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lowa Board of Pharmacy
Special Marijuana Review Committee Meeting
Monday, November 17, 2014
1:00 p.m.
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Presentation from Sally Gaer

Letter from Nancy Suby-Bohn

E-mails from Ray Lakers

Letter from Jan Price

Letter from Angela Brinkman

Letter from Louis R. Davidson _

Cannabis and Cannabis Resin Information Document, World Health Organization, Juhe 16-20, 2014
"Cannabis extract can have dramatic effect on brain cancer, says new research," Science Daily, November 14,
2014 )

lowa General Assembly 2014 Committee Briefings, Cannabidiof Implementation Study Committee,
September 11, 2014

"Legalization of Medical Marijuana and Incidence of Opioid Mortality," Journal of the American Medical
Association (JAMA} internal Medicine, published online August 25, 2014

"Medical Cannabis Laws and Opioid Analgesic Overdose Mortality in the United States, 1999-2010," Journal of
the American Medical Association (JAMA) Internal Medicine, published online August 25, 2014

"PTSD Symptom Reports of Patients Evaluated for the New Mexico Medical Cannabis Program," Journal of
Psychoactive Drugs, Volume 46 (1), January-March 2014, pp. 73-77.

"|s the Grass Always Greener? An Updated Look at Other State Medical Marijuana Programs,” Lance Ching and
Johnny Brannon, Legislative Reference Bureau, State Capitol, Honolulu, Hawaii, August 2014.

Prepared Remarks of Dale Woolery, lowa Governor's Office of Drug Control Policy, and three attachments
Comments of Ronald A. Herman, Ph.D., College of Pharmacy, University of lowa

. Position Statement of Alliance of Coalitions for Change (AC4C)
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Presentation for lowa Board of Pharmacy November 17, 2014

My name is Sally Gaer and | am the mother of a medically fragile 24 year old daughter who suffers from Intractable
Epilepsy. She currently takes 4 anticonvulsant medications and has a Vagus Nerve Stimulator. She would be covered
under the newly passed lowa Law, Senate File 2360. Once the rules become effective, January 30, 2015, we will print off
an application, take it to her local neurologist, have him mail the form and wait for the form to be processed by the lowa
Department of Health. Upon approval, we will travel to the DOT to have her card processed.

We will basically be unable to access any high CBD, low THC oil anywhere in the United States, so I'm not really sure
what we will do with the card.

| urge that the lowa Board of Pharmacy recommend to the lowa Legislature and the Governor to remove Medical
Marijuana from Schedule 1 to Schedule 2 allowing this plant to be recommended by physicians and studied by the
medical community.

| would add it would be extremely beneficial for you to also recommend that a controlled grow, process and faboratory
facility be allowed in lowa to provide this medication to medically fragile lowans.

There is a bill in Congress, HR 5226, Charlgtte’s Web Medical Hemp Act of 2014 seeks to remove therapeutic hemp and
cannabidiol from the definition of Marihuana and not be treated as a controlled substance so that citizens who need it
to help alleviate their suffering from intractable epilepsy are able to gain access. At this time we are not sure if this bill
will make it through the current or future Congress.

I have no doubt there is medicinal value in Medical Marijuana, specifically for my daughter, but for many other medically
fragile lowans. Please recommend to the lowa Legislature the Rescheduling from Schedule 1 to Schedule 2, as the
Interim Study committee Recommended on September 11, 2014. They also recommended to develop a regulated
program to produce, process, and dispense medical cannabis and further recommended that medical cannabis not be

taxed by the state at any stage of producing, processing or dispensing.

Thank you.
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312 Coming Ave
Des Moines, JA 503134336
- November 15, 2014

Towa Board of Pharwacy
400 SW Eighih Sixest, Suite E
Des Moines, Iowa 50309-4688

Re: Iowa Board of Pharmacy Teleconference

My name is Nagey Suby-Bohn, and T am a resident of the State of lowa. As a substitute teacher
for the Des Moines Public School and will be on assignment at Harding middle school, I will not
be able to attend November 17% Special Meeting: Marijuana Review Committee, but wish for
1y concerns to be heard by the Iowa Board of Pharmacy.

Personally, 1 support LOW-THC Medical Marijuana oil for medical use, also known as
Charlotte s Web, prescribed and dispensed by Iowa Licensed Mechcal Specialists. -

But when it comes to the higher THC used for recreational marijuana, I believe the board needs
to hear my story:

On Sunday, June 6%, 2010, my danghter was celebrating graduating North High School at a
Open House at Union Park (East Shelter House). The Open House was winding down and
clean-up was just about to begin whcn we heard a “pow” and my nephew said, “Wow, that car
just hit that tree.”

We turned and watched a jeep drive through the lower level of the park at FULL speed until he
came fo another free, hitting it straight-on, with such a force, the jeep “bounced” of the tree and
changed directions. Luckily the jeep could go no further.

My husband and brother xan to the jeep to see if the driver (Joel Simpson) needed assistance -
making sure he was not in need of medical assistance (my husband is Red-Cross certified).

As nxy sister-in-law (Julie Suby) and 1 followed behind them, Julie heard someone say something
and ran in the direction of the three, Joel first hit.

After I doubled check to make sure Joel was o.k.. I noticed he was “out-of-it” but could not smell
any alcohol on his breath. I left Joel and went to find Julie to see what was happening.

There, Iying in the grass, was a young girl, wearing a blue demine skirt with a white shirt, blood
everywhere, Juli¢ holding her head stable as she gurgled and gasped for air to breath, until rescue
drnved The gentleman with ber kept saying, “T can’t believe he hit her, I can’t believe he hit
her..
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Her flip-flops marked the place be plowed into her. Not as she crossed the street, but in the
grass, several feet from the side of the road and many, many, MANY feet from where she laid.

We didn’t kmow who she was and they could only stabilize her but couldn’t administer medical
care until they received an adult’s consent. She was just a girl, on her way home, from playing at
the park. Luckily the group of girls she was playing with decided to also go home and walked by
our Open House. With the description we gave them, they were able to identify her as Melissa
Robinson and knew where her grandma lived which saved her life.

Joel Simpson was charged with driving under the influence of marijuana and pled guilty. “A
shacided Simpson told a judge that he had marijuana in his system when he struck Melissa Ann
Robinson in June.” (hitp://blogs.desmoinesregister com/dmr/index.php/2011/02/09

The girl, Melissa Robinson, “endured surgeries to put plates in her face, insert pins in her right
leg and repair a tear in the aortic valve of her heart,”
(bttp://blogs.desmoinesregister.corn/dmr/index.php/2011/02/09/)

1 tell this story because, not only did I witness it, but my degree is in Civil Engineering. 1 am not
a licensed Engineer, but I leamned bow to design road and bridges to keep people as safe as
feasibly possible, for people driving cars can kill themselves and others.

At one time, *Drinking of spirits” was illegal and later overtarned. You might hear this as a case
to support the recreational use of recreational marijuana and to show people can be responsible.

Well, Drinking of spirits may be legal to consume, BUT it i« still ILLEGAL to get behind the
wheel of a vehicle with an alcohol level of 0.08. After SEVERAL people died, due to drank

. «driving, the law was changing to make *drinking and driving’ illegal; but in order to be able to
enforce the law, an on-the-spot test needed to be developed for law agencies to use to determine
if the driver was intoxicated ‘under the influence’ or not. Because the old sobriety test was
subject to personal observation and judgment, the breath analyzer test and blood alcohol test
were developed to aid in the convictions.

Legalizing of spirits is a perfect example of what will bappen if recreational marjuans is
legalized. Before the bill/law can be considered, the bill wili need to include a standardized
system of measuring “how high is too high” to drive and including an accurate on-site testing of

how much marijuana is in a person’s system. Without it, violators cannot be legally held
responsible for causing harn to themselves or others.

It is not up to the fowa Board of Phartmacy to develop these standards and tests.

If Towans for Medical Marijuana wishes to have their bill considered, I recommend the gronp
first develop standards and accurate on-site testing in order to hold violators accountable.

With rights come responsibilities.
Thank, you for reading,

‘Nancy Suby-Bohn, CE, FE
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Jorgenson, Debbie [IBPE]

From: Jessen, Lloyd [IBPE]

Sent: Monday, November 17, 2014 8:01 AM

To: Jorgenson, Debbie [IBPE]

Subject: Fwd: | had hoped to attend please submit the following for the record
Categories: Debbie

To print ...

Lioyd K. Jessen
Executive Director

Towa Board of Pharmacy
Llovd.Jessen@iowa.gov
515.729.2466

Begin forwarded message:

From: Ray Lakers <tlfoundation] @aim.com>
~ Date: November 16, 2014 at 11:27:59 PM CST
To: "Jessen, Lloyd [IBPE]" <Lloyd.Jessen@iowa.gov>
Subject: I had hoped to attend please submit the following for the record

To: Lloyd Jessen and lowa Board of Pharmacy members

| am not able to make it back from Colorado in time for the hearing tomorrow, November 17, due to
weather and travel delays I can only submit my concerns via email.....Over the last five years | at least
can give you an update on my health, since you have been always open to my concerns in person and
private Lloyd.] know | leave quite an impression, soiry | won't be able to say hello tomorrow. Below is my
testimonial.

It was 2/17/2010 when after four public hearings in 2009 when the Board made the right vote.

We, the medical marijuana patients in lowa or from lowa, need somie relief from the current laws
on the books. While everyone is frying to reinvent the wheel, lowans suffer.

As you know and [ have testified numerous times, 1 take no FDA prescription drugs. My mobility
improves with cannabis and ! can stand on my feet. Prescription pain relievers are not the
solution for many of us with MS who still walk. For those who can't, that may be in a wheelc¢hair,
they too might want something alternative to prescription pain relievers, in fact many are using
cannabis, just hard for them to come forward, same time many have a hard time finding a
quality,reliable cannahis supply. ’

For some reason they seek me ouf, [ can only help them here in Colorado, and since | have lived
here, | have found 20+ lowans in various parts of Colorado that moved here that { know
personally.

Cannabis is safe medicine, save the fear. In order to explore the scientific benefits, we need to
take the handcuifs on an innocent plant.

Solution, start a PILOT PROGRAM. Allow a medical defense. Make a list of treatable conditions
just like we did in 2009.

As for Terry's Hemp Qil, cannabis oil, Charlotte’s Web, cannabadiocl.Read this;we,lowa medical
patients also need a judicial review of the bill signed into law last summer. It is oppressive,

1
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prejudicial,makes epileptic children/parents criminals, just like me. Tell me when the first lowa
LEGAL drop of CBD oil arrives via Terry's Hall Pass, so | know someocne is getting the health
benefits of cannabis. '

See below from Georgia.

http://mww.orlandosentinel.cominews/os-charlottes-web-rules-tossed-out-201411 14-storv.hth1l
Judge tosses out rules for 'Charlotte's Web' medical pot

Ray Lakers

lowa Clemency Project
Colorado Springs, CO

Here is a picture of me reaching the top of the Manitou Incline last August, I'm sure you saw me on the
news; | am now "Man From Colorado".

Has MS, smokes matrijuana daily, climbed the Manitou fncline
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Jorgenson, Debbie [IBPE]

From: Jessen, Lloyd [IBPE]
Sent; iMonday, November 17, 2014 8:00 AM
" To: Jorgenson, Debbie [IBPE]
Subject: Fwd: Additional Facts from Dr. Raphael Mechoulam
Categories: Debbie
To print

Lioyd K. Jessen
Executive Director

Iowa Board of Pharmacy
Lloyd.Jessen(@iowa.gov
515.729.2466

Begin forwarded message:

From: Ray Lakers <tlfoundationl @aim.com>

Date: November 16, 2014 at 11:40:10 PM CST

Te: "Jessen, Lloyd [IBPE]" <Lloyd.Jessen(@iowa,.gov>
Subject: Additional Facts from Dr. Raphael Mechoulam

Dr. Raphael Mechoulam, the grandfather of cannabinoid research, is quoted-as saying that THC usually dossn’t provide the
same medical benefit by itself as when in the presence of its lesser-known cousin, CBD. But to Marcu, the entourage effect
goes much, much further than that — and he’s got the research to prove it.

For Marcu, this pharmacological model explains the fallacy of the legislative fad to legalize only GBD, a compound which
has been shown to have medical benefits and supposedly provides no intoxicaiing effect — a claim at which Marcu scoffs.
“GBD is psychoactive,” he said. “It's not like THC, it has a unique and different mechanism, but it does go into the brain and
have an effect.” But there's an even greater flaw to the thinking underlying “CBD-only” bills: “There is no such thing as CBD-
only cannabis,” Marcu said. “And if there were, it would not be effective.”

http://theIeafoniine.c;omlc:lactivism!2014/03/there—is—no~such-thinq-as—bbd-onIv—canna@
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Cannabis and cannabis resin

Information Document

Agenda item 8.2

Expert Committee on Drug Dependence
Thirty-sixth Meeting
Geneva, 16-20 June 2014

t‘/\‘a, World Health
\‘\ Y Organization
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36" ECDD {2014) Agenda item 8.2 Cannabis and cannabis resin

This document is provided for the information of the ECDD. It is intended to provide
background and relevant information for the use of the ECDD, and the presentation,
inclusion or omission of material in it does not imply the expression of any opinion
whatsoever on the part of the World Health Organization concerning the subject matter of
this document. Further, for all matters involving the role and mandate of the ECDD attention
is drawn to the Guidance on the WHO review of psychoactive substances for international control,
adopted by the WHO Executive Board at its 126" session in January 2010, which serves as
the basis for this document, In the case of any discrepancies between this document and the
Guidarice on the WHO review of psychoactive substances for international control, the Guidance on
the WHO review of psychoactive substances for international control prevails.

Contents

IVEFOTUCHION. vevvvvvevevas e vere e ieseesssseresessass s ssess s et s s bbb e ras bbb sp bttt ettt shes st b 3
History of the review and control of cannabis and cannabis resin......oiinn, FOTTTOUURIIITN 3
Procedural aspects of the ECDD review of cannabis and cannabis resin........ceveniecnnenn, 5
Aspects related to potentially changing scheduling status....cccvev i e 6

Scheduling options for the COMMITEEE v irreee e e e ssaesressssessesssressessassnees B
DEFINILION ot e e s s s s se et sresaaras ssbasnsraresss O
Current control of legal production of cannabis for medical and scientific purposes........ccecveveieenns 7
Aspects 10 include in an ECDD ASSESSINENT..vervecrvrrerriermervrsmrrerseescacrsosessresssssssasesesssssvesseressserssneonsenees 7

Aspects listed in the GUIdANCE . s s ssssrs e ssresssasssasass T

Aspects that need specific atTeNTION. .. e s s e s ase e s rares 7
(5} Toxicology and {6) Adverse reactions in NUMANS ..o e s sssassas 7
{7} Dependence potential (8) Abuse POTENTIAl....ciirivcenieci e sre s e arees 7

{9) Therapeutic applications, extent of therapeutic use and epidemiology of medical use........... 8

{17} Current international controls and their impact; and

{18} Current and past National CONTIOIS ... e e e e s s st senes 8
Aspects related to different properties of various types of cannabis and its resin ......cecvcvernnrenens 9
OTNEE CONS BT AT ONS e en ettt ettt s dr s b st e s b s be s e s b e b4 s b et a e e hos s b st a s 9
Quatity assurance of medicinal cannabis ... s e e 9
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36" ECDD (2014) Agenda item 8.2 Cannabis and cannabis resin

introduction

Cannabis is scheduled in Schedules I and 1V of the Single Convention on Narcotic Drugs as
amended by the 1972 Protocol (the “Single Convention”), A review of cannabis and cannabis
resin by the World Health Organization is necessary for multiple reasons, the foremost
being that the medical use of cannabis appears to have increased in recent years. C 4

countrles are adoptmg varymg pohc1es on cannabls and cannab1s resin different from
proh1b1t10n to mitigate the harm due to cannabis. In addition, the Commission on Narcotic
Drugs in its Resolution 52/5 from 2009 stated that it Jooks forward to an updated report on
cannabis by the Expert Committee on Drug Dependence . The International Narcotics
Control Board, in its annual report for 2013, invited WIIO, in view of its mandate under the
1961 Convention, to evaluate the potential medical uiility of cannabis and the extent to
which cannabis poses dangers to human health.

This document lists a number of aspects to be considered by WHO and the WHO Expert
Committee on Drug Dependence (ECDD): they include procedural aspects of such a review;
considerations regarding the current level of control ; ECDD assessment requirements
(mcludmg aspects that need specific attention); and some other considerations such as

After World War II, WHO became responsible for the health functions of the League of
Nations. The Expert Committee on Drugs Liable to Produce Addiction, later called the
Expert Committee on Addiction-Producing Drugs (and today called the ECDD) spoke out
against the medical use of cannabis repeatedly (e.g. fifth (1955), 11th (1960), 14th (1965) and
16th Meetings (1968)). (4,5,6,7) However, in none of these cases was there a review of the
dependence-producing properties of the substance. WHO published a literature review on
the physical and mental effects of cannabis in 1955, which was prepared by a former WHO
staff member for the Commission on Narcotic Drugs. (8) IHowever, it is not clear if this
report was discussed by the Expert Committee on Drugs Liable to Produce Addiction,
because it is not mentioned or cited in the Expert Committee’s reports.

Page 3 of 12
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36" ECDD (2014) Agenda item 8.2 Cannabis and cannabis resin

Because of their inclusion in the 1925 Opium Convention, cannabis and cannabis resin were
included in Schedule I of the Single Convention on Narcotic Drugs. When the Schedules of
the Single Convention were drawn up, the Expert Committee on Addiction-Producing Drugs
stated that it “believed that the composition of the schedules [on the draft list for the Single
Convention] should be most carefully reviewed before they become an established part of
the new Convention”. (9} However, the Expert Committee’s tenth report only mentions that
substances in Schedule III were reviewed individually. No reference can be found to a
review of cannabis and/or its resin. (3, 5) The Expert Committee’s 13th Report also mentions
a review of substances for the Single Convention, but again, no specific reference to a review
of cannabis or cannabis resin is made. (10)

After 1968, cannabis does not appear on the agenda of the Expert Committee. Therefore,
even if reviews were conducted in the past by WHO, the most recent reviews of cannabis
and cannabis resin were conducted when review methods and the knowledge of dependence
and substance abuse were less developed than they are today. WHO published a report on
the health effects of cannabis in 1997, but this report was not prepared for the purpose of
reviewing the scheduling of cannabis and therefore, was not discussed by the Expert
Committee on Drug Dependence. (12)

In its 2009 Resohution 52/5 “Exploration of all aspects related to the use of cannabis seeds for
illicit purposes”, the Commission on Narcotics Drugs (CND) requested “the United Nations
Office on Drugs and Crime to share information regarding the health risks posed by
cannabis with the Expert Committee on Drug Dependence of the World Health
Organization, and, in that regard, looks forward to an updated report on cannabis by the
Expert Committee, subject to the availability of extrabudgetary resources”. (13) The 35th
Expert Committee on Drug Dependence agreed to review cannabis in a future meeting of the
Committee. (14) Moreover, an author group consisfing of WHO staff, experts and
consultants related to WHO's work on substance misuse recommended that substances that
not reviewed for a long period of time, should be re-reviewed regularly using modern
methods for the purpose of improving the credibility of scheduling. (3)

In recent years, many countries developed strategies that acknowledge differences in safety
between psychoactive substances. Recently, the use of cannabis for recreational use was
legalized in Uruguay and in Colorado and Washington State in the United States of America,
(15, 16).

In the last fifteen years, many countries have allowed the medical use of cannabis .Its current

scheduling in Schedule IV is based on the assumption that there is little or no therapeutic
role for cannabis.

Page 4 of 12
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36"™ ECDD (2014) Agenda item 8.2 Cannabis and cannabis resin

It is against this background that the Secretariat is planning a review of cannabis and
cannabis resin. However, because of the complexity of such a review, it was decided not to
include a review as such on the agenda of the 36th ECDD, but first to develop this discussion
paper on the modalities of such a review.

