-
ing in a residential hotel used to house
homeless people under Mayor Gavin
Newsom’s “Care Not Cash” program. The

Local Responses to Dispensaries Vary
From Outright Bans to Regulation

San Francisco Chronicle editorialized that
it was inappropriate to locate a pot club
in a facility housing people with substance
abuse problems. The Chron-icle also re-
vealed that a new club on Divisadero was
being run by an ex-felon who had done
time for selling cocaine. (The fact that
medical marijuana is frequently used as a
harm reduction substitute for alcohol and
other drugs of abuse was ignored in the
public debate.)  Newsom called for “com-

tion for private patient cultivation collec-
tives.  Instead, it defined any group of four
or more patients who distribute medicine
among themselves as “dispensaries.”

The result would be to subject small,
private collective gardens to the same ex-
pensive licensing and zoning require-
ments as storefront retail establishments.
Advocates complained that this would
violate the mandate of state law SB 420,
which specifically encourages patient cul-
tivation collectives. Mirkarimi  responded
by changing the threshold for dispensa-
ries from four to 10 patients, but advo-
cates argue that this doesn’t solve the
problem, since some collectives are larger.

Another sticking point in the
Mirkarimi bill is the ban on on-site smok-
ing within 1,000 feet of schools.  This re-
striction was inserted at the insistence of
the City Attorney, who claims that state
law SB 420 prohibits smoking of mari-
juana within 1,000 feet of schools.  How-
ever, knowledgeable attorneys from the
task force that wrote SB 420 insist that
this is erroneous, and that rather than for-
bid smoking, SB 420 simply does not “au-
thorize” it.  The Evans-McDonough poll
found that fully 75% of San Franciscans
support on-site smoking at the dispensa-
ries given proper ventilation. In any case,
Mirkarimi argues that his bill doesn’t re-
strict on-site vaporization or other forms
of consumption.

   The Mirkarimi bill would also estab-
lish new SB 420 cultivation guidelines in
San Francisco. The original draft would
have set new limits of 24 immature or 12
flowering plants and 1 pound of marijuana
per patient, twice the current state default
limit.  At the urging of patient advocates,
Mirkarimi is considering an amendment
to raise the limit to the old Sonoma guide-
lines of 100 square feet of growing area
and three pounds per patient.

  While advocates are happy about
their success so far in moving the city to-
ward more liberal legislation, they are still
worried that recalcitrant Supervisors
could saddle the bill with unreasonable
and burdensome amendments.

Restrictive Options
Medical marijuana supporters are

crossing their fingers that San Francisco
will not recapitulate the example of other
communities which have drastically cut
back on the number of clubs.

 In Alameda County, the Board of Su-
pervisors approved an ordinance slashing
the number of dispensaries in the unin-
corporated part  of the county from eight
to three.   The ordinance was aimed at a
cluster of clubs in the Ashland-Cherryland
district south of Oakland, where several
new facilities sprouted up in response to
Oakland’s crackdown last year.  Although
most had been operating quietly and dis-
creetly, neighbors began to take notice
when crowds of customers started show-
ing up at the Health Center on 14th St.
Neighbors complained about disorderly,
out-of-town customers loitering, acting in-
solent, urinating in public, and redistrib-
uting marijuana to their friends. Other
clubs in the area were hit by armed rob-
beries.

The Board of Supervisors held hear-
ings last spring at which residents con-

continued on next page

gains from the city Planning Commission
at public hearings on the Mirkarimi bill.
The bill, which has emerged as the lead-
ing proposal before the Board, would re-
quire dispensaries to apply for permits
from the Public Health and Planning and
Building Departments. The application fee
would be $7,396.  Neighbors within 300
feet would be notified to participate in the
planning review.  Facilities would have
to be located at least 500 feet from schools,

or 1,000 feet if they allow smoking on the
premises. Most existing facilities can
abide by the 500-foot rule, but the 1,000-
foot rule would exclude all but a few pock-
ets of the city.

In an important victory for patient ad-
vocates, the Planning Commission unani-
mously rejected an “anti-clustering”
amendment backed by Sandoval and
Elsbernd,  which would prohibit dispen-
saries from operating within 1,000 feet of
each other.  It also rejected proposed prox-
imity restrictions from community club-
houses and cultural centers.

Attorney Patrick Goggin wants to see
“a provision for a hearing before the Plan-
ning Commission on a permit applica-
tion,” in whatever legislation the Super-
visors pass.  “Absent such an amend-
ment,” he says, “land use decisions will
be made in a vacuum, violating due pro-
cess and democratic principles.”

Mirkarimi’s bill was approved by the
Supervisors’ Budget and Finance Com-
mittee on Oct. 6. The committee rejected
proposals by Elsbernd to expand the 500-
foot buffer zone around schools to 1,000
feet and to impose a 1,000-foot “anti-clus-
tering” provision. At Mirkarimi’s sugges-
tion, it also dropped a 500-foot proximity
restriciton from drug-treatment centers,
which would have forced a number of ex-
isting facilities to relocate.

Mirkarimi agreed to amendments mak-
ing it tougher for facilities to locate  in
Elsbernd’s and Sandoval’s districts by re-
quiring conditional-use permits.

The committee hearings attracted about
100 supporters of the dispensaries and
about half as many opponents, many of
whom lived near the Green Cross. At Sup.
Bevan Dufty’s urging, the com-mitee con-
sidered regulations that would exclude
Green Cross from the neighborhood,
while allowing a more modest nearby fa-
cility, the Love Shack, to operate.

Sticking Points
Mirkarimi’s bill is expected to be heard

by the full Board of supervisors on Oct.
18. While patient advocates are generally
supportive, there remain certain problems
they are working to iron out.

They were particularly upset that the
original language, as drafted by the City
Attorney’s office, made no accommoda-

“PROXIMITY MAP” shows areas of San Fran-cisco
that would be off limits if medical cannabis
dispensaries could not locate within 1,000 feet of
playgrounds or schools, or within 500 feet of
substance-abuse facilities.

mon sense and grounding as
it relates to the proliferation
of these clubs in San Fran-
cisco.”

The prospect of a morato-
rium on new clubs led to sev-
eral hurried openings, which
in turn led to complaints by
residents in the Excelsior,
Dogpatch and other districts.
Neighbors escalated their
complaints about two facili-
ties serving large clienteles:
MendoHealing Alternatives
on Lafayette St. and the
Green Cross on 22nd near
Guerrero.

On March 29th  the Board
of Supervisors unanimously
passed a measure by Ross
Mirkarimi imposing a moratorium on new
clubs pending enactment of a permanent
ordinance. Mirkarimi stated that the move
was not intended to limit patients’ access,
and that it might even prove useful in stav-
ing off federal raids.  Three supervisors
have submitted legislation for a perma-
nent ordinance: Mirkarimi, whose pro-
posal is favored by most patient advo-
cates, plus Sup. Sean Elsbernd and
Gerardo Sandoval, who  have proposed
more restrictive measures.

Drug-policy reform groups, including
California NORML, ASA, and the Drug
Policy Alliance support regulation as a
necessary step towards legitimization.  At
issue are the rules themselves.   Among
the most contentious issues is whether to
limit the number of dispensaries in the
city.

Elsbernd initially proposed a city-wide
limit of just eight dispensaries, a proposal
that was commended by the S.F.
Chronicle. Medical marijuana advocates
objected that 40 clubs is hardly too many
in a city with 715 liquor stores and over
3,400 licensed alcohol outlets. Elsbernd
withdrew his proposal and instead pro-
posed a one-year moratorium at current
levels, with a study to determine the
proper number of facilities after that.

Marijuana advocates are opposed to
any numerical limit on dispensaries.  They
argue that market forces, not politicians,
should determine the number of clubs,
and that any artificial limit will invite mo-
nopoly and corruption and adversely im-
pact patients’ interests. Moreover, if the
intention of the DEA is to move against
large-scale distributors, as stated, city
policy should encourage small-scale dis-
tribution.

A poll of San Francisco voters con-
ducted by Evans-McDonough —spon-
sored by California NORML— showed
that most San Franciscans do not view the
dispensaries as a problem and favor a lib-
eral policy on marijuana. The poll found
that 60% oppose making it more difficult
to get medical marijuana in the city, while
up to 63% support outright adult-use le-
galization. It’s online at:

ht tp: / /www.canorml.org/news/
SF%20Poll%20Release.htm.

Patient advocates scored important

Alameda County Sheriff
Charles Plummer threatened to
call in the DEA and shut down
all of the clubs unless the Board
acted promptly to regulate them.
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ceded the need for some medical mari-
juana dispensaries, but took issue with
their heavy local concentration.  “When I
voted for Prop. 215, I never dreamed it
meant all of these clubs would open near
my home,” cried one exasperated resident.

Alameda County Sheriff Charles
Plummer threatened to call in the DEA
and shut down all of the clubs unless the
Board acted promptly to regulate them.
Parents demanded that clubs be kept at
least 1,000 feet from schools, saying they
were a bad influence.  A few complained
that local teens were robbing patients on
the street and stealing from their parents’
stashes. (No one alleged that clubs were
illegally selling to children.)

Patient advocates objected that the
1,000 foot school buffer zone would force
the closure of some exemplary clubs, one
of which was 900 feet from a school (to
which liquor stores and strip joints were
even closer).  The Supervisors accommo-
dated by allowing a 15% variance on the
1,000-foot limit.

As an alternative to smoking,
California NORML proposed that
the county allow on-site use of
cannabis vaporizers

Advocates fought hard to prevent the
county from banning on-site consumption
as proposed in the original draft of the or-
dinance.  They argued that would only rel-
egate patients to smoking in the streets
and cars. As an alternative to smoking,
California NORML proposed that the
county allow on-site use of cannabis va-
porizers, which avoid the health and air
pollution problems of smoked marijuana.
Studies have consistently shown that
marijuana is a lesser accident hazard than
alcohol, on-site use of which is widely
condoned. The board agreed to let dispen-
saries offer on-site vaporization, provided
they obtain written approval from the
county health department.

Marijuana advocates failed to head off
an amendment reducing the total number
of dispensaries allowed in the unincorpo-
rated areas to three.  (Sup. Nate Miley had
proposed a limit of five.) The Board voted
to allocate licenses one apiece to each of
three districts: San Lorenzo, Castro Val-
ley, and Ashland-Cherryland (which had
a cluster of five).   Dispensaries are re-
quired to have separate bathrooms for men
and women, situate their premises so that
distribution isn’t visible from the street,
and shut down for the hour during which
students are walking home from nearby
schools.  The ordinance is to be supervised
by the sheriff’s department in cooperation
with the department of health. Sheriff
Plummer voiced support for the ordi-
nance. “We have a golden opportunity in
this county to set an example for the rest
of this state with this ordinance,” he said.
“If we do this right, no one has to worry
about the federal government moving into
Alameda County. They know us, they
trust me.”

Santa Rosa
More stringent regulations have been

proposed in Santa Rosa, where the public
mood turned ugly on account of one par-
ticular dispensary, Resource Green, lo-
cated in a residential neighborhood across
from a park known for drug activity.

Neighbors complained that the club
was frequented by “healthy 20-something
customers” who were clogging the streets,
smoking in public, playing loud music,
urinating in the bushes, and reselling pot
to others outside.

The Santa Rosa city council responded
with a draconian draft ordinance that
would cut the number of clubs in the city
from three to two, limit them to 500 cus-
tomers per month, forbid sales of para-

phernalia or anything other than mari-
juana, sharply limit hours, prohibit on-site
consumption, and impose strict location
and licensing requirements.

Patient advocates, led by the Sonoma
Alliance for Medical Marijuana, doggedly
fought to keep even more stringent mea-
sures out of the ordinances, including a
proposed ban on medical marijuana con-
sumption anywhere on city sidewalks,
streets or property.

Under pressure from SAMM,  the pro-
posed ordinance was amended to allow
on-site vaporization and sale of medical
cannabis consumption aids.  However, the
limit of two clubs with 500 customers per
month remains in place. Advocates are
hopeful that the restrictions will be liber-
alized following a six-month review pe-
riod. The ordinance was barely approved
by a 3-2 vote in late September. Dissent-
ing councilmen said they preferred an all-
out ban.

 The Santa Rosa controversy spilled
over to Sonoma County after a new club
announced its intent to open just outside
the Santa Rosa city limits. In response,
Sonoma Supervisors proposed a morato-
rium of their own. The County also moved
to cut back on its Prop 215 cultivation lim-
its, allowing just 25 instead of 100 plants
in a 100 square-foot area. Sonoma patients
are hoping for a friendlier reception in
Sebastopol, which is considering an or-
dinance intended to pave the way for a
model local dispensary.

Public officials have been especially
offended by the high proportion of “able-
bodied young males”  frequenting the
clubs.   Medical marijuana advocates re-
spond that many seriously ill patients suf-
fer invisible illnesses, such as HIV, mi-
graines, etc.  However, a growing num-
ber of users are obtaining recommenda-
tions for complaints of anxiety, stress, in-
somnia, depression, attention deficit dis-
order, or substance abuse without any
record of prior medical treatment.  Rec-
ommendations can be easily obtained in
a few minutes from a growing number of
commercial clinics and referral services
which advertise to the public. “It’s com-
mon knowledge that anyone who wants a
recommendation can get one,’ says one
savvy expert on teen drug use, “The  kids
all know about it.”

The situation has also been publicized
in media exposes. Fox TV News  and
KTVU (Oakland) sent in reporters to
show how easy it is obtain marijuana us-
ing dubious medical claims. Complain-
ing of a knee injury, a KTVU reporter vis-
ited the MediCann clinic in Oakland,
filled out a five-page form, paid $100, and
walked out with a recommendation after
a three-minute interview in which the
doctor never examined his knee.  Pro-
claiming that getting marijuana was
“easier than going to the Safeway,” the
news team went on to buy $200 in pot
from a delivery service at a rendezvous
in Belmont.

