
























Hawaii

Thirteen states have laws that protect patients who 

possess medical marijuana with their doctors' approval 

and that allow for the cultivation of medical marijuana.

13 States Have Effective Medical Marijuana Laws

Alaska





Hawaii

Alaska

Washington,
DC

13 states have laws that allow the cultivation of medical marijuana and that protect patients
who possess medical marijuana (with their doctors' recommendations or certifications)
from criminal penalties.

17 states and the District of Columbia have laws that recognize marijuana’s medical value,
but these laws are ineffective because they rely on federal cooperation.

Maryland protects medical marijuana patients from jail, but not from fines or a criminal conviction.
It also does not allow cultivation.

31 STATES WITH MEDICAL MARIJUANA LAWS, 2008





27 States Considered Medical Marijuana Legislation 

During the 2007 or 2008 Legislative Sessions

Hawaii

During the 2007 and 2008 legislative sessions:

17 states considered bills to protect medical marijuana patients
 and caregivers from arrest and criminal penalties.

8 states considered bills to amend existing, effective 
medical marijuana laws.

Texas and Kansas considered bills that would protect medical
marijuana patients from being convicted, but not arrested.

For more information about these bills, including their status, please see Appendix L.
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M M B P 
The Need to Change State and Federal Law

For thousands of years, marijuana has been used to treat a wide variety of ailments. Until 1937, marijuana 
(Cannabis sativa L.) was legal in the United States for all purposes. Presently, federal law allows only three 
Americans to use marijuana as a medicine.

On March 17, 1999, the National Academy of Sciences’ Institute of Medicine (IOM) concluded that “there 
are some limited circumstances in which we recommend smoking marijuana for medical uses.” The IOM report, 
the result of two years of research that was funded by the White House drug policy office, analyzed all existing 
data on marijuana’s therapeutic uses. Please see http://www.mpp.org/SCIENCE.

MEDICAL VALUE 
Marijuana is one of the safest therapeutically active substances known. No one has ever died from an 

overdose, and it has a wide variety of therapeutic applications, including:

Relief from nausea and appetite loss;
Reduction of intraocular (within the eye) pressure;
Reduction of muscle spasms; and
Relief from chronic pain.

Marijuana is frequently beneficial in the treatment of the following conditions:

AIDS. Marijuana can reduce the nausea, vomiting, and loss of appetite caused by the ailment itself and 
by various AIDS medications. Observational research has found that by relieving these side effects, medical 
marijuana increases the ability of patients to stay on life-extending treatment. (See also CHRONIC PAIN below) 

HEPATITIS C. As with AIDS, marijuana can relieve the nausea and vomiting caused by treatments for 
hepatitis C. In a study published in the September 2006 European Journal of Gastroenterology & Hepatology, 
patients using marijuana were better able to complete their medication regimens, leading to a 300% improvement 
in treatment success.

GLAUCOMA. Marijuana can reduce intraocular pressure, alleviating the pain and slowing — and sometimes 
stopping — damage to the eyes. (Glaucoma is the leading cause of blindness in the United States. It damages vision 
by increasing eye pressure over time.)

CANCER. Marijuana can stimulate the appetite and alleviate nausea and vomiting, which are common side 
effects of chemotherapy treatment.

MULTIPLE SCLEROSIS. Marijuana can limit the muscle pain and spasticity caused by the disease, as well 
as relieving tremor and unsteadiness of gait. (Multiple sclerosis is the leading cause of neurological disability 
among young and middle-aged adults in the United States.)

EPILEPSY. Marijuana can prevent epileptic seizures in some patients.

CHRONIC PAIN. Marijuana can alleviate chronic, often debilitating pain caused by myriad disorders and 

M     .
P.O. Box 77492, Capitol Hill, Washington, DC 20013

Phone: 202-462-5747  Fax: 202-232-0442  www.mpp.org  info@mpp.org



injuries. Since 2007, three published clinical trials have found that marijuana effectively relieves neuropathic pain 
(pain cause by nerve injury), a particularly hard to treat type of pain that afflicts millions suffering from diabetes, 
HIV/AIDS, multiple sclerosis, and other illnesses.

Each of these applications has been deemed legitimate by at least one court, legislature, and/or government 
agency in the United States.

Many patients also report that marijuana is useful for treating arthritis, migraine, menstrual cramps, alcohol 
and opiate addiction, and depression and other debilitating mood disorders.

Marijuana could be helpful for millions of patients in the United States. Nevertheless, other than for the three 
people with special permission from the federal government, medical marijuana remains illegal under federal law!

People currently suffering from any of the conditions mentioned above, for whom the legal medical options 
have proven unsafe or ineffective, have two options:

1. Continue to suffer without effective treatment; or

2. Illegally obtain marijuana — and risk suffering consequences directly related to its illegality, such as:

 an insufficient supply due to the prohibition-inflated price or scarcity; impure, contaminated, or  
chemically adulterated marijuana; 

arrests, fines, court costs, property forfeiture, incarceration, probation, and criminal records. 

BACKGROUND 
Prior to 1937, at least 27 medicines containing marijuana were legally available in the United States. Many 

were made by well-known pharmaceutical firms that still exist today, such as Squibb (now Bristol-Myers Squibb) 
and Eli Lilly. The Marijuana Tax Act of 1937 federally prohibited marijuana. Dr. William C. Woodward of the 
American Medical Association opposed the Act, testifying that prohibition would ultimately prevent the medical 
uses of marijuana.

The Controlled Substances Act of 1970 placed all illicit and prescription drugs into five “schedules” 
(categories). Marijuana was placed in Schedule I, defining it as having a high potential for abuse, no currently 
accepted medical use in treatment in the United States, and a lack of accepted safety for use under medical 
supervision.

This definition simply does not apply to marijuana. Of course, at the time of the Controlled Substances Act, 
marijuana had been prohibited for more than three decades. Its medical uses forgotten, marijuana was considered 
a dangerous and addictive narcotic.

A substantial increase in the number of recreational users in the 1970s contributed to the rediscovery of 
marijuana’s medical uses:

 Many scientists studied the health effects of marijuana and inadvertently discovered marijuana’s medical 
uses in the process.

 Many who used marijuana recreationally also suffered from diseases for which marijuana is beneficial. By 
accident, they discovered its therapeutic value.

As the word spread, more and more patients started self-medicating with marijuana. However, marijuana’s 
Schedule I status bars doctors from prescribing it and severely curtails research.



THE STRUGGLE IN COURT 
In 1972, a petition was submitted to the Bureau of Narcotics and Dangerous Drugs — now the Drug 

Enforcement Administration (DEA) — to reschedule marijuana to make it available by prescription.

After 16 years of court battles, the DEA’s chief administrative law judge, Francis L. Young, ruled on 
September 6, 1988:

“Marijuana, in its natural form, is one of the safest therapeutically active substances known. ...”

“... [T]he provisions of the [Controlled Substances] Act permit and require the transfer of marijuana from 
Schedule I to Schedule II.”

“It would be unreasonable, arbitrary and capricious for DEA to continue to stand between those sufferers and 
the benefits of this substance. ...”

Marijuana’s placement in Schedule II would enable doctors to prescribe it to their patients. But top DEA 
bureaucrats rejected Judge Young’s ruling and refused to reschedule marijuana. Two appeals later,  
petitioners experienced their first defeat in the 22-year-old lawsuit. On February 18, 1994, the U.S. Court of 
Appeals (D.C. Circuit) ruled that the DEA is allowed to reject its judge’s ruling and set its own criteria — enabling 
the DEA to keep marijuana in Schedule I.

However, Congress has the power to reschedule marijuana via legislation, regardless of the  
DEA’s wishes. 

TEMPORARY COMPASSION 
In 1975, Robert Randall, who suffered from glaucoma, was arrested for cultivating his own marijuana. He 

won his case by using the “medical necessity defense,” forcing the government to find a way to provide him with 
his medicine. As a result, the Investigational New Drug (IND) compassionate access program was established, 
enabling some patients to receive marijuana from the government.

The program was grossly inadequate at helping the potentially millions of people who need medical 
marijuana. Many patients would never consider the idea that an illegal drug might be their best medicine, and 
most who were fortunate enough to discover marijuana’s medical value did not discover the IND program. Those 
who did often could not find doctors willing to take on the program’s arduous, bureaucratic requirements.

In 1992, in response to a flood of new applications from AIDS patients, the George H.W. Bush administration 
closed the program to new applicants, and pleas to reopen it were ignored by subsequent administrations. The 
IND program remains in operation only for the three surviving, previously approved patients. 

PUBLIC AND PROFESSIONAL OPINION 
There is wide support for ending the prohibition of medical marijuana among both the public and the 

medical community:

 Since 1996, a majority of voters in Alaska, California, Colorado, the District of Columbia, Maine, 
Michigan, Montana, Nevada, Oregon, and Washington state have voted in favor of ballot initiatives to 
remove criminal penalties for seriously ill people who grow or possess medical marijuana.



 A national Gallup poll released November 1, 2005, found that 78% of Americans support “making 
marijuana legally available for doctors to prescribe in order to reduce pain and suffering.” For over 
a decade, polls have consistently shown between 60% and 80% support for legal access to medical 
marijuana. Polls conducted in the 11 states with medical marijuana laws during 2006 found support for 
the laws was high and steady, or (in nearly all cases) increasing.

 Organizations supporting some form of physician-supervised access to medical marijuana include 
the American Academy of Family Physicians, American Nurses Association, American Public Health 
Association, American Academy of HIV Medicine, and many others.

 A 1990 scientific survey of oncologists (cancer specialists) found that 54% of those with an opinion 
favored the controlled medical availability of marijuana and 44% had already suggested at least once 
that a patient obtain marijuana illegally. [R. Doblin & M. Kleiman, “Marijuana as Antiemetic Medicine,” 
Journal of Clinical Oncology 9 (1991): 1314-1319.] 

CHANGING STATE LAWS 
The federal government has no legal authority to prevent state governments from changing their laws to 

remove state-level penalties for medical marijuana use. Thirteen states have already done so: Hawaii, Rhode 
Island, New Mexico, and Vermont through their legislatures, and the others by ballot initiatives. State legislatures 
have the authority and moral responsibility to change state law to:

 exempt seriously ill patients from state-level prosecution for medical marijuana possession and  
cultivation; and

 exempt doctors who recommend medical marijuana from prosecution or the denial of any right  
or privilege.

Even within the confines of federal law, states can enact reforms that have the practical effect of removing 
the fear of patients being arrested and prosecuted under state law — as well as the symbolic effect of pushing the 
federal government to allow doctors to prescribe marijuana. 

U.S. CONGRESS: THE FINAL BATTLEGROUND 
State governments that want to allow marijuana to be sold in pharmacies have been stymied by the 

federal government’s overriding prohibition of marijuana.

Patients’ efforts to bring change through the federal courts have made little progress thus far. The U.S. 
Supreme Court’s June 2005 decision in Gonzales v. Raich preserved state medical marijuana laws but allowed 
continued federal attacks on patients, even in states with such laws.

Efforts to obtain FDA approval of marijuana also remain stalled. Though some small studies of marijuana 
have been published or are underway, the National Institute on Drug Abuse — the only legal source of 
marijuana for clinical research in the U.S. — has consistently made it difficult (and often nearly impossible) 
for researchers to obtain marijuana for their studies. At present, it is effectively impossible to do the sort of 
large-scale, extremely costly trials required for FDA approval.

In the meantime, patients continue to suffer. Congress has the power and the responsibility to change 
federal law so that seriously ill people nationwide can use medical marijuana without fear of arrest  
and imprisonment.

revised 11/08



What conditions can marijuana treat?

“The accumulated data indicate a potential thera-
peutic value for cannabinoid drugs, particularly for
symptoms such as pain relief, control of nausea and
vomiting, and appetite stimulation.” [p. ] 3

“[B]asic biology indicates a role for cannabinoids in
pain and control of movement, which is consistent
with a possible therapeutic role in these areas. The
evidence is relatively strong for the treatment of
pain and, intriguing although less well established,
for movement disorders.” [ . p 0 7 ]

“For patients such as those with AIDS or who are under-
going chemotherapy and who suffer simultaneously
from severe pain, nausea, and appetite loss, cannabinoid
drugs might offer broad-spectrum relief not found in any
other single medication. The data are weaker for mus-
cle spasticity but moderately promising.” [p. ] 7 7 1

“The most encouraging clinical data on the effects of
cannabinoids on chronic pain are from three studies
of cancer pain.” [ . p 2 4 1 ]

Why can’t patients use medicines that are
already legal?

“[T]here will likely always be a subpopulation of
patients who do not respond well to other medica-
tions.” [Pp. 3, 4]

“The critical issue is not whether marijuana or
cannabinoid drugs might be superior to the new
drugs, but whether some group of patients might
obtain added or better relief from marijuana or
cannabinoid drugs.” [p. ] 3 5 1

“The profile of cannabinoid drug effects suggests that
they are promising for treating wasting syndrome in
AIDS patients. Nausea, appetite loss, pain, and
anxiety are all afflictions of wasting, and all can be
mitigated by marijuana. Although some medica-
tions are more effective than marijuana for these
problems, they are not equally effective in all
patients.” [p. ] 9 5 1

What about Marinol®, the major active
ingredient in marijuana in pill form?

“It is well recognized that Marinol’s oral route of
administration hampers its effectiveness because of
slow absorption and patients’ desire for more con-
trol over dosing.” [Pp. 205, 206]

Why not wait for more research before making
marijuana legally available as a medicine?