In this document, considerations for preparing a review of cannabis are discussed. This
document will discuss:

» Procedural aspects of the ECDD review of cannabis and cannabis resin
s Aspects of changing the scope of control

» Scheduling options for the committee

+ Definition

o Current control of legal production of cannabis for medical and scientific

purposes

¢ Aspects to include in an ECDD assessment

+ Aspects listed in the guidance (19)

« Among aspects listed in the guidance, aspects that need specific attention
» Aspects related to different properties of various types of cannabis and its resin
e Other Considerations

« Quality assurance of medicinal cannabis

Procedural aspects of the ECDD review of cannabis and cannabis resin

The WHO review procedure, grounded in considerations of public health and with an
evidence-based approach, utilizes the best available relevant information. Consistent with
the requirements of the 1961 and 1971 Conventions, WHO develops scheduling
recommendations guided by the provisions in the Conventions regarding the changes in the
scope of control of substances and also taking into account the preambles of the
Conventions, the need to reduce the risk to public health, including the risk of abuse and
ensuring medical availability, and the relevant resolutions of its governing bodies. The
Conventions are legal instruments; the WHO review procedure is applied in a manner
consistent with the letter and the spirit of the Conventions,

The functions of the Expert Committee are to review information available to it on
substances being considered for international control and for exemptions, and to advise the
Director-General on such control. The advice of the Expert Committee concerns scientific,
medical and public health findings and must comply with the criteria established in the
Conventions. The Expert Committee is assisted by a secretariat, in particular by the Expert
Committee’s Secretary and furthermore by staff members from appropriate WHO
programmes, consultants and temporary advisers, as required.

The Expert Committee deliberations are facilitated by documents provided by the
Secretariat. Proposals for the change in control of a substance should be subjected to the
same assessment that is given to substances proposed for initial scheduling. The relevant
criteria in this regard are set out in paragraphs 43; 46 to 59 of the Guidance on the WHO review
of psychoactive substances for international contrel, adopted by the WHO Executive Board in at
its 126th session. The Expert Committee should follow the sequence for analysis established
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by the guidelines for all substances that is, first consider applicability of the Single
Convention and, if it is not found to apply, then the Convention on Psychotropic Substances
of 1971. Further information regarding the assessment process can be found in the Guidance
on the WHO review of psychoactive substances for international confrol, particularly in paragraphs
43; 46 to 59 (17)

Aspects related to potentially changing scheduling status

Scheduling options for the Committee

ons by

A fifth option for'the committes will | hange ‘For assessing whether
to recommend scheduling and if yes, which schedule to recommend, the Committee should
follow the criteria and procedures as provided in the Conventions and further elaborated in
the Guidance on the WHO review of psychoactive substances for international control, (17) in
particular the paragraphs 43; 46 — 59,

‘Paragraph 6 of Article 3 of the Single Convention clarifies that for drugs already scheduled,
the CND may, in accordance with the recommendation of the World Health Organization,
amend any of the Schedules by transferring a substance from Schedule I to Schedule I or
from Schedule II to Schedule I or deleting a drug or a preparation as the case may be, from a
Schedule.

While cvaluating cannabis and its resin, the Committee should consider all scheduling options
menttioned above

Definition

According to the Convention, cannabis is defined as “the flowering or fruiting tops of the
cannabis plant (excluding the seeds and leaves when not accompanied by the tops) from
which the resin has not been extracted, by whatever name they may be designated.”
Cannabis resin means “separated resin, whether crude or purified, obtained from the
cammabis plant.” These definitions are narrower than the botanical definition and as a
consequence, certain parts of the plant are not under international control.

While evaluating eanmabis and its resin, the Committee should decide whether the review will
be Timited only to those parts currently controlled
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Curtent control of legal production of cannabis for medical and scientific purposes

It should be noted that medicinal cannabis is used in a number of countries. Some of these
countries cultivate cannabis for domestic medical use; Canada, Israel, the Netherlands, the
United Kingdom and a number of states in the United States (see under Aspects to Assess, (9)
Therapeutic applications, extent of therapeutic use and epidemiology of medical use). Article 28
requires that the country applies the same controls as listed in Article 23, paragraph 2 for the
production of opium. The agencies should supervise the cultivation and take possession of
the produced cannabis no later than four months after the harvest.

All the countries mentioned here established one or more state agencies as required in
Axticle 28 of the Convention. Entities carrying out the functions of such an agency were also
identified by the Governments of Austria and the Czech Republic, but the cultivation has not
yet started. In the USA, functions are carried out by NIDA and the DEA, but they are
involved with the production for scientific purposes only and not with the production for
medical purposes by the states.

A critical review report for the Committee should contain details of medical use and how this
is regulated in different countries, so that the Committee understands the epidemiology of use
and regulations to make approprinte decisions.

Aspects to include in an ECDD Assessment

Aspects listed in the Guidance

For Cannabis assessment, all aspects mentioned in the WHO Guidance (17) need to be
followed. Furthermore, based on CND Resolution 52/5 any pertinent information from
UNODC and also other relevant sources such as INCB should be considered for the review
report, for example the UNODC discussion paper “Cannabis, A short review” (20)

Aspects that need specific attention

(5) Toxicology and (6) Adverse reactions in humarns
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The United Kingdom produces cannabis for the production of a dronabinol-cannabidiol
combination preparation for the treatment of spasticity due to multiple sclerosis (Sativex®)
that is prepared using cannabinoids extracted from plant materiall. This preparation has
been approved as a medicine in 24 countries (including Austria , Australia, Belgium, Canada,
the Czech Republic, Finland, Germany, Hungary, Iceland, Italy, the Netherlands, New
Zealand, Norway, Poland, Portugal, Slovakia, Spain, Sweden, Switzerland, and the United
Kingdom).

(17) Current international controls and their impact; and (18) Current and past national
controls

iternational conirols.

controls.

! 1t should be noted that althaugh the starting materials for Sativex are extracted from cannabis, dronabinol
and its preparations are controlled under the United Nations Convention on Psychoactive Substances and
-cannabidiol is not subject to substance control.
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Aspects related to different properties of various types of cannabis and its resin

Cannabis and cannabis resin are separately scheduled in the Single Convention. Over 60
cannabinoids were identified in Camnabis sativa L., but many of these are not or only
marginally explored for their properties. (26) They may be agonists, partial antagonists,
antagonists or pharmacologically inactive cannabinoids. Moreover, plant material contains
also many substances from various other classes. The typical number of substances that can
be identified in a plant is 700 — 1000, most of them not psychoactive substances. However, it
should be considered that the non-psychoactive constituents may influence the uptake of the
psychoactive and other constituents (e.g. terpenes) or may partially counteract the
psychoactivity as a partial antagonist (e.g. (+)-cannabidiol or cannabinol; the latter being a
decomposition product). Both genotype and phenotype can make a difference for the actual
composition of a cannabis batch. These differences can have consequences for the
psychopharmacological and other pharmacological activity of the plant. (27)

Therefore, there is not “one cannabis”, but the actual content of THC can vary from very low
(under 0.9% for the approved industrial varieties in the EU to up to 28% (strength based on
content of the flowering tops). Moreover, also the variety in cannabinoid profiles and the
divergent presence of uptake enhancers causes a diversity of properties of the many cannabis
varieties. The question is whether this makes a difference for the scheduling of cannabis and
cannabis resin.

When the Committee will evaluate cannabis and its vesin, it is recommended that it considers
whether all cannabis and cannabis resin, mild intermediate and strong, should be scheduled in
the smne way; the review report should therefore, if possible, contain the information that
warrants a Committee decision. '

Other considerations

Quality assurance of medicinal cannabis
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ScienceDaily

Your source for the latest research news

Cannabis extract can have dramatic effect on brain cancer, says new
research

Date: November 14, 2014

Source: University of St George's London

Experts have shown that
when certain parts of
cannabis are used to treat
cancer fumours alongside
radio therapy treatment the
growths can virtually
disappeat.

The new research by
specialists at St George's,
University of London,
studied the treatment of
brain cancer tumours in
the laboratory and
discovered that the most
effective treatment was to
combine active chemical
components of the

cannabis plant which are Experts have shown that when certain parts of cannabis are used to treat cancer
called cannabinoids. tumours alongside radio therapy treatment the growths can virtually disappear.
Two of these called Credit: © jeremynathan / Fololia

tetrahydrocannabinol -
(THC) and cannabidiol :

(CBD) were tested as part of the research into brain cancer which is particularly difficult to treat and claims the lives
of about 5,200 each year. It also has a particularly poor prognosis as the rate of survival after five years of patients'
diagnosis is around 10%.

Cannakinoids are the active chemicals in cannabis and are also known more specifically as phytocannabinoids.
There are 85 known cannabinoids in the cannabis plant.

The new research is the first to show a drastic effect when combining THC and CBD with irradiation. Tumours
growing in the brains of mice were drastically slowed down when THC/CBD was used with irradiation.

Dr Wai Liu, Senior Research Fellow and lead researcher on the project, said: "The resulls are extremely exciting.
The tumours were treated in a variety of ways, either with no treatment, the cannabinoids alone, and irradiation alone
or with both the cannabinoids and irradiation at the same time.

"Those treated with both irradiation and the cannabinoids saw the most beneficial results and a drastic reduction in
size. In some cases, the tumours effectively disappeared in the animals. This augurs well for further research in
humans in the future. At the moment this is a mostly fatal disease.

"The benefits of the cannabis plant elements were known before but the drastic reduction of brain cancers if used
with irradiation is something new and may well prove promising for patients who are in gravely serious situations with
such cancers in the future.”

The research team are discussing the possibility of combining cannabinocids with irradiation in a human clinical trial.

http://www.sciencedaily.com/releases/2014/11/141114085629 . htm?utm_source=feedburn... 11/17/2014
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The research has been published in the Molecular Cancer Therapeutics journal.

Cannabinoids are the active chemicals in cannabis and are also known more specifically as phytocannabinoids.
There are 85 known cannabinoids in the cannabis plant. The primary psychoactive component of cannabis is called
tetrahydrocannabincl (THGC). ’

Story Source:

The above story is based on materials provided by University of St George"s London. Notfe: Maferials may be
edited for content and length. ‘

Journal Reference:

1. Katherine A. Scolt, Angus G. Dalgleish, and Wai M. Liu. The Combination of Cannabidicl and A9-
Tetrahydrocannabinol Enhances the Anticancer Effects of Radiation in an Orthotopic Murine Glioma
Model. Molecufar Cancer Therapeuitics, 2014; DOI: 10.1158/1535-7163.MCT-14-0402
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Towa General Assembly
2014 Committee Briefings

LEGISLATIVE

SERVICES AGENCY

Legislative Services Agency — Legal Services Division  hitps:/Awww.legis.iowa.gov/icommittees/committee 7ga=858session=2&grouptb=21380

CANNABIDIOL IMPLEMENTATION STUDY COMMITTEE
Meeting Dates: September 11. 2014

Purpose. This compilation of briefings on legisiative interim commitfee meetings and other meelings and topics of
interest to the lowa General Assembly, written by the Legal Services Division staff of the nonpartisan Legislative Services
Agengy, describes committee acftivities or topics. The briefings were originally distributed in the lowa Legislative Interim
Calendar and Briefing. Official minufes, reports, and other detaifed information concerning the comrmittes or fopic
addressed by a briefing can be obfained from the committee’s Internet page listed above, from the lowa General
Assembly's Internef page at hifps//www.legis.iowa.gov/, or from the agency connected with the meeting or topic
described.

CANNABIDIOL IMPLEMENTATION STUDY COMMITTEE
September 11, 2014

Co-chairperson: Senator Joe Bolkcom

Co-chairperson: Representative Walt Rogers

Background. The Cannabidicl Implementation Study Committee was created by the Legislative Council for the 2014
Interim and approved to hold one meeting. The charge of the committee is to monitor the implementation of the limited
legalization of use in this state of cannabidiol, to consider whether the new law is helping the people it is supposed to
help, and to review the University of lowa Coflege of Medicine research study called for by the legislation.

Medical Cannabidiol Act Overview. Ms. Rachele Hielmaas, Senior Legal Counsel, LSA Legal Services, provided a
summary overview of 2014 lowa Acts, SF 2360, the Medical Cannabidiof Act. The Act includes the following:

o Allows for the medical use of cannabidiol, as defined in the Act, for alleviating symptoms caused by intractable
epilepsy under certain narrowly defined conditions. An lowa neurologist who has examined and treated a patient
suffering from intractable epilepsy may provide but has no duty to provide a written recommendation for the
patient's medical use of cannabidiol fo freat or alleviate symptoms of intractable epilepsy, if certain criteria are
met.

* A recommendation for the possession or use of cannabidiol shall be provided exclusively by a patient's in-state
neurologist, shall be obtained from an out-of-state source, and shall only be recommended for oral or transdermal
administration,

¢ The lowa Department of Public Health (DPH) may approve the issuance of annual and renewal cannabidiol
registration cards by the lowa Department of Transportation (DOT) to a patient and to a primary caretaker of the
patient who is at least 18 if certain criteria are met, and the patient or primary caretaker submits an application to
DPH with certain information.

¢ A patient must be a permanent resident of lowa.

¢ DPH is required o maintain a confidential file of the names of each patient and primary caregiver issued a
cannabidiol registration card. However, certain information may be released to authorized persons under certain
circumstances.

¢ The Act provides affirnative and complete defense provisions from criminat prosecution in this state for qualifying
neurologists, patients, and primary caregivers who comply with the provisions of the Act for activities arising
directly out of or directly related to the recommendation or use of cannabidiol in the freatment of a patient
diagnosed with intractable epilepsy, and these defenses apply only if the quantity of cannabidiol oil does not
exceed 32 ounces per patient,

e A person who knowingly or intentionally possesses or uses cannabidiol in violation of the Act is subject to the
1
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penalties of lowa Code chapters 124 (Controlled Substances Act) and 453B (Excise Tax on Unlawful Dealing in
Certain Substances).

s The Act is repealed July 1, 2017,

« The University of lowa Carver College of Medicine and College of Pharmacy are required to submit an annual
report detailing the scientific literature, studies, and clinical trials regarding the use of cannabidiol on patients
diagnosed with intractable epilepsy to the DPH and the General Assembly on or before July 1 of each year
beginning July 1, 2015.

Rulemaking Process and Implementation—Update. Ms. Deborah Thompson, Policy Advisor and Healthiest State
Initiative Coordinator, PPH, and Ms. Kim Snook, Director of Driver Services, and Mr. Mark Lowe, Motor Vehicle Division
Director, DOT. Ms. Thompson presented an cverview of the DPH administrative rulemaking process intended io
implement the registration card program, including the application process, and Ms. Snook and Mr. Lows answered
specific committee member guestions about the DOT issuance of the registration cards, including expected costs to DOT
associated with the issuance.

Ms. Thompson stated that the administrative rules were written in collaboration to reflect the language in SF 2360 with
DOT and key stakeholders. Notice of Intended Action was published in the August 6, 2014, lowa Adminisirative Bulletin.
The majority of public comments to the noticed rules recommended changes to the legisiation and therefore felf outside of
the scope of the administrative rules. The State Board of Health adopted some changes to the noticed rules on
September 10, 2014, including a revised definition of “permanent resident,” an additional option for valid photo
identification in the application process, and revisions to the renewal process. The depariment also removed the
requirement for the recommending neuroclogist to physically examine a patient before issuing a written recommendation to
better align with SF 2360 and added additional language to clarify that aggregate and statisticai information that does not
provide any patient identifiers can be made available to the public upon request. The rules become effective January 30,
2015,

Ms. Thompson also provided a flowchart on the basic card application process. Ms. Snook and Mr. Lowe answered
questions about DOT's role in issuing the cannabidiol registration cards, as well as funding concerns.

Committee members expressed concern about getting people the help they so desperately need under the law and raised
concerns about the January 30, 2015, implementation date. Some members suggested that other administrative
processes might have sped up the implementation of the law, Ms, Thompson responded that both the DPH and DOT
have made every effort to work as quickly as possible to implement the law, and that there are many moving parts to work
through and that additional details are still being worked out. She also noted that DPH may be able to allow people to
apply earlier and have the registration cards ready prior to the January 30 date,

Cannabidiol Research Studies. Dr. Charuta Joshi, Clinical Associate Professor of Pediatrics with specialties in
Neurology and Epilepsy, University of lowa Carver College of Medicine, provided information on scientific research
svaluating the role of cannabidiol in the control of refractory seizures. She explained that two strains of cannabis exist:
Sativa, which contains more THC (tetrahydrocannabinol) and indica which contains more CBD {cannabidicl}. THC is the
psychoactive component of cannabis that produces a high, and CBD is a nonpsychoactive compeonent, Depending upon
variables involved in the process of production and processing of cannabis, such as temperature, fertilizer, etc., the
concentration of THC and CBD can vary greatly and cannabis on the street may be pure THC. Dr. Joshi stated that
intractable epilepsy is based on a person not responding to two or mere effective medications, not on the number of
seizures a person experiences. She further explained that in a number of research sfudies, CBD has been shown to be
effective as an anticonvulsant in some patients, although what dosage is effective is not known, and that in such research,
the use of CBD had no life-threatening side effects. 1n contrast, the 15-20 medications currently used as anticonvulsants
for persons with epilepsy and other psychiatric illnesses have resulied in negative side effects including liver and kidney
toxicity. CBD also has been found to not have addictive potential as some other medications do.

Dr. Joshi also noted that when plant extracts are used, there is no way fo ensure the ratio of CBD fo THC without
standardization; however GW Pharmaceuticals is developing a standardized pure strain of CBD. The University of lowa
will be taking part in double-blind studies sponsored by GW Pharmaceuticals to learn more about cannabidiol in ways
doctors have not been able to do so far. Participating patients may or may not be from lowa. The product that will be -
used at the University of lowa Children’s Hospital test site in the double-blind studies is from a cloned plant that produces
pure CBD and is a consistent product. GW Pharmaceuticals will provide all of the CBD used in the study. GW
Pharmaceuticals has provided CBD to hundreds of children in the United Sfates with no resultant life-threatening side
effects. The results of the study will be in the public domain.

Committee members posed questions fo Dr. Joshi about the research studies including questions relating to the purity of
the cannabidiol that patients might obtain now from other states. Dr. Joshi stated that the concern is not with CBD per se
but as for standardization of the product and the effective concentration amount. She noted that the lowa Board of
Pharmacy had also requestad a literature review regarding medical cannabis.

Personal and Professional Perspectives—Impact Panel. Ms. Sally Gaer, Ms. Maria LaFrance, and Ms. April Stumpf,

medical cannabidiol consumer advocates; Ms. Roxanne Cogil, lowa Epilepsy Foundation; and Dr. David Moore, a
2
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neurologist specializing in epilepsy and a member of the lowa Neurological Association, offered personal and professional
perspectives on the impact of SF 2360. Ms. Gaer, Ms. LaFrance, and Ms. Stumpf are all parents of children with
intractable epilepsy and were very involved in the efforts supporting SF 2360 during the 2014 Session. They thanked
legistators for their work and support in passing the legislation, but expressed concerns with the restrictions in the faw that
prevent families from getting in-state access to the medical cannabidiol they are in desperate need of to treat their
children.

* Ms. Gaer, the parent of an aduit daughter with Dravet Syndrome, a chronic illness characterized by persistent
seizures, provided comments advocating for in-state access for medical cannabidiol in lowa and the need for in-
state medical dispensaries and greenhouse growing regulations, She also proposed lowa legislators take a field

. trip to other states with medical cannabis dispensaries to research well-run cannabis dispensary programs.

+ Ms. LaFrance spoke about her six-year-old son, who also suffers from Dravet Syndrome, and the dangerous side
effects of his prescription medication. She also spoke about access concerns as well as the excessive costs
families face and suggested lowa should lock to states like Oregon, New Mexico, and Colorado for examples of a
well-run cannabis program.

* Ms. Stumpf, a parent of a two-year-old daughtsr who has 50-70 seizures per day, commented that prescription
medication has not been effective in managing her daughter's illness. She urged committee members to remove
the legal and financial barriers from the current legislation and to allow the lowa Department of Agriculture or

- other entity to supervise and control the production of in-state greenhouse dispensaries.

+ Ms. Cogil, also a parent of a child with intractable epilepsy, echoed the parents’ concerns that the law does not
provide meaningful access to cannabidiol because the law does not allow for the in-state production, processing,
and dispensing of cannabidiol, which means thaf persons in lowa in need of cannabidiol have to travel out of state
to obtain the cannabidiol, risking viclations of other state and federal laws.