Some proponents defend the liberal
dispensation of medical cannabis, argu-
ing that many seemingly healthy ABYMs
are self-medicating for valid psychologi-
cal reasons.  One advocate of this view is
Tom O’Connell, MD, who has published
findings in this paper (See “Cannabis Use
in Adolescence: Self-Medication for
Anxiety,”  Winter/Spring 2005).  Based
on interviews with 3,000 patients, pre-
dominately under-40 males,  O’Con-nell
reports that virtually all his patients have
a history of youthful psychological and
drug-abuse problems.  Typical symptoms
include anxiety, depression, attention defi-
cit disorder (ADD), dysfunctional rela-
tionships with their fathers, and  early in-
volvement with alcohol, tobacco and other
drugs. O’Connell contends that this popu-
lation uses marijuana to alleviate bona fide

emotional problems.
Critics charge that there is no published

evidence that marijuana is actually ben-
eficial for such patients, and that
O’Connell is just rationalizing non-medi-
cal, recreational use or abuse.  Some at-
torneys warn that courts and juries are un-
likely to accept recommendations for du-
bious complaints unless patients have a
solid record of ongoing treatment for a se-
rious medical problem.  “It is not a viable
alternative to [claim] that all of the 20-
somethings hanging out, openly re-distrib-
uting on the street, publicly urinating, etc.
are actually valid patients,”  warns
NORML defense attorney Bill Panzer.

Self-Policing Advocated
A growing number of patient advocates

are calling for improved self-regulation by
medical cannabis providers in order to
ward off stronger measures. “People who
really need medical marijuana are being
inconvenienced by the few who are mis-
using it as an excuse,” says patient advo-
cate Jane Weirick, president of the Medi-
cal Cannabis Association, a trade associa-
tion dedicated to setting standards for
medical cannabis providers.  In order to
curb abuses, Weirick recommends prohib-
iting public advertising, adopting strict
odor control measures, ending  cross re-
ferrals between dispensaries and physi-
cians’ clinics, and offering discounts on
smaller as opposed to larger purchases in
order to discourage re-distribution.

In Southern California, West Holly-
wood has enacted interim guidelines on
medical cannabis dispensaries.  Blessed
by a sympathetic city government and
sheriff’s department, West Hollywood has
blossomed into a major center for medi-
cal cannabis patients in the LA area, with
seven facilities currently operating along
Santa Monica and Sunset boulevards.

The city enacted a moratorium on new
facilities in order to address growing pains
that had accompanied their rapid expan-
sion.  Three have suffered robberies, while
two were raided by police and forced to
close down or relocate due to operational
problems.

 The West Hollywood guidelines re-
quire facilities to have licensed, unarmed
security guards; prohibit on-site consump-
tion of cannabis, alcohol, tobacco or food;
prohibit on-site issuance of physician’s
recommendations; limit hours to 10 am
to 8 pm Monday through Saturday and
noon to 7 pm Sunday; prohibit dispensa-
ries from keeping more than $200 cash
on hand overnight; and extend the present
moratorium on new facilities.

LA county supervisors also adopted a
moratorium on dispensaries in the unin-
corporated parts of the county.  The city

of Los Angeles, where there are only a
couple of dispensaries, has yet to act.

The backlash against medical mari-
juana has taken a different form in Ukiah,
the heart of marijuana-friendly
Mendocino County, where some residents
have complained about the widespread
smell of marijuana gardens. In reaction,
the city council passed a temporary emer-
gency ordinance banning open-air gar-
dens altogether.  In addition to requiring
that all marijuana be grown in enclosed,
locked structures, the council lowered the
number of plants that can be grown to six
from 25, the normal Mendocino limit.

 Patient advocates argue that the ordi-
nance is overly broad and should be tar-
geted only at larger gardens that actually
pose a nuisance.  “We’re punishing the
people of our city who have legitimate
medical marijuana diseases,” said Dane
Wilkins, director of Northern California
NORML.  Patient advocates are fighting
to modify or repeal the most objection-
able features of the ordinance.

In more conservative parts of the state,
cities have acted pre-emptively to prevent
new clubs from opening. Dozens of cit-
ies have reacted to inquiries by potential
dispensary operators by passing bans or
moratoriums, among them Fresno, San
Luis Obispo, Ontario, Simi Valley and
Yuba City.  The Fresno ordinance is par-
ticularly broad, in that it forbids any
caregiver from serving three patients or
more. Americans for Safe Access and at-
torney Bill McPike filed a lawsuit against
Fresno in late April, arguing that state law
SB 420 specifically encourages non-profit
collective or cooperative patient gardens.

Propaganda Campaign
Hostile law-enforcement officials have

stirred up a propaganda campaign against
dispensaries. In July 2004 Police Chief
Mark Siemens of Rocklin, a conservative
central valley town that has banned dis-
pensaries, circulated a report to other cit-
ies about problems associated with dis-
pensaries   The report cites interviews with
police chiefs from Oakland, Hayward,
Fairfax, Roseville and Lake County, who
complain that dispensaries attract crimi-
nals, robberies, smoking in the streets, and
resale of marijuana.  Some of the alleged
wrongdoing is actually legal activity, such
as distribution of baked goods and hash-
ish.

Other evaluations have been more fa-
vorable. In an April, 2005 review of
Oakland’s dispensary ordinance, the city
administrator concluded, “during their
first seven months of operation, the per-
mitted dispensaries have shown that, in
general, they can function without creat-
ing a nuisance in the neighborhood or
draining police resources.”

City officials in Hayward and Fairfax
have also expressed satisfaction about the
operation of local dispensaries.

The legal status of medical marijuana
dispensaries remains murky.  Nothing in
state law directly legalizes retail sales of
medical marijuana.  However, state law
SB 420 specifically authorizes non-profit
patient cultivation “cooperatives” or “col-
lectives.”  Many cities have interpreted
this to mean that they must allow dispen-
saries of some kind, but the exact require-
ments are unclear.

In response to the Supreme Court’s
Raich decision a number of communities
have backed away from permitting dis-
pensaries, although that case had no di-
rect bearing on their legal status under
federal law.  Attorneys agree that further
litigation in state courts will be needed to
clarify the legality of cannabis dispensa-
ries under California law.  In the mean-
time, new ordinances will continue to pro-
liferate just like the dispensaries them-
selves.

Dispensaries  from previous page

Artwork courtesy of John E. Denney
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By Joe Talley, M.D.
   Many lay people assume that most
doctors know and believe that chronic
pain should be treated with opioids, but
are too fearful of authorities to risk their
careers and freedom to do the right thing.
This is not really the way it is.

 I can tell you that 10 years before the
DEA began to target doctors, the vast
majority of doctors had already turned
their backs on patients in pain and on any
of the few doctors who used opioids to
treat chronic pain. Pain patients can tell
you how, all through the ‘80s and ‘90s
they were insulted and ostracized by vir-
tually every family practitioner, nurse,
and emergency room physician they met,
and the specialists who should have
known better (neurologists, psychiatrists,
rehab physicians, and yes, even most pain
specialists!)

Most doctors do not feel intimidated
by the DEA, even today, because they
think the DEA is doing right!!!  If a doc-

Painful Lessons to be Learned
From DEA War on Opioid Prescribers

Correspondence & Commentary

A prescient cartoon by Joel Pett ran in USA Today while the International Can-
nabinoid Research Society was meeting in Clearwater. “They want to take our
house for condos, our social security for Wall Street and our kids for the war,” says
the woman. “Pass the medicinal marijuana,” says the man.

Events indeed could be heading towards a partial, begrudging legalization of
marijuana for medicinal use to mollify the American people as the corporate rul-
ers dismantle our productive capacity and wage war for oil.  Affirmative action
would be their model —benefitting 10% of those in need and declaring the prob-
lem solved. According to this scenario, the government would reschedule mari-
juana (taking credit for compassion, “the democratic process works,” etc.). Doc-
tors would then approve its use for AIDS and cancer patients and a few “fortu-
nate” others, while state medical boards and the DEA enforce a “standard of care”
that effectively disallows prescriptions for less grave illnesses.  The current perse-
cution of opioid-prescribing pain specialists should not be ignored.  —F.G.

Affirmative Action for Cannabis Users?

tor goes down, they assume that he was
indeed a “bad apple” who deserved it.

The Deering Clinic in Montana is not
withholding opioids and/or giving their
patients a terrible time because of an in-
timidating DEA visit. They are just do-
ing what they always did.  Had they, and
the other doctors and clinics in the area,
not long ago turned their backs on pa-
tients in pain, no one would have ever
heard of Dr. Nelson.

I don’t know the man, but fifty bucks
says he did not, as a medical student,
decide that pain medicine would be his
specialty.  I submit that he was like me
and many other docs who were pursuing
their chosen specialty, but when within
that specialty they encountered patients
in pain, they read the literature, pre-
scribed the medications like we would
for any other disease, observed the re-
sults, and continued to treat.

Then one day we discovered we were
“pain specialists” for no reason other than
none of our colleagues would do what
we were doing.  Some of these colleagues
gave lip service to using opioids to treat
“selected patients,” but, as Siobhan
Reynolds has observed, none of them
ever managed to select any.  And the tiny
minority who would treat suddenly found
an army of everybody else’s patients at
their doorstep.

Worse, the majority who would not
treat would not give any support to those
who did. Or even keep their mouths shut.
To justify their own failure to do their
duty, they found it necessary to dispar-
age physicians who did.

ER doctors were the world’s worst at
this.  Several times I had to directly chal-
lenge an ER doc who was trashing me
and my patients in front of his staff.  They
would always deny they had done so, of
course, but then would continue to do it!
It was this sort of thing that began to de-
stroy what had been a sterling reputation
I had built for the previous 30 years, and
it began to happen long before the DEA
shifted their targets to doctors.  I will bet
that virtually all pain specialists will tell
you they saw their own reputation simi-

Catch-22
Dear Dr. Mikuriya,
I really don’t want to take a lot of your time, but briefly need to give you some

background on my condition.
I have been living with chronic pain for 20 years. I suffer from complications due

to Ankylosing spondylitis. I have now come to the conclusion that some meds are not
right for me. I have to be honest with myself and with what medications really have
a positive effect on my life and keep me living with minimal impact on my family.

Marijuana has been one medication which I have been researching and I am now
experiencing promising positive effects.  When using the medication I actually have
an urge to get off my butt and get active again.

The drawbacks of the medication are obvious.  I work a full-time job and want to
continue to work full-time.  The company I work for has drug testing which could
affect my position, in fact I could very well be dismissed with disgrace because of
my use of this very effective medication.

I have a family and really want to be involved, but sometimes pain gets so bad, or
legal medications prevent me from being reliable.  I feel I’m caught in a catch 22.
Feel good and risk losing my job, or be miserable and safe in my job.

So this is my question.  I live in a suburb of St. Louis.  Medical marijuana doesn’t
appear to be a legal option. Is a prescription for Marinol a possible substitute?  If so,
how do I bring it up to my pain doc and get the prescription?  Could I get the pre-
scription and actually use med marijuana without detection from random tests?  I
really want to stop using some of these legal drugs that are having a negative effect
on my life and family.  But I am really afraid of losing what I’ve been working so
hard for.

Thank you for your time,
A.R.

Dr. Mikuriya Responds:
Most companies employ a test that does not distinguish Marinol (pure THC)

from marijuana (THC plus hundreds of compounds). The standard test is only for
the presence of THC metabolites in your system. There is a more expensive test
that detects metabolites of THCV, a plant cannabinoid, and therefore establishes
use of the plant.

To be searched for illegal metabolites is demeaning and degrad-
ing. Millions of Americans submit to testing in order to get or keep
their jobs. Many know they could function efficiently on cannabis.

To be searched for illegal metabolites is demeaning and degrading. Millions of
Americans submit to testing in order to  get or keep their jobs. Many, like you, know
they could function efficiently on cannabis. They face the same Catch-22.

Your suffering is the end-product of racist and bigoted abuse of drug laws that
started back in 1934 when Harry J. Anslinger from the Department of Treasury’s
Alcohol unit launched a successful campaign to criminalize marijuana. The resulting
prohibition, with the inappropriate involvement of police and prosecutors in health
decisions, led, ultimately, to your treatment with ineffectual and harmful medication.

I frequently get letters from people  in other states and I can only express my
condolences. We in California changed history with the passage of the Compassion-
ate Use Act of 1996. But even here, drug testing by employers prevents working
people who could benefit from using cannabis from actually doing so.

                                        Tod Mikuriya, M.D.

continued on next page

  Joe Talley, MD, is a North Carolina
family practioner whose willingness to
prescribe opioids turned his office, over
the years, into a “clinic of last resort”
for thousands of pain patients. In 2002
Talley was raided by the DEA and had
his license suspended. He faces criminal
charges stemming from patients selling
or overdosing on drugs he prescribed.
   Talley refers to Richard Nelson, MD, a
Montana neurologist under investigation
by the DEA, whose license was
suspended this Spring. Some of Nelson’s
patients turned for treatment to the
Deering Clinic in Billings, where they
were begrudged opioids and urged to
undergo surgery.
   Sibhoan Reynolds is the family member
of a chronic pain patient and organizer
of the Pain Relief Network. Sen. Max
Baucus wrote a letter assuring Reynolds
that the Deering Clinic provided
adequate treatment.
    Talley’s assessment of his fellow
physicians has implications for the
medical marijuana movement. If and
when cannabis is rescheduled, its
availability will be controlled by
conservative, miseducated doctors
policed by the DEA and state medical
boards.

Discount Requested
Dear O’Shaughnessy’s: There are huge numbers of medical cannabis users who

are without legal protection because they can’t afford a doctor’s appointment for a
recommendation. Many patients are impoverished, unable to afford both rent and
medicine (which includes a doctor’s appointment).