“[R]esearch funds are limited, and there is a daunting
thicket of regulations to be negotiated at the federal
level (those of the Food and Drug Administration,
FDA, and the Drug Enforcement Administration,
DEA) and state levels.” [p. ] 7 3 1

“Some drugs, such as marijuana, are labeled
Schedule I in the Controlled Substance Act, and
this adds considerable complexity and expense to
their clinical evaluation.” [p. ] 4 9 1

“[O]nly about one in five drugs initially tested in
humans successfully secures FDA approval for mar-
keting through a new drug application.” [p. ] 5 9 1

“From a scientific point of view, research is difficult
because of the rigors of obtaining an adequate supply
of legal, standardized marijuana for study.” [ . p ] 7 1 2

Questions about medical marijuana answered by the 
Institute of Medicine’s report 

Marijuana and Medicine: Assessing the Science Base*

Excerpts compiled by the Marijuana Policy Pr o j e c t

“[W]e concluded that there are some limited circumstances in which we recommend
smoking marijuana for medical uses.”

— from principal investigator Dr. John Benson’s opening remarks at IOM’s 3/17/99 news conference

*Copyright 1999 by the National Academy of Sciences (ISBN 0-309-07155-0)



“In short, development of the marijuana plant is
beset by substantial scientific, regulatory, and com-
mercial obstacles and uncertainties.” [p. ] 8 1 2

“[D]espite the legal, social, and health problems asso-
ciated with smoking marijuana, it is widely used by
certain patient groups.” [p. ] 7

Do the existing laws really hurt patients?

“G.S. spoke at the IOM workshop in Louisiana
about his use of marijuana first to combat AIDS
wasting syndrome and later for relief from the side
effects of AIDS medications. … [He said,] ‘Every
day I risk arrest, property forfeiture, fines, and

’ . t n e m n o s i r p m i ” [Pp. 27, 28]

Why shouldn’t we wait for new drugs based on
marijuana’s components to be developed, rather
than allowing patients to eat or smoke natural
marijuana right now?

“Although most scientists who study cannabinoids
agree that the pathways to cannabinoid drug devel-
opment are clearly marked, there is no guarantee
that the fruits of scientific research will be made
available to the public for medical use.” [p. ] 4

“[I]t will likely be many years before a safe and effec-
tive cannabinoid delivery system, such as an inhaler,
is available for patients. In the meantime there are
patients with debilitating symptoms for whom
smoked marijuana might provide relief.” [ . p 7]

“[W]hat seems to be clear from the dearth of pro s t c u d
in development and the small size of the companies
sponsoring them is that cannabinoid development is
seen as especially risky.” [Pp. 211, 212] [IOM later notes
that it could take more than five years and cost $200-300
million to get new cannabinoid drugs approved—if ever ] .

“Cannabinoids in the plant are automatically placed
in the most restrictive schedule of the Controlled
Substances Act, and this is a substantial deterrent
to development.” [p. ] 9 1 2

I s n’t marijuana too dangerous to be used as a
m e d i c i n e ?

“[E]xcept for the harms associated with smoking, the
adverse effects of marijuana use are within the range
of effects tolerated for other medications.” [ . p 5]

“Until the development of rapid onset antiemetic
drug delivery systems, there will likely remain a sub-
population of patients for whom standard antiemetic
therapy is ineffective and who suffer from debilitat-
ing emesis. It is possible that the harmful effects of
smoking marijuana for a limited period of time

might be outweighed by the antiemetic benefits of
marijuana, at least for patients for whom standard
antiemetic therapy is ineffective and who suffer from
debilitating emesis. Such patients should be evaluat-
ed on a case-by-case basis and treated under close
medical supervision.” [ . p 4 5 1 ]

“Terminal cancer patients pose different issues. For
those patients the medical harm associated with
smoking is of little consequence. For terminal
patients suffering debilitating pain or nausea and for
whom all indicated medications have failed to pro-
vide relief, the medical benefits of smoked
marijuana might outweigh the harm.” [p. ] 9 5 1

What should be done to help the patients who
already benefit from medical marijuana, prior to
the development of new drugs and delivery devices?

“Patients who are currently suffering from debilitating
conditions unrelieved by legally available drugs, and
who might find relief with smoked marijuana, will
find little comfort in a promise of a better drug
0 1 years from now. In terms of good medicine,

marijuana should rarely be recommended unless all
reasonable options have been eliminated. But then
what? It is conceivable that the medical and scientif-
ic opinion might find itself in conflict with drug reg-
ulations. This presents a policy issue that must
weigh—at least temporarily—the needs of individual
patients against broader social issues. Our assessment
of the scientific data on the medical value of
marijuana and its constituent cannabinoids is but
one component of attaining that balance.” [ . p 8 7 1 ]

“Also, although a drug is normally approved for
medical use only on proof of its ‘safety and efficacy ’ ,
patients with life-threatening conditions are some-
times (under protocols for ‘compassionate use’)
allowed access to unapproved drugs whose benefits
and risks are uncertain.” [p. ] 4 1

“Until a nonsmoked rapid-onset cannabinoid drug
delivery system becomes available, we acknowledge
that there is no clear alternative for people suffering
from chronic conditions that might be relieved by
smoking marijuana, such as pain or AIDS wasting.
One possible approach is to treat patients as n 1 - f o -
clinical trials (single-patient trials), in which
patients are fully informed of their status as experi-
mental subjects using a harmful drug delivery system
and in which their condition is closely monitored
and documented under medical supervision. ” …

. p [ 8] [The federal government’s “compassionate use”
program, which currently provides marijuana to three
patients nationwide, is an example of an n-of-1 study ] .



The IOM report doesn’t explicitly endorse state
bills and initiatives to simply remove criminal
penalties for bona fide medical marijuana users.
Does that mean that we should keep the laws
exactly as they are and keep arresting patients?

“This report analyzes science, not the law. As in any
policy debate, the value of scientific analysis is that
it can provide a foundation for further discussion.
Distilling scientific evidence does not in itself solve
a policy problem.” [p. ] 4 1

If patients were allowed to use medical
marijuana, wouldn’t overall use increase?

“ y l l a n i F , there is a broad social concern that sanc-
tioning the medical use of marijuana might increase
its use among the general population. At this point
there are no convincing data to support this con-
cern. The existing data are consistent with the idea
that this would not be a problem if the medical use
of marijuana were as closely regulated as other med-
ications with abuse potential. … [T]his question is
beyond the issues normally considered for medical
uses of drugs and should not be a factor in evaluat-
ing the therapeutic potential of marijuana or
cannabinoids.” [P . p 6, 7]

“No evidence suggests that the use of opiates or cocaine
for medical purposes has increased the perception that
their illicit use is safe or acceptable.” [p. ] 2 0 1

“Thus, there is little evidence that decriminalization
of marijuana use necessarily leads to a substantial
increase in marijuana use.” [p. ] 4 0 1
[Decriminalization is defined as the removal of criminal
penalties for all uses, even recreational.]

D o e s n’t the medical marijuana debate send
children the wrong message about marijuana?

“[T]he perceived risk of marijuana use did not change
among California youth between 1996 and 1997. 
In summary, there is no evidence that the medical
marijuana debate has altered adolescents’ perceptions
of the risks associated with marijuana use.” [p. ] 4 0 1

“Even if there were evidence that the medical use of
marijuana would decrease the perception that it can
be a harmful substance, this is beyond the scope of
laws regulating the approval of therapeutic drugs.
Those laws concern scientific data related to the
safety and efficacy of drugs for individual use; they
do not address perceptions or beliefs of the general
population.” [p. ] 6 2 1

I s n’t marijuana too addictive to be used as a
m e d i c i n e ?

“Some controlled substances that are approved med-
ications produce dependence after long-term use;
this, however, is a normal part of patient manage-
ment and does not generally present undue risk to
the patient.” [p. ] 8 9

“Animal research has shown that the potential for
cannabinoid dependence exists, and cannabinoid
withdrawal symptoms can be observed. However,
both appear to be mild compared to dependence
and withdrawal seen with other drugs.” [p. ] 5 3

“A distinctive marijuana and THC withdrawal syn-
drome has been identified, but it is mild and subtle
compared with the profound physical syndrome of
alcohol or heroin withdrawal.” [Pp. 89, 90]

Proportion Of Users That 
Drug Category Ever Became Dependent (%)

l o h o c l A 5 1

Marijuana (including hashish) 9 . p [ ] 5 9

“Compared to most other drugs … dependence
among marijuana users is relatively rare.” [p. ] 4 9

“In summary, although few marijuana users develop
dependence, some do. But they appear to be less
likely to do so than users of other drugs (including
alcohol and nicotine), and marijuana dependence
appears to be less severe than dependence on other
drugs.” [p. ] 8 9

D o e s n’t the use of marijuana cause people to
use more dangerous drugs?

“[I]t does not appear to be a gateway drug to the extent
that it is the e s u a c or even that it is the most signifi-
cant predictor of serious drug abuse; that is, care must
be taken not to attribute cause to association.” [p. ] 1 0 1

“There is no evidence that marijuana serves as a step-
ping stone on the basis of its particular physiological
effect.” [p. ] 9 9

“Instead, the legal status of marijuana makes it a
gateway drug.” [p. ] 9 9

S h o u l d n’t medical marijuana remain illegal
because it is bad for the immune system?

“The short-term immunosuppressive effects are not
well established; if they exist at all, they are probably
not great enough to preclude a legitimate medical
use. The acute side effects of marijuana use are with-
in the risks tolerated for many medications.” [ . p 6 2 1 ]



D o e s n’t marijuana cause brain damage?

“Earlier studies purporting to show structural changes in
the brains of heavy marijuana users have not been
replicated with more sophisticated techniques.” [p. ] 6 0 1

Doesn’t marijuana cause amotivational syndrome?

“When heavy marijuana use accompanies these
symptoms, the drug is often cited as the cause, but
no convincing data demonstrate a causal relation-
ship between marijuana smoking and these behav-
ioral characteristics.” [Pp. 107, 108]

D o e s n’t marijuana cause health problems that
shorten the life span?

“[E]pidemiological data indicate that in the general
population marijuana use is not associated with
increased mortality.” [p. ] 9 0 1

I s n’t marijuana too dangerous for the
r e s p i r a t o ry system?

“Given a cigarette of comparable weight, as much as
four times the amount of tar can be deposited in the
lungs of marijuana smokers as in the lungs of tobac-
co smokers.” [p. ] 1 1 1

“ r e v e w o H , a marijuana cigarette smoked recreational-
ly typically is not packed as tightly as a tobacco ciga-
rette, and the smokable substance is about half that
in a tobacco cigarette. In addition, tobacco smokers
generally smoke considerably more cigarettes per day
than do marijuana smokers.” [Pp. 111, 112]

“There is no conclusive evidence that marijuana caus-
es cancer in humans, including cancers usually relat-
ed to tobacco use. … More definitive evidence that
habitual marijuana smoking leads or does not lead to
respiratory cancer awaits the results of well-designed
case control epidemiological studies.” [p. ] 9 1 1

D o n’t the euphoric side effects diminish
marijuana’s value as a medicine?

“The high associated with marijuana is not generally
claimed to be integral to its therapeutic value. But

o o m d enhancement, anxiety reduction, and mild
sedation can be desirable qualities in medications—
particularly for patients suffering pain and anxiety.
Thus, although the psychological effects of
marijuana are merely side effects in the treatment of
some symptoms, they might contribute directly to
relief of other symptoms.” [p. ] 4 8

What other therapeutic potential does marijuana
h a v e ?

“One of the most prominent new applications of
cannabinoids is for ‘neuroprotection,’ the rescue of
neurons from cell death associated with trauma,
ischemia, and neurological diseases.” [ . p 1 1 2 ]

“There are numerous anecdotal reports that marijuana
can relieve the spasticity associated with multiple
sclerosis or spinal cord injury, and animal studies have
shown that cannabinoids affect motor areas in the
brain—areas that might influence spasticity.” [ . p 0 6 1 ]

“High intraocular pressure (IOP) is a known risk fac-
tor for glaucoma and can, indeed, be reduced by
cannabinoids and marijuana. However, the effect is
too and [sic] short lived and requires too high doses,
and there are too many side effects to recommend
lifelong use in the treatment of glaucoma. The
potential harmful effects of chronic marijuana smok-
ing outweigh its modest benefits in the treatment of
glaucoma. Clinical studies on the effects of smoked
marijuana are unlikely to result in improved treat-
ment for glaucoma.” [p. 177] [Note that IOM found
that marijuana does work for glaucoma, but was uncom -
fortable with the amount that a person needs to smoke.

y l b a m u s e r P , it would be an acceptable treatment for
glaucoma patients to eat marijuana. Additionally, MPP
believes that IOM would not support arresting patients
who choose to smoke marijuana to treat glaucoma.]

Do the American people really support legal
access to medical marijuana, or were voters
simply tricked into passing medical marijuana
ballot initiatives?

“Public support for patient access to marijuana for
medical use appears substantial; public opinion polls
taken during 1997 and 1998 generally report 60-
0 7 percent of respondents in favor of allowing med-

ical uses of marijuana.” [p. ] 8 1

But shouldn’t we keep medical marijuana illegal
because some advocates want to “legalize”
marijuana for all uses?