+ Dr. Moore, who treats patients with epilepsy and who himself suffers from epilepsy, expressed concern about the
fact that although approximately 3 percent of lowa's population have epilepsy (more than 90,000), only about
12,000 patients are potential candidates for medical cannabidiol under the restrictions in the law. He also
expressed concern about the financial burden on families in accessing and using the cannabidiol oil, and that few
neurologists practicing in lowa even treat patients with epilepsy.

Public Comment. [ndividual commenters included comments from parents of children with intractable epilepsy and
persons suffering from other chronic illnesses including chronic pain syndrome, cancer, Ehlers—Danlos Syndrome (EDS)
{an inherited connective tissue disorder), and other debilitating ilinesses, who spoke about the medical benefits of
cannabidiol oil and other forms of medical cannabis as well as financial and legal obstacles to out-of-state access.

Committee Discussion and Recommendations. Each member of the committee was invited to make
recommendations and committee members discussed and voted on each recommendation. The recommendations
approved by the committee for further consideration by the General Assembly are summarized as follows:

» Develop a regulated program to produce, process, and dispense medical cannabis and further recommend that
medical cannabis not be taxed by the state at any stage of producing, processing, or dispensing the medical
cannabis.

» Reschedule marijuana from a schedule | controlled substance to a schedule Il controlled substance.

» Further investigate access, standardization, and legalization of cannabidiol.

LSA Contacts: Rachele Hjelmaas, Legal Services, (515) 281-8127; Patty Funaro, Legal Services, (515) 281-3040.

Internet Page: https://www.legis.iowa.govicommittees/committee?ga=858&session=28grouplD=21380
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Legalization of Medical Marijuana and Incidence

of Opioid Mortality

Marie J. Hayes, PhD; Mark S. Brown, MD

The rapid acceleration of prescription opioid-related over-
dose deaths in the United States is correlated with the avail-
ability of stronger opioid medications, as well as a change in
medical practice from with-

B holding opioid medication
Related article because of dependence risk?
to treating patients with

chronic pain with opioids, Subsequently, the penduium of con-
cern has swung again, driven by the public health crisis of ris-
ing opioid analgesic addiction, overdose, and death. Opioid
medications are problematic as a treatment for chronic pain.
Opioid pharmaceuticals cause other adverse effects when used
for long periods, such as tolerance, hyperalgesia, and gastro-
intestinal complications, making this class of drugs a poor
choice for long-term use, As is well known, prescription opi-
oids also have great abuse potential due to their influence on
stress and reward circuits in the brain, promoting nonmedi-
cal use and abuse and diversion of prescription medications,
In this issue, Bachhuber et al” examine the link between
medical marijuana laws and unintentional overdose mortal-
ity in which an opioid analgesic was identified. Using Centers
for Disease Control and Prevention data, states with and
without medical marijuana laws were contrasted for age-
adjusted, opioid-related mortality, Overall, the incidence of opi-
oid analgesic-associated mortality rose dramaticallyacross the
study period (1999-2010). States with medical marijuana laws
had higher overdose rates than did those without such laws
when population-adjusted mortality was analyzed across years,
although the rise in deaths over the study period was similar
for both groups. In contrast, a convincing protective effect of
medicat marijuana laws was found in a covariate-adjusted,
time-series model in which opioid analgesic mortality de-
clined steadily based on years since medical marijuana laws
were enacted, termed implementation. The model included an
analysis of the impact of critical policies for prescription opi-
cid regulatory efforts: prescription monitoring programs, phat-
macist collection of patient information, state and oversight
of pain management clinics, as well as state unemployment
rates. In states with medical marijuanalaws, age-adjusted over-
dose deaths in which opioids were present declined in yearly
estimates since medical marijuana law implementation. In-
deed, across the 13 states that approved medical marijuanalaws
in the study pertod, the decline in opioid overdose mortality
strengthened over time, achieving a mean decline of 24.8%.
Worthy of note, a weak contribution was found for state over-
sight policies such as prescription monitoring and pain man-
agement clinics; this finding has been reported previously.® The
striking implication is that medical marijuana laws, when
implemented, may represent a promising approach for stem-
ming runaway rates of nonintentional opioid analgesic-
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related deaths. Iftrue, this finding upsets the applecart of con-
ventional wisdom regarding the public health implications of
marijuana legalization and medicinal usefulness.

The difficulty in endorsing the medical marijuana protec-
tive hypothesis is that medical marijuana laws are heteroge-
neous across states, engender controversy in state legisla-
tures, and produce varied approaches.* Bachhuber et al®
arguably capture thisbest in the implementation time-lag mea-
sure. Once medical marijuana laws are passed, states struggle
to develop pelicies for patient eligibility and access but uni-
versally accept chronic pain as the most appropriate medical
condition. Federal enforcement agencies (who list marijuana
as a Schedule I drug with no medical value) challenge states
during implementation, most commeonly when distribution
centers or dispensaries are authorized as a solution to patient
access. The cross-state variability in the implementation vari-
able and its dynamic changing nature make it hard to define
what the implementation proxy is measuring. The assump-
tion that improvement in medical marijuana access policies
occurs gradually, as patients with pain become enrolled over
time, is reasonable. What is novel in the contribution of
Bachhuber et al is the suggestion that what is being tracked
is an evolving drug policy that may mitigate the secular rise
in opioid analgesic-related deaths.

If medical marijuana laws afford a protective effect, it is
not clear why. If the decline in opioid analgesic-related over-
dose deaths is explained, as claimed by the authors, by in-
creased access to medical marijuana as an adjuvant medica-
tion for patients taking prescription opioids, does this mean
that marijuana provides improved pain contro} that de-
creases opicid dosing to safer levels? Research® supports the
hypothesis that cannabinoid receptors (CB1 and CB2) operate
asa parallei, independent analgesic system. Endogenous can-
nabinoids block pain signals in pain centers such as the peri-
aqueductal gray, and decrease activation in the locus coer-
uleus, which regulates sympathetic activation during stress.
Preclinical and clinical trial pharmacologic studies®? have
shownindependent analgesic action of medical marijuanaand
augmented analgesia when a cannabinoid CBiagonist is added
1o an opicid background.

In the present study,® the authors stress that approxi-
mately 60% of the decedents possessed a valid opioid anal-
gesic prescription from a single provider. Although the epi-
demiclogic data sources are robust and the time-series
approach is convincing, it is unlikely that improved pain
control with the use of marijuana in patients with chronic
pain is the primary driver for the observed decline in opioid
overdose. Indeed, the remaining 40% of the decedents in
this cohort without a valid opioid prescription were not
likely patients with pain. The report provides no information
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on the health history of the decedents with or without valid
prescriptions, such as a history of multiple providers,
comorbid polypharmacy, and poor health (eg, obesity),
which are associated with overdose mortality.

Opioid overdose-associated mortality in the group with-
out avalid prescription is likely related to opiate and pelydrug/
alcohol addiction developed through recreational abuse, most
often presaged by longstanding psychiatric iliness. In a re-
cent study® of past-year, nonmedical prescription opioid use,
individuals with abuse or dependence were more likely to have
psychiatric symptoms, such as panic and agoraphobia, report
poor health, have misused another class of prescription medi-
cation, used heroin, and initiated substance use before age 13.
InMaine, where the rates of opioid analgesic overdose deaths
are high, addiction and related psychiatric disorders repre-
sent an estimated 50% of cpioid analgesic-related deaths.? In-
creased access to medical-grade marijuana, procured legally

ARTICLE INFORMATION

Legalization of Medical Marijuana

or illegally, may offer an alternative intoxicant that may com-
pete with opiate misuse and, thereby, be similarly protective.
Preclinical and imaging studies'® have established that the psy-
chogenic “pain” of psychiatricillness, which often leads to diug
and alcohol abuse and addiction, operates through the same
neural circuits as pain generated by other medical condi-
tions. Both opioids and cannabineids independently reduce
stress reactivity and increase dopamine-mediated reward.
Hence, medical marijuana use may similarly lessen the drive
to use opiates at lethallevels in individuals with nonpain, psy-
chiatric conditions who have psychotropic medications as a fie-
quent concomitant of exposure at the time of death. Itis also
possible that for some, medical marijuana is a substitute for
opioids, rather than an adjuvant. The potential protective role
of medical marijuana in opioid analgesic-associated mortal-
ity and its implication for public policy is a fruitful area for
future work.

Author Affiliations: Department of Psychology,
Graduate School of Biomedical Science and
Engineering, University of Maine, Orono (Hayes);
Pediatiics and Neonatal Medicine, Eastern Maine
Medical Center, Bangor (Hayes, Brown).

Corresponding Author: Marie . Hayes, PhD,
Department of Psychology, Graduate School of
Biomedical Science and Engineering, Liniversity of
Maine, 5742 Little Hall, Orono, ME 04469 {mhayes
@maine.edu).

Published Online: August 25, 2014,
doi:10.1001/famainternmed.2014.2716.

Conflict of Interest Disclosures: None reported.

REFERENCES
1. Pargeon KL, Hailey BJ. Barriers to effective

2. Bachhuber MA, Saloner B, Cunningham CO,
Barry CL. Medical cannabis laws and opioid
analgesic overdose martality in the United States,
1999-2010 [published enline August 25, 2014].
JAMA Intern Med. doi10.1001/jamainternmed. 2014
4005,

3. Pawlozzill, Kilbourne EM, DesaiHA.
Prescription drug monitoring programs and death

rates from drug overdose. Pain Med. 2011;12(5).747-

754 .
4. Hoffmann DE, Weber E. Medical marijuana and
the law. N Engl  Med. 2010;362(16):1453-1457.

5. Meng ID, Manning BH, Martin W), Fields HL. An
analgesia circuit activated by cannabincids. Noture.
1998;395(6700):381-283.

6. Abrams DI, Couey P, Shade 5B, Kelly ME,
Benowitz NL. Cannabinoid-opioid interaction in

7. Narang 5. Gibson D, Wasan AD, ot al, Ffficacy of
dronabinol as an adjuvant treatment for chronic
pain patients on aptoid therapy. J Pain. 2008;9(3):
254-264.

8. Becker WC, Sullivan LE, Tetrault B, Desai RA,
Fiellin DA. Non-medical use, abuse and dependence
an prescription opioids ameng LLS. adults:
psychiatric, medical and substance use correfates.
Drug Alcohol Depend. 2008;24(1-3):38-47.

9. Sorg MH. Patterns and Trends of Drug Abuse in
Maine, 2012 and Early 2013: Epidemiologic Trends
in Drug Abuse: Proceedings of the Community
Epidemiclogy Worlt Greup, Velume , June 2013,
Washington, DC: US Dept of Health and Human
Services, National Institutes of Health, Division of
Epidemialogy, Services and Prevention Research,
National Institute on Drug Abuse; 2013:159-171.

10. Tracey I. Imaging pain. Br JAnaesth, 200810{1}:

E2

cancer pain management: a review of the literature,  CHYORIC pain. Ciin Pharmacol Ther. 2011:90(6):844-
1 Pain Symptom Mangge. 1999;18(5):358-368. 851,

JAMA Internal Medicine Published onfine August 25, 2014

32-39.

Jjamainternalmedicine.com

Copyright 2014 American Medical Assocfation, All rights reserved.

Dovrnloaded From: http:/archinte.jamanetwork.com/ by a University of Washington Libraries User on 08/25/2014




Research

Original Investigation
Medical Cannabis Laws and Opioid Analgesic Overdose
Mortality in the United States, 1999-2010
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_ P2 Invited Commentary
IMPORTANCE Opioid analgesic overdose mortality continues to rise in the United States,
driven by increases in prescribing for chronic pain. Because chronic pain is a major indication
for medical cannabis, laws that establish access to medical cannabis may change overdose
mortality related to opioid analgesics in states that have enacted them.

OBIECTIVE To determine the association between the presence of state medical cannabis
laws and opicid analgesic overdose mortality.

DESIGN, SETTING, AND PARTICIPANTS A time-series analysis was conducted of medical
cannabis faws and state-level death certificate data in the United States from 1998 to 2010;
afl 50 states were included.

EXPOSURES Presence of a law establishing a medical cannabis program in the state.

MAIN OUTCOMES AND MEASURES Age-adjusted opioid analgesic overdose death rate per
100 000 population in each state. Regression models were developed including state and
year fixed effects, the presence of 3 different policies regarding opioid analgesics, and the
state-specific unemployment rate.

RESULTS Three states (California, Oregon, and Washington) had medical cannabis laws
effective prior to 1999. Ten states (Alaska, Colorado, Hawaii, Maine, Michigan, Montana,
Nevada, New Mexico, Rhode Island, and Vermont) enacted medical cannabis laws between
1999 and 2010. States with medical cannabis laws had a 24.8% lower mean annual opioid
overdose martality rate (85% Cl, —37.5% to -9.5%; P = .003) compared with states without
medical cannabis laws. Examination of the association between medical cannabis laws and
opioid analgesic overdose mortality in each year after implementation of the law showed that
such laws were associated with a lower rate of overdose mortality that generally
strengthened over time: year 1(-19.9%: 95% Cl, ~30.6% to ~7.7%; P = .002), year 2 (-25.2%:;
95% €I, —40.6% to -5,9%; P = \01), year 3 (-23.6%; 95% (I, -41,1% to —1.0%; P = .04), year 4
(-20.2%; 95% Cl, -33.6% t0 —-4.0%; P = .02), year 5 {-33.7%; 95% Cl, -50.9% t¢ ~10.4%:

P = 008), and year 6 (-33.3%; 95% Cl, -44.7% to -19.6%:; P < .001). In secondary analyses,
the findings remained similar.

CONCLUSIONS AND RELEVANCE Medical cannabis faws are associated with significantly lower
state-level oploid overdose mortality rates. Further investigation is required to determine
how medical cannabis laws may interact with policies aimed at preventing opiold analgesic
overdose.
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% hronic noncancer pain is comimon in the United States,*
and the proportion of patients with noncancer pain who
» Teceive prescriptions for opioids has almost doubled over
the past decade *In paraflel to thisincrease in prescriptions, rates
of opioid use disorders and overdose deaths have risen
dramatically,®* Policies such as prescription drug monitoring
programs, increased scrutiny of patients and providers, and en-
hanced access to substance abuse treatment have been advo-
cated to reduce the risk of opioid analgesics®; however, rela-
tively less attention has focused on how the availability of
alternative nonopioid treatments may affect overdose rates.

As of July 2014, a total of 23 states have enacted laws es-
tablishing medical cannabis programs® and chronic or severe
painis the primary indication in most states,”*® Medical can-
nabis laws are associated with increased cannabis use among
adults.” This increased access to medical cannabis may re-
duce opioid analgesic use by patients with chronic pain, and
therefore reduce opioid analgesic overdoses. Alternatively, if
cannabis adversely alters the pharmacokinetics of opioids or
serves as a “gateway” or “stepping stone” leading to further
substance use,**** medical cannabis laws may increase opi-
oid analgesic overdoses. Given these potential effects, we ex-
amined the relationship between implementation of state
medical cannabis laws and opioid analgesic overdose deaths
in the United States between 1999 and 2010.

Methods

The opioid analgesic overdose mortality rate in each state from
1999 to 2010 was abstracted using the Wide-ranging Online Data
for Epidemiologic Research interface to multiple cause-of-
death data from the Centers for Disease Contrel and
Prevention.'> We defined opioid analgesic overdose deaths as
fatal drug overdoses of any intent (International Statistical Clas-
sification of Diseases, 10th revision [ICD-10]), codes X40-X44,
X60-X64, and Y10-Y14) where an opioid analgesic was also
coded (T40.2-T40.4). This captures all overdose deaths where
an opioid analgesic was involved including those involving
polypharmacy or illicit drug use (eg, heroin). Analysis of pub-
Hcly available secondary data is considered exernpt by the Uni-
versity of Pennsylvania Institutional Review Board.

Three states (California, Oregon, and Washington) had
medical cannabis laws effective prior to 1999.° Ten states
(Alaska, Colorado, Hawaii, Maine, Michigan, Montana, Ne-
vada, New Mexico, Rhode Island, and Vermont) impie-
mented medical cannabis laws between 1999 and 2010. Nine
states (Arizona, Connecticut, Delaware, Illinois, Maryland, Mas-
sachusetts, Minnesota, New Hampshire, and New York) had
medical cannabis laws effective after 2010, which is beyond
the study period. New Jersey’s medical cannabis law went into
effect in the last quarter of 2010 and was counted as effective
after the study period. In each year, we first plotted the mean
age-adjusted opioid analgesic overdose mortality rate in states
that had a medical cannabis law vs states that did not.

Next, we determined the association between medical can-
nabis laws and opioid analgesic-related deaths using linear
time-series regression models, For the dependent variable, we

JAMA Internal Medicine Published online August 25, 2014

Medlcal Cannabis Laws and Opioid Mortality

used the logarithm of the year- and state-specific age-
adjusted opioid analgesic overdose mortality rate. Our main
independent variable of interest was the presence of medical
cannabis laws, which we modeled in 2 ways.

In our first regression model, we included an indicator for
the presence of a medical cannabis law in the state and year.
Al years prior to a medical cannabis law were coded as o and
all years after the year of passage were coded as 1, Because laws
could be implemented at various points in the year, we coded
the law as a fraction for years of implementation {eg, 0.5 fora
law that was implemented on July 1). The coefficient on this
variable therefore represents the mean difference, expressed
as a percentage, in the annual opioid analgesic overdose mor-
tality rate associated with the implementation of medical can-
nabis laws. To estimate the absolute difference in mortality as-
sociated with medical cannabis laws in 2010, we calculated the
expected number of opioid analgesic overdose deaths in medi-
cal cannabis states had laws not been present and subtracted
the actual number of overdose deaths recorded.

In our second model, we allowed the effect of medical can-
nabis laws to vary depending on the time elapsed since enact-
ment, because states may have experienced delays in patient
registration, distribution of identification cards, and estab-
lishment of dispensaries, if applicable. Accordingly, we coded
years with no law present as 0, but included separate coeffi-
cients to measure each year since implementation of the medi-
cal cannabis law for states that adopted such laws, States that
implemented medical cannabis laws before the study period

-were coded similarly (eg, in 1999, California was coded as 3 be-

cause the law was implemented in 1996). This model pro-
vides separate estimates for 1 year afterimplementation, 2 years
after implementation, and so forth.

Fach model adjusted for state and year (fixed effects). We
also included 4 time-varying state-level factors: (1) the pres-
ence of a state-level prescription drug monitoring program (a
state-level registry containing information on controlled sub-
stances prescribed in a state),® (2) the presence of a law re-
quiring or allowing a pharmacist to request patient identifi-
cation before dispensing medications,’ (3) the presence of
regulations establishing increased state oversight of pain man-
agement clinics,'® and (4) state- and year-specific unemploy-
meitt rates to adjust for the economic climate,*® Colinearity
among independent variables was assessed by examining vari-
ance inflation factors; no evidence of colinearity was found.
For all models, robust standard errors were calculated using
procedures to account for correlation within states over time.

To assess the robustness of our results, we performed sev-
eral further analyses. First, we excluded intentional opioid an-
algesic overdose deaths from the age-adjusted overdose mor-
tality rate to focus exclusively on nonsuicide deaths. Second,
because heroin and prescription opioid use are interrelated for
some individuals,?*2* we included overdose deaths related 1o
heroin, even if no opioid analgesic was coded, Third, we as-
sessed the robustness of our findings to the inclusion of state-
specific linear time trends that can be used to adjust for dif-
ferential factors that changed linearly over the study period
(eg, hard-to-measure attitudes or cultural changes), Fourth, we
tested whether trends in opioid analgesic overdose mortality

jamainternalmedicine.com

Copyright 2014 American Medical Association. All rights reserved.