At the request of the late Dr. Richard White, the Medical Marijuana Patients Union
administered a needs grant program for the poor, allowing low-income patients some
relief. Appointments were made for $50 after screening the prospective patient through
a questionnaire and phone conversation to determine their true need.

MMPU wants to make this a statewide program.  Dr. Frank Lucido has offered to
honor 10 needs grants per year. Doctors interested in opening their practice to help
make medical access for the poor a reality can contact the MMPU, po box 2059, Ft
Bragg CA 95437, 707-964-YESS.

           Pebbles Trippet

Paradiso Prosecution A Sign of Cruelty
Aaron Paradiso, 27, is a remarkably bright per-

son who became quadriplegic in an automobile
accident (not his fault) in late adolescence. He is a
prime example of both the cognitive (emotional)
and somatic benefits of cannabis —and a prime
example of the cruelty of the drug war.

Aaron is due to stand trial in January in San
Joaquin County Superior Court.  He is charged with
cultivation (52 plants) and possession of marijuana
for sale, plus a firearms violation. His mother,
Debra Paradiso, is also charged.

Bear in mind that U.S. District Judge Thelton
Henderson has ordered that a receiver take control
of California’s prison healthcare system to correct
conditions of “outright depravity.”

 Tom O’Connell, MD
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larly besmirched long before the threat
of the DEA emerged in 2000.
    It’s the state of the medical profession
that has me so pessimistic about the fu-
ture of pain treatment, and the futures of
all the involved patients and doctors.  If
we had an army of doctors out there who
knew opioids, knew how to use them, and
were inclined to do so, but were deterred
only by the threat of the DEA,  then all it
would take would be the backlash cre-
ated by Siobhan’s efforts, the recent me-
dia coverage, and a lobby of outraged
patients to tip the balance, put the DEA
to flight, and change things.

But there is no such army of doctors.
Instead there is a large mass of doctors
who don’t want to hear about it, doctors
who aren’t about to admit how callous
and ignorant they have been, and doc-
tors who perceive the ready availability
of opioids as a threat to their very lucra-
tive practice of “alternatives.”

It is this huge majority of doctors, with
attitudes ranging from apathy to outright
hostility, who staff the Deering Clinics
of the country.  And it is one of this huge
majority that will be approached by the
media, or the staff of a Senator Bachus,
or anyone else who is concerned but who
is trying to check out the real facts.  And
so their interest dies a quick death.

I am the last person on earth to be an
apologist for the DEA, but I will con-

cede that there are probably some agents
who actually think they are doing right,
and that the majority of doctors are do-
ing right by their patients and treating
pain when they should.

It probably never occurs to
these agents that the other doc-
tors are the ones doing wrong,
or failing to do right.

When one of the doctors in the com-
munity comes up on their radar as pre-
scribing more than the others, they think
he must be dirty.  It probably never oc-
curs to these agents that the other doc-
tors are the ones doing wrong, or failing
to do right.  They probably think that the
few Tylenol No. 2 tablets they grudgingly
prescribe for one or two days is all that a
doctor ought to ever need to prescribe.

Again, I say that is SOME agents.  The
vast majority, I am convinced, don’t care
one way or the other, and view pain pa-
tients the same way German SS troopers
were conditioned to view the
“untermensch” of the conquered east
European countries in WW II.

But I maintain it is this majority of
doctors that stands in the way of any
progress in the pain crisis, much more
so than a disreputable bunch of bullying
agents in a corrupt bureaucracy.

Opioid Prescribers Scripture and Strategy
By Joe Talley, MD
Inspiring sermons are not common-

place today. But I did hear one this morn-
ing that might be (1) a little comfort to
any prescriber currently beating himself
up, and (2) more importantly, may have
implications for future defense of some
of us.

Even those of us who last saw the in-
side of the church as a 12-year-old forc-
ibly deposited there will probably re-
member the parable of the wheat and the
tares.  The one where farmers woke up
to find their wheatfield all grown up with
weeds that some wise guy had sown.
They asked the boss whether they should

admit you must have at some time or
other given opioids to people who in fact
didn’t need them, or at least that many
of them, for pain relief.  Why did you do
that?”

I would answer, “Because there was
no way to be sure. There was no accu-
rate way to foil the drug abusers and
dealers without denying mercy to people
tortured by pain.  All of us will remem-

   There was no accurate way
to foil the drug abusers and
dealers without denying mercy
to people tortured by pain.

from previous page

“The Hold-out” by Norman Rockwell

pull up the weeds, and he
said, “No, you can’t tell the
wheat from the tares at this
point.  If you go after the
tares, you are bound to sac-
rifice a lot of good grain
with it.  So treat the wheat
field with the same TLC
you always did.  The good
grain is your priority.  The
tares we will deal with
later.”

For many people, that
parable simply promises
them that their enemies (all
designated tares) will
someday get theirs.  (For a
few, maybe it worries them
that they might some day
turn out to be tares them-
selves!)  But the real point
for today, the minister pointed out, was
that all the trauma, bloodshed, discrimi-
nation, and other horror stories done in
the name of religion today, everything
from bloody religious wars down to
squabbles about gays in the congrega-
tion, comes from Christians (Not to men-
tion Muslims!) doing what the servants
in the field wanted to do —go after the
tares now.    But that won’t work —we
can’t tell who are tares and who are
wheat— and it is not what our faith
teaches us to do.

Some day I will be facing 12 men and
women tried and true from the moun-
tains of North Carolina (all there because
they were too dumb to know how to get
out of jury duty).  They will live in little
houses on the hillside, with American
flags flying on their porch, and perhaps
a sign saying “America! Love It or Leave
It!”  They will be haunted by the usual
demons - communists, gays, liberals,
foreigners, drugs (excepting alcohol and
tobacco, of course), abortionists, and
their rebellious teenage kids!  They will
almost all be professing Christians.  They
may not spend much of their time in a
careful study of their faith, but they will
remember, vaguely at least, the parable
of the wheat and the tares.

At my trial, on direct exam I would
want my attorney to say: “Dr. Talley, you

ber the parable in Matthew, about the
wheat and the tares.  The government
wants me to do what the Master’s ser-
vants wanted to do —to separate them
out when there was no way to separate
them out.  To ignore the needs of the
grain just to make sure the tares don’t
get away with anything.  There is no way
to justify that scientifically or morally.
Just as in the case of the wheat and tares,
time will tell who is who, but there is no
way to tell when the guy sitting across
from me in my office appears to be suf-
fering.  There are things to do to try to
narrow it down, and I did those things.
But in the end, there is no way to be sure.
And to deny 10 people mercy just to frus-
trate one drug abuser is just plain
wrong.”

In most of the trials I have followed
so far, the jury has not had it hammered
home to them convincingly that you can-
not tell the wheat from the tares.  The
government has successfully advanced
the scam that we really could have if we
had just tried, rather than being crimi-
nally indifferent. When my turn comes,
I think of trying in some way to put over
Nancy’s sermon, “Why can’t we just pull
up the tares?” in a fashion they can grasp.

Anyhow, now let us all bow for the
benediction...

If you have concerns about medical can-
nabis being mentioned in your medical
records, you may want to ask the doctor if
you can tell him/her something “off the
record.”  His/her answer to that will suggest
whether you can confide in your doctor.

I will need some documentation of your
diagnosis. I will also require that you have
ongoing care with your physician for your
condition. You will also have to have a valid
California ID or driver’s license, and you
must be 21 years of age.

(Any exceptions to these requirements
must be discussed before making appoint-
ment.)

peace and health,
Frank Lucido, MD

4/14/05
Dr. Lucido:
Thank you for answering me so soon.
 My neurologist diagnosis is epilepsy and

he prescribed “Lamictal” to me today and
told me that I should gradually increase the
dosage from 25mg to 200mg / day within 5
weeks. In 6 weeks I have another appoint-
ment with him.

 I have a copy of my emergency room
paperwork when I had the grand mal seizure
but the neurologist just diagnosed me today
so I wasn’t able to get the diagnosis on pa-
per yet. I will call his office tomorrow again
and will try to get a copy of the diagnosis.

I would like to make an appointment with
you as soon as possible because I don’t want
to take the “Lamictal” medication. I am also
worried because I don’t want to illegally take
cannabis for the seizures and get arrested or
get my friend in trouble for helping me get
it.

Should I call your office to make an ap-
pointment after I have received the diagno-
sis on paper or is the copy of the emergency
room paperwork from the hospital enough?

 Thank you, Sincerely,
P.

4/14/05
Hi P.,
I repeat: I would require that you have

regular, careful neurological and primary
care follow-up care, before I would consider
approving your use of cannabis as an adjunct
to that good medical care.

I will NOT do it if you are telling your
neurologist you are taking your seizure pre-
scription medicine when you are not. Also,
be clear that I would not be taking on the
medical responsibility of your seizures. That
will still be the responsibility of your neu-

rologist, so you need to be honest with him/
her.

If you wish to call me, I would be happy
to talk to you about this.

Frank Lucido, MD
4/14/05
Hi Dr. Lucido,
I understand that I should tell my neu-

rologist that I am not taking the medication
and I will tell him at my next appointment. I
was just very uncomfortable and unsure if I
should tell him at the first appointment that
I have already found a way to control the
seizures and that I am using cannabis to do
so. I was worried that he would judge me
and think I was a drug user. I wanted him to
help me without any prejudice towards me.

I will be honest with him and I will also
go to my primary care appointments. I had
no health insurance until I had the seizure
and didn’t see a doctor because I wasn’t able
to afford it. Now I am insured through CMSP
and can see a physician or neurologist on a
regular basis and I will do so because I am
absolutely terrified of having another grand
mal seizure.

If you require any proof (other than my
word) that I will go to my appointments then
I will try to get something on paper from the
neurologist and physician. I absolutely real-
ize that you don’t have any medical respon-
sibility for my seizures and I would gladly
sign any documents you want me to sign.

 Cannabis really does seem to control my
seizures successfully and the only side ef-
fects I noticed so far are drowsiness and
sometimes I get hungry from it. The list of
side effects of the “Lamictal” is very exten-
sive and I don’t want to find out what side
effects I would get from it.  I will try to call
your office again tomorrow.

Sincerely,
P.

7/12/05
Greetings Dr. Lucido,
 I was in your office about 2 months ago

because of my epilepsy. You wrote me a 3
month recommendation for cannabis and
told me that you would extend it if I can send
you some paperwork from my neurologist
to show that I am going to follow ups and
told him about the cannabis I am using for
the seizure control. He reacted as I expected
(he was somewhat upset and confused). Af-
ter he calmed down a little he was actually
listening and told me I should try it for a
while and see if it worked. He also wrote
that down in my records.

He also must have been under the impres-
sion that I was getting the prescribed can-
nabis directly from you because he wrote in
the records that I was. I will correct him on
my next appointment. I explained to him how
it worked with the Oakland CBC but I guess
he wasn’t listening.

Cannabis seems to be working good for
my seizures and also helps some with my
back pain but it may not stop all my seizures
by itself so “kepra” was also prescribed to
me.

Today I sent the copy of my neurologist
records to you by mail. Let me know if you
need any other of my records or informa-
tion.

 Thank you,
 P.

7/14/05
Hi P,
Reviewed the records.  Thanks!
Please correct his misunderstanding,

since I don’t and won’t dispense cannabis.
And although I do perform primary care on
my family-practice patients, I keep my medi-
cal cannabis consultations as a medical-le-
gal consultation, and would not be the treat-
ing physician for your seizure disorder.  I
would be happy to discuss any of this with
him, at your request.

I am glad you are doing well, and have
an open-minded neurologist. Make sure to
continue your follow-up with him.

peace and health,
Frank Lucido, MD

Don’t Lie to Your Doctor  from page 20
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By Richard Cowan
In late July, Canadian police, acting

on behalf of the U.S. Drug Enforcement
Administration, arrested Vancouver seed
merchant Marc Emery, 46, and two of
his associates —Michelle Rainey, 34,
and Greg Williams, 50. The DEA is seek-
ing to extradite them to stand trial in the
states, where they could face life sen-
tences for selling cannabis seeds to
Americans.

Emery’s successful mail-order seed
business has enabled him in recent years
to underwrite the B.C. Marijuana Party,
Cannabis Culture magazine, Pot TV, and
non-stop political campaigning. His ar-
rest wrecked the Canadian seed business,
which was also the backdoor into the
American market for Dutch seed breed-
ers (who would not sell directly to
America).

Emery’s lawyer, John Conroy, has
learned that government agents scanned
mail to and from Emery’s seed business
in the weeks prior to his arrest.

Ian Hillman at the U.S. Consulate in
Vancouver says the Emery probe “nearly
involves every state... I understand it in-
volves dozens of people on both sides
of the border.” In other words, Canada’s
collaboration with the DEA may have
put a number of American patients in
danger of being arrested under U.S.
marijuana laws. I think that it would be
very unwise for anyone in the US to buy
seeds by mail from Canada, or perhaps
even the UK.

DEA Director Karen Tandy issued a
press release boasting, “Today’s arrest
of Mark (sic) Scott Emery, publisher of
Cannabis Culture magazine and the
founder of a marijuana legalization
group, is a significant blow not only to
the marijuana trafficking trade in the
U.S.  and Canada, but also to the mari-
juana legalization movement. Hundreds
of thousands of dollars of Emery’s illicit
profits are known to have been chan-
neled to marijuana legalization groups
active in the United States and Canada.
Drug legalization lobbyists now have
one less pot of money to rely on.”

Marc’s money could never buy the
kind of publicity that this case has re-
ceived in Canada. Even some prohibi-
tionists have denounced the collabora-
tion of the Canadian police with the

What’s the Matter With Canada?

Marc Emery was arrested in Saskatoon
in 2004 for passing a joint. Except for
this bust, which resulted in Emery being
jailed for 60 days, his commercial and
organizing efforts had been tolerated by
Canadian authorities.