“[I]t is not relevant to scientific validity whether an
argument is put forth by someone who believes that
all marijuana use should be legal or by someone who
believes that any marijuana use is highly damaging
to individual users and to society as a whole.” [ . p 4 1 ]

The full report by the National Academy of Sciences can be viewed on-line at
www.nap.edu/openbook.php?record_id=6376























































































































Resolution to Protect Seriously Ill People 
from Arrest and Imprisonment for Using Medical Marijuana

Whereas, the National Academy of Sciences’ Institute of 
Medicine concluded, after reviewing relevant scientific 
literature — including dozens of works documenting 
marijuana’s therapeutic value — that “Nausea, appetite loss, 
pain, and anxiety are all afflictions of wasting, and all 
can be mitigated by marijuana” and that “there will likely 
always be a subpopulation of patients who do not respond 
well to other medications”1; and,

whereas, subsequent studies since the 1999 Institute of 
Medicine report continue to show the therapeutic value of 
marijuana in treating a wide array of debilitating medical 
conditions, including relieving medication side effects and 
thus improving the likelihood that patients will adhere to 
life-prolonging treatments for HIV/AIDS and hepatitis C and 
alleviating HIV/AIDS neuropathy, a painful condition for 
which there are no FDA-approved treatments2; and,

whereas, a scientific survey conducted in 1990 by Harvard 
University researchers found that 54% of oncologists with 
an opinion favored the controlled medical availability of 
marijuana, and 44% had already suggested at least once that 
a patient obtain marijuana illegally3; and,

whereas, tens of thousands of patients nationwide — people 
with AIDS, cancer, glaucoma, chronic pain, and multiple 
sclerosis — have found marijuana in its natural form to be 
therapeutically beneficial4 and are already using it with 
their doctors’ approval; and,

whereas, numerous organizations support allowing medical 
access to marijuana, including the American Academy of HIV 
Medicine, the American Anthropological Association, the 
American Bar Association, the American Nurses Association, 
the American Public Health Association, the Community HIV/
AIDS Mobilization Project (CHAMP), the Episcopal Church, 



the Leukemia & Lymphoma Society, the Lymphoma Foundation 
of America, National Association of People With AIDS, the 
Presbyterian Church (USA), the Progressive National Baptist 
Convention, the Union of Reform Judaism, the Unitarian 
Universalist Association, the United Church of Christ, 
the United Methodist Church, the state medical societies 
of New York and Rhode Island, and numerous state nurses 
associations; and,

whereas, a national CNN/Time magazine poll published November 
4, 2002, found that 80% of U.S. adults “think adults should 
be able to use marijuana legally for medical purposes”; and,

whereas, a national Gallup poll released in November 2005 
found that 78% of Americans support “making marijuana 
legally available for doctors to prescribe in order to 
reduce pain and suffering”; and,

whereas, numerous other national public opinion polls have 
found substantial support for medical marijuana, including 
surveys conducted by AARP, ABC News, CBS News, the Family 
Research Council, and the Gallup Organization since 1997;5 and,

whereas, since 1996, medical marijuana initiatives received 
a majority of votes in the District of Columbia and 10 
states — Alaska, Arizona, California, Colorado, Maine, 
Michigan, Montana, Nevada, Oregon, and Washington state6; 
and,

whereas, since 2000, Hawaii, New Mexico, Rhode Island, and 
Vermont’s state legislatures have enacted effective medical 
marijuana laws; and, 

whereas, the May 14, 2001, and June 6, 2005, United States 
Supreme Court rulings on medical marijuana dealt exclusively 
with federal law and do not affect the ability of individual 
states to allow patients to grow, possess, and use medical 
marijuana under state law7; and, 

whereas, the Ninth U.S. Circuit Court of Appeals, in the 
case of Conant v. Walters, upheld the right of physicians 
to recommend medical marijuana to patients without federal 
government interference, and the United States Supreme Court 
declined to hear the federal government’s appeal of this 
ruling; and,

whereas, on September 6, 1988, after reviewing all available 



medical data, the Drug Enforcement Administration’s chief 
administrative law judge, Francis L. Young, declared that 
marijuana is “one of the safest therapeutically active 
substances known” and recommended making marijuana available 
by prescription8; and,

whereas, the federal penalty for possessing one marijuana 
cigarette — even for medical use — is up to one year in 
prison, and the penalty for growing one plant is up to five 
years9; and,

whereas, the penalties are similar in most states, where 
medical marijuana users must live in fear of being arrested; 
and,

whereas, the present federal classification of marijuana10 
and the resulting bureaucratic controls impede additional 
scientific research into marijuana’s therapeutic potential11, 
thereby making it nearly impossible for the Food and Drug 
Administration to evaluate and approve marijuana through 
standard procedural channels; and,

whereas, seriously ill people should not be punished for 
acting in accordance with the opinion of their physicians in 
a bona fide attempt to relieve suffering; therefore,

Be it resolved that licensed medical practitioners should 
not be punished for recommending the medical use of 
marijuana to seriously ill patients, and seriously ill 
patients should not be subject to criminal sanctions for 
using marijuana if the patients’ medical practitioners have 
told them that such use is likely to be beneficial.





*  MPP does not consider Illinois to be an initiative state 
because voters cannot place marijuana-related questions on 
the ballot. Rather, only initiatives that change the structure 
or function of government can be placed on the ballot.





Effective Arguments for  
Medical Marijuana Advocates

 
by Bruce Mirken, MPP director of communications

INTRODUCTION
Medical marijuana advocates are frequently confronted with challenging questions and arguments. Media 

interviews, debates, and correspondence with government officials require meticulous preparation. Reformers’ 
responses to these challenges will significantly affect the future of the medical marijuana movement.

Since its inception in January 1995, the Marijuana Policy Project (MPP) has devoted substantial time and 
energy to changing the medical marijuana laws. Whether lobbying Congress or state legislatures, campaigning 
for ballot initiatives, networking with health and medical associations, attending drug warriors’ conferences, or 
talking to reporters, reformers continue to encounter the same questions and arguments.

MPP’s responses to these challenges have been developed through experience, advice from colleagues, 
observations of debates and news coverage, and an extensive review of poll results and publications by 
prohibitionists and reformers alike.

This paper provides medical marijuana advocates with responses to the 34 most common challenges.

MPP encourages all reform advocates to read this paper. Keep it handy when giving media interviews, writing 
to elected officials, testifying before legislative committees, or debating the medical marijuana issue. Feel free to 
copy responses verbatim or to use this paper to prepare materials for other activists. Additions or suggestions 
should be sent to MPP for inclusion in future editions. 

OVERARCHING RESPONSE TO MEDICAL MARIJUANA QUESTIONS AND CHALLENGES
Always stress that the core issue is protecting seriously ill patients from arrest and jail. It is crucial to avoid 

getting lost in side arguments. Whenever possible, remind your audience that federal and most state laws subject 
seriously ill patients to arrest and imprisonment for using marijuana. Most of the following responses can be 
enhanced by ending with the question, “Should seriously ill patients be arrested and sent to prison for using 
marijuana with their doctors’ approval?”

The key issue is not that patients and advocates are trying to make a “new drug” available. Rather, the goal is 
to protect from arrest and imprisonment the hundreds of thousands of patients who are already using marijuana, 
as well as the doctors who are recommending such use. Always bring the discussion back to the issue of arrest and 
imprisonment.

Remember: Patients for whom the standard, legal drugs are not safe or effective are left with two terrible 
choices: (1) continue to suffer, or (2) obtain marijuana illegally and risk suffering such consequences as:

an insufficient supply of marijuana due to prohibition-inflated prices or scarcity;

impure, contaminated, or chemically adulterated marijuana purchased from the criminal market; and

arrests, fines, court costs, property forfeiture, incarceration, probation, and criminal records.

P.O. Box 77492, Capitol Hill, Washington, DC 20013

Phone: 202-462-5747  Fax: 202-232-0442  www.mpp.org  info@mpp.org



CHALLENGE #1:  
“There is no reliable evidence that marijuana has medical value.  
Existing evidence is either anecdotal, unscientific, or not replicated.”  

Response A: There is abundant scientific evidence that marijuana is a safe, effective medicine for some 
people. In 1999, the National Academy of Sciences’ Institute of Medicine (IOM) reported, “Nausea, appetite loss, 
pain, and anxiety are all afflictions of wasting, and all can be mitigated by marijuana.”1

Since then, extensive new research has confirmed marijuana’s medical benefits. Three University of 
California studies published since February 2007 have found that marijuana relieved neuropathic pain (pain 
caused by damage to nerves), a type of pain that commonly afflicts patients with multiple sclerosis, HIV/AIDS, 
diabetes, and a variety of other conditions, and for which conventional pain drugs are notoriously inadequate 
— and did so with only minor side effects.2,3,4 An observational study reported in the European Journal of 
Gastroenterology & Hepatology found that hepatitis C patients using marijuana had three times the cure rate 
of those not using marijuana, apparently because marijuana successfully relieved the noxious side effects of 
anti-hepatitis C drugs, allowing patients to successfully complete treatment.5

Response B: On September 6, 1988, after hearing two years of testimony, the Drug Enforcement 
Administration’s chief administrative law judge, Francis Young, ruled: “Marijuana, in its natural form, is one of the 
safest therapeutically active substances known … It would be unreasonable, arbitrary, and capricious for DEA to 
continue to stand between those sufferers and the benefits of this substance.”6 Newer research (see Response A 
above) has confirmed that finding many times over.

Response C: Numerous medical organizations have examined the evidence and concluded that marijuana 
can be a safe, effective medicine for some patients. These include the American College of Physicians, American 
Public Health Association, American Nurses Association, and many others (for a full list, see Challenge #28). 
For example, the American College of Physicians has stated, “Evidence not only supports the use of medical 
marijuana in certain conditions, but also suggests numerous indications for cannabinoids.”7

CHALLENGE #2:  
“Medical marijuana is unnecessary. We already have drugs that work better 
than marijuana for the conditions it’s used to treat.”

Response A: That’s not true. For example, neuropathic pain — pain caused by damage to the nerves — often 
is not helped by existing drugs, but marijuana has been shown to provide effective relief. (See Challenge #1, 
Response A.) This is a type of pain that affects millions of Americans with multiple sclerosis, diabetes, HIV/
AIDS, and other illnesses.

Response B: Different people respond differently to different medicines. The most effective drug for one 
person might not work at all for another person. That is why there are different drugs on the market to treat the 
same ailment. Treatment decisions should be made in doctors’ offices, not by federal bureaucrats. Doctors need 
to have numerous substances available in their therapeutic arsenals in order to meet the needs of a variety of 
patients. That’s why the Physicians’ Desk Reference comprises 3,000 pages of prescription drugs, rather than just 
one drug per symptom.

Response C: Consider all of the over-the-counter pain medications: aspirin, acetaminophen, ibuprofen, etc. 
We do not just determine which is “best” and then ban all of the rest. Because patients are different, doctors must 
have the freedom to choose what works best for a particular patient. Why use a double standard for marijuana?

Response D: The 1999 Institute of Medicine report explained:
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9
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CHALLENGE #3:  
“Why is marijuana needed when it is already available in pill form?”

Response A:

The Lancet 
Neurology 11

7

Response B:

Response C:

14

Response D:

CHALLENGE #4:  
“Why not isolate the other useful cannabinoids and make them available in a 
pure, synthetic form?”

Response A:

15

Response B:



years while awaiting new pharmaceuticals which may or may not ever be available?

Response C: If spending time and money isolating the different cannabinoids would help patients, then we 
support such research. But such research should not be a stall tactic to keep medical marijuana illegal. Patients 
should be allowed to use a drug they and their doctors know works in the meantime — in many cases, that drug  
is marijuana.

CHALLENGE #5: 
“Why not make THC and other cannabinoids available in inhalers, 
suppositories, and so forth?”

Response A: If these delivery systems would help patients, then they should be made available. However, 
the development of these systems should not substitute for the research into marijuana that is necessary for 
FDA approval of this natural medicine. A safe, effective delivery system for whole marijuana already exists: 
vaporization (discussed in Response A to Challenge #27).

Response B: The availability of such delivery systems should not be used as an excuse to maintain the 
prohibition of the use of natural marijuana. As long as there are patients and doctors who prefer the natural 
substance, they should not be criminalized for using or recommending it, no matter what alternatives are 
available. Doctors and patients should be able to choose the form that’s best for their particular situation.

Response C: [Use Responses A and B to Challenge #4. See also Challenge #6.]

CHALLENGE #6:  
“Doesn’t Sativex, the new marijuana-based spray, make use of the crude plant 
unnecessary?”

Response A: In fact, Sativex, a liquid extract of natural marijuana, proves that marijuana is a medicine. 
Sativex is to marijuana as a cup of coffee is to coffee beans. If Sativex is safe and effective, marijuana is safe and 
effective. But for now, Sativex is legally available only in Canada. The company that makes it, GW Pharmaceuticals,  
only recently started the process of seeking U.S. approval, which is likely to take years.

Response B: Natural marijuana has significant advantages over Sativex. For one thing, Sativex acts much 
more slowly than marijuana that is vaporized or smoked. Peak blood levels are reached in one and a half to four 
hours, as opposed to a matter of minutes with inhalation.16 Because patients have found that different strains of 
marijuana provide the best relief for different conditions, Sativex is unlikely to help every patient who benefits 
(or could benefit) from whole marijuana. It’s simply another form of medical marijuana, and patients and doctors 
should be able to choose what works best for each individual.

CHALLENGE #7:  
“The FDA says that marijuana is not a medicine and that medical marijuana 
laws subvert the FDA drug approval process.”

Response A: The FDA issued its April 2006 statement without conducting any studies or even reviewing 
studies done by others, under political pressure from rabidly anti-medical marijuana politicians such as 
Congressman Mark Souder(R-Ind.). The FDA simply ignored evidence that contradicts federal policy, such as the 
1999 Institute of Medicine report. That’s why IOM co-author Dr. John A. Benson told The New York Times that 
the government “loves to ignore our report ... They would rather it never happened.”17 The FDA statement was 
immediately denounced by health experts and newspaper editorial boards around the country as being political 
and unscientific.



Response B: State medical marijuana laws have absolutely nothing to do with the FDA drug approval 
process. The FDA does not arrest people for using unapproved treatments. The FDA does not bar Americans 
from growing, using, and possessing a wide variety of medical herbs that it has not approved as prescription 
drugs, including echinacea, ginseng, St. John’s Wort, and many others. State medical marijuana laws don’t conflict 
with the FDA in the slightest. They simply protect medical marijuana patients from arrest and jail under state law.