Medical Cannabis Laws and Opioid Mortality

OriginatInvestigation Research

Figure 1, Mean Age-Adjusted Opioid Analgesic Overdose Death Rate
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Table. Association Between Medical Cannabis Laws and State-Level Opioid Analgesic Overdose Mortality Rates in the United States, 1999-2010

Percentage Difference in Age-Adjusted Opioid Analgesic Overdose Mortality

in States With vs Without a Law

Primary Analysis

Secondary Analyses

independent Varlable®

Estimate {95% CI)®

Estimate {95% CI)° Estimate {95% CI)°

Medical cannabis law

Prescription drug menitaring program
”I.'a\'.v requ'ir'inrg dr a'lldv.&ri'n'g pharmaéisté
to request patient identification
lﬁér-e'és'éd st'a'té 'oversight of pam ménagémeni din?cé B '
‘Annual state unemployment rater

-24.8 (-37.5 to -9.5)"°
3.7 (-12.7 to 23.3)
5.0 (-10.4 to 23.1)
76(191t058
44031093

-31.0 (-42.2 to -17.6) -23.1(-37.1fo -5.9)*
3.5 {~13.4 t0 2373 7.7 (-11.0t0 30.3)
4.1 (114 to 22.5) 2.3(-15.4 to 23.7)

“11.7 (-20.7 to ~1.7F

“39(-21.710180)
5.2 (0.1 16 10.6)°

 25(-23107.5)

2 Al models adissted for state and year (fixed effects).
bR2 = (0.876.

© Allintentional (suicide) overdose deaths were exchaded from the dependent
varlable; opiold analgesic overdose mortality Is therefore deaths that are
unintentional or of undetermined intent, All covariates were the same as Inthe
primary analysis; R* = 0.873.

9 Findings include all heroin overdose deaths, ever if ro opicid analgesic was

Invalved. All covariates were the same as i the primary analysis. R2 = 0.842,
ep=.05
fp=.001

E An association was calculated for a 1-percentage-point increase in the state
unemployment rate,

predated the implementation of medical cannabis laws by in-
cluding indicator variables in a separate regression model for

the 2 years before the passage of the law.?* Finally, to test the .

specificity of any association found between medical canna-
bis laws and opicid analgesic overdose mortality, we exam-
ined the association between state medical cannabis lawsand
age-adjusted death rates of other medical conditions without
strong links to cannabis use: heart disease (ICD-10 codes 106-
109, Tt1, i3, and I20-I51)?5 and septicemia (A40-A41). All analy-
ses were performed using SAS, version 9,3 (SAS Institute Inc),

Results

The mean age-adjusted opicid analgesic overdose mortality
rateincreased in states with and without medical cannabislaws
during the study period (Figure 1), Throughout the study pe-
riod, states with medical cannabis laws had a higher opioid an-
algesic overdose mortality rate and the rates rose for both
groups; however, between 2009 and 2010 the rate in states with
medical cannabis laws appeared to plateau.

jamainternalmedicine.com

In the adjusted model, medical cannabis laws were asso-
ciated with a mean 24.8% lower annual rate of opioid analge-
sicoverdose deaths (95% CI, -37.5% to-9.5%; P = .003) (Table),
compared with states without laws. In 2010, this translated to
an estimated 1729 (95% CI, 549 to 3151) fewer deaths than ex-

pected, Medical cannabis laws were associated with lowerrates

of opioid analgesic overdose mortality, which generally
strengthened in the years after passage (Figure 2): year 1
(-19.9%; 95% Cl, -30.6% to -7.7%; P = ,002), year 2 (-25.2%;
95% CI, -40.6% to -5.9%; P = .01), year 3 (-23.6%; 95% CI,
-41,1% to -1,0%; P = .04), year 4 (-20.2%; 95% CI, —33.6% to
-4.0%; P = .02), year 5 (-33.7%; 95% Cl, ~50.9% to —10.49%;
P = .008), and year 6 (-33.3%; 95% CI, -44.7% to —-19.6%;
P < ,001). The other opioid analgesic policies, as well as state
unemployment rates, were not significantly associated with
opioid analgesic mortality rates.

In additional analyses, the association between medical
cannabis laws and opicid analgesic mortality rates was simi-
lar after excluding intentional deaths (ie, suicide) and when
including all heroin overdose deaths, even if an opioid anal-
gaesic was not involved (Table). Including state-specific linear
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Figure 2. Association Between Medical Cannabis Laws and Opioid
Analgesic Overdose Mortality in Each Year After Implementation
of Laws in the United States, 1999-2010
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time trends in the model resulted in a bordetline significant
association between laws and opioid analgesic overdose mor-
tality (-17.9%; 95% CI, ~32.7% 10 0.3%; P = .054). When exam-
ining the years prior to law implementaticn, we did not find
an association between medical cannabis laws and opioid an-
algesic overdose mertality 2 years prior to law implementa-
tion (—13.1%; 95% CI, ~45.5% to 38.6%; P = .56) or 1 year prior
(1.2%; 95% CI, -41.2% to 74.0%; P = .97). Finally, we did not
find significant associations between medical cannabis laws
and mortality associated with heart disease (1.4%; 95% CI,
-0.2% to 2.9%; P = .09) or septicemia (-1.8%; 95% CI, ~7.6%
t0 4.3%; P = .55).

Discussion

In an analysis of death certificate data from 1999 to 2010, we
found that states with medical cannabis laws had lower
mean opioid analgesic overdose mortality rates compared
with states without such laws, This finding persisted when
excluding intentional overdose deaths (ie, suicide}, suggest-
ing that medical cannabis laws are associated with lower
opioid analgesic overdose mortality among individuals
using opioid analgesics for medical indications, Similarly,
the association between medical cannabis laws and lower
opieid analgesic overdose mortality rates persisted when
inctuding all deaths related to heroin, even if no opicid
analgesic was present, indicating that lower rates of opioid
analgesic overdose mortality were not offset by higher
rates of heroin overdose mortality. Although the exact
mechanism is unclear, our results suggest a link between
medical cannabis laws and lower opioid analgesic overdose
mortality.

Approximately 60% of all opioid analgesic overdose
deaths occur among patients who have legitimate prescrip-
tions from a single provider.”® This group may be sensitive
to medical cannabis laws; patients with chronic noncancer
pain who would have otherwise initiated opicid analgesics
may choose medical cannabis instead. Although evidence
for the analgesic properties of cannabis is limited, it may
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provide analgesia for some individuals.*”*2 In addition,
patients already receiving opioid analgesics who start medi-
cal cannabis treatment may experience improved analgesia
and decrease their opioid dose,?®3° thus potentially
decreasing their dose-dependent risk of overdose.3%32
Finally, if medical cannabis laws lead to decreases in
polypharmacy—particularly with benzodiazepines—in
people taking opioid analgesics, overdose risk would be
decreased. Further analyses examining the association
between medical cannabis laws and patterns of opioid anal-
gesic use and polypharmacy in the population as a whole

.and across different groups are needed.

A connection between medical cannabis laws and opi-

" oid analgesic overdose mortality among individuals who

misuse or abuse opioids is less clear. Previous laboratory
work has shown that cannabinoids act at least in part
through an opiocid receptor mechanism?*** and that they
increase dopamine concentrations in the nucleus accum-
bens in a fashion similar to that of heroin and several other
drugs with abuse potential.3*3% Clinically, cannabis use is
associated with modest reductions in opioid withdrawal
symptoms for some people,?%37 and therefore may reduce
opioid use. In contrast, cannabis use has been linked with
increased use of other drugs, including opioids™#3%4°; how-
ever, a causal relationship has not been established.*#
Increased access to cannabis through medical cannabis laws
could influence opioid misuse in either direction, and fur-
ther study is required.

Although the mean annual opioid analgesic overdose
mortality rate was lower in states with medical cannabis
laws compared with states without such laws, the findings
of our secondary analyses deserve further consideration.
State-gpecific characteristics, such as trends in attitudes or
health behaviors, may explain variation in medical cannabis
laws and opioid analgesic overdose mortality, and we found
some evidence that differences in these characteristics con-
tributed to our findings, When including state-specific lin-
ear time trends in regression models, which are used to
adjust for hard-to-measure confounders that change over
time, the association between laws and opiocid analgesic
overdose mortality weakened. In contrast, we did not find
evidence that states that passed medical cannabis laws had
different overdose mortality rates in years prior to law pas-
sage, providing a temporal link between laws and changes
in opioid analgesic overdose mortality. In addition, we did
not find evidence that laws were associated with differences
in mortality rates for unrelated conditions (heart disease
and septicemia), suggesting that differences in opicid anal-
gesic overdose mortality cannot be explained by broader
changes in health. In summary, although we found a lower
mean annual rate of opioid analgesic mortality in states
with medical cannabis laws, a direct causal link cannot be
established.

This study has several limitations. First, this analysis is
ecologic and cannot adjust for characteristics of individuals
within the states, such as socioeconomic status, race/
ethnicity, or medical and psychiatric diagnoses. Although
we found that the association between medical cannabis
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laws and lower opioid overdose mortality strengthened in
the years after implementation, this could represent hetero-
geneity between states that passed laws earlier in the study
period vs those that passed the laws Iatet. Second, death
certificate data may not correctly classify cases of opioid
analgesic overdose deaths, and reporting of opiocid analge-
sics on death certificates may differ among states; misclassi-
fication could bias our results in either direction. Third,
although fixed-effects models can adjust for time-invariant
characteristics of each state and state-invariant time effects,
there may be important time- and state-varying confound-
ers not included in our models. Finally, our findings apply
to states that passed medical cannabis laws during the
study period and the association between future laws and

Original Investigation Research

Conclusions

Although the present study provides evidence that medical
cannabis laws are associated with reductions in opioid anal-
gesic overdose mortality on a population level, proposed
mechanisms for this association are speculative and rely onin-
direct evidence. Further rigorous evaluation of medical can-
nabis policies, including provisions that vary amongstates,* 42
is required before their wide adoption can be recommended.
Ifthe relationship between medical cannabis laws and opioid
analgesic overdose mortality is substantfated in further work,
enactment of laws to allow for use of medical cannabis may
be advocated as part of a comprehensive package of policies

opioid analgesic overdose mortality may differ,
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Abstract— Background: New Mexico was the first state to list post-traumatic stress disorder (PTSD)
as a condition for the use of medical cannabis. There are no published studies, other than case reports,
of the effects of cannabis on PTSD symptoms. The purpose of the study was to report and statistically
analyze psychometric data on FTSD symploms collected dwing 80 psychiatric evaluations of paticnts
applying to the New Mexico Medical Cannabis Program from 2009 to 2011, Methods: The Clinician
Administered Postiraumaiic Scale for DSM-IV (CAPS) was administered retrospectively and symptom
scores were lhen collected and compared in a retrospective chart review of the first 80 patients evaly-
ated. Resufts: Greater than 75% reduction in CAPS symptom scores were reported when patients were
using cannabis compared to when they were not. Conelusions: Cannabis is associated with reductions
in PTSD symptoms in some patients, and prospective, placebo-controlled study is needed to determing
efficacy of cannabis and ils constituents in treating PTS8D,

Keyweords— cannabis, post-traumatic, stress, tetrahydrocannabinol, THC, treatment

INTRODUCTION

In 2009, New Mexico became the first state to explic-
itly aunthorize the use of medical cannabis for people
with PTSD. Approved patients sre allowed to purchase
cannabis from licensed, non-profit growers/producers or
to grow their own supply. The new regulation of cannabis
use for PTSD required evaluation by a psychiatrist certi-
fying: “(1) the aforementioned patient has a debilitating
medical condition and the potential health benefits of the
medical use of marijuana would likely outweigh health
risks for the patient, 2} the aforementioned patient has
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current unrelieved symptoms that have failed other medi-
cal therapies” (New Mexico Department of Health 2012).
Later, psychiatric nurse practitioners were authorized to
conduct the evaluations. As of the most recent report
available at this writing, there were 5,495 active medical
cannabis patients, of whom 1,854 (34%) had PTSD and
1,355 had chronic pain {New Mexico Department of Health
2010).

A literature search of “cannabis AND PTSD™ through
PubMed yielded 42 references, some of which reported
a positive association of PTSD with cannabis use (Bonn-
MiHer, Vujanovic & Drescher 2011; Cougle et al. 2011), or
abuse and dependence (Cornelius et al. 2010). One article
reviewed the anxiolytic properties of the cannabinoid,
cannabidiol (Schier et al. 2012), and one included a case
report and a thorough discussion on the use of cannabis
as a PTSD treatment and possible mechanisms of action
(Passie et al. 2012).

In one unpublished, open-label pilot study, smoked
medical cannabis containing 23% tetrahydrocannabinol

Volume 46 (1), January — March 2014




Downloaded by [George Greer] at 14:52 13 March 2014

E-FILED 2016 JAN 01 4:49 PM POLK - CLERK OF DISTRICT COURT

Greer, Grob & Halberstadt

(THC) and less than 1% cannabidiol was administered to
29 male Israeli combat veterans with PTSD, with instruc-
tions to smoke it daily (Mashiah 2012). The baseline
score on the Clinician Administered Posttraumatic Scale
for DSM-IV (CAPS) was 98 for the entire group, and post-
treatinent scores in three subgroups after four to 11 months
of treatment ranged from 54 to 00.

Soon after the New Mexico PTSD regulation went into
effect, one of the authors [GG] began receiving unsolicited
phone calls in his private practice from people asking to
be evaluated as part of their application to the Program,
In order to avoid evaluating patients who would be unlikely
to gualify, telephone screening was conducted to deter-
mine whether they met the following criteria by self-report:
(1) the experience of and emotional response to a trauma
that met the DSM-IV Criterion A for PTSD; (2) the pres-
ence of several of the major symptoms in Criteria B, C,
and I (reexperiencing, avoidance, and hyperarousal) of
PTSD when not using cannabis; (3) significant relief of
several major PTSD symptoms when using cannabis; and
(4) lack of any harm or problems in functioning resulting
from cannabis use. All patients who met these screening
criteria were evaluated.

The CAPS was utilized during the evaluation o quan-
tify the patients’ symptoms retrospectively with and with-
out cannabis use. The CAPS is a frequently used instrument
in PTSD research that was developed by the National
Center for PTSD and two Veterans Affairs medical centers
(Blake et al. 1995). The instrument asks questions about the
presence of traumatic experiences and the immediate emo-
tional response to them described in DSM-IV Criterion A
for PTSD, and asks for a rating of the frequency and inten-
sity of all 17 symptoms in Criteria B, C, and D on a scale
of 0 to 4. On the CAPS scoring form, the frequency and
intensify scores are added to create a total score for that
symptom; then a total score for all the symptoms within
each criterion, and for all symptom criteria, are calculated.

During the evaluation, patients were asked to answer
the symptom questions for Criteria B, C, and D retrospec-
tively for a time period when they were not using cannabis,
and for a period when they were using it, and scores
were recorded for each period, No urine drug screens were
collected to verify recent cannabis use.

After conducting over 80 such evaluations between
mid-2009 and the end of 2011, all with adults over age
18, CAPS scores were analyzed to assess differences in
PTSD symptoms with vs without cannabis use. The null
hypothesis was that there would be no significant differ-
ence in CAPS scores between the cannabis and no-cannabis
conditions.

MATERIALS AND METHODS

Study procedures were approved by the Institutional
Review Board (IRB) of the Los Angeles BioMedical
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Research Institute at Harbor-UCLA Medical Center.
Retrospective chart review procedures were conducted for
the first 80 patients evaluated by GG for participation in
the New Mexico Department of Health’s Medical Cannabis
Program for PTSD. The data collection procedure began
with GG scanning each of the CAPS scoring forms for
Criteria B, C, and D to a file in .pdf format. The .pdf files
and spreadsheet were then sent to the two other investiga-
tors, CG and AH. Per IRB rules, no identifying information
was extracted from patient records, or seen or retained by
any of the investigators,

CAPS symptom cluster (re-experiencing, avoidance,
and arousal) scores were analyzed using two-way analy-
sis of variance (ANOVA) with time period (no-cannabis
vs. cannabis) as a within-subject factor. When the two-way
ANOVA detected significant main effects of time period
or interactions between time period and symptom cluster,
post-hoc pairwise comparisons were performed by one-
way ANOVA. CAPS scores in patients using cannabis were
also analyzed as %baseline (no-cannabis) scores using
two-tailed one-sample f-tests, Statistical significance was
demonstrated by surpassing an « level of .01.

In addition to statistically analyzing the Criteria B,
C, and D symptom scores, the initial plan was to record
whether the patient met diagnostic criteria for PTSD with
and without cannabis use. However, no single scoring rule
or method of the nine suggested by the CAPS Manual
{Weathers, Ruscio & Keane 1999) was appropriate for this
study. Determining whether someone has or does not have
a PTSD diagnosis based solely on any of the nine CAPS
scoring methods would exaggerate the perception of a dif-
ference Lhat did not reflect the clinical condition of the
person, because the frequency and intensity of all the symp-
toms exist on a continpum, Therefore, a patient who barely
qualified for the diagnosis according to one of the scoring
rules/methods would not be very different from someone
who almost qualified.

RESULTS

CAPS scores for the no-cannabis and cannabis con-
ditions are shown in Figure 1. Within-subject analysis
showed that there was a significant reduction of total CAPS
scores (F(1,79) = 1119.55, p < 0.0001) when patients
were using cannabis (22.5 4 16.9 (mean & 8.D.)) com-
pared with the no-cannabis condition (98.8 &£ 17.6). There
were also significant reductions in CAPS symptom clus-
ter scores (Cannabis x Cluster: F(2,1538) = 39.87, p <
0.0001) in patients using cannabis. Post-hoc analysis con-
firmed that scores were reduced during cannabis use for
Criterion B (core symptom cluster of re-experiencing),
which decreased from 29.5 + 6.4 to 7.3 & 5.9 (F(1,79) =
734.98, p < 0.0001); Criterion C (numbing and avoidance),
which decreased from 38.2 4 8.4 to 8.7 £ 8.0 (F(1,79) =
783.73, p < 0.0001); and Criterion D (hyperarousal}, which
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- FIGURE 1
CAPS Scores for the No-Cannabis and Cannabis Conditions. Data Are Expressed as Group Means & S.D.
*Significant Difference Between CAPS Scores, p < 0.0001,

*
120 - itsigniﬂcant difference r
[ Jnacannabis | belwoen CAPS
%7 Cannabis scores, p < 3.0001 J
100 4 _
o 80
3
o
« B0 B *
z x *
S ol T
20
Criteria B Crileria G Criteria D Total Scare
deirga(s}g?)ﬁom 31.0£6.2t0 6.6 £ 6.0 (F(1,79) = 910.79, TABLE 1
4 . ) . , , . DSM IV Criteria B, C, and D Scores During the
CAPS scores in patients vsing cannabis were also - .
. . No-Cannabis Time Period
analyzed as %baseline (no-cannabis) scores. Use of
cannabis was associated with a reduction of total CAPS
scores to 22.7 X 15.9% of bascline (#(79) = -43.48, p < Criteria Mean S.D. N Comparison Versus C3
0.0001); similar reductions occurred in Criterion B (24.8 Bi 67 1.2 80 F(1,79)=1362.53, p < 0.0001
+ 18.9%; #(79) = -35.59, p < 0.0001), Criterion C (22.5 §§ iz ;—5 29 ,Fv (}?79) = }1236-80’1’ < 0.0001
+ 19.5%; #(79) = -35.59,.p < 0.0001), and Criterion D A 25 80 F(1,79) = 4862, p < 0.0001
B4 6.5 1.5 80 F(1,79)=1273.24, p < 0.0001
(21.0 % 17.6%; 1(79) = -40.12, p < 0.0001) scores. B 6.5 14 80 F(1,79)=279.16, p < 0.0001
One finding was that oply‘ 19 of .the .8.;0 patients o1 67 17 80 F(1,79)=266.72, p < 00001
reported any score at all for Criterion C3 (inability te recall o2 65 1.6 80 F(1,79)=308.42, p < 0.0001
an important aspect of the trauma) with no cannabis, and 3 12 24 80
the mean score for C3 was much smaller than the mean 4 62 21 80 F(1,79 =211.79, p < 0.0001
scores for the other 16 criteria {main effect of criteria Cs 62 2.0 80 F(1,79) =229.73, p < 0.0001
for the no cannabis condition: F(16,1264) = 43.18, p < C6 59 23 80 F(1,79)= 185.00, p < 0.0001
0.0001). As shown in Table 1, post-hoc analysis confitmed 7 5.6 28 80 F(1,79)=118.92, p < 0.0001
that the Criterion C3 values for the no-cannabis time period b1 7.1 1.7 80 F(1,79) = 339.92, p < 0.0001
were significantly different than the values for all other D2 3.9 22 80 F(179)= 153.62, p <0.0001
criteria during the same time period. D3 3.9 L7 80 7(1,79) =214.04, p < 0.0001
D4 0.3 2.1 80 F(1,79) =221.47, p < 0.0001
D5 58 20 80 F(1,79)=178.75, p < 0.0001

DISCUSSION

Patients in this sample reported over 75% reduction in
all three areas of PTSD symptoms while using cannabis,
Because this was a highly select group of pre-screened
patients who had already found that cannabis reduced their
PTSD symptoms and who sought entry to the NM Medical
Cannabis Program to avoid criminal penalties for cannabis
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possession, reports of significant symptom reduction could
be expected. Some degree of intentional or unintentional
exaggeration of symptom differences on the part of the
patients is likely, and some unintentional bias on the
part of the psychiatrist conducting the evaluations is also
possible.
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Another factor is that some patients may have
reported their no-cannabis PTSD symptoms when they
were also experiencing a cannabis-withdrawal syndrome.
Nightmares, anger, and insomnia have been reported as
common symptoms of cannabis withdrawal (Allsop et al.
2011). Those three symptoms are among the 17 symptoms
of PTSD, and so could have resulted in higher no-cannabis
CAPS scores for those symptoms. However, in this retro-
spective chart review, no information was collected on the
length of the time periods without cannabis use. Therefore,
there is no valid way to quantify the degree to which
cannabis-withdrawal symptoms may have increased the
CAPS scores for those three PTSD symptoms. However,
even with the above confounding variables, the amount of
reported symptom relief is noteworthy.