DEA. The prevailing attitude can be
summed up: “If what they were doing
was illegal in Canada, they should have
been charged under Canadian laws; and
if it is not illegal in Canada, they cannot
be deported to the U.S.”

Michelle Rainey, the Vice President
of the BC Marijuana Party, has Crohn’s
disease. Before discovering that can-
nabis could control her severe symp-
toms, Rainey had two major surgeries
to remove sections of her intestines. She
had to live with the debilitating side-ef-
fects of the standard pharmaceutical
treatments, especially steroids. When the
program was set up, Health Canada re-
quired that Crohn’s patients get their
family doctor and two specialists to ap-
prove  their application —and discour-
aged doctors from doing so.

Under court order, Health Canada has
dropped the requirement for two special-
ists and Michelle is hopeful of getting
her exemption soon, which could com-
plicate her extradition case even more.

Ironically, it was a Seattle Grand Jury
that issued the indictments. Washington
State’s Medical Quality Assurance Com-
mission voted in 1999 to add Crohn’s
Disease to the list of illnesses that can
be treated with marijuana.

In early October, expatriate Steve
Tuck was forcibly returned to the U.S.
after being taken from a Vancouver hos-
pital bed. Tuck, a disabled vet who has
undergone multiple back surgeries, was
arrested for cultivation in Humboldt
County in 2002 and fled because he
feared being denied necessary medica-
tion in prison.  Canada refused to grant
him refugee status.

Oregon Bills Dr. Leveque
Phil Leveque, the Oregon doctor who

unstintingly authorized cannabis use by
patients in the early days following le-
galization —when almost all his col-
leagues were afraid to do so— has re-
ceived a bill from the State Board of
Medical Examiners to pay for his own
prosecution. The bill is for $21,127.10.

Leveque’s license was suspended for
three months in 2002 because he hadn’t
been conducting physicals (which were
not explicitly required) or keeping pa-
tients’ charts (for security reasons) after
mailing them to the office that adminis-
ters Oregon’s card program. The Board
then insisted on physical exams, and
Leveque hired a physician assistant to
conduct them when he resumed practice
in a clinic setting where record-keeping
was meticulous.

His license was suspended again in
December 2004, and revoked earlier this
year. After a lengthy investigation, the
Board ruled that the exams conducted
under Leveque’s supervision were too
perfunctory, and that he had violated the
“standard of care” in his treatment of six
patients. None of the patients had com-
plained about their care. According to
Ann Witte, the lawyer handling Le-
veque’s appeal, all the complaints a-

send payment in full or make other ar-
rangements, we may issue a lien on all
of your property, both real and personal.
We may then record the lien with your
county and/or execute on the warrant.
This means we can garnish your wages,
your bank accounts, or seize your prop-
erty to pay the debt in full.”

Leveque is 82, recently widowed, a
World War II combat infantryman with
a heroic record. He thinks the Board of
Medical Examiners, which is dominated
by MDs, is biased not just against mari-
juana but against osteopathy.  (Leveque
is a doctor of osteopathy with a PhD in
pharmacology, which he taught to medi-
cal students for much of his career.)

Being billed for your own prosecution
seems like the liberal equivalent of be-
ing made to dig your own grave.

gainst him came
from doctors an-
noyed that he had en-
abled their patients
to medicate with
cannabis.

You’d think the
appeal would stay
the bill collectors,
but no. “If you fail to

“If anybody dares to say that there is something wrong with framing the
struggle against terrorism as ‘the war on terror,’ it is immediately assumed
that there is something wrong with him. So nobody dares to say it.”

  —George Soros

The myth of available treatment is
alive and well. If it were up to the medi-
cal profession, the pain issue would never
move.  In fact, members of the medical
profession perpetrate far more than their
share of the neglect and persecution that
pain victims endure.

There are two main reasons for this,
and both concern ethics: (1) The first is
expediency. Given the malignant regu-
latory climate, the first ethical law of
medicine has become the survival of the
physician. (2) The second issue is edu-
cation —but not, as many think, educa-
tion in the field of pain management. The
process of medical education is univer-
sally flawed in the following sense. It
fails to inform physicians in training of
the propensity for governments to go
astray, and then require physicians to
behave unethically. This deficiency can
be compared to a hypothetical situation

in which high school civics classes ne-
glected to teach that the Constitution and
the Bill of Rights were written to keep
the government from getting out of con-
trol and turning against the people. This
failure of ethical education must be at
least partially responsible for the increas-
ingly frequent allegations of unethical be-
havior by physicians in situations like
Baghdad and Guantanamo.

Fortunately, the pain crisis isn’t pri-
marily a medical problem. (Pain is easy
to control, and we have the means close
at hand to do so.)

 Hope arises from the realization that
the pain crisis is instead, a human rights
issue.

In accordance with what you have ob-
served about physicians, the pain prob-
lem will be resolved in spite of the influ-
ence of the medical profession.

    Frank Fisher, MD

The Myth Of Available Treatment

Steve McWilliams Says Goodbye
San Diego activist Steve McWilliams

intentially overdosed on pain pills July 11,
2005. A former cowboy from Colorado,
Steve wrote in a farewell note that he had
expected protection as a medical cannabis
user under California law.

He was arrested by the DEA in October
2002 for cultivating a small side-
yard garden for a half dozen pa-
trons of the “Shelter From the
Storm” Coffeehouse, which he
ran with partner Barbara
McKenzie. He pled guilty to cul-
tivation of 25 plants and was sen-
tenced to six months, pending
appeal. He was released on bail
—but denied the right to medi-
cate with marijuana.

Barbara wrote to their friends:
“Over the past year, both of our health

conditions declined significantly. Steve’s
headaches not only became a daily occur-
rence, but increased in severity, dominated
by hours of sleep due to the pharmaceutical
medications that only minimized the pain,
very rarely was he free of a headache.  The
nausea & vomiting became the norm, yet
Steve pushed on.

“His doctor worked hard to help, fight-
ing for the right to use Marinol for pain, de-
spite its high cost.  After the loss of our
Marinol for two months in early 2004, she
worked with the chief pharmacist to educate
him about cannabis and Marinol and the
Marinol was restarted.  Steve’s latest Marinol

bill was close to $16,000
“By early spring the pain/func-

tioning level of our pre-cannabis
days returned.   Steve spent much of
his time asleep or lying on his side
watching TV.  Walking the dogs and
working in our flower garden were
his only activities. He continued to
go to City Council.  His last visit was
on June 28, 2005, to ask the City
Council to help implement the col-

lective aspect of the guidelines and help se-
cure a property for such. I will continue to
push on that front.”

The denial of cannabis —and in some
cases Marinol— to individuals caught up in
the criminal justice system is punitive and
inhumane.

“I know why they United States govern-
ment hates me —I am their enemy. But why
do they hate you?” —Sitting Bull

• Practice Limited to Serious Illness
• Independent, Unaffiliated Physician
• Responsible for the broad scope of
Proposition 215 protection (“...Any
other condition for which marijuana
provides relief.”)
• Former Director of Marijuana Re-
search, National Institute of Mental
Health
• Most senior cannabis consultant, rec-
ommending and approving since 1992
• Founder, Society of Cannabis Clini-
cians and O’Shaughnessy’s
• Probationer, Medical Board of Cali-
fornia (case on appeal)
• Medical and fiduciary confidentiality,
HIPAA exempt
• Expert witness services
• Medical research

Visit www.mikuriya.com
email: http://www.mikuriya.com
For appointment—
phone: 510-525-1278
fax 510-525-1436
email: office@mikuriya.com

Office in El Cerrito
at the El Cerrito Plaza #513
(Upstairs from Trader Joe’s.)
Walking distance from BART
Visa/MasterCard, Money Order or

Cash payment accepted.

Tod H. Mikuriya, M.D.
California Cannabis Consultant
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The Sweet Internationalism of Rick Steves
Rick Steves is a travel guide and writer who lives in Edmonds, Washington, and

spends about 100 days abroad each year. His “Europe Through the Back Door”
books and TV shows on PBS are familiar to millions of readers and viewers.

Two years ago Allen St. Pierre of NORML noticed Steves’s name on the mem-
bership list and invited him to join the advisory board and to talk at the annual
meeting.

“Every time I come home I’m reminded that I’m coming back to the land that
has the shortest vacations in the rich world,” Steves told NORML in 2003. “And
the highest prison population. It’s really quite an adjustment. There’s been a mass
dumbing down of our society. We’ve been made to see things in a simplistic, us-
versus-them, Evil-empire way.”

At this year’s NORML meeting in San Francisco, Steves restated his humane
views in a keynote talk, excerpted below.  Steves is in his late 40s —a sandy-
haired, bespectacled, intelligent, pragmatic man, so calm that he seems slightly
bemused even when he’s expressing outrage. His experience as a travel guide makes

Mohamed said “Don’t tell me
how educated you are, tell me
how much you’ve traveled.”

Thomas Jefferson said, “Travel
makes a person wiser, but less happy.”
Mark Twain traveled, and he said “Travel
is fatal to prejudice, bigotry and narrow-
mindedness.”

I travel and I think of it as one of the
last great sources of legal adventure.

When you travel you realize there’s
things to get excited about. I grew up
thinking cheese was the same size as the
bread —and it’s orange. Then you go
over there and they’ve got a different
cheese for every day of the year.

You go into a cheese shop in Paris it’s
like a festival of mold. I love hanging
around with my restaurateur friends in
Paris. I’m their little American bumpkin
and they can help me appreciate the fine
points of life. She takes me into the
cheese shop and picks up the moldiest
one. (As if taking a deep whiff) “Oh,
Rick, smell this cheese it smells like ze
feet of angels.” Now, imagine thinking
that cheese smells like ze feet of angels!
It just changes your perspective on
things.

 I was in Kabul, in Afghanistan. A pro-
fessor sat down next to me and said,
“You’re an American, aren’t you?”  I said
“Yeah.” He said, “I want you to know
that a third of the people on this planet
eat with spoons and forks like you do, a
third of the people eat with chopsticks
and third of the people eat with their fin-
gers like I do and we’re all just as civi-
lized.” I was thankful for that. He had a
little chip on his shoulder and he wanted
to tell every American he could meet that
he’s not less civilized because he eats
with his fingers.

I was in Eastern Turkey in a land that
might be called Kurdistan some day and
met a carver who was famous in his cor-
ner of the country, everybody wanted a
prayer niche carved by him. And we vis-
ited with him, and he was so proud to be
showing his work off to these American
travelers, he lifted his chisel up to the
sky and said, “A man and his chisel, the
greatest factory  on earth!”   Wow!
There’s a fulfilled guy. He may not know
how to turn on a computer, but he can

define his own success, and I thought
that was pretty cool.

When you travel you just meet
people, you meet people all over the
place.  A little while ago in Germany a
little kid, like a 5-year-old kid, was just
staring at me. And finally his mom said,
“Excuse my son, he stares at Americans.
You see, last week we were at
MacDonald’s and he asked me ‘Why do
Americans have such soft bread?’” And
the mother told the kid, “Because they
have no teeth.”

Travel puts you in your place. I’m as
inclined as the next American to brag
about how well our athletes do at the
Olympics, and I grew up marveling at
how great we were, it was always USA
on top of that Olympic medal list. Well,
then my Dutch friend said, “Well, you’ve
got a lot of Olympic medals, but per
capita, we’re doing eight times as well
as you.” We’re not used to thinking of
Olympic medals in terms of per capita.

It’s important to broaden your per-
spective and it’s important to bring it
home —to bring it home and share it
with people that way. We’re trying to
bring it home with our kids. Grandma
and grandpa came over when my son
was about four years old or three years
old and after table prayers I taught him
to say “Allah... Allah... Allah...” Just to
freak out my dad. You’ve got to put
people a little outside their comfort zone
to share what you’ve learned from your
travels.

They celebrate in Europe
when we commute a death sen-
tence in the United States.

One thing I’ve learned from my trav-
els is how Europeans are a little more
progressive than us in dealing with so-
cial problems. Every time there’s a death
sentence commuted in the United States,
there’s a light show at the Coliseum in
Rome. They celebrate in Europe when
we commute a death sentence in the
United States... And of course when you
travel in Europe you realize that there is
a non-criminal approach to marijuana
that could be quite inspirational to
American policy makers if they would
just learn about it.

When you think about taking a trip,
you can take a trip with your marijuana
or you can take a trip with your pass-
port. It’s kind of fun to take a trip with-
out having to travel. Just put me in a nice

location with a National Geographic and
a joint and I’m climbing Mt. Everest.
That travel is really quite cheap if the
dollar’s too low...  And you can do your
actual travel and mix some appreciation
of marijuana into that and it becomes
kind of super-travel.

A lot of Americans are not edgy
enough to smoke here, where it’s ille-
gal, but it’s enjoyable for them to have
an opportunity to enjoy some recre-
ational use of marijuana without the
paranoia that comes with doing that pub-
licly in the United States.

First time I ever smoked was in Af-
ghanistan. As a kid I didn’t want peer
pressure to make me do something my
parents said I shouldn’t. Over there it was
just like going local. “When in Rome,”
you know. And when in Afghanistan, this
is what you do. The bus stops and ev-
erybody stands around and watches a
goat get slaughtered and passes around
the bong.

I mean, you stand on the rooftop of
your hotel and there’s chariots going by,
torchlit, and the lightbulbs are all breath-
ing and people are eating soup with their
hands and they don’t drop a bit. And you
travel on over to Nepal and you can look
right into the eyes of the living virgin
goddess the Kumari Deva, you’ve got
these slow-motion leech attacks and ev-
erybody is going “namestay, namestay
(I salute your virtues)...”   and you write
in your journal trying to catch all this
stuff and you get home and you hardly
remember where you were high and
where you weren’t. But when you read
it, there’s a certain dreaminess that
comes into your journal writing that you
can kind of derive, it couldn’t have been
that great, I must have been high.