Response C: There is already substantial evidence that marijuana is safe and effective for some patients, 
including new studies published after the FDA’s statement. (See responses to Challenge #1.) However, the federal 
government has blocked researchers from doing the specific types of studies that would be required for licensing, 
labeling, and marketing marijuana as a prescription drug. They’ve created a perfect Catch-22: Federal officials say 
“Marijuana isn’t a medicine because the FDA hasn’t approved it,” while making sure that the studies needed for 
FDA approval never happen. (See also Response C to Challenge #25.)

Response D: Marijuana was already on the market (in some two dozen preparations, many marketed by 
well-known pharmaceutical companies) before the 1938 Food, Drug, and Cosmetics Act was passed, creating 
the FDA. Under the terms of the Act, marijuana should not be considered a “new” drug, subject to the FDA 
drug-approval requirements that new drugs must meet. Many older drugs, including aspirin and morphine, were 
“grandfathered in” under this provision, without ever being submitted for new-drug approval by the FDA.

Response E: Half of current prescriptions have never been declared safe and effective by the FDA. Between 
40-60% of all drug prescriptions in this country are “off-label” — i.e. for drugs not approved by the FDA for the 
condition they’re being prescribed for. We know much more about marijuana’s safety and efficacy in cancer, 
AIDS, MS, and many other conditions than we know about most off-label prescriptions.

Response F: The FDA is not infallible.  For instance, FDA-approved Vioxx is estimated to have caused 
between 26,000 and 55,000 needless deaths before it was taken off the market. And David Graham, associate 
director of the FDA’s Office of Drug Safety, has told Congress that the FDA is “virtually defenseless” against 
another Vioxx-type disaster. In contrast, 5,000 years of real world experience with marijuana show that it is safe 
and effective for many patients.

CHALLENGE #8:  
“Doesn’t medical marijuana send the wrong message to children?”

Response A: Experience in states with medical marijuana laws shows that they do not increase teen 
marijuana use. For example, the state-sponsored California Student Survey (CSS)  documented that marijuana 
use by California teens rose markedly until 1996 — the year California’s medical marijuana law, Proposition 215, 
passed — and then dropped dramatically afterwards — by nearly half in some age groups.18

State surveys of students in the other medical marijuana states have consistently reported declines in teen 
marijuana use since those laws were passed.19

The state of California commissioned an independent study examining the effects of Proposition 215, as part 
of the 1997-98 CSS. Researchers concluded, “There is no evidence supporting that the passage of Proposition 215 
increased marijuana use during this period.”20

Response B: Harsh, uncompassionate laws — like those which criminalize patients for using their medicine —  
send the wrong message to children. Dishonesty sends the wrong message to children. Arguing that sick people 
should continue to suffer in order to protect children sends the wrong message to children.

Response C: Children can and should be taught the difference between medicine and drug abuse. There 
are no substances in the entire Physicians’ Desk Reference that children should use for fun. In fact, doctors can 



prescribe cocaine, morphine, and methamphetamine. Children are not taught that these drugs are good to use 
recreationally just because they are used as medicines.

Response D: It is absurd to think that children will want to be as “cool” as a dying cancer patient. If anything, 
the use of marijuana by seriously ill patients might de-glamorize it for children. The message is, “Marijuana is for 
sick people.”

CHALLENGE #9:  
“It’s dangerous to allow patients to grow marijuana, especially when children 
might be around. Not only does it expose kids to an illegal drug, it puts them 
in danger of criminal activity: Patients may sell their marijuana on the illicit 
market or thieves could break into the home to rob them of it.”

Response A: There are already laws against drug dealing. If someone is selling marijuana to non-patients, 
they’re breaking the law and subject to arrest. And state and county child protective services agencies already 
have the power to protect children whose parents are engaged in criminal activity. A medical marijuana law 
changes none of this.

Response B: What do you think is more dangerous: a bottle of liquid morphine sitting next to a dying 
patient’s bed (or a bottle of OxyContin in the medicine cabinet), or a marijuana plant growing in the basement? 
All medicines need to be handled with appropriate care and kept out of easy reach of children. Marijuana is  
no different.

Response C: Criminals break into homes every day to steal valuable items — jewelry, high-end electronics, 
and even prescription drugs. We don’t ban possession of these items because the owners might be victims of 
crime. By your logic, parents shouldn’t be allowed to drive 1995 Honda Civics (the most-stolen vehicle in 2007, 
according to the National Insurance Crime Bureau).

CHALLENGE #10:  
“Marijuana is too dangerous to be used as a medicine. More than 10,000 
scientific studies have shown that marijuana is harmful and addictive.”

Response A: A large and growing body of scientific evidence demonstrates that the health risks associated 
with marijuana are actually relatively minor. The 1999 Institute of Medicine report noted, “[E]xcept for the harms 
associated with smoking, the adverse effects of marijuana use are within the range of effects tolerated for other 
medications. “(See Challenge #26 for a discussion of smoking.)21 In 2008, the American College of Physicians 
agreed, citing marijuana’s “relatively low toxicity.”7

A government-funded study, conducted by researchers at the Kaiser Permanente HMO,  found no association 
between marijuana use and premature death in otherwise healthy people.22

Response B: Doctors are allowed to prescribe cocaine, morphine, and methamphetamine. Can anyone say 
with a straight face that marijuana is more dangerous than these substances?

Response C: All medicines have some negative side effects. For example, Tylenol (acetaminophen) has been 
estimated to kill nearly 500 Americans per year by causing acute liver failure,23 while no one has ever died from 
marijuana poisoning. But no one would seriously suggest banning Tylenol because it’s too dangerous. In contrast, 
recent medical marijuana studies have found no significant side effects. (See responses to Challenge #1.) The 
question is this: Do the benefits outweigh the risks for an individual patient? Such decisions should be made by 
doctors and patients, not the criminal justice system. Patients should not be criminalized if their doctors believe 
that the benefits of using medical marijuana outweigh the risks.



Response D: The “10,000 studies” claim is simply not true. The University of Mississippi Research Institute 
of Pharmaceutical Sciences maintains a 12,000-citation bibliography on the entire body of marijuana literature. 
The institute notes: “Many of the studies cited in the bibliography are clinical, but the total number also includes 
papers on the chemistry and botany of the Cannabis plant, cultivation, epidemiological surveys, legal aspects, 
eradication studies, detection, storage, economic aspects and a whole spectrum of others that do not mention 
positive or negative effects … However, we have never broken down that figure into positive/negative papers, and 
I would not even venture a guess as to what that number would be.”24 You cannot provide a list of 10,000 negative 
studies, so please stop making this false statement.

CHALLENGE #11: 
“Isn’t marijuana bad for the immune system?”

Response A: Scientific studies have not demonstrated any meaningful harm to the immune system from 
marijuana. The Institute of Medicine reported, “Despite the many claims that marijuana suppresses the human 
immune system, the health effects of marijuana-induced immunomodulation are still unclear.”25

The IOM also noted, “The short-term immunosuppressive effects [of marijuana] are not well established; if 
they exist at all, they are probably not great enough to preclude a legitimate medical use.”26

Response B: Extensive research in HIV/AIDS patients — whose immune systems are particularly vulnerable —  
shows no sign of marijuana-related harm. University of California at San Francisco researcher Donald Abrams, 
M.D., has studied marijuana and Marinol in AIDS patients taking anti-HIV combination therapy. Not only was 
there no sign of immune system damage, but the patients gained T-lymphocytes, the critical immune system cells 
lost in AIDS, and also gained more weight than those taking a placebo. Patients using marijuana also showed 
greater reductions in the amount of HIV in their bloodstream.27 Long-term studies of HIV/AIDS patients have 
shown that marijuana use (including social or recreational use) does not worsen the course of their disease. 
For example, in a six-year study of HIV patients conducted by Harvard University researchers, marijuana users 
showed no increased risk of developing AIDS-related illness.28 In her book Nutrition and HIV, internationally 
known AIDS specialist Mary Romeyn, M.D., noted, “The early, well-publicized studies on marijuana in the 1970s, 
which purported to show a negative effect on immune status, used amounts far in excess of what recreational 
smokers, or wasting patients with prescribed medication, would actually use … Looking at marijuana medically 
rather than sociopolitically, this is a good drug for people with HIV.”29

CHALLENGE #12:  
“Marijuana contains over 400 chemicals, including most of the harmful 
compounds found in tobacco smoke.”

Response A: Coffee, mother’s milk, broccoli, and most foods also contain hundreds of different chemical 
compounds. This number doesn’t mean anything. Marijuana is a relatively safe medicine, regardless of the 
number of chemical compounds found therein.

Response B: [Use Response A, B, or C to Challenge #10.]

Response C: [Use Response A, B, or C to Challenge #27.]

CHALLENGE #13:  
“Marijuana’s side effects — for instance, increased blood pressure — negate its 
effectiveness in fighting glaucoma.”

Response A: Paul Palmberg, M.D., one member of an expert panel convened by the National Institutes of 
Health in 1997 to review the scientific data on medical marijuana, explained during the group’s discussion on 



February 20, 1997, “I don’t think there’s any doubt about its effectiveness, at least in some people with glaucoma.”30

Response B: The federal government has given marijuana to at least three patients with glaucoma, and it 
preserved their vision for years after they were expected to go blind.

Response C: So should someone who uses marijuana to treat glaucoma be arrested? Shouldn’t we trust a 
patient and a doctor to make the right decision regarding that patient’s circumstances?

CHALLENGE #14: 
“How exactly do state medical marijuana laws help patients?”

Response: The laws of Alaska, California, Colorado, Hawaii, Maine, Michigan, Montana, Nevada, New 
Mexico, Oregon, Rhode Island, Vermont, and Washington remove state-level criminal penalties for using, 
obtaining, or cultivating marijuana strictly for medical purposes. To verify a legitimate medical need, a doctor’s 
recommendation is required. Doctors may not be punished by the state for making such recommendations.

Maryland’s law, enacted in 2003, provides for reduced penalties for patients who present evidence that their 
marijuana use was necessary for medical purposes. Unfortunately, Maryland’s law does not protect patients from 
arrest. (For a detailed analysis of these laws, see MPP’s report at www.mpp.org/statelaw.)

Federal laws still apply to patients. While the federal government does not have the resources to arrest, try, and 
incarcerate a significant number of small-scale medical marijuana users and growers, the federal government has 
raided some large-scale medical marijuana distributors in California. However, because 99 out of 100 marijuana 
arrests are made at the state or local level, state medical marijuana laws give patients 99% protection.

CHALLENGE #15: 
“Don’t medical marijuana laws put the states in violation of federal law?”

Response: No. There is no federal law that mandates that states must enforce federal laws against marijuana 
possession or cultivation. States are free to determine their own penalties — or lack thereof — for drug offenses. 
State governments cannot directly violate federal law by giving marijuana to patients, but states can refuse to 
arrest patients who possess or grow their own. The 2005 Supreme Court decision in Gonzales v. Raich (discussed 
in detail under Challenge #33) did not overturn state medical marijuana laws or block other states from adopting 
similar measures.

CHALLENGE #16: 
“Aren’t these medical marijuana bills and initiatives full of loopholes?”

Response A: The medical marijuana laws adopted from 1998 on in Alaska, Colorado, Hawaii, Maine, 
Michigan, Montana, Nevada, New Mexico, Oregon, Rhode Island, Vermont, and Washington were all drafted 
very carefully to make sure that there are no loopholes, real or imagined. These laws are not at all like the 
comparatively open-ended law in California (see Response B). Read them carefully and you’ll see. Medical 
marijuana advocates have nothing to gain and everything to lose by wording the initiatives so as to enable 
recreational marijuana use.

Response B: The first successful medical marijuana initiative, California’s Proposition 215, did contain some 
vague wording, which has resulted in some reported abuse. However, California courts have issued clarifying 
rulings, and the state legislature, as well as many cities and counties, has enacted laws and regulations aimed 
at eliminating ambiguities. In 2008, California Attorney General Jerry Brown issued guidelines that have also 
helped provide clarity. Despite these concerns, there is broad consensus in California that the law is generally 
working well and doing what the voters intended — protecting seriously ill medical marijuana patients from the 



risk of arrest — and recent polls have shown voter support for the law running at roughly 3-1. Newer medical 
marijuana laws in other states have been drafted much more precisely, eliminating many of the concerns raised by 
Proposition 215.

Response C: If the bills and initiatives are not perfect, they are the best attempt to protect patients and 
physicians from punishment for using or recommending medical marijuana. The real problem is that the federal 
government’s overriding prohibition of medical marijuana leaves state bills and initiatives as the only option to 
help patients at this point. As soon as federal law changes, this process will no longer be needed.

CHALLENGE #17: 
“These bills and initiatives basically legalize marijuana for everyone.”

Response: That is simply not true. A person must have an ailment that a licensed medical doctor believes is 
best treated with marijuana. The General Accounting Office (the investigative arm of Congress, recently renamed 
the Government Accountability Office) interviewed officials from 37 law enforcement agencies in four states 
with medical marijuana laws. A key issue they examined was whether medical marijuana laws had interfered with 
enforcement of laws regarding non-medical use. According to the GAO’s November 2002 report, the majority of 
these officials “indicated that medical marijuana laws had had little impact on their law enforcement activities.”31 
In California, the number of marijuana arrests has increased since passage of Prop. 215, totaling over 65,000 in 
2004.32 That hardly sounds like legalization, does it?

CHALLENGE #18: 
“Didn’t these medical marijuana initiatives pass because of well-funded 
campaigns that hoodwinked the voters?”

Response A: Actually, the public has never needed to be persuaded — much less “hoodwinked” — to support 
legal protection for medical marijuana patients.