Furthermore, the variability in scores with cannabis
use was relatively high, with the standard deviation being
almost equal fo the mean total scores and the scores of
the three symptom clusters. If patients had consistently
reported frequent and severe symptoms without cannabis
and almost no symptoms with cannabis in order o make
sure they qualified for the Program, one would expect
less variability in the cannabis scores. Finally, the rela-
tively consistent reporting of low or “0” scores on Criterion
C3 without cannabis (see Table 1) is another indication that
most patients were not malingering by exaggerating their
no-cannabis scores for every single symptom in order to
qualify for the program. In fact, their reporting low scores
for this symptom is consistent with psychometric litera-
ture on the CAPS: “Finally, with the exception of amnesia,
the prevalence of each of the 17 core PTSD symptoms
on the CAPS was significantly greater in participants with
PTSD than in those without PTSD, indicating robust dis-
crimination between the two groups” (Weathers, Keane &
Davidson, 2001).

Because only patients who reported benefit from
cannabis in reducing their PTSD were studied, no con-
clusions can be drawn as to what proportion or type of

PTSD Symptom Reduction with Medical Cannabis

PTSD patients would benefit from treatment with cannabis
or its constituents. The reported anxiolytic properties of
cannabidiol may partly explain the reported benefit, though
the cannabis in the Israeli study reportedly contained
almost no cannabidiol (Mashiah 2012), That small, open-
label prospective study comes closer to showing a benefit,
at least for people with combat-related PTSD. It has also
been reported that the synthetic cannabinoid nabilone can
reduce the incidence and severity of nightmares in PTSD
patients (Fraser 2009).

The finding that use of cannabis can rednce symptoms
of PTSD is consistent with preclinical evidence showing
that the endocannabinoid system is involved in the regula-
tion of emotional memory. There is extensive evidence that
cannabinoids may facilitate extinction of aversive mem-
ories (de Bitencourt, Pamplona & Takahashi 2013). For
example, in rodents, the full CBI receptor agonist WIN
55,212-2 (Pamplona et al, 2006; Pampliona, Bitencourt
& Takahashi 2008) and the fatty acid amide hydrolase
inhibitor AM404 (Pamplona et al. 2006; Chhatwal et al. .
2003) facilitate extinction of conditioned fear. Given the
role that the endocannabinoid system plays in fear extine-
tion, it is possible that the marked reduction in PTSD
symptomatology reported with cannabis use in the present
study was due to facilitated extinction of fear memories.
Additional studies are necessary to identify the specific
mechanism by which cannabis use attenuafes the symptoms
of PTSD.

CONCLUSION

Thowugh currently there is no substantial proof of the
efficacy of cannabis in PTSD treatment, the data reviewed
here supports a conclusion that cannabis is associated with
PTSD symptom reduction in some patients, and that a
prospective, placebo-controlled study of cannabis or its
constituents for treatment of PTSD is warranted.
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FOREWORD

During the 2000 Regular Session, the Hawaii Legislature enacted the Medical Use of
Marijuana law, codified as Part IX of Chapter 329, Hawaii Revised Statutes. Essentially, the
medical use of marijuana by qualifying individuals in Hawaii is permitted under certain
conditions. However, the law does not provide these individuals with a legal method of
obtaining medical marijuana.

Pursuant to Act 29, First Special Session Laws of Hawaii 2009, the Bureau conducted a
study on the policies and procedures of other state medical marijuana programs, with regard to
issues of access, distribution, and security. In a report submitted in August 2009, the Burecau
found that, of the thirteen states that had established medical marijuana programs, only three
states had policies and procedures to address these issues. The Bureau further determined that,
even in these three states, the policies and procedures were still in a very early stage of
development.

This report was undertaken in response to House Concurrent Resolution No. 48, H.D. 2,
S.D. 1 (2014). The Bureau was requested to complete and submit to the Medical Marijuana
Dispensary System Task Force "an updated report on the policies and procedures for access,
distribution, security, and other relevant issues related to the medical use of cannabis in all states
that currently have a medical cannabis program[.]"

Charlotte A. Carter-Yamauchi
Acting Director

August 2014
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EXECUTIVE SUMMARY

History of Hawaii's Medical Marijuana Program

Hawaii was the first state to establish a medical marijuana program by legislation rather
than by ballot initiative. Authorized by Act 228, Session Laws of Hawaii 2000. Hawaii's
medical marijuana program became effective on June 14, 2000, and is codified as part IX,
chapter 329, Hawaii Revised Statutes (HRS). The Department of Public Safety adopted
-administrative rules to implement the provisions of Act 228 on December 28, 2000.

Current Operating Structure of the Hawaii Medical Marijuana Program

Currently administered by the Department of Public Safety, the Hawaii medical
marijuana program affords certain protections to qualifying patients, primary caregivers, and
treating physicians by providing that the medical use of marijuana is an affirmative defense to
any prosecution involving marijuana, so long as the qualifying patient or primary caregiver has
strictly complied with the requirements of the program. Hawaii law also provides that no
physician shall be subject to arrest or prosecution, penalized in any manner, or denied any right
or privilege for providing written certification for the medical use of marijuana for a qualifying
patient so long as the physician strictly complies with the requirements of the program. The
cumulative effect of these protections is the decrlmlnahzatlon of medical use of marijuana by
qualifying patients.

Under the Hawaii medical marijuana program, the medical use of marijuana by a
qualifying patient is permitted only so long as the amount of marijuana possessed does not
exceed "an adequate supply,” which Hawaii state law presently defines as not more than three
mature marijuana plants, four immature marijuana plants, and one ounce of usable marijuana per
each mature plant, jointly possessed between a qualifying patient and a primary caregiver.

In order to qualify as a patient under the program, a pérson must have written
certification from a physician, affirming that the person has been diagnosed with a debilitating
medical condition and that the potential benefits of the medical use of marguana would likely
outweigh the health risks for the particular qualifying patient.

Qualifying patients and their primary caregivers are required to provide registration
information for a confidential patient registry administered by the Department of Public Safety in
order to participate in the medical marijuana program. Upon verification of registration
information, the Department of Public Safety issues registry identification certificates. Failure to
obtain a registry identification certificate would disqualify a patient or caregiver from
participating in the medical marijuana program and could render the person subject to criminal
prosecution,

vi
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Issues that Remain Uncertain Under Hawaii's Medical Marijuana Program
Access to Medical Marijuana

Although the Hawaii medical marijuana program permits qualifying patients to use
medical marijuana, it does not provide patients with a method of obtaining marijuana other than
by allowing the patient or caregiver to grow a limited amount of marijuana. Under federal law,
pharmacies are only permitted to dispense medications that have been prescribed. However,
since marijuana is classified under federal law as a Schedule I controlled substance, physicians
are not allowed to write prescriptions for its use. Under Hawaii law, a physician does not
prescribe marijnana for medical purposes, but merely issues a written certification to a qualifying
patient. The law is silent regarding how the qualifying patient is to obtain the marijuana.

Furthermore, while the State's medical marijuana program permits a qualifying patient
and primary caregiver to grow marijuana plants for the patient's medical use, the program does
not supply marijuana seeds or plants, nor provide a source or means of obtaining them. Nor does
the program offer guidance on the cultivation of marijuana. Moreover, the sale of marijuana in
any amount is strictly prohibited under state law. As a result, there is no place within the State
where a person, even a qualifying patient with a valid registry identification certificate, can
legally purchase martjuana.

Transportation of Medical Marijuana in Hawaii

Federal law does not allow for the interstate transportation of medical marijuana, or
transportation of medical marijuana through federal security checkpoints. However, as an istand
state, Hawaii must contend with a layer of potential federal intervention that other states may not
otherwise have to contend with when implementing an efficient medical marijuana dispensing
program. The vast majority of passengers who travel between Hawaii and other states, or from
one of Hawaii's islands to another, do so primarily via commercial passenger aircraft and
traverse federal Transportation Security Administration checkpoints located in airports operated
by the State of Hawaii. - Further, federal authorities have long recognized that the channels
between the State's major islands are international waters, and thus, travel by air or sea between
those islands constitutes interstate travel, even though the destinations are within a single state.
The potential for federal prosecution of Hawaii qualified patients traveling interisland who
possess medical marijuana underscores the need for any medical marijuana dispensing strategy
developed by the state of Hawaii to recognize and address this concern.

Moreover, Hawalii state law remains unsettled concerning the transportation of medical
marijuana outside the home, given the inconsistency in Hawaii law between the definition of
"medical use" in section 329-121, HRS, which includes the "transportation of marijuana,” and
the prohibition on the use of medical marijuana in any "place open to the public" under section
329-122(c)(2)(E), HRS. In 2013, the Hawaii Supreme Court overturned a qualifying patient's
conviction for promoting a detrimental drug in the third degree, in relation to his possession of
medical marijuana in a public place, but emphasized that the decision applied only to the specific
facts and circumstances of that case. The court held that there was an "irreconcilable
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inconsistency between the authorized transportation of medical marijuana under HRS § 329-121,
and the prohibition on transport of medical marijuana through 'any . . . place open to the public'
under HRS § 329-122(c)E)." Thus, under the rule of lenity, the defendant was entitled to an
affirmative defense and a judgment of acquittal. The court explicitly did not address whether
other circumstances, including other locations or modes of transportation, may similarly trigger
the rule of lenity, which strictly construes an ambiguous statute against the government and in
favor of the accused. However, the court noted that Hawaii's medical marijuana laws do not
explicitly provide for how medical marijuana would initially arrive at the qualifying patient's
home, nor provide for its possession outside the home, even though "qualifying patients, like
other ordinary people, may be absent from the home" for legitimate purposes.

Thus, at present, it is uncertain whether or to what extent a Hawaii qualifying patient or
caregiver may iransport medical marijuana anywhere outside the home, even when limited to
travel within the same island, without violating state drug enforcement laws. The inconsistency
between sections 329-121 and 329-122, HRS, presently presents an impediment to an effective
medical marijuana distribution system in Hawaii and would need to be addressed if the State is to
implement a distribution system.

Recent Developments in Hawaii's Medical Marijuana Laws

During the Regular Session of 2013, two laws were enacted that will have a significant
effect on Hawaii's medical marijuana program commencing in January 2013.

Act 177, Session Laws of Hawaii 2013

Act 177, Session Laws of Hawaii 2013, implements the 2009 Medical Cannabis Working
Group's recommendation to fransfer the administration of Hawaii's medical marijuana program
from the Department of Public Safety to the Department of Health no later than January 1, 2015.

Act 178, Session Laws of Hawaii 2013

Aside from making various technical as well as conforming amendments that address the
transfer of administration of the medical marijuana program to the Department of Health in
2015, the most significant amendment to the Hawaii medical marijuana program included in Act
178, Session Laws of Hawaii 2013, is that, beginning January 2, 2015, the definition of
"adequate supply" will change from "three mature marijuana plants, four immature marijuana
plants, and one ounce of usable marijuana per each mature plant" to "seven marijuana plants,
whether immature or mature, and four ounces of usable marijuana at any given time."
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No One "Model" Program

Twenty-three states have medical marijuana programs: Alaska, Arizona, California,
Colorado, Connecticut, Delaware, Hawaii, Illinois, Maine, Maryland, Massachusetts, Michigan,
Minnesota, Montana, Nevada, New Hampshire, New Jersey, New Mexico, New York, Oregon,
Rhode Island, Vermont, and Washington. As would be expected, there are some issues or
program characteristics that all or nearly all of the states with medical marijuana programs have
addressed in one fashion or another. Exactly how they have addressed these issues or
characteristics likely depends in large part upon a number of factors, which may include the size
of their medical marijuana patient population, whether the majority of their population lives in
urban or rural areas, whether distance from or access to medical marijuana is an issue, support
for such programs within the state's population and among its decision-makers, what is
politically feasible at the time the program is established, and other factors that may be peculiar
to a particular state. '

As a result, there are many similarities, as well as many differences, among the various
states' medical marijuana programs. Accordingly, there does not appear to be any one model that
can be touted as an exemplary program that all states should follow. Moreover, while many
states have established medical marijuana programs, some of these are relatively new, and the
programs, or aspects of the program such as the distribution systems, are not yet operational. For
example, while eighteen states provide for distribution systems, only eight states (Arizona,
California, Colorado, Maine, New Jersey, New Mexico, Rhode Island, and Vermont) have
operational distribution systems. Further, it should be noted that many of the earlier states to
adopt medical marijuana programs did not provide for distribution systems at that time. Thus
only a few states have much of a track record concerning programmatic aspects of a medical
marijuana distribution system and such concomitant issues as those relating to cultivation,
access, safety, security, etc. That said, some general observations and conclusions about the
states’ medical marijuana programs may be made.

General Program Characteristics of State Medical Marijuana Programs

All states with medical marijuana programs:

(1)  Provide for the removal of state-level criminal penalties for the use of marijuana
for medical purposes;

(2)  Require that qualifying patients be certified by a physician as having a medical
condition that would benefit from the medical use of marijuana; and

3) Specify the maximum amount of medical marijuana that a qualifying patient and
caregiver may possess.

Finally, nearly all of the state programs, with the exception of Washington, have confidential
patient registries that are administered by a state agency.
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Access to Medical Marijuana

Of the twenty-three states that have medical marijuana programs, fifteen (Alaska,
Arizona, California, Colorado, Hawaii, Maine, Massachusetts, Michigan, Montana, Nevada,
New Mexico, Oregon, Rhode Island, Vermont, and Washington) allow qualifying patients to
cultivate marijuana, under certain conditions, and eighteen (Arizona, California, Colorado,
Connecticut, Delaware, Illinois, Maine, Maryland, Massachusetts, Minnesota, Nevada, New
Hampshire, New Jersey, New Mexico, New York, Oregon, Rhode Island, and Vermont)
incorporate some form of distribution system into their programs. Further, ten (Arizona,
California, Colorado, Maine, Massachusetts, Nevada, New Mexico, Oregon, Rhode Island, and
Vermont) of the twenty-three states appear to both allow patients to cultivate marijuana and
provide for medical marijuana dispensaties.

Regulation of Distribution Systems

Of the eighteen states with some form of medical marijuana distribution system,
seventeen states (with the exception of California) provide for statewide regulation of the
distribution systems. In a majority of these states (Arizona, Delaware, Maine, Massachusetts,
Minnesota, Nevada, New Hampshire, New Jersey, New Mexico, New York, Oregon, and Rhode
Island), the entity responsible for regulation is the state health agency. In a different mix of a
majority of states (Arizona, Delaware, llinois, Maine, Massachusetts, Minnesota, Nevada, New
Hampshire, New York, Oregon, Rhode Island, and Vermont), the regulation takes the form of a
registration requirement. In other states, regulation is through a licensure (Colorado,
Connecticut, Maryland, and New Mexico) or permit (New Jersey) requirement. In yet a
differing majority of these states (Arizona, Colorado, Delaware, Maine, Massachusetts,
Minnesota, New Hampshire, New Jersey, New Mexico, New York, Rhode Island, and Vermont),
the same regulated third party entity may both cultivate and dispense medical marijuana.

Common Elements of Statewide Distribution Systems

7 Other issues or program characteristics generally considered by the states with medical
marijuana programs that provide for some type of statewide distribution systems, and ways the
majority of states have addressed these issues or characteristics, are as follows:

o Fees and Taxes

All seventeen of these states impose one or more operational fees, at widely varying
amounts, on medical marijuana cultivation centers and dispensaries, and most (with

- the exception of Massachusetts, Minnesota, New Hampshire, Oregon, and Vermont)
also impose various state or local taxes on the sale of medical marijuana.
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Training and Educational Requirements

The majority of these states (with the exception of [llinois, Maryland, and New York)
appear to have incorporated some level of training requirements for medical
marijuana dispensary staff, and most (with the exception of Colorado, Maryland,
Minnesota, and Oregon) also require that certain educational information be provided
to patients.

Labeling

Most states (with the exception of Maryland) have also adopted some form of
labeling requirement for medical marijuana products; however, these requirements
differ widely among the states. '

Quality Control

At least eleven of the seventeen states (Colorado, Connecticut, Delaware, Illinois,
Maine, Minnesota, Nevada, New Hampshire, New Mexico, New York, and Oregon)
have statutory provisions that address quality control to some extent. Of these, nine
states (Colorado, Delaware, lllinois, Maine, Minnesota, Nevada, New Mexico, New
York, and Oregon} have provisions that involve marijuana testing.

Quantity Control

The majority of states (with the exception of Colorado, New Mexico, and Oregon)
also appear to generally control the supply of medical marijuana by establishing
cither minimum or maximum limits on the number of cultivation centers or
dispensaries that may be operated in the state. Further, nearly half of the states
(Colorado, Maine, New Hampshire, New Jersey, New Mexico, Oregon, Rhode
Island, and Vermont) provide for a limitation on the inventory of cultivation centers
or dispensaries.

The majority of the seventeen states (with the exception of Maryland and New
Mexico) also limit the amounts of medical marijuana that dispensaries may provide to
patients, which generally coincide with, or at least prevent exceeding, a patient's legal
possession limits. Finally, the statutes in a number of states {Colorado, Delaware,
Ilinois, Maine, Nevada, New Hampshire, Rhode Island, and Vermont) also provide
that a patient may only obtain marijuana from a particular dispensary if that
dispensary has been designated by the patient.

Limits on Channels of Supply and Distribution

The regulatory statutes of all seventeen states establish controls on the channels of
supply and distribution of ‘medical marijuana. Generally, these statutes establish a
closed circuit in which medical marijuana circulates only among cultivation centers,
dispensaries, patients, and their caregivers. To this end, the majority of states
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(Arizona, Connecticut, Delaware, Illinois, Maine, Massachusetts, Minnesota, Nevada,
New Hampshire, New York, Rhode Island, and Vermont) place restrictions on the
cultivation site by specifying that the cultivation center may cultivate marijuana only
in an enclosed, locked facility, and nearly half of these states (Arizona, Delaware,
Illinois, Maine, Nevada, New Hampshire, and Vermont) also require that access to
the facility be restricted.

To maintain this closed circuit, a number of states (Arizona, Connecticut, Delaware,
Illinois, Maine, Nevada, New Mexico, Oregon, and Vermont) also limit the external
sources from which cultivation centers or dispensaries may obtain medical marijuana
that they themselves do not cultivate; these permissible sources include other
dispensaries, other cultivation centers, or patients or theit caregivers.

The states also limit the entities to whom medical marijuana may be distributed. All
seventeen states specify that a dispensary may distribute medical marijuana to two
entities -- a patient or the patient's caregiver. Ten of these states (Connecticut,
Illinois, Maine, Maryland, Massachusetts, Minnesota, New Jersey, Oregon, Rhode
Island, and Vermont) limit distribution to only those two entities. Another six states
{Arizona, Colorado, Nevada, New Hampshire, New Mexico, and New York) also
permit a dispensary to distribute medical marijuana to another dispensaty.

e Security Requirements

Finally, all seventeen states require their cultivation centers and dispensaries to
comply with various security requirements. These requirements range from as simple
as installing a functional security alarm, fo requiring facilities to meet certain design
specifications. The majority of states (with the exception of Maryland, Minnesota,
New Mexico, New York, and Rhode Island) require, at minimum, installation of an
alarm system and video surveillance of the premises, and most states (with the
exception of Maryland, New Mexico, and New York) impose various additional
security requirements.