 When I teach a writer’s workshop a
lot of times people will ask me “What’s
a trick? How can I be a better travel
writer?” One of the tricks of travel writ-
ing is to be able to experiment with your
perspective —smoking pot if you want
to sharpen your ability to be a good travel
writer. Like photographers will experi-
ment with light. Any good photo-
grapher’s going to play around with ex-
isting light, it’s a fascinating thing. Well,
as a travel writer you want to experiment
with different perspectives on things.
When you’re a keen observer you real-
ize —you can try and kill flies forever
on the bed in Cairo but if you realize that
when they’re rubbing their little front
feet together, they’re toast! You can get
‘em when they’re doing this... (rubs his
hands).

Rick Steves: To me travel is acceler-
ated living. You make more friends and
you learn more per day when you’re
away from home than you do at home.
Everything becomes very vivid. When
I’m in Europe for a month I can recall
every meal. Can’t do that when I’m at
home, it’s just not that vivid...

Travel really challenges truth. You’re
raised thinking certain truths are self-evi-
dent and God-given, and then you get
over there and you realize that people
do things differently. Travel rearranges
your furniture. I mean, you go to Bul-
garia and this means yes (shaking his
head) and that means no (nodding). And
you go to France and slow service means
good service. Slow service is respectful
service —you’ve got the table all night,
take your time...

You go to Belgium and they dip their
French fries into mayonnaise, they look
at you strange if you ask for ketchup.   I
go to Japan and I’m in a Raokan in the
middle of the night and it’s cold. They
don’t heat their houses. And you slip on
your slippers and you put on your ki-
mono and you shuffle down the hallway
you can see your breath, you’re not look-
ing forward to sitting on the toilet, but
the seat is heated. That’s a nice jolt...

Travel carbonates your life. It makes
things different, it sort of refreshes your
perspective and in a lot of ways, that’s
like marijuana, I would say.

When I started teaching I wondered
if it was a noble thing to teach rich
Americans to do. My image of travel
when I was a kid was rich, white Ameri-
cans on big cruise ships in the Caribbean
throwing coins, photographing black
kids diving for those coins. It was a way
to flaunt your affluence. Nobody thought
twice about it. That’s what travel was all
about.

Even today that notion of travel per-
sists. For a lot of people, travel is: see if
you can eat five meals a day and still
snorkel when you get into port. And
that’s not something I wanted to pro-
mote. I wanted to promote thoughtful
travel. In the last few years, thoughtful
travel has become more important than
ever for Americans.

I’m really committed to the notion
that travel is a constructive, healthy thing
to do. That’s nothing new. Fourteen hun-
dred years ago Mohamed said “Don’t tell
me how educated you are, tell me how
much you’ve traveled.” continued on next page

him especially well suited to begin guiding this country back towards sanity. Rick
Steves for Secretary of State!

What Steves said to the marijuana-reform activists was implicitly critical of single-
issue narrowness, ostentatious patriotism, and communicating in soundbites. But
the way he said it was so gentle, friendly, and respectful that nobody took offense.
Let’s hope  Steves’s message got through and that it actually gets heeded. It’s pos-
sible to applaud and give awards to someone without actually following their lead-
ership. Just look at the serious face of Malcolm X on the 33¢ stamp.

Is there anyone better suited to guide this country towards
sanity? Rick Steves for Secretary of State!

Rick Steves to NORML: “Travel puts you in your place...”
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It helps to see these skyscrap-
ers as stilettos just sticking up
through this fertile soil of a bil-
lion people.

When you’re in Shanghai you see
these skyscrapers. They’re throwing up
the equivalent of a skyscraper every day
in Shanghai, surrounded by a sea of pov-
erty. When you write about that, it helps
to see these skyscrapers as stilettos just
sticking up through this fertile soil of a
billion people. You’ve got to make your
observations from a different angle so
people can better enjoy them.

You’re looking into the eyes of
Michelangelo’s David and you’re actu-
ally seeing him sizing up the darkness
of medieval superstition right there, five
hundred years ago when Florence was
pulling Europe out of the Dark Ages.

For 25 years I’ve been taking groups
around Europe. We take five thousand
people around Europe every year on 200
different tours...

  Trying to get my travelers engaged
to travel thoughtfully —not just fun in
the sun, not just bingo and not just shop-
ping but thoughtful travel. Going to Eu-
rope is going to a continent where people
realize that society has to make a choice.
You can tolerate alternative lifestyles or
you can build more prisons. But you’ve
got to make a choice. In Europe they’d
rather tolerate alternative lifestyles. In
our society we’d rather build more pris-
ons.

We live in a country where the hot-
test thing in real estate is gated commu-
nities for the wealthy and prisons for the
poor. And we’re oblivious. I don’t know
why we don’t see this as a political is-
sue, but it’s a scary thing. Europeans are
quick to remind me that my country has
4% of the world’s population and 25%
of its prisoners. That’s not a good statis-
tic.

Europe has learned that you cannot
legislate personal morality. It’s futile. It’s
counterproductive. The Dutch say
“We’re businessmen. If there’s a prob-
lem, we deal with that person as if he’s a
future customer or partner.

The Dutch have so many creative
ways to solve problems. You can com-
plain about junkmail all you want. In the
Netherlands they have stickers on their
mailboxes that say yes or no, so they
don’t get junkmail unless they want it.
Americans say “We can’t have pedes-
trian streets because then cars can’t get
to my shop.” In Europe they have pe-
destrian streets with little swipe things
for a credit card and you swipe it if
you’re a resident and the gate goes down
but otherwise it’s traffic free. In the Neth-
erlands 40 percent of the traffic is on two
wheels. There are entire communities in
Europe that are going to be wind-pow-
ered.  There’s a race going on right now
for that.

They deal with their problems by
thinking outside the box.  And as Eu-
rope unites, what they’re doing gets more
impressive. It’s easy to write Europe off
as the “old world,” but they’ve got a big-
ger economy and a bigger population
than we do right now. 400 million people
with 11 trillion dollar GDP  and they’re
not spending half of their disposable in-
come on the military, they’re investing
it in their own infrastructure. It’s breath-
taking what’s going on there.

Our society is making some hard
choices right now to cover our
government’s military needs -cutting
right into people’s programs that weaken
our communities. In Europe those are the
last things they’d be cutting.

United States applies pressure on
them. I had people in Copenhagen tell
me they had to arrest a couple of
potsmokers every year just to maintain
favored trade status with the United
States of America. That’s a pathetic
thing.

We pride ourselves on life,
liberty and the pursuit of hap-
piness, but we have the short-
est vacations in the rich world.

 Coming home for me is always a
little bit of a jolt. The first person that
meets me at the airport is a dog. I can’t
help but think: “One nation under sur-
veillance.” We pride ourselves on life,
liberty and the pursuit of happiness, but
we have the shortest vacations in the rich
world.

We’ve got an uptight situation about
sex where even my travel shows on PBS
are rated for mature audiences only —if
you can imagine that. David’s going to
be pixilated here pretty soon. TV pro-
grammers around the United States have
a list of how many seconds of marble
penis and canvas breast are showing as I
show art from Europe.

Programmers can’t inflict a Titian
painting or a Michalengelo statue on
their viewership in some conservative
communities without taking heat.

 In a lot of regards we’re going in the
wrong direction in this society and that’s
why it’s good for us all to get together
and encourage each other and break from
this huddle [the NORML meeting] and
go back into our communities.

Jailing people for pot in Europe would
be laughable. But that’s not the case here
in the United States.  In so many ways I
think we’re living a lie.

And that’s one reason why I got in-
volved with NORML. I just don’t think
if you’re a successful, affluent, free
country you need to embrace lies to con
your electorate into this or that. We just
heard that the intelligence on weapons
of mass destruction was mistaken. And
they all pretend they didn’t know...

We are routinely outvoted in the
United Nations by 140 to four on envi-
ronmental issues, development of the
third world, the criminal court, on Cuba,
on Israel. Who stands with us? Israel, the
Marshall Islands, and Micronesia. That’s
what I call a rogue nation.

If there’s something going on to help
solve the problems of desperately poor
people, there’s one country that gets in
the way, the U.S.A. It’s us! If Canada
wants to give discounted medicine for
AIDS to Africa, who gets in the way of
it? We do. If Americans knew this, if it
could be communicated effectively, I
think it would be not a very tough sell to
get our country a little more tuned into
the needs of the people on this planet.

But we are embracing these lies. We
buy this stuff. “No child left behind.”
“Clean skies.”  “I love trees.” “The party
of life.” “Tax relief.” “Death tax.” All of
this terminology we just embrace.  They
call it the “defense” department. Nobody
should ever let that word go by without
a challenge. It’s not a “defense” depart-
ment.

We spend as much as the rest of the
world put together on the military and
you can’t get elected without promising
more. There’s a mania in that regard; it’s
a big problem. We hear that we’re for
peace and we’ve got these ‘Christian val-
ues,’ but we’re pounding plowshares into
swords these days at a record pace.
Somebody’s got to just stand up and just
say —you know, when Bush talks about
freedom and liberty, he’s talking about
freedom to other people’s natural re-
sources and liberty to use their cheap
labor. That’s what they’re talking about!

I was down in El Salvador last week.
I just wanted to see what was going on
in the developing world. They’ve got
their struggles between the left and the
right down there and the leftwing party
in El Salvador was almost going to win
the presidential election last year and
President Bush had to send his brother
Jeb down there to stand by the
rightwinger and tell the Salvadorans “If
you vote for the leftwing, we’re going
to stop remittances coming down from
all the refugees working in the United
States.” Which is a third of the money
in El Salvador’s economy. So most of
the people voted for the rightwing,
against their interests, because of this
threat from the United States. That’s de-
mocracy these days.

A leading Jesuit priest, an educator
in El Salvador, says whenever he hears
the term “democracy” these days, his
bowels move.  I’ve got a journal about
that. If you’re curious about what I
learned down in El Salvador. It’s at
ricksteves.com,

Powerful forces in our soci-
ety have been dumbing us
down. They would find it con-
venient if we all become just
mindless producer-consumers.

One thing I’m concerned about is the
mass dumbing down of our society.  The
stuff I’ve been talking about, we go
“yeah, yeah, yeah,” but the average per-
son doesn’t get it. It’s because of fear, I
think, and because powerful forces in our
society have been dumbing us down.
They would find it convenient if we all
become just mindless producer-consum-
ers. We’ve got to not let them dumb us
down. Because when we’re dumbed
down, that’s the only way political ini-
tiatives against the interest of the people
in general can have a chance.

 The news is not news. Reality tv is
not reality. When you see steroids on TV,
and Michael Jackson and Terry Schiavo
and so on, nobody’s talking about the big
issues. I mean every day, if you care
about people if you’re into sanctity of
life, every day three times as many

people who died on 9/11 die in Africa.
Every day because of AIDs. That’s a real
problem that can be dealt with. We hear
about the tsunami, and then it’s gone out
of the news. And nobody tells us that
every week there’s a tsunami worth of
innocent children that die of starvation
on this planet. It’s just structural poverty,
and America is the flagbearer of this
structural poverty around the planet. As
good people we can encourage our
neighbors and so on to become a little
more progressive.

The problem with marijuana is, if
they’re trying to make us just mindless
producer-consumers, marijuana is not
good on either account. It doesn’t make
us want to produce more and the only
thing we would consume more is
cheetos.

The thing this society doesn’t like
about marijuana is it turns people who
wouldn’t otherwise be poets into poets.
Think of Maslow’s famous hierarchy of
needs. First you get your clothes and
your car and your house and then you
can do things that are more creative and
then at the top you get “selfless actual-
ization,”  helping other people.

It’s more convenient in our society to
have barbed wire strung around
Maslow’s hierarchy about midway, so
that we continue to consume on the bot-
tom end, out and out and out, not realiz-
ing that we can step over the barbed wire
and live more fulfilling lives. One of the
reasons why philosophically I’m into
marijuana is that it’s a good way to cut
that barbed wire and be true to yourself
and be what really is successful.

To sell this propaganda of our
government’s war on drugs requires us-
ing the big-lie technique. Hitler learned
that you can tell a big lie over and over
again, and people believe it if you tell it
enough times. We’ve got to recognize the
propaganda.  The propaganda erodes the
credibility of the government, of schools,
of families when it comes to marijuana.
We’ve got a White House that spends
millions of dollars advertising in the
Super Bowl trying to tell people that
marijuana causes teen pregnancies. And
it’s surrounded by beer ads! Now what’s
causing the pregnancies?

 I’ve got friends who are teachers and
the DARE program by any teacher’s as-
sessment is somewhere between ineffec-
tual and counterproductive. When you
get a DARE officer in the teachers
lounge, teachers who are free spirits —
Dead Poets Society types— are cowed
into silence. You can hear a pin drop in
the teacher’s lounge when the DARE of-
ficer is there. No one will question
DARE because it’s bad news for your
job security if you are known as some-
body who is a little bit open-minded
about creative ways to deal with drugs
and children.  It is so exciting to go to a
DARE meeting at school and question
it. I mean, many parents there want to
do it but they’re just too chicken. Many
parents know this is bogus but they just
are afraid and this fear is what’s keeping
us down.

At home, I have two teenage kids. My
wife is a nervous wreck. Parents are
taught that this is a gateway drug and

Rick Steves

continued on next page

Nobody tells us that every week
there’s a tsunami worth of inno-
cent children that die of starva-
tion on this planet. It’s just struc-
tural poverty, and America is the
flagbearer of this structural pov-
erty around the planet.

from previous page

Michaelangel’s David
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  Bob Cannard grows mixed fruits and
vegetables on a 25-acre farm in Glen
Ellen.  He manages it so that something
is always ready to harvest. His perspec-
tive  seems especially relevant as Cali-
fornia jurisdictions restrict outdoor cul-
tivation, and some activists beg for the
right to operate in the closet.