State, local, and national public opinion polls have consistently shown overwhelming public support. A 
CNN/Time magazine national poll, published November 4, 2002, found 80% support for legal access to medical 
marijuana. During the 1996 campaign for California’s Proposition 215, independent polls showed the measure 
ahead months before any ads ran. Just as important, polling in states that have had medical marijuana laws for 
years shows support just as high as or — in most cases — higher than when they were on the ballot,33 so voters 
clearly don’t think they were hoodwinked.

Response B: The medical marijuana initiative drives have actually been low-budget campaigns by modern 
standards. In California, where statewide campaign expenditures commonly run into the tens of millions of 
dollars, the Proposition 215 campaign spent slightly more than $2 million.

In contrast, federal officials, including the last two White House drug czars, have used their offices and 
budgets to oppose medical marijuana initiatives, campaigning with a virtually unlimited supply of taxpayer 
dollars. The Office of National Drug Control Policy spends nearly as much money on its anti-drug ads (many of 
which demonize marijuana) in two weeks as Proposition 215 supporters spent during the entire campaign!

CHALLENGE #19: 
“This bill/initiative doesn’t even require a doctor’s ‘prescription,’ just  
a ‘recommendation’!”

Response A: The federal government prohibits doctors from “prescribing” marijuana for any reason. A 
prescription is a legal document ordering a pharmacy to release a controlled substance. Currently, the federal 
government does not allow this for marijuana. 



However, there needs to be some way for state criminal justice systems to determine which marijuana users 
have a legitimate medical need. So state medical marijuana laws require doctors’ recommendations. Doctors 
recommend many things: exercise, rest, chicken soup, vitamins, cranberry juice for bladder infections, and so on. 
The right of physicians to recommend marijuana when appropriate for a patient’s condition has been upheld by 
the federal courts.

Nothing in these laws requires the courts or law enforcement to simply take it on faith that a person has a 
legitimate physician’s recommendation for marijuana. They can and do ask for documentation. The vast majority 
of doctors who are willing to write such a recommendation do not do so lightly or casually, but state medical 
boards do investigate and discipline physicians who fail to follow appropriate standards of care.

Response B: If you would trust a doctor to write a prescription for marijuana, why not trust a doctor to write 
a professional opinion on his or her letterhead instead? Admit it: You simply do not want patients to use medical 
marijuana, and you’re just nit-picking for an excuse to attack the bill/initiative. What advantage would there be 
to a prescription instead of a written, signed recommendation on a physician’s letterhead? Please explain the big 
difference in practical terms.

Response C: [Best for a live debate format:] Oh, so you agree that doctors should be allowed to prescribe 
marijuana?

CHALLENGE #20: 
“These bills and initiatives are confusing to law enforcement officials.”

Response A: What’s so confusing? If a person is growing or using marijuana and has a written 
recommendation from a physician, do not arrest the patient or caregiver. If the person does not have suitable 
documentation, either call the person’s doctor or arrest the person and let the courts decide.

It should be no more confusing than determining if someone drinking alcohol is underage or on probation, if 
someone is the legal owner of a piece of property, or if a person is a legal immigrant or not.

Response B: [Use the GAO statement in the response to Challenge #17.]

CHALLENGE #21:  
“Cannabis buyers’ clubs are totally out of control!”

Response A: That’s an exaggeration, but to the degree that it’s true, it’s true only in California, whose medical 
marijuana law was the first and most loosely worded. The much tighter wording in the other 12 states has 
effectively prevented such problems. 

Response B: Many dispensaries or buyers’ clubs in California (the only state whose law currently allows 
for such entities) have now worked out cooperative arrangements with local law enforcement and public health 
officials. Former San Francisco District Attorney Terence Hallinan explained:

“Our Department of Public Health has established a system of identification cards that protects patient 
confidentiality while helping law enforcement identify documented medical marijuana patients. Nonprofit 
medical marijuana dispensaries have become an important part of this system, providing a safe, quality-controlled 
supply of medicinal cannabis to seriously ill people and working closely with local law enforcement and public 
health officials.”34

Response C: Many cities have developed or are in the process of developing regulations to ensure that 
medical marijuana dispensaries operate in a safe, healthful, and law-abiding manner, and California’s attorney 
general recently issued guidelines to assist in that process. State and local officials have the ability to prosecute 



dispensary operators who do not obey the law. “Out of control” clubs will be shut down, and the operators 
will serve serious time in prison. The biggest obstacle to effective local regulation of dispensaries is federal law 
that irrationally treats anyone providing medical marijuana to a cancer or AIDS patient as a common drug 
dealer, making no distinction between good guys and bad guys. States and cities will have no trouble effectively 
regulating dispensaries if the federal government will let them.

Response D: Any problems with dispensaries could be eliminated if Congress passed federal legislation 
allowing states to create a system whereby medical marijuana is sold through licensed pharmacies. Such a system 
is already in place in the Netherlands.

CHALLENGE #22:  
“Isn’t the medical marijuana issue just a sneaky step toward legalization?”

Response A: How? Exactly how does allowing seriously ill patients to use marijuana lead to the end of the 
prohibition of marijuana for recreational use? Doctors are allowed to prescribe cocaine and morphine, and these 
drugs are not even close to becoming legal for recreational use.

Response B: Each law should be judged on its own merits. Should seriously ill patients be subject to arrest 
and imprisonment for using marijuana with their doctors’ approval? 

If not, then support medical marijuana access. Should healthy people be sent to prison for using marijuana 
for fun? If so, then keep all non-medical uses illegal. There’s no magic tunnel between the two.

Response C: Supporters of medical marijuana include some of the most respected medical and public-
health organizations, including the American College of Physicians, American Public Health Association, 
American Nurses Association, American Academy of HIV Medicine, and the state medical societies of New York, 
California, and Rhode Island. Do you really think these organizations are part of a conspiracy to legalize drugs?

CHALLENGE #23:  
“Are people really arrested for medical marijuana?”

Response A: There were dozens of known medical marijuana users arrested in California in the 1990s, which 
is what prompted people to launch the medical marijuana initiative there. There have been many other publicized 
and not-so-publicized cases across the United States. Even after Proposition 215 passed in November 1996, the 
federal government has continued to raid, arrest, and jail medical marijuana patients and caregivers. (See also 
Response B to Challenge #24.)

Response B: Roughly 17 million marijuana users have been arrested since 1970.35

Unfortunately, the government does not keep track of how many were medical users. However, even if only 
1% of those arrestees used marijuana for medical purposes, that is approximately 170,000 patients arrested!

Response C: You insist that patients don’t really get arrested for using medical marijuana. If that is the case, 
then the bill/initiative doesn’t change anything. Why are you so strongly opposed to it?

Response D: The possibility of arrest is itself a terrible punishment for seriously ill patients. Imagine 
the stress of knowing that you can be arrested and taken to jail at any moment. Stress and anxiety are proven 
detriments to health and the immune system. Should patients have to jump out of bed every time they hear a 
bump in the night, worrying that the police are finally coming to take them away?

CHALLENGE #24:  
“Do people really go to prison for medical marijuana offenses?”



Response A: Federal law and the laws of 37 states do not make any exceptions for medical marijuana. 
Federally, possession of even one joint carries a penalty of up to one year in prison. Cultivation of even one plant 
is a felony, with a maximum sentence of five years. Most states’ laws are in this same ballpark. With no medical 
necessity defense available, medical marijuana users are treated the same as recreational users. Many are sent  
to prison.

Response B: There are too many examples to list. Here are just a few: Rancher and Vietnam veteran Larry 
Rathbun was arrested in December 1999 for cultivating medical marijuana to relieve his degenerative multiple 
sclerosis. When he was arrested in 1999, he could still walk, which he attributes to the medical use of marijuana. 
After serving 19 months, Rathbun came out of Montana State Prison confined to a wheelchair. Byron Stamate 
spent three months in a California jail for growing marijuana for his disabled girlfriend (who killed herself so that 
she would not have to testify against Byron). Gordon Farrell Ethridge spent 60 days in an Oregon jail for growing 
marijuana to treat the pain from his terminal cancer. Oklahoman Will Foster served over four years in prison (of 
an original sentence of 93 years) for growing marijuana for chronic pain. Quadriplegic Jonathan Magbie, who 
used marijuana to ease the constant pain from the childhood injury that left him paralyzed, died in a Washington, 
D.C., jail in September 2004 while serving a 10-day sentence for marijuana possession.

Response C: Estimates vary, but all sources agree that there are at minimum tens of thousands of marijuana 
offenders in prisons and jails at any given time. Even if only 1% of them are medical marijuana users, that is 
hundreds of patients behind bars right now!

Response D: Even if a patient is not sent to prison, consider the trauma of the arrest. A door kicked in, a 
house ransacked by police, a patient handcuffed and put into a police car. Perhaps a night or two in jail. Court 
costs and attorney fees paid by the patient and the taxpayers. Probation — which means urine tests for a couple 
of years, which means that the patient must go without his or her medical marijuana. Huge fines and possible loss 
of employment —which hurt the patient’s ability to pay insurance, medical bills, rent, food, home-care expenses, 
and so on. Then there’s the stigma of being a “druggie.” Doctors might be too afraid to prescribe pain medication 
to someone whom the system considers a “drug addict.” Should any of this happen to seriously ill people for using 
what they and their doctors believe is a beneficial medicine?

CHALLENGE #25:  
“Isn’t the government making it easier to do medical marijuana research? 
Since they are becoming more flexible, shouldn’t we wait for that research 
before we proceed?

Response A: As a Schedule I drug, marijuana can be researched as a medicine only with federal approval. 
Until California voters passed Proposition 215 in 1996, federal authorities blocked all efforts to study marijuana’s 
medical benefits. Since then, federal restrictions have been loosened somewhat, and a small number of studies have 
gone forward, but that happened because the passage of ballot initiatives forced the government to acknowledge 
the need for research. The federal government remains intensely hostile to medical marijuana, and if the political 
pressure created by ballot initiatives and legislative proposals subsides, the feds will surely go back to their old, 
obstructionist ways. The federal government has been supplying medical marijuana to a small group of patients for 
over 20 years, in what is officially deemed a research program, but has refused to study even its own patients!

Response B: Some studies have indeed been completed, and they’ve all shown medical marijuana to be 
safe and effective. More research is always desirable, but we know enough right now to know that there is no 
justification for arresting patients using medical marijuana under their doctor’s care.

Response C: The studies approved by the federal government thus far are small, pilot studies that are 
providing useful data, but are not large enough to bring about FDA approval of marijuana as a prescription drug. 



And all medical marijuana research must be done with marijuana supplied by the National Institute on Drug 
Abuse. NIDA’s product is poor-quality, low-grade marijuana that is likely to show less efficacy and greater side 
effects than the marijuana available through medical marijuana dispensaries in California and elsewhere — but it 
remains illegal to use this higher-quality marijuana for research! Scientists and activists have appealed to the Drug 
Enforcement Administration to allow other sources of marijuana to be used, and in 2007, DEA Administrative 
Law Judge Mary Ellen Bittner ruled that a proposed University of Massachusetts project to grow and study 
marijuana for medical purposes should be allowed to proceed. But the DEA does not have to obey Bittner’s ruling 
and has given no indication that it intends to do so. The U.S. government remains the largest single obstacle to 
medical marijuana research.

CHALLENGE #26:  
“Modern medicine no longer uses crude plant products like marijuana, so this 
would be a return to the dark ages. Aspirin is made from willow bark, but we 
take it in pill form, not by chewing — or smoking — willow bark. You can’t 
control the dosage of a crude plant product.”

Response A: If you’re suggesting that medical marijuana be treated just like willow bark, then you’re 
endorsing our position. Yes, most people prefer their aspirin in pill form, but we don’t arrest and jail patients for 
possession of willow bark. And in this case, there is plenty of evidence that the whole plant works better than the 
pharmaceutical alternatives now available. (See responses to Challenges #3 and 4.)

Response B: Marijuana is so safe that patients can easily find the proper dose themselves with no danger of 
overdose. As University of Washington researcher Dr. Gregory Carter and colleagues noted in a recent journal 
article, “THC (and other cannabinoids) has relatively low toxicity and lethal doses in humans have not been 
described ... It has been estimated that approximately 628 kilograms of cannabis would have to be smoked in 15 
minutes to induce a lethal effect.”36

Response C: In his book, Understanding Marijuana, State University of New York psychology professor 
Mitch Earleywine explains, “Smoked marijuana may also have fewer side effects than oral THC and other drugs. 
Patients can smoke a small amount, notice effects in a few minutes, and alter their dosages to keep adverse 
reactions to a minimum.”37

Response D: The Canadian government-approved prescribing information for Sativex, the natural marijuana 
extract now sold by prescription in Canada (discussed in Challenge #6), gives patients complete freedom 
to adjust their dose as needed. The official pamphlet provided to patients specifies: “The dose you require is 
determined by you. You can determine the dose that best suits you according to the pain relief you experience.”38  
Patients using whole marijuana can do just the same — and more easily, because the action of vaporized or 
smoked marijuana is much faster than Sativex.

CHALLENGE #27:  
“How can you call something a medicine when you have to smoke it?  
Smoke is not a medicine, and marijuana smoke contains more carcinogens 
than tobacco smoke.”

Response A: Patients don’t need to smoke marijuana. Marijuana can be vaporized, eaten, or made into 
extracts and tinctures. (Such products were sold in pharmacies prior to marijuana prohibition in 1937.) The tars 
and other unwanted irritants in smoke have nothing to do with marijuana’s therapeutically active components, 
called cannabinoids. Vaporizers are simple devices that give users the fast action of inhaled cannabinoids without 
most of those unwanted irritants.39, 40 Research on vaporizers has proceeded more slowly than it should have 
because of federal obstructionism, and they cannot be marketed openly because the government considers them 



illegal “drug paraphernalia.”