Medical Marijuana Programs Resist Simple Categorization

There may be a fendency to want to categorize medical marijuana programs along
artificial lines (such as restrictive or nonrestrictive programs) in order to better grasp the
similarities and differences of programs established by other states. The reader is cautioned
against such an attempted approach, however, given the wide variation in how states have
addressed the issues and program characteristics in establishing their medical marijuana
programs. Such an approach would seem too simplistic and would ignore significant nuances of
each state's program.
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Limited Access Marijuana Product Laws

In addition to the twenty-three states with medical marijuana programs, eleven other
states have enacted limited access marijuana product laws over the past year that make provision
for the use of certain strains of marijuana for limited medical or research purposes. While not as
comprehensive as more {raditional medical marijuana programs, these limited access laws have
the attraction of focusing on strains of marijuana that have lttle or no psychoactive effects. Asa
result, an increasing number of states have shown interest in pursuing similar laws.

Federal Position on the Medical Use of Marijuana
Controlled Substances Act

The Controlled Substances Act, enacted by the United States Congress in 1970, is the
basis for federal drug policy under which the manufacture, use, possession, and distribution of
certain substances is regulated. The Controlled Substances Act classifies marijuana as a
Schedule I substance, which means that the federal government considers marijuana to have a
high potential for abuse and no currently accepted medical use in treatment in the United States.

United States Department of Justice Guidelines

On October 19, 2009, the United States Department of Justice issued a memorandum that
advised federal prosecutors in states with medical marijuana programs to refrain from pursuning
cases against individuals for marijuana offenses that did not violate state medical marijuana laws.

In a subsequent memorandum issued on August 29, 2013, the Department of Justice
clarified its position on marijuana by enumerating specific nationwide enforcement priorities and
noted that it has not historically devoted resources to prosecuting individuals whose conduct is
limited to possession of small amounts of marijuana for personal use on private property and that
it has generally Ieft enforcement to state and local authorities unless the marijuana-related
activities run afoul of the enumerated enforcement priorities.

The Department of Justice indicated that it is inclined to defer to state and local
enforcement in states that authorize the production, distribution, and possession of medical
marijuana, provided the affected states implement strong and effective regulatory and
enforcement systems that will address the threat those state laws could pose to public safety,
public health, and other law enforcement interests. However, the 2013 memorandum also
warned that states that enact marijuana legalization schemes but fall to implement them
effectively could be subject to federal intervention.
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United States Department of the Treasury Guidelines

Marijuana-related businesses have complained that federal marijuana prohibitions,
combined with federal requirements regarding financial institutions, block their access to
banking and credit card services and limit them to cash transactions that raise security concerns.
Banks have also raised concerns that providing services to marijuana-related businesses could
subject them to federal penalties. These combined concerns resulted in medical marijuana-
related businesses being unable to deposit revenues from their businesses into financial
institations.

Given these concerns, the United States Department of the Treasury issued a
memorandum on February 14, 2014, to clarify Bank Secrecy Act expectations for financial
institutions, such as banks, that seek to provide services to medical marijuana-related businesses.

The Treasury memorandum establishes guidelines to clarify and streamline federally-
required reporting requirements for financial institutions seeking to provide financial services to
medical marijuana-related businesses. The Treasury memorandum provides guidance on how to
indicate whether or not the marijuana-related business raises suspicion of any illegal activity,
other than a violation of the federal prohibitions against marijuana, or any activity that implicates
any of the Department of Justice's enforcement priorities regarding marijuana.

Recent Federal Developments
Pending Legislation

There do not appear to be any strong indications that the United States Congress will
approve the legalization of marijuana for medical purposes in the near future. However, it is
possible that Congress will prohibit certain federal spending on enforcement that interferes with
state implementation of laws authorizing the use of medical marijuana, which could effectively
curtail federal enforcement.

The United States House of Representatives has approved an amendment to an
appropriations bill that would, if approved by the Senate and the President, prohibit the United
States Department of Justice from spending federal funds in federal fiscal year 2015 to prevent
states from implementing state laws that authorize the use, distribution, possession, or cultivation
of marijuana for medical purposes. Tt should be noted that, as currently drafted, the measure
would not explicitly preclude federal enforcement of prohibitions against marijuana despite state
legalization schemes and could therefore be subject to interpretation. Also, the measure would
not affect federal spending for such purposes in subsequent years,
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Proposed Legislation

In addition to the pending legislation discussed above, other bills or amendments to
existing bills have recently been proposed. For example, on July 24, 2014, an amendment was
proposed to a bill being heard by the United States Senate that would recognize the right of states
to enact laws that authorize the use, distribution, possession, or cultivation of marijuana for
medical use.

On July 28, 2014, a bill was introduced to the United States House of Representatives
that would remove therapeutic hemp and cannabidiol from the definition of marijuana in the
Controlled Substances Act. If enacted, most strains of marijuana would still be prohibited under
federal law. However, strains of marijuana with extremely low THC concentrations and
cannabidiol oil would effectively become legal on a national basis.
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Chapter 1

INTRODUCTION

State Medical Marijunana Programs

House Concurrent Resolution No. 48, H.D. 2, S.D. 1 (2014) (hereinafter "Resolution") -
the measure to which this report responds -- is attached as Appendix A. Specifically, the
Resolution directs the Bureau to "report on the policies and procedures for access, distribution,
security, and other relevant issues related to the medical use of cannabis in all states that
currently have a medical cannabis program[.]"

Scope of the Study

Colorado and Washington have enacted laws that effectively legalize the possession and
use of marijuana by people within those states who are twenty-one years of age or older.
However, since the Resolution directs the Bureau to report on medical marijuana programs,
other programs, such as "recreational marijuana” or "relail marijuana” programs, are not
addressed by this study.

Organization of the Study

Chapter 2 reviews the policies and procedures of the Hawaii medical marijuana program.
Chapter 3 provides a general overview of the medical marijuana programs of other states.
Chapter 4 examines the policies and procedures of states that currently have or are developing
systems for distribution of medical marijuana, Chapter 5 discusses the federal government's
position regarding state medical marijuana programs, Chapter 6 presents a brief summary.
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Chapter 2

HAWAII MEDICAL MARIJUANA PROGRAM

Establishment of the Hawaii Medical Marijuana Program

Hawaii was the first state to establish a medical marijuana program by legislation rather
than by ballot initiative.! Hawaii's medical marijuana program was authorized by Act 228,
Session Laws of Hawaii 2000. Act 228 became effective on June 14, 2000, and is codified as
part IX, chapter 329, Hawaii Revised Statutes (HRS) (entitled "Medical Use of Marijuana"). The
Department of Public Safety adopted administrative rules to implement the provisions of Act 228
on December 28, 2000.2

Current Operating Structure of the Hawaii Medical Marijuana Program

Currently administered by the Department of Public Safety, the Hawaii medical
marfjuana program affords certain protections to qualifying patients, primary caregivers, and
treating physicians. Specifically, section 329-125, HRS, provides that a qualifying patient or the
primary caregiver of a qualifying patient may assert the medical use of marijuana as an
affirmative defense to any prosecution involving marijuana, so long as the qualifying patient or
primary caregiver has strictly complied with the requirements of the program. Similarly, section
329-126, HRS, provides that "[n]o physician shall be subject to arrest or prosecution, penalized
in any manner, or denied any right or privilege for providing written certification for the medical
use of marijuana for a qualifying patient],]" so long as the physician strictly complies with the
requirements of the program. The cumulative effect of these protections is the removal of state-
level criminal penalties for the medical use of marijuana by qualifying patients.

Section 329-121, HRS, defines "medical use" as "the acquisition, possession, cultivation,
use, distribution, or transportation of marijuana or paraphernalia relating to the administration of
marijuana to alleviate the symptoms or effects of a qualifying patient's debilitating medical*
condition." A qualifying patient is generally allowed to select a primary caregiver, a person of at
least eighteen years of age who agrees to undertake the responsibility for managing the well-
being of the qualifying patient with respect to the medical use of marijuana.> Section 329-121,
HRS, also states that "[f]or the purposes of 'medical use', the term distribution is limited to the
transfer of marijuana and paraphernalia from the primary caregiver to the qualifying patient."

! Alaska, California, Maine, Oregon, and Washingfon established medical marijuana programs by ballot initiative
prior to the enactment of Hawaii's Act 228.

2 Although the Hawaii medical marijuana program is currently administered by the Department of Public Safety, the
program will be transferred to the Department of Health, beginning January 1, 2015. See discussion of Recent
Developmenis, infra.

3 In the case of a minor or an adult lacking legal capacity, the primary caregiver shall be a parent, guardian, or
person having legal custody. Section 329-121, Hawaii Revised Statutes (HRS).
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Under section 329-122, HRS, the medical use of marijuana by a qualifying patient is
permitted only so long as the amount of marijuana does not exceed an "adequate supply,"” which
restricts the amount of marijuana jointly possessed between a qualifying patient and a primary
caregiver to "not more than is reasonably necessary to assure the uninterrupted availability of
marijuana for the purpose of alleviating the symptoms or effects of a qualifying patient's
debilitating medical condition[.]"* Specifically, this amount niust not exceed "three mature
marijuana plants, four immature marijuana plants, and one ounce of usable marijuana per each

mature plant."?

In order to qualify as a patient under the program, a person must have written
certification from a physician, affirming that the person has been diagnosed with a debilitating
medical condition and that "the potential benefits of the medical use of marijuana would likely
outweigh the health risks for the particular qualifying p:a,ltlent[]"6 Section 329-126, HRS,
requires a certifying physician to:

(1)  Diagnose the patient as having a debilitating medical condition;

(2)  Explain the potential risks and benefits of the medical use of marijuana;

3 Complete a full assessment of the patient's medical history and current medical
condition, in the course of a bona fide physician-patient relationship; and

(4)  Register information regarding patients who have been issued writiten
certifications with the Department of Public Safety.

Section 329-121, HRS, defines the term "debilitating medical condition” as:

(1)  Cancer, glaucoma, positive status for human immunodeficiency virus, acquired
immune deficiency syndrome, or the treatment of these conditions;

(2) A chronic or debilitating discase or medical condition or its treatment that
produces one or more of the following:

(A)  Cachexia or wasting syndrome;
(B)  Severe pain;
(C)  Severe nausea;

(D)  Seizures, including those characteristic of epilepsy; or

41d
5 Id See also discussion of Act 178, Session Laws of Hawaii 2013, infra.
6 Section 329-122, HRS.
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(E)  Severe and persistent muscle spasms, including those characteristic of
multiple sclerosis or Crohn's disease; or

(3)  Any other medical condition approved by the Department of Health pursuant to
administrative rules in response to a request from a physician or potentially
qualifying patient.

Qualifying patients and their primary caregivers are required to provide registration
information for a confidential patient registry administered by the Department of Public Safety in
order to participate in the medical marijuana program.” TUpon verification of registration
information, the Department of Public Safety issues registry identification certificates. Failure to
obtain a registry identification certificate would disqualify a patient or caregiver from
participating in the medical marijuana program and could render the person subject to criminal
prosecution.

Issues that Remain Uncertain Under Current State Law
Distribution of Medical Marijuana

Although the Hawaii medical marijuana program permits qualifying patients to use
medical marijuana, it does not provide patients with a method of obtaining marijuana other than
by allowing the patient or caregiver to grow the marijuana. Qualifying patients cannot simply
have a prescription for medical marijuana filled at a pharmacy. Under federal law, pharmacies
are only permitted to dispense medications that have been prescribed. However, since marijuana
is classified under federal law as a Schedule 1 controlled substance, physicians are not allowed to
write prescriptions for its use. Under Hawaii law, a physician does not prescribe marijuana for
medical purposes, but merely issues a written certification to a qualifying patient. The law is
silent regarding how the qualifying patient is to obtain the marijuana.

Furthermore, while the State's medical marijuana program permits a qualifying patient
and primary caregiver to grow marijuana plants for the patient's medical use, the program does
not supply marijuana seeds or plants, nor provide a source or means of obtaining them. Nor does
the program offer guidance on the cultivation of marijuana. Moreover, the sale of marijuana in
any amount is strictly prohibited under state law.® As a result, there is no place within the State
where a person, even a qualifying patient with a valid registry identification certificate, can
legally purchase marijuana.

After careful review of Hawaii's medical marijuana program, as codified under part IX of
chapter 329, HRS (the Uniform Controlled Substances Act), and administered . under chapter
23-202, Hawaii Administrative Rules, it appears that cutrent state law is essentially silent with
regard to issues of access, distribution, and security related to the medical use of marijuana.

7 Section 23-202-10, Hawaii Administrative Rules (HAR).
® Section 712-1247, HRS.
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Transportation of Medical Marijuana

Hawaii law is unsettled with regard to the circumstances in which a qualifying patient or
primary caregiver may legally possess or transport medical marijuana outside the home.

In 2013, the Hawaii Supreme Court overturned a qualifying patient's conviction for
promoting a detrimental drug in the third degree, in relation to his possession of medical
marijuana in a public place, but emphasized that the decision applied only to the specific facts
and circumstances of that case.’

The case centered on the defendant's possession of marijuana in the Kona International
Airport.!® The parties stipulated that the marijuana was medical marijuana and that the
defendant possessed a valid medical marijuana certificate. However, the State argued that the
statutory prohibition on medical use of marijuana in public places, found in section
329-122(c)(2)(E), HRS, should be strictly construed to include strict prohibition on the
transportation of medical marijuana, since "medical use" is defined in section 329-121, HRS, to
include transportation of marijuana. The court held that "there is an irreconcilable inconsistency
between the authorized transportation of medical marijuana under HRS § 329-121, and the
prohibition on transport of medical marijuana through 'any . . . place open to the public' under
HRS § 329-122(c)(E)" and that, under the rule of lenity, the defendant was entitled to an
affirmative defense and a judgment of acquittal.!!

‘The court explicitly did not address whether other circumstances, including other
locations or modes of transportation, may similarly trigger the rule of lenity, which strictly
construes an ambiguous statute against the government and in favor of the accused. However,
the court noted that Hawaii law "makes no provision for how medical marijuana would even
artive at the qualifying patient's home,"!? and "makes no provision for its possession outside the
home, even though qualifying patients, like other ordinary people, may be absent from the home
for many hours at a time; travel for extended periods of time; move residences; reside in more
than one residence; evacuate their homes during emergencies like tsunami warnings, floods, and
fires; and become homeless."'? The court observed that "the lack of clarity in the statute is
apparent” when considering what type of transport of marijuana would be legally permissible if
transport cannot occur in a public place. Because such statutory construction would produce an
"absurd result," the court concluded that "[t]his reading of HRS § 329-125's strict compliance
results in an impracticality the legislature could not have intended "

9 See State v. Woodhall, 129 Hawaii 397, 301 P.3d 607 (2013).

19 The marijuana was discovered ai a Transportation Security Administration checkpoint, but there was no federal
prosecution. '

Y Woodhail, 129 Hawaii at 410, 301 P.3d at 620.

12 Woodhail, 129 Hawaii at 407, 301 P.3d at 617.

13 Id

U Id. at 409, 301 P.3d at 619 (emphasis added). The court's review of the legislative history surrounding Act 228,
Session Laws of Hawaii 2000, establishing Hawaii's medical marijuana program, reveals that this issue was
discussed at length, but not resolved. {"This legislative history reveals that even as Act 228 became law, many of
the details were left to future legislative action but remain unclear over a decade later.") 7d
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In a concurring and dissenting opinion, Chief Justice Mark E. Recktenwald agreed that it
would be "absurd" to construe the statute to prohibit all transportation of medical marijuana in
public places, as it would provide no mechanism for a patient to initially obtain or transport it,
but he argued that there was no indication that the legislature intended to allow a patient to
transport medical marijuana outside the home affer obtaining an initial supply.'®

The effective implementation of a medical marijuana distribution system in Hawaii will
require resolution of this issue.

Recent Developments

During the Regular Session of 2013, two laws were enacted that w1l[ have a significant
effect on Hawan s medical marijuana program.

Act 177, Session Laws of Hawaii 2013

In October 2009, the Medical Cannabis Working Group (Working Group) was convened
to examine Hawaii's medical marijuana program. In a report submitted to the Legislature in
February 2010, the Working Group made several recommendations to improve the program --
four of which were designated as being of the highest priority. One of the recommendations that
the Working Group considered to be of the highest priority was that oversight of Hawaii's
medical marijuana program should be transferred from the Department of Public Safety to the
Department of Health.!® The Working Group believed that medical marijuana should be treated
primarily as an issue of public health and expressed the view that law enforcement agencies,
such as the Department of Public Safety, tend to have "little or no expertise in horticultural,
health and medical affairs."!” As a result, the Working Group concluded that the Department of
Health was the agency best suited to administer Hawaii's medical marijuana program.

Act 177, Session Laws of Hawaii 2013, implements the Working Group's
recommendation by, among other things, requiring that administration of Hawaii's medical
marijuana program be tfransferred from the Department of Public Safety to the Department of
Health and establishing a time frame for the transfer. Pursuant to Act 177, "[n]o later than
January 1, 2015, all rights, powers, functions, and duties of the department of public safety
relating to the medical use of marijuana under part [X of chapter 329, Hawaii Revised Statutes,
shall be transferred to the department of health." '

15 See Woodhall, 129 Hawaii at 411-13, 301 P.3d at 621-23 (Recktenwald, C. J., concurring and dissenting).

16 The Medical Cannabis Working Group also included the following in its list of recommendations that it
considered to be of the highest priority: (1) ereating a distribution system for medical marijuana; (2) increasing the
allowable number of plants and usable marijuana per qualifying patient; and (3} allowing caregivers to care for at
least five qualifying patients.

17 Medical Cannabis Working Group, Repoit to the Howaii State Legislature, 19 (February 2010).

18 Section 4(a) of Act 177, Session Laws of Hawaii 2013,
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Act 178, Session Laws of Hawaii 2013

Act 178, Session Laws of Hawaii 2013, makes various amendments to Hawaii's medical
marijuana law, as codified in part IX, chapter 329, HRS. These include several technical
amendments, as well as conforming amendments that address the transfer of administration of
the medical marijuana program to the Department of Health. Beyond these amendments, the
change that will have the most significant impact on the medical marijuana program is that,
beginning January 2, 2015, the definition of "adequate supply" will change from "three mature
marijuana plants, four immature marijuana plants, and one ounce of usable marijuana per each
mature plant" to "seven marijuana plants, whether immature or mature, and four ounces of usable
marijuana at any given time.""

It should be noted that neither Act 177 nor Act 178 addresses the underlying
inconsistency in Hawaii law with respect to the transportation of medical marijuana in public
places.?

19 Section 2 of Act 178, Session Laws of Hawaii 2013, and section 329-121, HRS,
20 See notes 9-15, supra, and accompanying text.
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Chapter 3

MEDICAL MARIJUANA USE IN OTHER STATES

Medical Marijuana Programs

Twenty-three states and the District of Columbia have established programs to legalize
the use of marijuana for medical purposes. In addition to Hawaii, the twenty-two other states
with medical marijuana programs are Alaska, Arizona, California, Colorado, Connecticut,
Delaware, Illinois, Maine, Maryland, Massachusetts, Michigan, Minnesota, Montana, Nevada,
New Hampshire, New Jersey, New Mexico, New York, Oregon, Rhode Island, Vermont, and
Washington.

The medical marijuana programs of the other states generally approach the issue in a
manner similar to the Hawaii medical marijuana program. Like the Hawaii program, the
programs of the other states remove state-level criminal penalties for the use of marijuana for
medical purposes. All the state programs require that qualifying patients be certified by a
physician as having a medical condition that would benefit from the medical use of marijuana.
While the lists of actual qualifying medical conditions vary from state to state, each state
program specifies the conditions that qualify for legal protection.! Hach state program also
specifies the maximum amount of medical marijuana a qualifying patient and caregiver may
possess. Finally, nearly all of the state programs establish, either by statute or administrative
rule, confidential patient registries that are administered by a state agency -- often that state's
agency responsible for health.? These agencies usually issue identification cards to qualifying
patients and caregivers who have registered with their state's medical marijuana program.