 Bob Cannard:  I’d say we’re grow-
ing enough to generate a minimum of
150 generous vegetable meals a day.
Right now [in early May] we could pick
at least 5,000 salads and 5,000 bowls of
fava beans infused with various herbs.
Those two crops are generous right at
the moment. In a month we’ll have
around 80,000 pounds of potatoes. Ev-
ery day between now and then there’ll
be some major crop that is passing
through. It may be turnips that people
don’t like too much, but it’ll be a food
crop that’s good for them.

   Given one good worker —one man
of the soil from Mexico who knows what
his trade is and how to practice it ener-
getically— we can take care of this 20
to 25 acres with its wide range of veg-
etables and fruits and berries and herbs
and cover crops for the soil.

Monday we’ll plant 5,000 tomato
plants, after we pick a load of vegetables
in the morning. We’ll plant them, we’ll
get the irrigation lines out, and we’ll have
the water on them before 4:30, when his
day finishes.

    The tomatoes were started 49 to the
flat in flats filled with composty soils,
All the nutrition that’s available on the
earth is in that media and available to
the plant. They’re strong and will resist
the stress of transplant…  They’re all
about two inches apart. Everything they
need is right in the soil and they don’t
have to set out these seeking roots that
run to the outside and the bottom of the
pot looking for stuff, and wrap around

A Real Farmer Looks at “Medical Marijuana”
and around and around in pursuit of es-
cape from the prison they’re in.

As long as I don’t let them try to get
too big and force spatial competition,
until that point there’s no stress. They
root out, they don’t intertangle, the root
systems are easily separable, they have
finely branched, divided root systems
that indicate contentment where they are.

Everything they need is there. We
have more than 100 flats of them; we
just crawl along and stick ‘em in. And
the ground is all prepared. I use tractors.
I just spaded it this morning. I’ll take the
little tractor and mark out all the rows. I
do most of the crawling and it takes
Javier just about as much time to walk
back to the truck and pick up a flat of
plants and haul it out to me as it takes
me to plant 50 of ‘em. Then he’ll get a
little bit ahead of me in laying out the
flats, and then he’ll dispatch himself
down to pick up another truck load. If I
get done before, I sit down and have a
puff (of tobacco).

  What’s important is the work ethic.
The two of us are taking care of hun-
dreds of thousands of plants. And they’re
delicate, they’ve got to be perfect. Those
plants go to famous professional chefs
who are extremely demanding. Cleanli-
ness, size, uniformity, are all important
to those guys.

O’Shaughnessy’s:  Most marijuana
distributed through the dispensaries is
grown indoors for security reasons. It
commands a higher price because there’s
no wind damage. The little bubbles of
sap are intact, the smell is strong.

Bob Cannard:  The people who sell
the gear make a lot of money and people
who don’t know very much about grow-
ing plants go to stores that offer advice,
and it’s recommended that they do this.
They make a tremendous investment,
which a normal agricultural crop would

not justify, and they’re sold a bill of
goods…

If they’re growing legal medical mari-
juana, they should do it outdoors. It
should be medicinal grade. All foods are
drugs. And as with any food, in order
for the mother plant to put its true full-
ness and essence into its consuming part
—whether it’s a broccoli or a bud is im-
material— in order for it to truly be mild,
clear, sweet-flavored, truly nourishing
broccoli, one that has all of its refined
compounds together, the mother plant’s
got to have everything it needs.

If the mother plant has deficiencies,
those deficiencies are passed on to the

consuming body part.  If the mother plant
has internalized hunger and discontent-
ment, it passes that incomplete energy
on.

If you’re going to be dealing with a
medicinal marijuana plant, it’s absolutely
critical that the plant is totally filled unto
itself and that it’s not forced into high
yield.  You can grow a plant and force it
and do anything you want with it, be-
cause it’s immobile and you’re in charge.
But if you want to grow a truly pain-kill-
ing, a truly inspiring, a truly mind-open-
ing plant, then you’ve got to have a plant
that’s growing towards completeness.

Volumetric yield is a secondary con-
sideration. Pumping the plant to great
imbalance with large quantities of nitro-

gen increases the chance of getting spi-
der mites on it. Maybe having a fungal
attack on the flowering portion and sub-
sequent rot. Maybe having a soft-bod-
ied finished product that tends to decay
and is difficult to dry.  Maybe having an
aroma that is unpleasant, from nitrite-
bonded elements that are actually toxic
upon consumption.

This is not the intent, the spirit, the
soul of that plant. That plant is a medi-
cine and its spirit has got to be recog-
nized and nurtured. If you go in the di-
rection of a naturally supported plant —
supported in terms of nutrition— it will
have a complete immunological system,
there will be no mites, there will be no
mildews, there will be no critters attack-
ing it. It has everything it needs to build
its own immune system, and if it builds
it to completeness, nothing can attack it
successfully.

Marijuana is a full-sun plant.
You cannot grow any plant to
completeness under artificial
light.

Marijuana is a full-sun plant.  You
cannot grow any plant to completeness
under artificial light.  Those light bulbs
generate about 3 percent of the band of
cosmic rays that come to our planet.  The
organisms have evolved under full sun.
You can’t grow a broccoli under artifi-
cial light. It’s completely bogus.  It’s just
something to sell the gear, to sell power,

Bob Cannard

continued on next page

it’s 20 times as powerful back when we
did it innocently when we were kids and
all this kinds of stuff. I’m excited about
having credibility with my kids. One of
the perks I get for being on the advisory
board here at NORML is I can invite
Keith Stroup over for dinner and intro-
duce my teenage kids to a lawyer who
has dedicated his life to an ideal rather
than people with a lot of money.

  There’s a nobility in our struggle that
I think can be explained a little better.
My daughter just wrote a paper. She got
to choose whatever topic she wanted and
she chose “Why marijuana should be
decriminalized. I just read the teacher’s
response to it two days ago. She got an
‘A’ but the teacher said, “We don’t all
have to agree with you, but it’s a good
paper.”

I think the underlying thing about this
propaganda war on the part of our gov-
ernment against marijuana is that even
more than stopping kids from drug use,
what’s motivating them is instilling fear
in parents. Because fear is the only way
they’re going to keep us down.

But it is the same thing! Our government
wants us to be afraid and the fear en-
ables them to manipulate us this way.

It’s sort of bad news to make
Hitler parallels but it’s getting
more and more like that.

For goodness sakes, we’ve got doc-
tors and scientists and medical experts
that have to be politically correct to give
our government advice.  It’s sort of bad
news to make Hitler parallels but it’s
getting more and more like that. Our en-
vironmental policies, our health policies,
our AIDS policies, are shaped by people
who are driven by ideological agendas.
I mean, tears cause AIDS now... Our gov-
ernment is embracing this. It’s amazing
to me.

 I was very impressed when I read on
the NORML website a bulletin the Drug
Czar sent out to all the prosecuting at-
torneys listing 20 reasons why marijuana
is the devil’s weed. Each one of these
points is refuted very solidly on the
NORML website. But that our govern-
ment would be giving this trash to pros-
ecutors with the implication that you
better be running with this sort of
standard....That’s just really —
somebody’s got to stand up to that.

 Travel teaches you a respect for his-
tory. We should learn from history. We
had this 13-year experiment with Prohi-
bition and I think by any sober assess-

ment, it just made a lot of criminals,
filled a lot of prisons and cost our soci-
ety a lot of money back in the ’20s. It
was big government at its worst.

Today, more and more people are
waking up to this prohibition that’s keep-
ing Americans who shouldn’t be crimi-
nals criminals. It’s causing so many
people to be arrested every year. If one
person  arrested for marijuana is contrib-
uting to the congestion of our prisons
right now, that’s one person too many.

 We need to balance our activism. I
think your marijuana activism will be
more effective if you’re also into the PTA
and homelessness and the schools and
public television or whatever. It makes
me more credible because people know
I’m into other causes, also. It makes me
feel more effective as an advocate of
decriminalizing marijuana.

We have a clear message and you’ve
just got to have these figures: 750,000
Americans were arrested last year be-
cause of marijuana, 88% of them for
simple possession. Our country blew
seven billion dollars on this.

This should be a conservative issue.
We can talk about the European solution.
Fifteen years they’ve been experiment-
ing with treating marijuana as a medical
concern rather than a criminal one. Even
crusty, conservative law enforcement
types like it this way.

We need to pre-empt the discredit.
They’re going to say: “You’re for chil-
dren abusing drugs?” “ No, we’re not for

children smoking pot, we’re not for hard
drugs, we’re not for driving when you’re
high, none of that stuff!” But you need
to pre-empt that because they’ll try to
discredit you right away.

Responsible adult use is okay, but
nobody’s talking about kids getting easy
access to pot. We need to shoot off that
torpedo before they torpedo us with it.

 People think advocating for NORML
is advocating for breaking a law. It’s not.
It’s advocating to change a law —and
that’s a very fundamental difference. I’m
not saying to smoke pot. I’m saying it’s
wrong to arrest people who want to
smoke pot as mature adults, or for medi-
cal use. We’re not saying break the law.
I want to support NORML publicly like
I support travel.  I think it’s a matter of
freedom. I think it’s recess, and we need
it in this society.

  Being high to me is a little like Cuba.
Any time my government says I can’t
go somewhere, I feel it’s one of my rights
to go there.  My government can’t tell

Rick Steves

me I can’t go to Cuba. Everyone else is
going to Cuba, why can’t I go to Cuba?

And I don’t think my government can
tell me what I can do as a responsible
citizen in the privacy of my own home...

So, happy travels, even if you’re just
staying home.  Thank you very much.

Rick Steves will be speaking in San Fran-
cisco October 29 at the “Wonders of Can-
nabis” event. He’s donating his fee to
NORML. “To me,” says Steves,  NORML is
not a charity, NORML is a service.”

from previous page

Normally, I’m
not talking about
the decriminal-
ization of mari-
juana, I’m talk-
ing about foreign
policy and 9/11
stuff and terror-
ism. That relates
to my travel stuff
more directly.

Pumping the plant to great
imbalance with large quantities
of nitrogen increases the chance
of getting spider mites on it.
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it’s a scam.  Certainly you can force the
plant to do anything you want.  I can
force you to do anything I want —all I
have to do is cage you up and withhold
food and subjugate you with threat of
torture to your partner, and you’ll do
anything I want. But I can’t force com-
pleteness and happiness on you or my
plants.  I can only get there through a
process of generosity and actually un-
derstanding the plant.

And if you do it like that, if you truly
study and read the plant and understand
the plant for its health characteristics,
then you have obviated about 80 percent
of the work. You have no bugs that are
pests.  If you see bugs rising to pest level,
you know there’s a deficiency in your
system and instead of going with
adversarial energy and killing the bugs
and getting into this negative upon nega-
tive, you observe its health, you feed the
plant appropriately, and as the plant gets
what it needs, the bug population dimin-
ishes and the plants straightens itself.

Why we have any element of agricul-
ture that is not directed to produce plants
along these lines is purely for economic
reasons —the people wishing to control
and sell inputs.  Today, because we’ve
bought into the line in general agricul-
ture, the only people who make money
are the people who sell the inputs.

Commercial agricultural nitro-
gen is very similar to metham-
phetamine in terms of what it does
to the organism: it speeds it up,
and then it crashes.

The farmer is purely a serf who goes
through the actions and lives the illusion
of independence. And the bankers skim
and dictate in collusion with the mate-
riel suppliers. You use that commercial
fertilizer, you guarantee that you’re go-
ing to have bug infestations, because
you’re throwing the plant off balance.
Commercial agricultural nitrogen is very
similar to methamphetamine in terms of
what it does to the organism: it speeds it
up, and then it crashes.

It also gets the system of soils and
genetic materiel selection addicted to the
drug. We’ve been dumbed down and re-
duced to the point where we’ll buy a
bogus bill of goods. We have hollow
plants that today have less than ten per-
cent —or less— of the mineral content
they had a hundred years ago. So we
don’t get the organically bonded min-
eral nutrients, and then our system col-
lapses and then we get sick and get can-
cers and they try to shove petro-drugs
down our throats. Or we consume medi-
cal marijuana in an attempt to raise our
spirits and deal with the problem —but
it’s grown in the same fashion, with sick-
ness and weakness and incompleteness.
A plant carrying a toxic load is not the
one you want to raise your spirits.

O’Shaughnessy’s: Almost all the
marijuana being sold for medical use is
grown hydroponically from clones.
What’s your line on that?

Bob Cannard: Years ago, when I
used to smoke marijuana, I wouldn’t
smoke any that didn’t have some seeds
in it. If you don’t find a couple of seeds,
it means the plant has been neutered. It’s
been short-changed. It didn’t get to do
its deal. To manage and reduce genetic
reproduction, I can go along with that;
but to eliminate it completely… No.
You’ve got to allow a plant to have a
few seeds.  How can it be a truly con-
tent plant without sexual fulfillment?

Hydroponic anything… Hydroponic
tomatoes: why didn’t they grab the mar-
ketplace? Because they’re crap and they
taste like crap.  The full-control agricul-
tural materiel salesmen tried to stuff hy-
droponics down our throats.  They found
many a sucker, and the banks loaned ‘em
money to build hydroponic facilities.
Then they had high-cost inputs and many
unforeseen problems, and then the fin-
ished product was rejected by the clients,
and they washed out.  There’s a few little
niche-y places that didn’t go bankrupt,
but to grow a damned weed like mari-
juana for medical purposes under pain of
confinement is ridiculous.

Those who are physically ca-
pable need to get out there and
harvest their own stuff and have
a true connection with nature.