Response B: While heavy marijuana smokers do face some health risks associated with smoke — for 
example, an increased risk of bronchitis — those risks do not include higher rates of lung cancer. The Institute of 
Medicine reported, “There is no conclusive evidence that marijuana causes cancer in humans, including cancers 
usually related to tobacco use.”41

In a huge study that followed 65,000 California HMO patients for 10 years, tobacco use, as expected, resulted 
in rates of lung cancer as much as 11 times that of nonsmokers. But marijuana smokers who did not use tobacco 
actually had a slightly lower rate of lung cancer than nonsmokers.42 A major, federally-funded study conducted 
at UCLA also found no lung cancer risk connected to marijuana smoking — and even suggestions of a “possible 
protective effect of marijuana” against lung cancer.43

Response C: All medicines have risks and side effects, and part of a physician’s job is to evaluate those risks 
in relation to the potential benefits for the individual patient. Doctors are allowed to prescribe morphine, cocaine, 
OxyContin, and methamphetamine. Do you really think marijuana is more dangerous than those drugs?

CHALLENGE #28:  
“Medical marijuana is opposed by the American Medical Association, 
the American Cancer Society, and all other major health and medical 
organizations.”

Response A: Most of these organizations simply do not have positions in support of medical access to 
marijuana, but neither do they advocate arresting and jailing patients who use medical marijuana, which is what 
our current laws do. And many, including both the AMA and ACS, have acknowledged that marijuana contains 
medically useful components. So effectively, their position is closer to neutrality than to active opposition to 
medical marijuana. Such large professional associations  often avoid taking what they perceive as controversial 
positions early in the debate, even though many of them have chapters and journals that have endorsed medical 
marijuana. And a huge number of medical organizations support medical marijuana. (See Response C below.)

Response B: As former U.S. Surgeon General Dr. Joycelyn Elders put it in a 2004 newspaper column, “I know 
of no medical group that believes that jailing sick and dying people is good for them.”44

Response C: Numerous health and medical organizations and other prominent associations have favorable 
medical marijuana positions, including: AIDS Action Council; AIDS Foundation of Chicago; AIDS Project Rhode 
Island; American Academy of HIV Medicine (AAHIVM); American Anthropological Association; American 
Association for Social Psychiatry; American Bar Association; American College of Physicians; American Nurses 
Association; American Public Health Association; Americans for Democratic Action; Associated Medical 
Schools of New York; Being Alive: People With HIV/AIDS Action Committee (San Diego); California Democratic 
Council; California Legislative Council for Older Americans; California Nurses Association; California 
Pharmacists Association; California Society of Addiction Medicine; California-Pacific Annual Conference of 
the United Methodist Church; Colorado Nurses Association; Consumer Reports magazine; Episcopal Church; 
Gray Panthers; Hawaii Nurses Association; Iowa Democratic Party; Leukemia & Lymphoma Society; Life 
Extension Foundation; Lymphoma Foundation of America; Medical Society of the State of New York; Medical 
Student Section of the American Medical Association; National Association of People With AIDS; New Mexico 
Nurses Association; New York County Medical Society; New York State AIDS Advisory Council; New York 
State Association of County Health Officials; New York State Hospice and Palliative Care Association; New York 
State Nurses Association; New York StateWide Senior Action Council; Inc.; Ninth District of the New York State 
Medical Society (Westchester; Rockland; Orange; Putnam; Dutchess; and Ulster counties); Presbyterian Church 
(USA); Progressive National Baptist Convention; Project Inform (national HIV/AIDS treatment education 



advocacy organization); Rhode Island Medical Society; Rhode Island State Nurses Association; Society for the 
Study of Social Problems; Test Positive Aware Network (Illinois); Texas Democratic Party; Union of Reform 
Judaism (formerly Union of American Hebrew Congregations); Unitarian Universalist Association; United 
Church of Christ; United Methodist Church; United Nurses and Allied Professionals (Rhode Island); Wisconsin 
Nurses Association; Wisconsin Public Health Association; and numerous other health and medical groups.45 

Response D: Surveys of physicians also show strong support for medical marijuana. For example, a 2005 
national survey of physicians conducted by HCD Research and the Muhlenberg College Institute of Public 
Opinion found that 73% of doctors supported use of marijuana to treat nausea, pain, and other symptoms 
associated with AIDS, cancer, and glaucoma. 56% would recommend medical marijuana to patients if permitted 
by state law, even if it remained illegal under federal law.46

CHALLENGE #29:  
“Medical marijuana is advocated by the same people who support  
drug legalization!”

Response A: Many health and medical associations support medical access to marijuana but do not advocate 
broader reform of the drug laws. (See Challenge #28, Response C.) In fact, poll results consistently show that 
half of the people who support medical marijuana actually oppose the full legalization of marijuana.

Response B: Some organizations believe that nobody, sick or not, should be sent to prison simply for 
growing or using their own marijuana. Why is it surprising or scandalous that those organizations think that 
patients should not go to prison? Should those organizations take the position that healthy marijuana users 
should not go to prison but medical marijuana users should?

Response C: Surely you’re not suggesting that patients should be punished just to spite me for believing that 
healthy people shouldn’t go to prison for using marijuana.

Response D: [Use Responses B & C to Challenge #22.]

 CHALLENGE #30:  
“In 1994, the U.S. Court of Appeals overruled DEA Administrative Law Judge 
Francis Young’s decision, so his ruling is irrelevant.”

Response: The U.S. Court of Appeals simply ruled that the DEA has the authority to ignore the 
administrative law judge’s ruling— in effect, that the DEA can substitute its own prejudices for the facts 
established by the administrative law judge’s investigation. This bolsters the argument that medical marijuana 
laws should be changed by legislation or ballot initiatives. The DEA has proven itself to be completely 
intransigent, and the courts are willing to allow this tyrannical behavior.

CHALLENGE #31:  
“Drug czar John Walters says that drug policy should be based on ‘science,  
not ideology.’”

Response A: It is Walters who is putting ideology ahead of science. He has no scientific training, yet he 
calls medical marijuana “absurd” and comparable to “medicinal crack” — ignoring the real experts, including 
the American College of Physicians, the editor of The New England Journal of Medicine, the Institute of 
Medicine, the American Public Health Association, the American Nurses Association, and literally thousands 
of other organizations and individuals with real scientific expertise who have found marijuana to have 
therapeutic value. (See Response C to Challenge #28 for a more extensive list.)



Response B: What is the “scientific” basis for arresting medical marijuana users? What peer-reviewed research 
has found that prison is healthier for patients than marijuana? Walters has it backwards: In a free society, the 
burden of proof should be on the government to prove that marijuana is so worthless and dangerous that patients 
should be criminalized for using it.

CHALLENGE #32:  
“Isn’t marijuana already available for some people?”

Response: Three patients in the United States legally receive marijuana from the federal government. These 
patients are in an experimental program that was closed to all new applicants in 1992. Thousands of Americans 
used marijuana through experimental state programs in the late 1970s and early 1980s, but none of these 
programs are presently operating.

Thirteen states allow qualifying patients to use medical marijuana, but patients there can still be arrested by 
the federal government.

CHALLENGE #33:  
“The Supreme Court ruled that marijuana is not medicine and that states can’t 
legalize medical marijuana.”

Response A: That is not true. In fact, the majority opinion in the Supreme Court’s June 2005 decision in 
Gonzales v. Raich stated unequivocally that “marijuana does have valid therapeutic purposes.” The ruling did not 
overturn state medical marijuana laws or prevent states from enacting new ones. It simply preserved the status 
quo as it has been since California passed Proposition 215 in 1996: States can stop arresting medical marijuana 
patients under state law, but these laws don’t create immunity from federal prosecution.

Response B: The Supreme Court’s other ruling related to medical  marijuana — in a 2001 case involving a 
California medical marijuana dispensary — also did not overturn state medical marijuana laws. It simply declared 
that under federal law, those distributing medical marijuana cannot use a “medical necessity” defense in federal 
court. This extremely narrow ruling did not in any way curb the rights of states to protect patients under state law. 
Indeed, the U.S. Department of Justice has never even tried to challenge the rights of states to enact such laws. 
Notably, in both cases the court went out of its way to leave open the possibility that individual patients could 
successfully present a “medical necessity” claim.

CHALLENGE #34:  
“Marijuana use can increase the risk of serious mental illness, including 
schizophrenia.”

Response: There remains no convincing evidence that marijuana causes psychosis in otherwise healthy 
individuals. Epidemiological data show no correlation between rates of marijuana use and rates of psychosis or 
schizophrenia: Countries with high rates of marijuana use don’t have higher rates of these illnesses than countries 
where marijuana use is rarer, and increased rates of marijuana use in the U.S. and Australia during the 1970s 
and ‘80s did not lead to increased incidence of schizophrenia. Overall, the evidence suggests that marijuana 
can precipitate schizophrenia in vulnerable individuals but is unlikely to cause the illness in otherwise normal 
persons.47 As with all medications, the physician needs to consider what is an appropriate medication in light of 
the individual patient’s situation, and may well suggest avoiding marijuana or cannabinoids in patients with  
a family or personal history of psychosis. This is the sort of risk/benefit assessment that physicians are trained  
to make. 

OTHER USEFUL SOUND BITES



Which is worse for seriously ill people: marijuana or prison?

 Saying that the THC pill is medicine but marijuana must stay illegal is like saying, “You can have a 
vitamin C pill, but we’ll throw you in jail for eating an orange.” 

 I’m very concerned about the message that’s sent to children when government officials deny marijuana’s 
medicinal value. They’re destroying the credibility of drug education.

The central issue is not research, and it’s not the FDA. The issue is arresting patients.

 How many more studies do we need to determine that seriously ill people should not be arrested for 
using their medicine?

 Hundreds of thousands of patients are already using medical marijuana. Should they be arrested and sent 
to prison? If so, then the laws should remain exactly as they are.

Arrest suffering, not patients.

As long as we have a war on drugs, let’s remove the sick and wounded from the battlefield. 

FOR FURTHER INFORMATION
Please refer reporters and elected officials to MPP for information. MPP will provide further documentation 

upon request for any of the points made in this paper.
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Be it enacted by the people of the state of _____:

Section 1. Title.

Sections 1 through 12 of this act shall be known as the 
_____ Medical Marijuana Act.

Section 2. Findings.

(a) Modern medical research has discovered beneficial uses 
for marijuana in treating or alleviating the pain, nausea, 
and other symptoms associated with a variety of debilitating 
medical conditions, as found by the National Academy of 
Sciences’ Institute of Medicine in March 1999.

(b) Subsequent studies since the 1999 National Academy of 
Sciences’ Institute of Medicine report continue to show the 
therapeutic value of marijuana in treating a wide array of 
debilitating medical conditions, including increasing the 
chances of patients finishing their treatments for HIV/AIDS 
and hepatitis C.

(c) Data from the Federal Bureau of Investigation’s 
Uniform Crime Reports and the Compendium of Federal Justice 
Statistics show that approximately 99 out of every 100 
marijuana arrests in the U.S. are made under state law, 
rather than under federal law. Consequently, changing state 
law will have the practical effect of protecting from arrest 
the vast majority of seriously ill patients who have a 
medical need to use marijuana.

(d) Although federal law currently prohibits any use of 
marijuana except under very limited circumstances, Alaska, 
California, Colorado, Hawaii, Maine, Michigan, Montana, 
Nevada, New Mexico, Oregon, Vermont, Rhode Island, and 
Washington have removed state-level criminal penalties from 
the medical use and cultivation of marijuana. _____ joins in 
this effort for the health and welfare of its citizens.

(e) States are not required to enforce federal law or 
prosecute people for engaging in activities prohibited by 
federal law. Therefore, compliance with this act does not 
put the state of _____ in violation of federal law.

(f) State law should make a distinction between the medical 



and non-medical uses of marijuana. Hence, the purpose of 
this act is to protect patients with debilitating medical 
conditions, as well as their practitioners and providers, 
from arrest and prosecution, criminal and other penalties, 
and property forfeiture if such patients engage in the 
medical use of marijuana.

(g) The people of the state of _________ declare that they 
enact this act pursuant to the police power to protect the 
health of its citizens that is reserved to the state of 
_________ and its people under the 10th Amendment to the 
United States Constitution.

Section 3. Definitions.

The following terms, as used in this act, shall have the 
meanings set forth in this section:

(a) “Cardholder” means a qualifying patient, a designated 
caregiver, or a principal officer, board member, employee, 
volunteer, or agent of a compassion center who has been 
issued and possesses a valid registry identification card.

(b) “Compassion center staffer” means a principal officer, 
board member, employee, volunteer, or agent of a compassion 
center who has been issued and possesses a valid registry 
identification card.

(c) “Debilitating medical condition” means one or more of 
the following:

(1) cancer, glaucoma, positive status for human 
immunodeficiency virus, acquired immune deficiency syndrome, 
hepatitis C, amyotrophic lateral sclerosis, Crohn’s disease, 
agitation of Alzheimer’s disease, nail patella, or the 
treatment of these conditions;

(2) a chronic or debilitating disease or medical condition 
or its treatment that produces one or more of the following: 
cachexia or wasting syndrome; severe pain; severe nausea; 
seizures, including but not limited to those characteristic 
of epilepsy; or severe and persistent muscle spasms, 
including but not limited to those characteristic of 
multiple sclerosis; or

(3) any other medical condition or its treatment approved by 
the department, as provided for in Section 6(a).

(d) “Department” means the _____ Department of Health or its 
successor agency.

(e) “Designated caregiver” means a person who is at least 
21 years of age, who has agreed to assist with a patient’s 
medical use of marijuana, and who has never been convicted 
of an excluded felony offense. A designated caregiver may 
assist no more than five qualifying patients with their 
medical use of marijuana.

(f) “Enclosed, locked facility” means a closet, room, 
greenhouse, or other enclosed area equipped with locks 
or other security devices that permit access only by a 



cardholder.