The following table summarizes major policy components of the medical marijuana
programs in the twenty-three states.® As the table below indicates, out of the twenty-three states
with medical marijuana programs, only five states (Alaska, Hawaii, Michigan, Montana, and
Washington) do not provide qualifying patients with a method of obtaining medical marijuana.
This demonstrates a marked increase in medical marijuana programs that incorporate some form
of distribution system.? In 2009, of the thirteen states that had medical marijuana programs, only

! Each state has its own list of medical conditions that qualify for legal protection under its respective medical
marijuana program. Generally, qualifying medical conditions tend to include chronic or debilitating diseases as well
as conditions that involve seizures, muscle spasticity, chronic pain, or severe nausea. Many states also provide that
medical conditions not specifically included in their programs' list of qualifying medical conditions may still qualify
for legal protection if approved by the appropriate state agency.

2 Washington appears to be the only state that has not provided for some type of patient registry, although the
registries in six states (Illinois, Maryland, Massachusetts, Minnesota, New Hampshire, and New York) are not yet
operational. See note 10, infra.

3 Although the District of Columbia has established a medical marijuana program, it is not included on this table
because the focus is on state medical marijuana programs.

4 Tt should be noted that many of these states have established their medical marijuana programs recently and thus
have not had sufficient time to implement their distribution systems. As a result, only eight states (Arizona,
California, Colorado, Maine, New Jersey, New Mexico, Rhode Tsland, and Vermont) currently have operational
distribution systems. See note 8, infra.
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three states (California, New Mexico, and Rhode Island) made provisions for a system of

distribution to allow qualifying patients to obtain medical marijuana safely and legally.

MEDICAL MARLIUANA PROGRAMS:

Table 3-1

MAJOR POLICY COMPONENTS

Establishes

State Removes . Accepts Maximum Allf)w_s
Patient Other s Qualifying
and State-Level . Marijuana . Allows
.. Registry States' Patients to . .
Year Criminal al Resist Amount Culiivat Dispensaries?
Established | Penalties? | 2ho SSUes ISty | Allowed wiivate
ID Cards? | ID Cards? Marijuana?
I ounce,
Alaska 6 plants (up
(1998) Yes Yes No to 3 mature Yes No
_ plants)
ég?gl;a Yes Yes Yes® ?ﬁsp(igf:s’ Yes® Yes
: 8 ounces,
Californi 6 mature
atotiia Yes Yes No plants (or 12 Yes Yes
(1996) :
immature
plants)
2 ounces,
Colorado 6 plants (up
(2000) Yes Yes No t0 3 mature Yes Yes
plants)
Connecticut One-month 8
(2012) Yes Yes No supply” No Yes
?2%1;1 ‘ix;are Yes Yes No 6 ounces No Yes®
3 ounces,
Hawaii 7 plants
(2000) Yes Yes No (3 mature, Yes No
4 immature)’
Hfinois 2.5 ounces
2013) Yes Yes!? No per 14-day No Yes?
period

3 Accepts out-of-state registry identification cards, but does not allow out-of-state patients to obtain marijuana from
in-state dispensaries. See discussion of Reciprocity, infra.
5 Home cultivation is allowed if residence is further than twenty-five miles from a state-licensed dispensary.
7 Amount determined by the state Department of Consumer Protection.
& Although state law provides for a dispensary system, the dispensaries are not yet operational.
? Effective JTanuary 2, 2015, the definition of "adequate supply” will change to four ounces and seven plants
(regardless of whether the plants are mature or immature). See section 329-121, Hawaii Revised Statutes.

19 Although state law calls for the establishment of a patient registry and the issuance of identification cards, this
system is not yet operational.
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State Removes Establishes | Accepts Maximum Allows
nd State-Level Patient Other Marijuana Qualifying Allows
;e r Cril;lina! Registry States’ Am;])unt Patients to Dispensaries?
Establii!shed Penalties? and Issues Registry Allowed Cultivate P .
" | IDCards? | ID Cards? Marijuana?
Mai 2.5 ounces,
ame Yes Yes Yes® 6 mature Yes Yes
(1999)
plants
Maryland 10 30-day 2
(2014) Yes Yes No supply ! No Yes
60-day
Massachusetts Yes Yes!? Unknown | supply (10 Yes!? Yes®
(2012)
ounces)
Michigan 2.5 ounces,
(2008) Yes Yes Yes 12 plants Yes No
30-day
. supply of
?;I(l)nlrgsota Yes Yes! No non- No Yes®
smokable
marijuana
1 ounce,
Montana ' 4 mature
(2004) Yes Yes No plants, Yes No
12 seedlings
2.5 ounces
Nevada per 14-day 13 3
(2000) Yes Yes No period, Yes Yes
12 plants
New 2 ounces
Hampshire Yes Yes'? Yes™ No Yes?
(2013)

1 Amount to be determined by the Natalie M. LaPrade Medical Marijuana Commission.
12 During the period that the Massachusetts Department of Public Health implements its medical marijuana program,
gualifying patients are permitted to cultivate a limited supply of marijuana sufficient to maintain a sixty-day supply.
State law also authorizes the Department of Public Health to issue "hardship cultivation registrations" to qualifying
patients who have limited access to a medical marijuana treatment center.
¥ Home cultivation is prohibited if a medical marijuana dispensary opens in the county where a qualifying patient or
primary caregiver resides. However, this prohibition does not apply if:
(1}  The dispensary is unable to produce the strain of marijuana necessary to treat the qualifying patient's
specific medical condition;
(2} The qualifying patient or primary caregiver is unable to reasonably travel to a dispensary; or
(3) No dispensary was operating with twenty-five miles of the qualifying patient at the time the
qualifying patient first applied for a registry identification card.
Also, qualifying patients or primary caregivers who were cultivating medical marijuana, in compliance with state
law, prior to July 1, 2013, may continue to do so until March 31, 2016. See Section 453A.200, Nevada Revised

Stafutes.

14 New Hampshire recognizes registry identification cards from out-of-state qualifying patients, provided that the
qualifying patient has written certification of a qualifying medical condition recognized under New Hampshire law.
Even so, out-of-state qualifying patients are not allowed to purchase or grow marijuana in New Hampshire. See
discussion of Reciprocity, infia.

10
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State Removes Establishes | Accepts Maximum Allows
and State-Level Patient Other Marijuana Qualifying Allows
Year Criminal Registry States” Amiunt Patients to Dispensaries?
Established Penalties? and Issucs Registry Allowed Cultivate ’ .
) ID Cards? | ID Cards? Marijuana?
g%\?f(f)ersey Yes Yes No 2 ounces No Yes
-6 ounces,
New Mexico 4 mature
(2007) Yes Yes No plants, Yes Yes
12 seedlings
30-day
supply of
g%\;r 43)(01’1( Yes Yes!? No non- No Yes®
' smokable
marijuana
24 ounces,
Oregon 6 mature
(1998) Yes Yes No plants, Yes Yes
18 seedlings
2.5 ounces,
?2]2)%(2; Island Yes Yes Yes ;IZaﬁzture Yes Yes
12 seedlings
2 ounces,
Vermont 2 mature :
Yes Yes No plants, Yes Yes
(2004) ‘
7 immature -
plants
Washington 24 ounces,
(1998) Yes No No 15 plants Yes No
Reciprocity

As the table above indicates, most states do not accept the registry identification cards of
other states. Of the twenty-three states with medical marijuana programs, only five states
(Arizona, Maine, Michigan, New Hampshire, and Rhode Island) accept the registry identification
cards of other states. While this means that visiting patients with valid out-of-state registry
identification cards would be entitled to protection under the laws of these five states, it should
be noted that three of these states (Arizona, Maine, and New Hampshire) explicitly prohibit
visiting patients from obtaining medical marijuana from in-state dispensaries. Although Rhode
Island law has no such prohibition, it does define the term "qualifying patient” as a resident of
the state. Therefore, as a practical matter, it does not appear that dispensaries in Rhode Island
would be permitted to dispense medical marijuana to visiting patients. Since Michigan has no
distribution system, it appears that none of the five states that accept out-of-state registry
identification cards provide a method for visiting patients to obtain medical marijuana.
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Limited Access Marijuana Product Laws

In addition to the twenty-three states that have enacted medical marijuana programs,
eleven states (Alabama,’® Florida,!¢ Towa,'” Kentucky,'® Mississippi,’® Missouri,”® North
Carolina,?! South Carolina,®® Tennessee,® Utah,>* and Wisconsin®®) have recently enacted
statutes that, while not as comprehensive, provide for very limited access to marijuana for
medical use. Unlike comprehensive medical marijuana programs, which generally provide for
the use of a variety of marijuana strains, the statutes of these eleven states make provisions only
for certain strains of marijuana and for limited medical or research purposes.

These statutes, often referred to as "limited access marijuana product laws," generally
make provisions only for marijuana or marijuana-derived products that have low concentrations
of tetrahydrocannabinol (THC), the main psychoactive constituent in marijuana. Some states
additionally require that marijuana products have high concentrations of cannabidiol, a chemical
compound of marijuana that is believed to be effective in the treatment of seizures and may
counteract the psychoactive effects of THC, Most limited access states also specify that these
types of marijuana products may only be used for treatment or research of specific health
disorders, such as epileptic conditions or seizures.

Distribution models within these limited access states vary widely. Five states
(Alabama,?® Kentucky,?” Mississippi,®® Tennessee,”? and Utah™") limit distribution of medical
marijuana products to educational institutions. Florida limits distribution to five dispensing
organizations, each located in a different state region.>! Missouri authorizes the establishment of
two cultivation and production facilities in the state, which will dispense products at cannabidiol
oil care centers.*? North Carolina does not specify a distribution model, other than to require that
marijuana products be acquired from another jurisdiction. South Carolina's law is silent
regarding the manufacture and distribution of marijuana products, but does stipulate that clinical
trials and products to be dispensed as part of any clinical trials are subject to approval by the
United States Food and Drug Administration.®® Iowa does not define the distribution method

13 Act 2014-277, Acts of Alabama.

16 Chapter 2014-157, Eaws of Florida.

17 Senate File 2360, Towa Acts 2014.

12 2014 Kentucky Acts Chapter 112.

19 Chapter 501, General Laws of Mississippi of 2014,

2 House Bill 2238, Laws of Missouri, 2014.

2l Session Law 2014-53, Session Laws of North Carolina. -

22 Act 221, Acts and Joint Resolutions of Scuth Carolina, 2014.

% Chapter 936, Public Acts of Tennessee 2014,

24 Chapter 25, Laws of Utah 2014,

2 Act 267, 2014 Wisconsin Session Laws.

7 Section 2 of Act 2014-277, Acts of Alabama.

27 Section 1 of 2014 Kentucky Acts Chapter 112.

2 Section 3 of Chapter 501, General Laws of Mississippi of 2014,

*? Section 1 of Chapter 936, Public Acts of Tennessee 2014,

30 Sections 2 and 3 of Chapter 25, Laws of Utah 2014,

31 Section 2 of Chapter 2014-157, Laws of Florida.

32 Section A of House Bill 2238, Laws of Missouri, 2014.

33 Section 2 of Session Law 2014-53, Session Laws of North Carolina,
3 Section 1 of Act 221, Acts and Joint Resolutions of South Carolina, 2014.
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and Wisconsin provides no mechanism for production or manufacture of marijuana products.
None of the limited access states recognize patients who are registered with other limited access
states.
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Chapter 4

DISTRIBUTION SYSTEMS

Eighteen states currently have medical marijuana programs that provide for the
establishment of distribution systems. Most of these states require that distribution be regulated
primarily at the state level. However, Colorado gives independent, dual jurisdiction to both the
state and its counties. California is the only state where distribution of medical marijuana is
regulated exclusively at the county and city level.

State Regulation of Distribution
Regulatory Structure

The distribution systems generally entail statewide regulation through registration,
licensure, or permitting of third party entities to distribute medical marijuana.’ In the seventeen
states that have statewide regulation, twelve states (Arizona, Delaware, Illinois, Maine,
Massachusetts, Minnesota, Nevada, New Hampshire, New York, Oregon, Rhode Island, and
Vermont) have regulatory statutes that are registration statutes. Among the remaining five states,
the regulatory statutes are licensing statutes (Colorado, Connecticut, Maryland, and New
Mexico) or a permitting statute (New Jersey). These regulatory statutes were enacted as
permanent laws in all but two of the states.”

With respect to these regulated third party entities, many states differentiate between
"cultivation centers" and "dispensaries." Generally, cultivation centers grow medical marijuana,
while dispensaries dispense medical marijuana to qualifying patients or their caregivers.
However, the majority of the states (Arizona, Colorado, Delaware, Maine, Maryland,’
Massachusetts, Minnesota, New Hampshire, New Jersey, New Mexico, New York, Rhode
Island, and Vermont) allow the same entity to conduct both cultivation and dispensing
operations. It should be noted that, even if an entity is allowed to dispense medical marijuana to
a qualifying patient, states specifically do not permit the consumption of marijuana on the
premises of such an entity.

! Licensure and permitting statutes are generally considered to provide a more extensive level of oversight than a
registration statute. For example, an application for registration may require basic information about a proposed
business (e.g., name of the parties, address of the business, description of the business, etc.) in order for the state to
determine whether its registration requirements have been met. On the other hand, an application for licensure may
require more extensive information {e.g., detailed business plan, audited financial statements, tax records,
background checks of the parties, ete.) in order to determine whether the parties involved have the financial
resources and technical ability to operate the proposed business. However, this is merely a generalization and results
may vary depending on the requirements of a particular state.

2 Illinois enacted its regulatory statutes as a pilot program with a four-year sunset date, while New York enacted its
statutes with a seven-year sunset date.

3 See note 16, infia.
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As indicated in table 4-1 below, the statutory terms used by states to refer to a third party
that cultivates medical marijuana include "producer" (Connecticut), "cultivation center"
(Illinois), and "cultivation facility” (Nevada). Likewise, the statutory terms used by states to
refer to a third party that dispenses medical marijuana to a patient include "dispensary"
(Connecticut), "dispensing organization” (Illinois), and "medical marijuana dispensary"
(Nevada). In states where the third party entity engages in both cultivation and dispensing, and
is regulated as an entity that engages in both types of activities, the statutory terms used to
describe the third party entity include "compassion center” (Delaware, Rhode Island), "medical
marijuana treatment center" (Massachusetts), "alternative treatment center" (New Hampshire), as
well as "dispensary" (Arizona, Maine, and Vermont). For the purposes of general discussion,
this report will use the terms "cultivation centers" and "dispensaries" to refer to third party
entities that cultivate or dispense medical marijuana, respectively.

In eleven of the seventeen states (Arizona, Delaware, Maine, Massachusetts, Minnesota,
New Hampshire; New Jersey, New Mexico, New York, Rhode Island, and Vermont), both the
cultivation of medical marijuana and the dispensing of it to patients are covered under a single
license, registration, or permit. Among the remaining states, the cultivation of medical
marijuana and the dispensing of it to patients are covered under separate licenses (Colorado,
Connecticut, and Maryland) or separate registrations (Illinois, Nevada, and Oregon). Colorado is
somewhat unique in that a single entity generally holds the two separate licenses -- an "optional
premises cultivation operation” license for cultivation and a "medical marijuana center” license
for dispensing.

State regulation is generally placed under the jurisdiction of the state's health agency,
although other alternatives include the state revenue agency (Colorado), the state consumer
protection agency (Connecticut), and the state public safety agency (Vermont). Where separate
state licenses are required for cultivation and for dispensing, regulation of both activities tends to
be placed under the jurisdiction of the same state agency (Colorado, Connecticut, Maryland,
Nevada, and Oregon), although one state, Illinois, divides state level jurisdiction between two
different state agencies, specifically, its agriculture agency and its financial and professional
regulation agency.

The table below lists the seventeen states and outlines their basic regulatory structure.
Specifically, it indicates: whether the regulation of cultivation centers and dispensaries is
handled jointly or separately; whether the level of regulation is licensure, registration, or permit;
and the designation of the regulating authority.
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Table 4-1. Regulatory Structure

State Regulation Cultivation Centers Dispensaries
Registration by the
Arizona Department of Nonprofit Medical Marijuana Dispensaries®

Health Services

State Licensure by
the Executive
Director of the

: Department of
Colorado® - Revenue

Optional Premises

Cultivation Operations® Medical Marijuana Centers’

County Licensure by
the local licensing
authority®

Optional Premises

Cultivation Operations Medical Marijuana Centers

Licensure by the
Connecticut -| Commissioner of Producers® Dispensaries
Consumer Protection

10

* Section 36-2801(11), Arizona Revised Statutes, defines "nonprofit medical marijuana dispensary" as "a not-for-
profit entity that acquires, possesses, cultivates, manufactures, delivers, transfers, fransports, supplies, sells or
dispenses marijuana or related supplies and educational materials to cardholders."

% The state and county agencies do not issue joint licenses, They issue licenses independently of each other.
Pursuant to Colorado Revised Statutes section 12-43.3-310(2), an applicant for a license "may not operate until it
has been licensed by the local licensing authority and the state licensing authority pursuant to this article, If the state
Heensing authority issues the applicant a state license and the local licensing authority subsequently denies the
applicant a license, the state licensing authority shall consider the local licensing authority denial as a basis for the
revocation of the state-issued license."

¢ Colorado Revised Statutes section 12-43.3-403(1) specifies that an "optional premises cultivation license may be
issued only to a person licensed pursuant fo section 12-43.3-402(1) . .. who grows and cultivates medical marijuana
at an additional Colorado licensed premises configuous or not contiguous with the licensed premises of the person's
medical marijuana center licensef.]"

7 Colorado Revised Statutes section 12-43.3-402(1), which specifies that a "medical marijuana center license shall
be issued only to a person selling medical marijuana pursuant to the terms and conditions of this article.” Section
12-43.3-402(3) also specifies that "[e]very person selling medical marijuana as provided for in this article shall sell
only medical marijnana grown in its medical marijuana optional premises licensed pursuant to this article.”

8 Colorado Revised Statutes section 12-43.3-104(5) defines "local licensing authority" as "an authority designated by
municipal or county charter, ordinance, or resolution, or the governing body of a municipality, city and county, or
the board of county commissioners of a county if no such authority is designated.”

? Pursuant to sections 212-408(4) and 21a-408i, Connecticut General Statutes, a "producer” is licensed by the
Commissioner of Censumer Protection, "organized for the purpose of cultivating marijuana for palliative use in
[Connecticut,]” and is "qualified to cultivate marijuana and sell, deliver, transport or distribute marijuana solely
within [Connecticut.]"

¥ Pursuant to sections 21a-408(3) and 21a-408h, Connecticut General Statutes, a “dispensary" is a pharmacist
licensed by the Commissioner of Consumer Protection to "acquire, possess, distribute and dispense marijuanaf.]"
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State Regulation Cultivation Centers Dispensaries

Registration by the
Department of
Health and Social
Setvices

Delaware Registered Compassion Centers!!

Registration by the | Cultivation Centers
Department of
Agriculture

Tllinois Registration by the
Department of
Financial and Dispensing Organizations'*
Professional
Repulation

' Delaware Code, title 16, section 4902A(12) defines "registered compassion center” as " a not-for-profit entity
registered pursuant to § 4914A of this title that acquires, possesses, cultivates, manufaciures, delivers, transfers,
transports, sells, supplies, or dispenses marijuana, paraphernalia, or related supplies and educational materials fo
registered qualifying patients who have designated the dispenser to cultivate marijuana for their medical use and the
registered designated caregivers of these patients."

12 The IHinois statutes took effect on January 1, 2014, and are scheduled for repeal on January 1, 2018, pursuant to
410 Ilinois Compiled Statutes 130/220 and 999 (2013).

13 410 THinois Compiled Statutes 130/10(e) (2013) defines "cultivation center” as "a facility operated by an
organization or business that is registered by the Department of Agriculture to perform necessary activities to
provide only registered medical cannabis dispensing organizations with usable medical cannabis.”