It should be grown outdoors, in full-
sun, with the involvement of the people
who are going to use it as medicine.
Those who are physically capable need
to get out there and harvest their own stuff
and have a true connection with nature.

If I wanted to do that I would contract
with the sick people and charge $10 a
plant.  Let’s say you’re allowed to grow
three plants per person. If somebody sent
me ten dollars that would capitalize me
to be able to grow the plant, and when
harvest time came they would get notifi-
cation and they could bring $20 and come
up and harvest their three plants.

A field-grown marijuana plant with a
yield of a half pound — a nice well grown
naturally grown, high-energy, sweet,
complete plant is going to take up five
square feet.  Let’s say it’s going to take
up 4.32 square feet and we can have 10
thousand of them on an acre, and I’m
going to get $10 each for them.  That’s
$100,000 an acre!  Oh, my God!  I grow
an acre of broccoli, I’m lucky to get 50
cents per plant.  Ten dollars?  If you grow
an acre of broccoli, you’re lucky to gross
$3,000.  And I can make a living grow-
ing broccoli.  Why should I make more
than double the profit growing medical
marijuana? It’s absurd.

Sick people don’t have economic se-
curity. Maybe they can’t work, maybe
they get government support to pay their
rent, maybe they’re in the process of ex-
hausting savings, maybe they’re depend-
ing on healthy family members… to si-
phon off their money is absurd.  We’re
looking at a half-pound per plant, ten
dollars a plant. If I were wanting to grow
that crop, I would become inordinately
rich compared to a common vegetable
farmer. But what I’m interested in do-
ing is growing complete full-bodied food
that has the capacity to really nourish the
person so that they don’t get sick in the
first place.  That’s what I’m doing.

Hydroponics? Ridiculous! Any
phony, commercial growing process is
absurd. What you need to grow good
quality plants is good mineral nutrition,
good digestion in the soil, and the ap-
propriate cosmic wavelength that we call
sunlight, and a good quotient of old air
in the soil to feed the digestion, which is
compost, and a good clean air environ-
ment so that the plants can absorb non-
polluted air to build on and function.

I use rock dust and oyster shell and
rock phosphates and crushed rock.  I
couldn’t grow a garden without mineral
supplementation. Every enzymatic pro-
cess is built around a mineral element
—a single element or a mineral com-
pound. And enzymatic processes control
all life. So, delete minerals, you got prob-
lems. Listen to the land-grant colleges
and feed plants that old commercial NPK
[nitrogen-phosphorous-potassium] stuff
and you’re guaranteed to have imbal-
ances.

You can’t force something to grow to
completeness.  You can only nurture it
to grow to completeness. And it’s so easy
to do it right. And it’s so hard to do it
wrong!

What I’m interested in do-
ing is growing complete, full-
bodied food that has the ca-
pacity to really nourish the
person so that they don’t get
sick in the first place.

A Real Farmer Looks at Medical Marijuana

How long can government refrain
from taxing instead of prohibiting the
marijuana industry? There would be an-
nual savings of $7.7 billion and tax rev-
enues of $6.2 billion if marijuana were
legalized in the U.S., according to a re-
cent report by Jeffrey Miron, a Visiting
Professor of Economics at Harvard.

Underwritten by the Marijuana Policy
Project, the report projects savings of
$5.3 billion now spent by state and local
governments —police arresting, courts
prosecuting, and jails and prisons incar-
cerating people for selling marijuana.
The federal government would save $2.4
billion by calling off its marijuana inter-
diction efforts, according to Miron.

In estimating potential tax revenue,
Miron uses the Drug Czar’s figure of
$10.5 billion spent by U.S. residents on
marijuana in 2000. His assumption that
legalization would not increase demand
probably “biases the estimated tax rev-
enue downward,” he notes.

He foresees two offsetting effects on
supply. On the one hand, production
might rise because “marijuana suppliers
in a legal market would not incur the
costs imposed by prohibition, such as the
threat of arrest, incarceration, fines, as-

set seizure, and the like... On the other
hand, marijuana suppliers in a legal mar-
ket would bear the costs of tax and regu-
latory policies that apply to legal goods
but that black market suppliers normally
avoid.”

The report considers a range of tax-
ing options, from treating marijuana like
an ordinary commodity (which would
generate $2.4 billion annually) to a high
“sin tax” equivalent to 80% of the price
(would raise $9.5 billion). Miron settles
on a rate akin to the tax on alcohol and
tobacco that would raise the price 50%
and produce revenue of $6.2 billion per
year. One of the tables shows how much
each state stands to generate.

The Miron report can be viewed at
http://www.prohibitioncosts.org/
mironreport.html.

Its release by MPP June 2, along with
its endorsement by 500 economists, re-
sulted in a small spate of articles and op-
eds. Milton Friedman reiterated his prin-
cipled position: “$7.7 billion is a lot of
money, but that is one of the lesser evils.
Our failure to successfully enforce these
laws is responsible for the deaths of
thousands of people in Colombia. I
haven’t even included the harm to young

people. It’s absolutely disgraceful to
think of picking up a 22-year-old for
smoking pot.  More disgraceful is the
denial of marijuana for medical pur-
poses.”

On the Forbes website, Quentin Hardy
extrapolated from a couple of sentences
in Miron’s report to the possible impact
of legalization on the private sector.

“If the laws change, large beneficia-
ries might include large agricultural
groups like Archer Daniels Midland and
ConAgra Foods as potential growers or
distributors and liquor businesses like
Constellation Brands and Allied Domecq,
which understand the distribution of in-
toxicants.  Surprisingly, Home Depot and
other home gardening centers would not
particularly benefit, according to the re-
port, which projects that few people
would grow their own marijuana, the
same way few people distill whiskey at
home.”

Costs of Prohibition Calculated
(Don’t Bogart that Taxable Commodity)

from previous page

The report projects that few
people would grow their own
marijuana, the same way few
people distill whiskey at home.

Mike Ommaha of Farmacy, medical
student Sunil Aggarwal, care-giver
Pat Humphrey, and Mahmoud
ElSohly, America’s only legal
marijuana grower (under federal
law), at the ’05 ICRS meeting.
Humphrey audited the talks, which
he called  “validation of all we’ve
been doing.”  A strapping buccaneer,
he was diagnosed with pancreatic
cancer in early July and died within
three months.  Beloved brother, son,
father, friend, caregiver, Pat will be
missed by many, many people. —F.G.
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WILLIAM G. TOY, M.D.

530-273-5690, Phone
530-273-5797, Fax

120 Richardson St., Suite B
 Auburn, CA 95603

HEALTH TRANSFORMATION
MEDICAL GROUP

MediCann Inc.
Call (866) 632-6627
for appointment at any office

1814 Franklin St., Suite 901
Oakland, CA 94612
(510) 451-4012
(510) 451-4014 (fax)

1209 Sutter St.
San Francisco, CA 94109
(415) 346-6317
(415) 346-7161 (fax)

4295 Gesner St., Suite 1B
San Diego, CA  92117
(619) 275-5809
(619) 275-2178 (fax)

MediCann Inc.- West Hollywood
(new location TK)
Los Angeles, CA

717 K St., Suite 303
Sacramento, CA 95814
(916) 444-8447
(916) 444-8420 (fax)

2425 North California St.
Stockton, CA 95204
(209) 943-1210
(209) 942-1881 (fax)

1509 Seabright Avenue, Suite C-2
Santa Cruz, CA 95062
(831) 460-1054
(866) 632-6627 (appointments)

4346 Occidental Rd
Santa Rosa, CA  95401
(707) 570-2706
(866) 632-6627 (appointments)

812 N. State Street
Ukiah, CA 95482
(866) 632-6627 (appointments)

Staffed by:
Jean Talleyrand, MD j.talleyrand@medicann.com
Joanne Benzor, MD j.benzor@medicann.com
Helen Nunberg, MD h.nunberg@medicann.com
Demetrius Hines, MD d.hines@medicann.com
Cristal Speller, MD c.speller@medicann.com
John Hotchkiss, MD j.hotchkiss@medicann.com
Timothy Trompeter, MD t.trompeter@medicann.com

Claudia Jensen, MD
8 N. Fir St. Ventura

34281 Doheny Park Road, Capistrano Beach
Phone: 805-648-5683

Jeffrey Hergenrather, MD
7064 Corline Court, Suite B3

Sebastopol, CA 95472
Tuesdays and Thursdays 9-5

House calls and additional hours on request
707-484-7720

David Bearman, MD
7394 Calle Real Suite “C”

 Goleta,CA 93117
805-961-9988

mail:davidbearman@cox.net

Tom O’Connell MD
3817 Macdonald Avenue

Richmond, CA 84805
Call 510-965-1735 for Appointment

www.doctortom.org

Frank Lucido MD
2300 Durant Ave.

Berkeley, Ca, 94704
510-848-0958
M-F  9am-5pm

DrFrank@DrLucido.com
www.DrLucido.com

www.MedicalBoardWatch.com

Cool Breeze Clinic
Dr. Christine Paoletti MD
1304 15th St. #405
Santa Monica CA 90404
310-319-6116
www.coolbreezeclinic.com
info@coolbreezeclinic.com
Full medical services available

Robert Sterner, MD
San Diego and El Cajon
619-442-5483 (24 hours)
www.antiagingarts.com

R. Stephen Ellis, MD
450 Sutter Street

 San Francisco, CA 94108
  415-681-0823
1-888-potdocs

www.PotDoc.com

Tod Mikuriya, MD
Office in El Cerrito

at the El Cerrito Plaza #513
(Upstairs from Trader Joe’s)

Walking distance from BART
phone: 510-525-1278

fax: 510-525-1436
email: office@mikuriya.com.

Visa/MasterCard, Money Order or Cash payment accepted

Philip Denney, MD
and Robert Sullivan, MD

Orange County office:
22691 Lambert St. Lake Forest, 949-855-8845

Sacramento office:
4709 Engle Road #5, Carmichael 916-978-9777

Butte County office:
1522 Charles Drive Redding  530-242-6784

Hanya Barth, MD
Peter Cotsirilos, MD

Tom Sazani, MD
1200 Howard Street, San Francisco

415-255-1200
741 5th Street, Santa Rosa

707/568-0420
233 S. Auburn St., suite 160, Colfax

530-210-4450
www.HowardStreetHealthOptions.com

Stephen Banister, MD
120 Richardson St., Suite B.

Grass Valley, CA 94945
530-273-5690

THCF Medical Clinics - Oregon HQ
105 SE 18th Ave.

Portland, OR  97286
Phone: 503-281-5100
Fax:  503-235-0120

THCF Medical Clinics - Washington
13353 Bel-Red Rd. NE, # 109

Bellevue, WA 98004
(in the Continental Office Park)

Appointments: 206-878-1701 or 1-800-723-0188
Clinic:  425-644-7322

THCF Medical Clinics - Hawaii
345 Queen St., # 900
Honolulu, HI  96813

(in the Queen Street Building)
Appointments:  1-800-723-0188

Clinic:  808-791-6800

Doctors associated with THCF also see
patients every month in Spokane, Washington,
and Bend and Medford, Oregon. We are
opening a  new office this Fall in Denver,
Colorado:
Thomas Orvald, MD   (WA, OR, CA, HI)
David Dodge, MD ( OR )
Rabia Ahmed, MD  ( OR, HI, CA, CO )
Phillip Leveque, DO, PhD, works at our
Portland office reviewing files for our other
doctors and checking patients in.

William Eidelman, MD
1654 N. Cahuenga Blvd
Los Angeles, CA, ZIP
 323-463-3295
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As the football season got underway,
CBS’s “60 Minutes” did a story on Ricky
Williams’s return to the NFL. In case
you’re just joining us, Williams is a star
running back who, in the summer of
2004, quit the Miami Dolphins after re-
peatedly testing positive for marijuana.

In an interview with Mike Wallace
last fall, Williams acknowledged that
public exposure of his marijuana use had
been humiliating. Instead of playing
football, he’d been studying Ayurvedic
healing techniques in California (“using
nature to put yourself in balance”),
camping in Australia, reading a lot,
searching for freedom and self-knowl-
edge. He came across as a sincere,
thoughtful hippie.

Mike Wallace predicted in that ’04
segment that Williams would return to
football because he’d need the money.
Williams took the bet, but the viewer
could sense that the odds favored
Wallace because (1) the Dolphins were
going to sue for breach of an $8.5 mil-
lion contract, (2) although Williams had
been injured, he wasn’t disabled, and (3)
his love of the game was undiminished.

 The new segment consisted
of Wallace gloating that money
had prevailed.

 The new segment consisted of
Wallace gloating that money had pre-
vailed. It’s hard to convey the note of
contempt in Wallace’s voice.  “He told
us with us some conviction that being
free to focus on his mind and his body
and his soul was worth much more to
him than the millions he’d turned his
back on,” said Wallace, introducing the
new segment.

More than half the footage was re-run
from ’04.  It included all the shots of
Ricky and fellow students in the lotus
positions chanting “Om,” and a linger-
ing close-up of two white women mas-
saging his broad black back with lotion
while Wallace intoned:

“This massage, we learned, was just
part of his training to become an holistic

hard on the body, nor did he refer to
Williams’s recurring shoulder and knee
injuries.

Footage was replayed in which
Wallace quoted a Sporting News colum-
nist putting down Williams: “Ricky has
always been one of the most selfish, un-
predictable, purposely bizarre and more
than slightly off kilter athletes. He
doesn’t care how his behavior might af-
fect anyone around him. It has always
been about Ricky.”

When Williams, who is authentically
self-critical, said that some of the quote
was accurate, Wallace made him read it
aloud and identify the parts that were
accurate. Williams went through this
little ordeal, which was almost embar-
rassing to watch, and said: “He got the
name right..  And I am unpredictable, but
who and what is supposed to be predict-
able?”

Next came reprised footage of Bob
Marley and an exchange about mari-
juana.