(g) “Excluded felony offense” means: 

(1) a violent crime defined in Section ____ , that was 
classified as a felony in the jurisdiction where the person 
was convicted; or 

(2) a violation of a state or federal controlled substance 
law that was classified as a felony in the jurisdiction 
where the person was convicted. It does not include:

(A) an offense for which the sentence, including any term 
of probation, incarceration, or supervised release, was 
completed 10 or more years earlier; or

(B) an offense that consisted of conduct for which this act 
would likely have prevented a conviction, but the conduct 
either occurred prior to the enactment of this act or was 
prosecuted by an authority other than the state of ________ 
.

(h) “Marijuana” has the meaning given that term in _____.

(i) “Medical use” means the acquisition, possession, 
cultivation, manufacture, use, delivery, sale, transfer, 
or transportation of marijuana or paraphernalia relating 
to the administration of marijuana to treat or alleviate 
a registered qualifying patient’s debilitating medical 
condition or symptoms associated with the patient’s 
debilitating medical condition.

(j) “Practitioner” means a person who is licensed with 
authority to prescribe drugs to humans under Section _____ 
except that in relation to a visiting qualifying patient, 
“practitioner” means a person who is licensed with authority 
to prescribe drugs to humans in the state of the patient’s 
residence.

(k) “Qualifying patient” means a person who has been 
diagnosed by a practitioner as having a debilitating medical 
condition.

(l) “Registered compassion center” means a not-for-profit 
entity registered pursuant to Section 5 that acquires, 
possesses, cultivates, manufactures, delivers, transfers, 
transports, supplies, or dispenses marijuana or related 
supplies and educational materials to cardholders. A 
registered compassion center may receive compensation for 
all expenses incurred in its operation.

(m) “Registry identification card” means a document issued 
by the department that identifies a person as a registered 
qualifying patient, registered designated caregiver, or 
a registered principal officer, board member, employee, 
volunteer, or agent of a registered compassion center.

(n) “Unusable marijuana” means marijuana seeds, stalks, 
seedlings, and unusable roots. “Seedling” means a marijuana 
plant that has no flowers and is less than twelve (12) 
inches in height and less than twelve (12) inches in 
diameter. A seedling must meet all three (3) criteria set 
forth above. 



(o) “Usable marijuana” means the dried leaves and flowers of 
the marijuana plant and any mixture or preparation thereof, 
but does not include the seeds, stalks, and roots of the 
plant and does not include the weight of any non-marijuana 
ingredients combined with marijuana and prepared for 
consumption as food or drink.

(p) “Verification system” means a secure, password-
protected, Web-based system that is operational 24 hours 
each day that law enforcement personnel and compassion 
center staffers shall use to verify registry identification 
cards and that shall be established and maintained by the 
department pursuant to Section 7(h)(4).

(q) “Visiting qualifying patient” means a patient with a 
debilitating medical condition who is not a resident of ____ 
or who has been a resident of _____ less than 30 days.

(r) “Written certification” means a document signed 
by a practitioner, stating that in the practitioner’s 
professional opinion the patient is likely to receive 
therapeutic or palliative benefit from the medical use of 
marijuana to treat or alleviate the patient’s debilitating 
medical condition or symptoms associated with the 
debilitating medical condition. A written certification 
shall be made only in the course of a bona fide 
practitioner-patient relationship after the practitioner 
has completed a full assessment of the qualifying patient’s 
medical history. The written certification shall specify the 
qualifying patient’s debilitating medical condition.

Section 4. Protections for the Medical Use of Marijuana.

(a) A qualifying patient who has been issued and possesses 
a registry identification card shall not be subject to 
arrest, prosecution, or penalty in any manner, or denied 
any right or privilege, including but not limited to civil 
penalty or disciplinary action by a court or occupational 
or professional licensing board or bureau, for the medical 
use of marijuana in accordance with this act, provided 
that the qualifying patient possess an amount of marijuana 
that does not exceed 12 marijuana plants and six ounces of 
usable marijuana. Said plants shall be kept in an enclosed, 
locked facility, unless they are being transported because 
the qualifying patient is moving or if they are being 
transported to the qualifying patient’s or designated 
caregiver’s property. This subsection shall not apply to 
matters and entities that are covered by subsections (f) or 
(g). 

(b) A designated caregiver who has been issued and possesses 
a registry identification card shall not be subject to 
arrest, prosecution, or penalty in any manner, or denied 
any right or privilege, including but not limited to civil 
penalty or disciplinary action by a court or occupational 
or professional licensing board or bureau, for assisting a 
qualifying patient to whom he or she is connected through 
the department’s registration process with the medical use 



of marijuana in accordance with this act, provided that the 
designated caregiver possess an amount of marijuana that 
does not exceed 12 marijuana plants and six ounces of usable 
marijuana for each qualifying patient to whom he or she is 
connected through the department’s registration process. 
Said plants shall be kept in an enclosed, locked facility, 
unless they are being transported because the designated 
caregiver is moving or if they are being transported to a 
designated caregiver’s or a qualifying patient’s property. 
This subsection shall not apply to matters and entities that 
are covered by subsections (f) or (g). 

(c) Registered designated caregivers and registered 
qualifying patients shall be allowed to possess a reasonable 
amount of unusable marijuana, including up to 12 seedlings, 
which shall not be counted toward the limits in this 
section.

(d) (1) There shall be a presumption that a qualifying 
patient or designated caregiver is engaged in the medical 
use of marijuana in accordance with this act if the 
qualifying patient or designated caregiver:

(A) is in possession of a registry identification card; and

(B) is in possession of an amount of marijuana that does not 
exceed the amount allowed under this act.

(2) The presumption may be rebutted by evidence that conduct 
related to marijuana was not for the purpose of treating or 
alleviating the qualifying patient’s debilitating medical 
condition or symptoms associated with the debilitating 
medical condition, in accordance with this act.

(e) A registered qualifying patient or designated primary 
caregiver shall not be subject to arrest, prosecution, or 
penalty in any manner, or denied any right or privilege, 
including but not limited to civil penalty or disciplinary 
action by a court or occupational or professional licensing 
board or bureau, for giving marijuana to a registered 
qualifying patient or a registered designated caregiver 
for the registered qualifying patient’s medical use where 
nothing of value is transferred in return, or for offering 
to do the same, provided that the person giving the 
marijuana does not knowingly cause the recipient to possess 
more marijuana than is permitted by Section 4. 

(f) (1) No school or landlord may refuse to enroll or lease 
to, or otherwise penalize, a person solely for his or her 
status as a registered qualifying patient or a registered 
designated caregiver, unless failing to do so would put 
the school or landlord in violation of federal law or 
regulations.

(2) For the purposes of medical care, including organ 
transplants, a registered qualifying patient’s authorized 
use of marijuana in accordance with this act shall be 
considered the equivalent of the authorized use of any other 
medication used at the direction of a physician, and shall 
not constitute the use of an illicit substance.



(3) Unless a failure to do so would put an employer 
in violation of federal law or federal regulations, an 
employer may not discriminate against a person in hiring, 
termination, or any term or condition of employment, or 
otherwise penalize a person, if the discrimination is based 
upon either of the following:

(A) The person’s status as a registered qualifying patient 
or registered designated caregiver; or

(B) A registered qualifying patient’s positive drug test 
for marijuana components or metabolites, unless the patient 
used, possessed, or was impaired by marijuana on the 
premises of the place of employment or during the hours of 
employment.

(g) A person shall not be denied custody of or visitation 
or parenting time with a minor and there shall be no 
presumption of neglect or child endangerment for conduct 
allowed under this act, unless the person’s behavior is such 
that it creates an unreasonable danger to the safety of the 
minor as established by clear and convincing evidence.

(h) A registered designated caregiver may receive 
compensation for costs associated with assisting a 
registered qualifying patient’s medical use of marijuana, 
provided that registered designated caregiver is connected 
to the registered qualifying patient through the 
department’s registration process. Any such compensation 
shall not constitute the sale of controlled substances.

(i) A practitioner shall not be subject to arrest, 
prosecution, or penalty in any manner, or denied any right 
or privilege, including but not limited to civil penalty 
or disciplinary action by the ______ Medical Board or by 
any other occupational or professional licensing board or 
bureau, solely for providing written certifications or for 
otherwise stating that, in the practitioner’s professional 
opinion, a patient is likely to receive therapeutic benefit 
from the medical use of marijuana to treat or alleviate 
the patient’s serious or debilitating medical condition 
or symptoms associated with the serious or debilitating 
medical condition, provided that nothing shall prevent a 
professional licensing board from sanctioning a practitioner 
for failing to properly evaluate a patient’s medical 
condition or otherwise violating the standard of care for 
evaluating medical conditions.

(j) A person shall not be subject to arrest, prosecution, 
or penalty in any manner, or denied any right or privilege, 
including but not limited to civil penalty or disciplinary 
action by a court or occupational or professional licensing 
board or bureau, for providing a registered qualifying 
patient or a registered designated caregiver with marijuana 
paraphernalia for purposes of a qualifying patient’s medical 
use of marijuana.

(k) Any marijuana, marijuana paraphernalia, licit property, 
or interest in licit property that is possessed, owned, or 
used in connection with the medical use of marijuana as 



allowed under this act, or acts incidental to such use, 
shall not be seized or forfeited. This act shall not prevent 
the seizure or forfeiture of marijuana exceeding the amounts 
allowed under this act.

(l) A person shall not be subject to arrest, prosecution, 
or penalty in any manner, or denied any right or privilege, 
including but not limited to civil penalty or disciplinary 
action by a court or occupational or professional licensing 
board or bureau, simply for being in the presence or 
vicinity of the medical use of marijuana as allowed under 
this act, or for assisting a registered qualifying patient 
with using or administering marijuana.

(m) A registry identification card, or its equivalent, 
that is issued under the laws of another state, district, 
territory, commonwealth, or insular possession of the United 
States that allows, in the jurisdiction of issuance, a 
visiting qualifying patient to possess marijuana for medical 
purposes, shall have the same force and effect as a registry 
identification card issued by the department.

Section 5. Compassion Centers.

(a) Registration requirements.

The following provisions govern the registration of 
compassion centers.

(1) The department shall register a compassion center and 
issue a registration certificate, with a random 20-digit 
alphanumeric identification number, within 90 days of 
receiving an application for a compassion center, provided 
that the following conditions are met: 

(A) The prospective compassion center provided the 
following, in accordance with the department’s regulations: 

(i) An application or renewal fee;

(ii) The legal name of the compassion center;

(iii) The physical address of the compassion center and the 
physical address of one additional location, if any, where 
marijuana will be cultivated, neither of which may be within 
500 feet of a preexisting public or private school;

(iv) The name, address, and date of birth of each principal 
officer and board member of the compassion center;

(v) The name, address, and date of birth of any person who 
is an agent of or employed by the compassion center;

(vi) Operating regulations that include procedures for the 
oversight of the compassion center and procedures to ensure 
accurate record-keeping and security measures, that are in 
accordance with the regulations issued by the department 
under Section 6(c); and 

(vii) If the city or county in which the compassion center 
would be located has enacted reasonable zoning restrictions, 
a sworn and truthful statement that the registered 



compassion center would be in compliance with those 
restrictions; and 

(B) Issuing the compassion center a registration would not 
be in violation of a reasonable limitation on the number 
of registered compassion centers that can operate in the 
jurisdiction in which it would operate; and

(C) None of the principal officers or board members has been 
convicted of an offense that was classified as a felony in 
the jurisdiction where the person was convicted, unless the 
offense consisted of conduct for which this act would likely 
have prevented a conviction, but the conduct either occurred 
prior to the enactment of this act or was prosecuted by an 
authority other than the state of ________ ; and

(D) None of the prospective principal officers or board 
members has served as a principal officer or board member 
for a registered compassion center that has had its 
registration certificate revoked; and

(E) None of the principal officers or board members is 
younger than 21 years of age.

(2) Except as provided in Section 5(a)(3), the department 
shall issue each compassion center staffer a registry 
identification card and log-in information for the 
verification system within 10 days of receipt of the 
person’s name, address, date of birth, and a fee in an 
amount established by the department. Each card shall 
specify that the cardholder is a principal officer, board 
member, agent, volunteer, or employee of a registered 
compassion center and shall contain the following:

(A) the name, address, and date of birth of the compassion 
center staffer;

(B) the legal name of the registered compassion center with 
which the compassion center staffer is affiliated;

(C) a random 20-digit alphanumeric identification number 
that is unique to the cardholder;

(D) the date of issuance and expiration date of the registry 
identification card;

(E) a photograph, if the department decides to require one; 
and

(F) a statement signed by the prospective principal officer, 
board member, agent, volunteer, or employee pledging not to 
divert marijuana to anyone who is not allowed to possess 
marijuana pursuant to this act. 

(3) (A) The department shall not issue a registry 
identification card to any compassion center staffer who 
has been convicted of an offense that was classified as a 
felony in the jurisdiction where the person was convicted, 
unless the offense consisted of conduct for which this 
act would likely have prevented a conviction, but the 
conduct either occurred prior to the enactment of this act 
or was prosecuted by an authority other than the state of 
________ . The department may conduct a background check 



of each compassion center staffer in order to carry out 
this provision. The department shall notify the registered 
compassion center in writing of the reason for denying the 
registry identification card. 

(B) The department shall not issue a registry identification 
card to any principal officer, board member, agent, 
volunteer, or employee of a registered compassion center who 
is younger than 21 years of age. 

(C) The department may refuse to issue a registry 
identification card to a compassion center staffer who has 
had a card revoked for violating this act. 

(b) Expiration.