14 410 THinois Compiled Statutes 130/10(o) (2013) defines "dispensing organization" as "a facility operated by an
organization or business that is registered by the Department of Financial and Professional Regulation to acquire
medical cannabis from a registered cultivation center for the purpose of dispensing cannabis, paraphernalia, or
related supplies and educational materials to registered qualifying patients.”
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State Regulation Cultivation Centers Dispensaries
Registration by the ‘
. Department of . . 1s
Maine Health and Human Dispensaries
Services

Licensure by the
Natalie M. LaPrade | Medical Marijuana
Medical Marijuana Growers'®

Commission

Maryland Dispensaries'’

Registration by the
Massachusetts Department of Public | Medical Marijuana Treatment Centers'®
Health

Registration by the
Minnesota Commissioner of Medical Cannabis Manufacturers'®
Health

15 Maine Revised Statutes, title 22, section 2422(6), defines "dispensary” as "a not-for-profit entity registered under
section 2428 that acquires, possesses, cultivates, manufactures, delivers, transfers, transports, sells, supplies or
dispenses marijuana or related supplies and educational materials to qualifying patients and the primary caregivers
of those patients."

16 Although their primary purpose is to cultivate medical marijuana, section 13-3309 of the Health-General Article,
Code of Maryland (as amended by chapters 240 and 256, 2014 Laws of Maryland), authorizes medical marijuana
growers to provide medical marijuana directly to qualifying patients and caregivers, as well.

17 Section 13-3301 of the Health-General Article, Code of Maryland (as amended by chapters 240 and 256, 2014
Laws of Maryland), defines "dispensary” as "an entity licensed under this subtitle that acquires, possesses,
processes, transfers, transports, sells, distributes, dispenses, or administers marijuana, products containing
marijuana, related supplies, related produets including food, tinctures, aerasols, oils, or cintments, or educational
materials for use by a qualifying patient or caregiver.”

18 Chapter 369, section 2(H), Massachusetts Acts 2012, defines "medical marijuana treatment center" as "a not-for-
profit entity, as defined by Massachusetts law only, registered under this law, that acquires, cultivates, possesses,
processes (including development of related products such as food, tinctures, aerosols, oils, or ointments), transfers,
transports, sells, distributes, dispenses, or administers marijuana, products containing marijuana, related supplies, or
educational materials fo qualifying patients or their personal caregivers."

1? Chapter 311, section 2, Laws of Minnesota 2014, defines "medical cannabis manufacturer” as "an entity registered
by the commissioner to cultivate, acquire, manufacture, possess, prepare, transfer, transport, supply, or dispense
medical cannabis, delivery devices, or related supplies and educational materials." But see note 54, infra, and
accompanying text. '
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State Regulation Cultivation Centers Dispensaries

Registration by the Cultivation Facilities* Medical Marijuana
Division of Public Dispensaries®!

and Behavioral
Nevada Health of the
Department of
Health and Human
Services

Registration by the
Department of
Health and Human
Services

New Hampshire Alternative Treatment Centers®?

Permit from the
New Jersey Department of Alternative Treatment Centers®
Health

Licensure by the
New Mexico Department of Licensed Producers®
Health

20 Section 453A.056, Nevada Revised Statutes, defines "cultivation facility" as a business registered with the
Department of Health and Human Services that "[a]cquires, possesses, cultivates, delivers, transfers, transports,
supplies or sefls marijuana and related supplies to:

{(a) Medical marijuana dispensaries;
{b) Facilities for the production of edible marijuana products or marijuana-infused products; or
(c) Other cultivation facilities."

2l Section 453A.115, Nevada Revised Statutes, defines "medical marijuana dispensary” as a business registered with
the Department of Health and Human Services that "[a]cquires, possesses, delivers, transfers, transports, supplies,
sells or dispenses marijuana or related supplies and educational materials to the holder of a valid registry
identification card.” .
2 Section 126-X:1{I), New Hampshire Revised Statutes, defines "alternative treatment center” as a not-for-profit
entity registered with the Department of Health and Human Services that "acquires, possesses, cultivates,
manufactures, delivers, transfers, transports, sells, supplies, and dispenses cannabis, and related supplies and
educational materials, to qualifying patients and alternative treatment centers.”
2 Seciion 24:61-3, New Jersey Revised Statutes, defines "alternative treatment center" as "an organization approved
by the department to perform activities necessary to provide registered qualifying patients with usable marijuana and
related paraphernalial.]" Section 24:61-7, New Jersey Revised Statutes, authorizes alfernative treatment centers to
"acquire a reasonable initial and ongoing inventory, as determined by the department, of marijuana seeds or
seedlings and paraphernalia, possess, cultivate, plant, grow, harvest, process, display, manufacture, deliver, transfer,
transport, distribute, supply, sell, or dispense marijuana, or related supplies to qualifying patients or their primary
caregivers who are registered with the department[.]"
 Section 26-2B-3, New Mexico Statutes Annotated, defines "lcensed producer” as "any person or association of
persons within New Mexico that the {Department of Health] determines to be qualified to produce, possess,
distribute and dispense cannabis pursuant to the Lynn and Erin Compassionate Use Act and that is licensed by the
department[.]"
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State Regulation Cultivation Centers Dispensaries

Registration by the
New York Commissioner of Registered Organizations®
Health

Registration by the
Oregon Oregon Health Marijuana Grow Sites?
Authority

Medical Marijuana
Facilities?’

Registration by the
Rhode Istand Department of Compassion Centers?®
Health

Registration by the
Vermont Department of Public | Dispensaries®
Safety

Operational Requirements

The seventeen states impose a variety of operational requirements on cultivation centers
and dispensaries. Simply doing business as a cultivation center or dispensary will subject an
entity to various application and renewal fees, and sales of medical marijuana will likely be
subject to various state and local taxes. The following table outlines the taxes and fees that apply
to cultivation centers and dispensaries. ‘

23 New York Public Health Law, section 3364(1), defines "registered organization” as "a for-profit business entity or
not-for-profit corporation organized for the purpose of acquiring, possessing, manufacturing, selling, delivering,
transporting, distributing or dispensing marihuana for certified medical use.”

26 Section 475.302(7), Oregon Revised Statutes, defines "marijuana grow site” as a location registered with the
Oregon Health Authority "where marijuana is produced for use by a registry identification cardholder.”

* Pursuant to section 475.314(1), Oregon Revised Statutes, a medical marijuana facility is authorized to transfer
"ysable marijuana and immature marijuana plants from:

(a) A registry identification cardholder, the designated primary caregiver of a registry identification
cardholder, or a person responsible for a marijuana grow site to the medical marijuana facility; or
{b) A medical marijuana facility to a registry identification cardholder or the designated primary

caregiver of a registry identification cardholder,” ‘
2 Section 21-28.6-3(2), Rhode Island General Laws, defines "compassion center" as "a not-for-profit corporation . .
. that acquires, possesses, cultivates, manufactures, delivers, transfers, transports, supplies or dispenses marijuana,
and/or related supplies and educational materials, to registered qualifying patients and/or their registered primary
caregivers who have designated [the compassion center] as one of their primary caregivers.”
2 Yermont Statutes, title 18, section 4472(5), defines "dispensary” as "a nonprofit entity . . . which acquires,
possesses, cultivates, manufactures, transfers, transports, supplies, sells, or dispenses marijuana, marijuana-infused
products, and marijuana-related supplies and educational materials for or to a registered patient who has designated
it as his or her center and to his or her registered caregiver for the registered patient's use for symptom relief."
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Table 4-2. Fees and Taxes Applicable to Cultivation Centers and Dispensaries

State Fees Taxes
Arizona® $5,000 application fee, 5.6% state sales tax,
$1,000 renewal fee Variable local taxes
Medical Marijuana Centers: 2.9% state sales tax,
$6,000 to $14,000 application fee Variable local taxes
$3,000 to $11,000 license fee
$3,300 to $11,300 renewal fee
Colorado®!
Optional Premises Cultivation Operations:
$1,000 application fee
$2,200 license fee
$2,500 renewal fee
Dispensaries: 6.35% state sales tax
$1,000 application fee, :
$1,000 per year license and renewal fees
Connecticut™
Producers:
$25,000 application fee,
$75,000 annual license and renewal fee
Delaware® $5,000 application fee, Gross receipts tax on revenue
$40,000 annual certification and renewal fees in excess of $1.2 million
Hinois™ Fees will be determined by administrative rule | 7% excise tax,
1% state sales tax
Maine® $15,000 application fee, 5.5% state sales tax, or
$15,000 renewal fee 8% tax on edible products
Maryland?* Fees to be determined by administrative rule 6% state sales tax
$31,500 in fees for a 2-step application process, | Likely not subject to state sales fax
Massachusefts™ $50,000 annual registration fee ’ J
$20,000 application fee, Sale of medical cannabis is
Minnesota®® Annual fee to be established by not taxed

Commissioner of Health

30 See section R9-17-102, Arizona Administrative Code.
31 See sections M 206, 207, and 208 of 1 Colorade Code of Regulations 212-1,
32 See section 21a-408-28, Regulations of Connecticut State Agencies.
33 See sections 7.6.1, 7.9.1, and 7.10.2.1 of 16 Delaware Administrative Code 4470.

# See 410 Illinois Compiled Statutes 130, sections 115, 125, 200, and 915, Laws of Tllinois 2013.

35 See sections 7.4.1, and 7.4.2 of 10-144 Code of Maine Rules chapter 122,

36 See section 13-3304(c) of the Health-General Article, Code of Maryland (as amended by chapters 240 and 256,
2014 Laws of Maryland). ' '
37 See 801 Code of Massachusetts Regulations 4.02(105).
38 See chapter 311, section 15, Laws of Minnesota 2014.
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State Fees Taxes
Medical Marijuana Dispensaries: 2% excise tax on wholesale sales,
$5,000 application fee 2% excise tax on retail sales,
$30,000 registration fee 6.85% state sales tax,
$5,000 renewal fee Variable local taxes
Nevada®
Cultivation Facilities:
$5,000 application fee
$3,000 registration fee
$1,000 renewal fee
. o | Fees will be established by Department No sales tax
New Hampshire? of Health and Human Services
$20,000 application fee 7% state sales tax
New Jersey®! {$18,000 refunded to unsuccesstul applicants),
$20,000 renewal fee
. $1,000 application fee, 5.125 state gross receipts tax,
New Mesxico® $5,000 to $30,000 renewal fee Variable local taxes
43 Fees to be determined by 7% excise tax
New York the Commissioner of Health
i $4,000 application fee, No sales tax
Oregon™ $4,000 renewal fee
$250 application fee, 4% compassion center surcharge,
Rhode Island® $5,000 registration fee, 7% state sales tax
$5,000 renewal fee
$2,500 application fee, Likely not subject to state sales tax
Vermont*t $20,000 registration fee,
$30,000 renewal fee

Further, the majority of the seventeen states also require dispensaries to comply with
various requirements pertaining to the training of employees who dispense medical marijuana to
qualifying patients, as well as to provision of educational materials to qualifying patients. The
following table summarizes these requirements.

¥ See sections 453A.344 and 372A.075, Nevada Revised Statutes.

40 See section 126-X:7, New Hampshire Revised Statutes.

4 See sections 8:64-6.5 and 8:64-7.10, New Jersey Administrative Code,

12 See section 7.34.4.8(Q), New Mexico Administrative Code.

4 See New York State Public Health Law, section 3364(3)-(5), and New York State Tax Law, section 490(2).
4 See section 333-008-1030, Oregon Administrative Rules,

4> See sections 21-28.6-12(c) and (d) and 44-67-3, Rhode Island General Laws.

16 See 28-000-003 Code of Vermont Rules section 7.4 and 7.5.
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Table 4-3. Staff Training and Patient Education Requirements

State Staff Training Patient Education
»  Guidelines for providing Patient education and support, including:
information to qualifying patients » Availability of different strains
related to risks, benefits, and side of marijuana and the purported
effects associated with marijuana; effects of each strain;
» Guidelines for providing support ¢ Information about the purported
to qualifying patients related to the effectiveness of various methods,
Arizona®? pat%ent‘s selt-assessiment of the form_s, and rout.es: for r_nedical
patient's symptoms; marijuana administration;
» Recognizing signs and symptoms » Methods of tracking the effects
of substance abuse; and of different strains and forms of
*  Guidelines for refusing to provide _ marijuana; and
medical marijuana to an individual ¢ Prohibition on the smoking of
who appears to be impaired or marijuana in public places.
abusing medical marijuana.
Colorado® Occupational licenses required -
¢ On-the-job and other related Informational material related to:
education; ¢ Limitations on the right to
+ Professional conduct, ethics, and possess and use marijuana;
state and federal statutes and ¢ Safe techniques for proper use of
regulations regarding patient marijuana and paraphernalia;
Connecticut®? confidentiality; and e Alternative methods and forms
¢ Developments in the field of the of consumption or inhalation;
medical use of marijuana. * Signs and symptoms of
substance abuse; and
¢ Opportunities to participate in
substance abuse programs.
¢ Professional conduct, ethics, and Explanation of:
state and federal laws regarding ¢ Limitations on the right to use
patient confidentiality; medical marijuana under state
e Informational developments in the law;
field of medical use of marijuana; * Ingestion options of usable
Delaware® ¢ The proper use of security marijuana;

measures and controls that have
been adopted; and

Specific procedural instructions
for responding to an emergency,
including robbery or violent
accident.

s Safe smoking techniques; and
¢ Poteniial side effects.

4 See sections R9-17-310(A)(2)(e) and R9-17-313(C), Arizona Administrative Code.
3 See section M 233 of 1 Colorado Code of Regulations 212-1,
4 See sections 21a-408-34(0) and 21a-408-44(a), Regulations of Connecticut State Agencies.
%0 See sections 7.3.9 and 7.4 of 16 Delaware Administrative Code 4470.
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State Staff Training Patient Education
- Department of Public Health must
51 ' develop and distribute educational

Minois information on health risks of abuse of

cannabis and prescription drugs.

Dispensaries must have written policies Educational materials regarding:
regarding job description and employment »  Strains of marijuana and
contracts, including training. different effects;

s Proper dosage for different
modes of administration;

e Tolerance, dependence, and

Maine™ withdrawal;

* Substance abuse signs and
symptoms; and

¢  Whether the dispensary’s
marijuana and associated
products meet organic
certification standards.

Maryland -~ -
8 hours of ongoing annual training on Educational materials, including:
topics specified by the Department of s Health and safety warnings;
Public Health, including confidentiality. e Information to assist in the

selection of marijuana;

e Materials to enable patients to
track the strains used and their
associated effects;

+ Information describing proper
dosage and titration for different
routes of administration;

+ A discussion of tolerance,
dependence, and withdrawal;

+ Substance abuse signs and

Massachusetts™ symptoms;

+ Referral information for
substance abuse treatment
programs;

+ A statement that qualifying
patients may not distribute
marijuana to any other
individual, and that they must
return unused, excess, or
contaminated product to the
dispensary for disposal; and

e Any other information required
by the Department of Public
Health.

51 See 410 Hlinois Compiled Statutes 130, section 15(a)(2), Laws of Tllinois 2013.
52 See sections 6.9.3 and 6.9.5 of 10-144 Code of Maine Rules chapter 122,
3 See 105 Code of Massachusetts Regulations 725.105(H) and (K).
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DISTRIBUTION SYSTEMS
State Staff Training Patient Education
Minnesota® 01113.( license‘c‘l pharmacists may dispense -~
medical marijuana to patients.

e Security measures and conirols Patient education and support, including:
that have been adopted by the o Availability of different strains
dispensary; of marijuana and the purported

e Procedures and instructions for effects of the different strains;
responding to an emergency; s Information about the purported

e State and federal statutes and effectiveness of various methods,
regulations regarding forms and routes of medical

Nevada®® confidentiality; marijuana administration; and

» Instruction on different strains of ¢ Prohibition on the smoking of
cannabis and different methods of medical marijuana in public
using cannabis and cannabis places, places open to the public,
products; and and places exposed to public

» Learning to recognize signs of view.
medicine abuse or instability in
patient use of medical matijuana.

Alternative treatment centers must Educational materials including
develop, implement, and maintain policies | information on:
on employee training, including e Strains of cannabis, routes of
instruction on confidentiality faws and administration, and their
security measures and controls adopted by different effects;
the center. s Proper dosage for different
modes of administration;
e Tolerance, dependence, and
New withdrawal;
Hampshire>® » Substance abuse signs and

symptoms; .

Whether the alternative treatment
center's cannabis and associated
products meet organic
certification standards; and
Possible side effects from the use
of cannabis for therapeutic
purposes.

5 See chapter 311, section 9(3), Laws of Minnesota 2014,
35 See sections 41{d)(3) and 54(e) of Adopted Regulation of the Division of Public and Behavioral Health of the
Nevada Department of Health and Human Services No. R004-14,
% See section 126-X:8(XVI){c) and (XVII)}a), New Hampshire Revised Statutes.
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1S THE GRASS ALWAYS GREENER? AN UPDATED LOOK AT OTHER STATE MEDICAL MARIJUANA PROGRAMS

State Staff Training Patient Education
s Professional conduct, ethics and Provision of information on:
state and federal laws regarding ¢ Limitations of the right to
patient confidentiality; possess and use marijuana under
s Informational developments in the state law;
field of medical use of marijuana; » Potential side effects of
*  Proper use of security measures marijuana use;
and controls that have been s Differing strengths of products
adopted by the alternative dispensed;
treatment center; and s Safe techniques for use of
New Jersey™’ *  Specific procedural instructions medical marijuana and
for responding to an emergency, paraphernalia;
including a robbery or workplace e  Alternative methods and forms
violence. of consumption or inhalation;

e Signs and symptoms of
substance abuse;

¢ Opportunities to participate in
substance abuse programs; and

e Tolerance, dependence, and

withdrawal.
» State and federal confidentiality Educational materials on:
laws; e The limitation of the right to
s Professional conduct and ethics; possess and use cannabis;
New Mexico’® Informational developments in the * The quality of the product;
fieid of medical vse of cannabis; * Ingestion options of usable
and marijuana;
s Employee safety and security » Safe smoking techniques; and
training. s Potential side effects,

-- Provision of a safety insert with
information on:
¢ Methods for administering
medical marijuana in individual
doses;
s Any potential dangers stemming
from the use of medical
New York* marijuana;
¢ How to recognize what may be
problematic usage of medical
marijuana and obtain appropriate
services or treatment for
problematic usage; and
e  Other information, as determined
by the Commissioner of Heatth.

57 See sections 8:64-9.5(b) and 8:64-11.1, New Jersey Administrative Code.
8 See sections 7.34.4.8(1) and 7.34.4.10(D), New Mexico Administrative Code.
% See New York State Public Health Law, section 3364(6).
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DISTRIBUTION SYSTEMS
State Staff Training Patient Education
Employees must be trained in the =
registered facility's policies and
procedures regarding:
*  Security;
o Testing;
Oregon® ¢ Transfers of usable marijuana and
plants to and from the facility;
»  Operation of a registered facility;
* Required record keeping;
¢ Labeling; and
¢ Violations and enforcement.
e Professional conduct, ethics, and Provision of information on:
patient confidentiality; e The limitations on the right to
¢ Informational developments in the use medical marijuana under
field of medical use of marijuana; state law;
¢ Proper use of security measures * Ingestion options of useable
Rhode Island®! and controls that have been marijuana;
adopted; and s Safe smoking techniques; and
*  Specific procedural instructions on * Potential side effects.
how to respond to an emergency,
including robbery or violent
accident. _
» Confidentiality laws; Educational materials regarding:
* Proper use of security measures & Strains of marijuana and
and controls that have been different effects;
adopted; and e Proper dosage for different
Vermont$? ¢ Specific procedural instructions on modes of administration;

how to respond to an emergency,
including robbery or violent
incident.

Tolerance, dependence, and
withdrawal; and

Substance abuse signs and
symptoms.

The majority of the seventeen states also require dispensaries to affix labels to the
products they dispense. These labels are intended to convey important information about the
products to the qualifying patients. The following table summarizes the labeling requirements of

the seventeen states,

80 See section 333-008-1200(4), Oregon Administrative Rules.

81 See sections 5.1.8(i) and 5.1.9 of the Rules and Regulations Related to the Medical Marijuana Program [R21-28.6-

MMP], Rhode Tsland Departiment of Health,
2 See Vermont Statutes, (itle 18, section 4474e(j) and 28-000-003 Code of Vermont Rules section 6.25.4.
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