  W ALLACE:He and his hero have
something else in common. Bob Marley
used hash.

 WILLIAMS: He smoked a lot of mari-
juana, yeah.

WALLACE : And you have done the
same.

WILLIAMS: I have done the same.
WALLACE: Could you pass an NFL

drug test today?
WILLIAMS: No.
WALLACE:So you still smoke mari-

juana?
WILLIAMS: Mmhmm.
WALLACE: Anything worse than that?
WILLIAMS: Worse? What do you mean

by worse?
WALLACE:  More addictive, more dan-

gerous, conceivably.
WILLIAMS: Sometimes I have sweets.

(Wallace looks confused) Sugar.
WALLACE:  (sarcastic)  Oh, yeah, I see.
WILLIAMS: Sometimes I’ll have a glass

of wine. But that’s about it.
(Cut back to the now)
WALLACE: Well, he needed a big glass

of it last January because during his stud-
ies he was shocked by some unexpected
news. According to the fine print in his
contract it turned out that he actually
owed the Dolphins 8.6 million dollars
for leaving before his contract was up.
So suddenly he found himself deep in
debt with only one way out.  (footage of
Williams scoring a touchdown in a pre-
season game.) This pre-sesason touch-
down marked Ricky’s return to the Dol-
phins.

We flew down to Miami to see how
he was really doing. He didn’t want to
sit down one-on-one. [It’s likely that the
Dolphins’ front office made this deci-
sion.] Instead, we went to his weekly
press conference, where I showed him
the tape of a bet we’d made last year.

(Footage from ’04)
WILLIAMS: Why do you think I’ll play

football again?
WALLACE: Because I think that you

will want to have the freedom that you
have now but you’re gonna need more
money to have the freedom that you now
have.

(Cut to a press conference with
Wallace in the front row and Williams at
a podium alongside a screen on which
the old tape has just been shown.)

WILLIAMS: All right. That is the rea-
son why I came back.

WALLACE: (triumphant): You came
back for money!

WILLIAMS: No, not for money, for free-
dom.

WALLACE: (Grunting as if he’d been
hit, but still sarcastic) Ah!

 Ricky Williams Takes A Late Hit
“They say ‘Sing while you slave’ and I just get bored—
I ain’t gonna work on Maggie’s farm no more.”

—Bob Dylan

“My loyalty is to the truth,
not to consistency.”

                  —Ricky Williams

masseur. Ayurvedic healing techniques
also included aromatherapy, music and
special foods. And while he thoroughly
enjoyed his sublime studies, he remained
unapologetic for deserting his teammates
and the fans, and destroying their sea-
son.”

Wallace did not mention the fact that
Williams had been made to carry the ball
more than anyone else in the league in
the seasons before he took off, or that
his running style (putting his shoulder
down and trying to run over tacklers in-
stead of eluding them) was especially

Marion Fry, MD
Cool, California
1-866-4DocFry

www.docfry.com

continued on next page
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Expert Auto Repair
1458 San Bruno Ave.

San Francisco. CA 94110
(415) 550-8344

“Sore Back” by Jacob Lawrence

TERENCE HALLINAN

ATTORNEY AT LAW

819 EDDY STREET

SAN FRANCISCO, CA 94109
HALLINANLAW@COMCAST.NET

TEL: 415.771.6174
FAX: 415.474.3748

OMCA 2005
AWARDS DINNER

November 26, 2005
PORTLAND, OREGON

Musical Guests
Tim Pate

BOLT UPRIGHT

Daytime
Vendors
Speakers
Legal/Medical Panels*
Information Booths

For rules, entry details, Awards Dinner info:
www.ornorml.org/omca

503/239-6110

Evening
Hemp Fashion Show
Activists Awards
Cannabis Awards
Dinner & Dancing

Oregon
Medical

Cannabis
Awards

The Law Office of Jeffrey Steinborn
1218 Third Ave., Suite 1800

Seattle, WA 98101
(206) 622-5117

*Panel on Cannabis and Impairment chaired by Rick
Bayer, MD, will focus on topics raised in his story on
page 8. Recent changes to the Oregon Medical Mari-
juana Act (OMMA) will also be discussed... Lawyers
get OSB CLE credits for attending!

1451 W. Cypress Creek Road
Ft. Lauderdale, FL 33309
TOLL FREE 877.447.9625

irosenfeld@newbridgesecurities.com

Eugene C. Denson
Mariuana Defense:

Medical, Spiritual, Recreational, Commercial
Member, NORML Legal Committee
P.O. Box 158 Alderpoint CA 95511

707-923-4764

David Akbar, MD, PhD
Physician and Surgeon
Classical Homeopathy

6399 Wilshire Blvd., #114
Los Angeles, CA 90048
davidakbarmd@sbcglobal.net

323-651-4494 phone
323-651-4493 fax
323 528-9000 cell

SKILL CENTRE
J.W.  GILL
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WILLIAMS: For freedom!
WALLACE: (voice over, as narrator):

But freedom can be complicated.  To get
free from his debt to the Dolphins meant
he was no longer free from football. (At
the press conference) Have you enjoyed
giving up your freedom to work under
the regulations of the very structured
NFL?

WILLIAMS: Well, I realized that my
concept of freedom at the time was a
little bit off. My concept of freedom now
—I was sitting at home last night and I
was thinking if there was anywhere else
in the world I would rather be and any-
thing I would rather be doing and there
was nothing. I’ve gotten to a point where
I realize that happiness doesn’t come
from the outside.

Wallace (as narrator): Ricky said that
what he discovered in his year away from
football was that true freedom comes
from within.

WILLIAMS: Everything that there is to
gain I have inside of myself. There’s
nothing I can get from going anywhere
or doing anything. And the process of
coming to work every day and working
through whatever football —whatever
life brings me, just gives me more and
more freedom and strengthens my de-
sire to be free.

WALLACE: You’ve said that making a
new commitment to the Dolphins means

that you’ve surrendered. Surrendered
what?

WILLIAMS: Surrendered my will.
WALLACE: Surrendered your what?
WILLIAMS:Surrendered my will. In the

team meeting room in big letters on the
back it says “Get out of yourself and get
into the team.”

WALLACE: You’ve said that you love
football but that you’re not having fun
here. What does that mean?

WILLIAMS: Well, you look across from
fun and you see work. I think there’s fun
as a result of hard work. So, it’s not fun
by itself but if you work hard then you
get to the fun.

WALLACE:You look like a happy fella.
WILLIAMS: Do my best. There’s noth-

ing to not be happy about.
WALLACE: What about money?
WILLIAMS: What about money?
WALLACE:How broke are you?
WILLIAMS: I have no idea.
WALLACE : What do you mean you

have no idea?
WILLIAMS: The way I live my life, if I

have a place to stay and I have food on
the table then I’m not broke.

WALLACE: I understand you’re down
to two hundred and thirty thousand
bucks. [A rich man’s definition of
“broke.”]

WILLIAMS: I really cannot tell you how
much money I have.

WALLACE : But doesn’t Leigh

Steinberg, your agent, tell you about
that?

WILLIAMS: No. I don’t talk to Leigh
about money.

Wallace: You don’t talk to your agent
about money. What do you talk to your
agent about?

WILLIAMS: We talk about life. We talk
a little philosophy.  We talk about books.
It’s a different kind of relationship.

WALLACE: (dripping with sarcasm)
Sure. (Then as narrator) His agent is try-
ing to get him a new contract hoping to
erase the eight million dollar debt. But
you can bet that Ricky would owe mil-
lions more if he walked off again or if
he failed another drug test.  (To Williams
at the pressconference) You still smokin’
marijuana occasionally?

WILLIAMS:No, I can’t do that anymore.
(Nervous laughter in room.) I get tested
twice a week.

WALLACE: Twice a week.
WILLIAMS: Twice a week.
WALLACE: Do you miss it?
WILLIAMS: No.
(So ended the drug talk. Marijuana?

No BFD.)
WALLACE: His teammates and his

fans, for the most part, have welcomed
him back. Last year Williams had told
us he saw no reason to apologize to them
for ruining their season. But when he re-
turned he was quick to change his mind.

WILLIAMS:  I was being more under-

standing of their point of view, and not
being so selfish. My concept of the truth
expands on a daily basis. My loyalty is
to the truth, not to consistency.

Wallace (narrating):And as for pay-
ing off our bet that he would play foot-
ball again. (To Williams) So, what’s it
gonna be?

WILLIAMS: Lunch or dinner? Well, I
work, so it’ll have to be dinner. I have a
job now.

WALLACE: (wrapping up back at the
studio, to the audience): The fact is,
somehow you’ve just got to love this guy
—his innocence, his candor. And when
he begins to play for real again in just a
couple of weeks, we’ll get a chance to
see if this former Heisman trophy win-
ner from Texas can put it all back to-
gether.

It’s very easy to say you love some-
one in a big, abstract way while continu-
ing to treat them disrespectfully in the
nitty gritty.... A few weeks after
Wallace’s second piece on Williams we
got to see Martin Scorcese’s Bob Dylan
documentary.  The way Dylan (in his
mid-20s) responded to inane, insulting
questions from interviewers seemed a lot
like the way Ricky Williams responded
to Mike Wallace, right down to a non-
verbal gesture of looking off to the side.
as if to an imaginary witness who could
provide a reality check.

The Society of Cannabis Clinicians
(SCC), was founded in 1999 by Tod
Mikuriya, MD to enable doctors moni-
toring cannabis use by their patients
to share findings and observations. It
was originally called the California
Cannabis Research Medical Group.

O’Shaughnessy’s  is produced for
the SCC doctors by the managing edi-
tor and distributed to patients,
caregivers, and concerned citizens.
The goal is mutual continuing educa-
tion —to keep ourselves abreast of
scientific developments in the field of
cannabis therapeutics, as well as rel-
evant political, legal and economic de-
velopments.

As Rick Steves pointed out in his
speech at this year’s NORML meet-
ing (see page 26), we’re all subjected
to a constant  dumbing-down process
in America.  O’Shaughnessy’s is an at-
tempt to compensate for our
miseducation.

To get involved with the paper as
a contributor and/or distributor,
contact journal@ccrmg.org. Our
phone number is 415-305-4758.

Subscriptions are not available, but
a contribution of any amount to the
California Cannabis Research Medi-
cal Group will get you on the mailing
list for future issues.  The CCRMG is
a nonprofit 501(c)3 organization.

The mailing address is:
p.o. box 9143 Berkeley CA 94709.

Continuing Mutual Education
(About O’Shaughnessy’s)

We look forward to the day that the
ratio of science to politics in these pages
is 10:1. The field of cannabis therapeu-
tics will really take off once California
growers have access to an analytical test
lab and can determine the cannabinoid
content of their plants.  Then patients can
begin treating their given conditions with
strains of known composition —high in
CBD to treat anxiety and insomnia, high
in THC to stimulate appetite, etc.    And
SCC doctors and committed dispensary
operators will be able to conduct clini-
cal trials that transform anecdotal evi-
dence into data acceptable to those mem-
bers of the medical establishment not
totally in thrall of the pharmaceutical
industry.

The obstacles to research are politi-
cal.  The forces in our society that op-
posed the medical marijuana initiative
in 1996 have choked off its implemen-
tation. By all estimates, fewer than
200,000 Californians have obtained ap-
proval to use cannabis medicinally in the
nine years since it became legal—in a
state where millions might benefit if they
felt free to try.

More than five million adult Califor-
nians voted for Prop 215 in the privacy
of a voting booth. (That’s an antiquated
image but let’s let it stand.) All but a few
are scared to ask their own doctor for a
recommendation. What that does that say
about the general level of fear in the
“land of the free and the home of the
brave?”

The Sheriff’s “Joke”
“Alameda County Sheriff Charles

Plummer has a doctor’s letter stating on-
the-job stress should qualify him to buy
marijuana for medical needs,” begins a
recent story by Karen Holzmeister of the
Oakland Tribune.  Tod Mikuriya, MD,
read the lead and thought Plummer de-
served credit for a groundbreaking ges-
ture.

Then he read on: “As a joke,
Plummer’s physician wrote the note,
which the sheriff showed to members of
the district attorney’s office. They agreed
the letter would be Plummer’s ticket to
getting a card that would open doors at
any of the six cannabis dispensaries in
unincorporated areas.”

You don’t have to be a psychiatrist to
know that things people say “as a joke”
can reveal below-the-surface concerns.
Being sheriff of a mostly urban county
in an era of social breakdown is a stress-
ful job, indeed. Either Plummer’s doc-
tor didn’t think the request was a total
joke, or s/he made an ethical stretch in
signing a letter approving his use of can-
nabis.

According to the Tribune, “After tour-
ing all the clinics [in Alameda County’s
unincorporated areas], Plummer said he
can’t see himself queuing up alongside
patients who appear to be ‘unsavory
people’ and ‘young men under 30 who
look like people you would arrest a lot.”

It’s understandable that the subset of
Californians who have sought a doctor’s

approval to medicate with cannabis in-
cludes a high percentage of the young,
brave, macho, and poor. Middle-aged,
middle-class people are more likely to
have jobs, families, interests to protect.
Many become “risk averse,” too embar-
rassed to ask their regular physician to
approve cannabis use, and afraid that
going to a specialist might result in nega-
tive consequences with an employer, an
insurance company, a family court judge,
etc. Not to mention the government.

Nine years after the passage of Prop
215, law enforcement’s ongoing oppo-
sition has led to this:a middle-aged pro-
fessional can’t find a dispensary where
he’d feel comfortable stopping by after
work to see what strains are recom-
mended for stress.

What the sheriff sees as a diminution
of his power to control the citizenry, the
doctor sees as a positive.  Mikuriya says,
“Whatever other benefits a doctor may
help a patient obtain by approving their
cannabis use, the conferring of legiti-
macy is a benefit of the utmost impor-
tance for their well-being.”
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