(1) A registered compassion center’s registration 
certificate and the registry identification card for each 
compassion center staffer shall expire one year after the 
date of issuance. The department shall issue a renewal 
compassion center registration certificate within 10 days to 
any registered compassion center that submits a renewal fee, 
provided that its registration is not suspended and has not 
been revoked. The department shall issue a renewal registry 
identification card within 10 days to any compassion center 
staffer who submits a renewal fee, except as provided by 
Section 5(a)(3).

(2) A registry identification card of a compassion center 
staffer shall expire and the person’s log-in information 
to the verification system shall be deactivated upon 
notification by a registered compassion center that such 
person ceases to work at the registered compassion center.

(c) Inspection. Registered compassion centers are subject 
to reasonable inspection by the department. The department 
shall give at least 24 hours notice of an inspection under 
this paragraph.

(d) Registered compassion center requirements.

(1) A registered compassion center may not be located within 
500 feet of the property line of a preexisting public or 
private school.

(2) A registered compassion center shall be operated on a 
not-for-profit basis for the mutual benefit of its members 
and patrons. The by-laws of a registered compassion center 
or its contracts with patrons shall contain such provisions 
relative to the disposition of revenues and receipts as may 
be necessary and appropriate to establish and maintain its 
nonprofit character. A registered compassion center need not 
be recognized as tax-exempt by the Internal Revenue Service 
and is not required to incorporate pursuant to ____. 

(3) A registered compassion center shall notify the 
department within 10 days of when a compassion center 
staffer ceases to work at the registered compassion center.

(4) A registered compassion center shall notify the 
department in writing of the name, address, and date of 
birth of any new compassion center staffer and shall submit 



a fee in an amount established by the department for a new 
registry identification card before a new compassion center 
staffer begins working at the registered compassion center. 

(5) A registered compassion center shall implement 
appropriate security measures to deter and prevent 
unauthorized entrance into areas containing marijuana and 
the theft of marijuana.

(6) The operating documents of a registered compassion 
center shall include procedures for the oversight of the 
registered compassion center and procedures to ensure 
accurate recordkeeping.

(7) A registered compassion center is prohibited from 
acquiring, possessing, cultivating, manufacturing, 
delivering, transferring, transporting, supplying, or 
dispensing marijuana for any purpose except to assist 
registered qualifying patients with the medical use of 
marijuana directly or through the qualifying patients’ 
designated caregivers.

(8) All principal officers and board members of a registered 
compassion center must be residents of the state of _______.

(9) All cultivation of marijuana must take place in an 
enclosed, locked facility, which can only be accessed by 
principal officers, board members, agents, volunteers, 
or employees of the registered compassion center who are 
cardholders. 

(10) County and city governments may enact reasonable 
limits on the number of registered compassion centers that 
can operate in their jurisdictions, and may enact zoning 
regulations that reasonably limit registered compassion 
centers to certain areas of their jurisdictions.

(e) Dispensing restrictions. 

(1) Before marijuana may be dispensed to a designated 
caregiver or a registered qualifying patient, a compassion 
center staffer must look up the registered qualifying 
patient for whom the marijuana is intended, and the 
designated caregiver transporting the marijuana to the 
patient, if any, in the verification system and must verify 
each of the following: 

(A) that the registry identification card presented to the 
registered compassion center is valid; 

(B) that the person presenting the card is the person 
identified on the registry identification card presented to 
the compassion center staffer; and 

(C) that the amount to be dispensed would not cause the 
registered qualifying patient to exceed his or her limit of 
obtaining six ounces of marijuana during any 30-day period. 

(2) After verifying the information in subsection (e)(1), 
but before dispensing marijuana to a registered qualifying 
patient or a registered designated caregiver on a registered 
qualifying patient’s behalf, a compassion center staffer 
must make an entry in the verification system, specifying 



how much marijuana is being dispensed to the registered 
qualifying patient and whether it was dispensed directly 
to the registered qualifying patient or to the registered 
qualifying patient’s registered designated caregiver. The 
entry must include the date and time the marijuana was 
dispensed. 

(f) Immunity.

(1) A registered compassion center shall not be subject 
to prosecution; search, except by the department pursuant 
to Section 5(c); seizure; or penalty in any manner or be 
denied any right or privilege, including but not limited 
to civil penalty or disciplinary action by a court or 
business licensing board or entity, solely for acting in 
accordance with this act and department regulations to 
acquire, possess, cultivate, manufacture, deliver, transfer, 
transport, supply, or dispense marijuana or related supplies 
and educational materials to registered qualifying patients, 
to registered designated caregivers on behalf of registered 
qualifying patients, or to other registered compassion 
centers. 

(2) No compassion center staffers shall be subject to 
arrest, prosecution, search, seizure, or penalty in any 
manner or denied any right or privilege, including but not 
limited to civil penalty or disciplinary action by a court 
or occupational or professional licensing board or entity, 
solely for working for a registered compassion center in 
accordance with this act and department regulations to 
acquire, possess, cultivate, manufacture, deliver, transfer, 
transport, supply, or dispense marijuana or related supplies 
and educational materials to registered qualifying patients, 
to registered designated caregivers on behalf of registered 
qualifying patients, or to other registered compassion 
centers.

(g) Prohibitions.

(1) A registered qualifying patient shall not directly, or 
through his or her designated caregiver, obtain more than 
six ounces of marijuana from registered compassion centers 
in any 30-day period.

(2) A registered compassion center may not dispense, 
deliver, or otherwise transfer marijuana to a person other 
than another registered compassion center, a registered 
qualifying patient, or a registered qualifying patient’s 
registered designated caregiver.

(3) A registered compassion center may not obtain marijuana 
from outside the state of ________.

(4) Except as provided in Section 5(a)(3), no person who has 
been convicted of an offense that was classified as a felony 
in the jurisdiction where the person was convicted may be a 
compassion center staffer. A person who works as an agent, 
volunteer, employee, principal officer, or board member of a 
registered compassion center in violation of this section is 
subject to a civil violation punishable by a penalty of up 



to $1,000. A subsequent violation of this section is a gross 
misdemeanor.

(5) A registered compassion center may not acquire usable 
marijuana or mature marijuana plants from any person other 
than another registered compassion center, a registered 
qualifying patient, or a registered designated caregiver. 
A registered compassion center is only allowed to acquire 
usable marijuana or marijuana plants from a registered 
qualifying patient or a registered designated caregiver if 
the registered qualifying patient or registered designated 
caregiver receives no compensation for the marijuana. 

(6) A person who violates paragraph (2) or (5) of this 
subsection may not be a compassion center staffer, and such 
person’s registry identification card shall be immediately 
revoked. The department may suspend or revoke a compassion 
center staffer’s registry identification card for violating 
this act. 

(7) A registered compassion center that violates paragraph 
(2) or (5) of this subsection shall immediately have its 
registration revoked, and its board members and principal 
officers may not serve as the board members or principal 
officers for any other registered compassion centers. 

Section 6. Department to Issue Regulations.

(a) Not later than 120 days after the effective date of this 
act, the department shall promulgate regulations governing 
the manner in which the department shall consider petitions 
from the public to add debilitating medical conditions or 
treatments to the list of debilitating medical conditions 
set forth in Section 3(c) of this act. In considering such 
petitions, the department shall include public notice of, 
and an opportunity to comment in a public hearing upon, the 
petitions. The department shall, after hearing, approve 
or deny a petition within 180 days of its submission. The 
approval or denial of a petition is a final department 
action, subject to judicial review. Jurisdiction and venue 
for judicial review are vested in the _____ Court.

(b) Not later than 120 days after the effective date of this 
act, the department shall promulgate regulations governing 
the manner in which it shall consider applications for and 
renewals of registry identification cards. 

(c) (1) Not later than 120 days after the effective date 
of this act, the department shall promulgate regulations 
governing the manner in which it shall consider applications 
for and renewals of registration certificates for registered 
compassion centers, including reasonable rules governing:

(A) The form and content of registration and renewal 
applications;

(B) Minimum oversight requirements for registered compassion 
centers;

(C) Minimum recordkeeping requirements for registered 



compassion centers;

(D) Minimum security requirements for registered compassion 
centers, which shall include that each registered compassion 
center location must be protected by a fully operational 
security alarm system; and

(E) Procedures for suspending or terminating the 
registration of registered compassion centers that violate 
the provisions of this act or the regulations promulgated 
pursuant to this section.

(2) The department shall design rules with the goal of 
protecting against diversion and theft, without imposing 
an undue burden on the registered compassion centers or 
compromising the confidentiality of registered qualifying 
patients and their registered designated caregivers. Any 
dispensing records that a registered compassion center 
is required to keep shall track transactions according 
to registered qualifying patients’, registered designated 
caregivers’, and registered compassion centers’ registry 
identification numbers, rather than their names, to protect 
their confidentiality.

(d) Not later than 120 days after the effective date of this 
act, the department shall issue regulations establishing 
application and renewal fees for registry identification 
cards and registered compassion center registration 
certificates. The fees shall be in accordance with the 
following parameters: 

(1) the total fees collected must generate revenues 
sufficient to offset all expenses of implementing and 
administering this act;

(2) compassion center application fees may not exceed 
$5,000;

(3) compassion center renewal fees may not exceed $1,000;

(4) the total revenue from compassion center application 
and renewal fees and registry identification card fees for 
compassion center staffers must be sufficient to offset all 
expenses of implementing and administering the compassion 
center aspects of this act, including the verification 
system; 

(5) the department may establish a sliding scale of patient 
application and renewal fees based upon a qualifying 
patient’s family income; and 

(6) the department may accept donations from private sources 
in order to reduce the application and renewal fees.

Section 7. Administering the Department’s Regulations.

(a) The department shall issue registry identification 
cards to qualifying patients who submit the following, in 
accordance with the department’s regulations:

(1) written certification;

(2) application or renewal fee;



(3) name, address, and date of birth of the qualifying 
patient, except that if the applicant is homeless, no 
address is required;

(4) name, address, and telephone number of the qualifying 
patient’s practitioner; and

(5) name, address, and date of birth of the designated 
caregiver designated, if any, by the qualifying patient; 

(6) a statement signed by the qualifying patient, pledging 
not to divert marijuana to anyone who is not allowed to 
possess marijuana pursuant to this act; and

(7) a signed statement from the designated caregiver, if 
any, agreeing to be designated as the patient’s designated 
caregiver and pledging not to divert marijuana to anyone who 
is not allowed to possess marijuana pursuant to this act. 

(b) The department shall not issue a registry identification 
card to a qualifying patient who is younger than 18 years of 
age unless:

(1) The qualifying patient’s practitioner has explained 
the potential risks and benefits of the medical use of 
marijuana to the custodial parent or legal guardian with 
responsibility for health care decisions for the qualifying 
patient; and

(2) The custodial parent or legal guardian with 
responsibility for health care decisions for the qualifying 
patient consents in writing to:

(A) allow the qualifying patient’s medical use of marijuana;

(B) serve as the qualifying patient’s designated caregiver; 
and

(C) control the acquisition of the marijuana, the dosage, 
and the frequency of the medical use of marijuana by the 
qualifying patient.

(c) The department shall verify the information contained 
in an application or renewal submitted pursuant to this 
section, and shall approve or deny an application or renewal 
within 15 days of receiving it. The department may deny 
an application or renewal only if the applicant did not 
provide the information required pursuant to this section, 
the applicant previously had a registry identification 
card revoked for violating this act, or if the department 
determines that the information provided was falsified. 
Rejection of an application or renewal is considered a final 
department action, subject to judicial review. Jurisdiction 
and venue for judicial review are vested in the _____ Court.

(d) The department shall issue a registry identification 
card to the designated caregiver, if any, who is named in a 
qualifying patient’s approved application, up to a maximum 
of one designated caregiver per qualifying patient, provided 
that the designated caregiver meets the requirements of 
Section 3(e). The department shall notify the qualifying 
patient who has designated someone to serve as his or her 
designated caregiver if a registry identification card 



will not be issued to the designated person. A designated 
caregiver shall be issued a registry identification card 
each time the designated caregiver is designated by a 
qualifying patient. 

(e) The department shall issue registry identification 
cards to qualifying patients and to designated caregivers 
within five days of approving an application or renewal. 
Each registry identification card shall expire one year 
after the date of issuance, unless the practitioner states 
in the written certification that he or she believes the 
qualifying patient would benefit from medical marijuana only 
until a specified earlier or later date, then the registry 
identification card shall expire on that date. Registry 
identification cards shall contain all of the following:

(1) Name, address, and date of birth of the qualifying 
patient;

(2) Name, address, and date of birth of the designated 
caregiver, if any, of the qualifying patient;

(3) The date of issuance and expiration date of the registry 
identification card;

(4) A random 20-digit alphanumeric identification number, 
containing at least four numbers and at least four letters, 
that is unique to the cardholder; 

(5) If the cardholder is a designated caregiver, the random 
identification number of the registered qualifying patient 
the designated caregiver is assisting; and

(6) A photograph, if the department decides to require one.

(f) The following notifications and department responses are 
required: 

(1) A registered qualifying patient shall notify the 
department of any change in his or her name, address, or 
designated caregiver, or if the registered qualifying 
patient ceases to have his or her debilitating medical 
condition, within 10 days of such change.

(2) A registered qualifying patient who fails to notify 
the department of any of these changes is subject to a 
civil infraction, punishable by a penalty of no more than 
$150. If the registered qualifying patient’s certifying 
practitioner notifies the department in writing that either 
the registered qualifying patient has ceased to suffer from 
a debilitating medical condition or that the practitioner 
no longer believes the patient would receive therapeutic or 
palliative benefit from the medical use of marijuana, the 
card is null and void upon notification by the department to 
the qualifying patient.

(3) Any registered designated caregiver or compassion center 
staffer must notify the department of any change in his 
or her name or address within 10 days of such change. A 
registered designated caregiver or compassion center staffer 
who fails to notify the department of any of these changes 
is subject to a civil infraction, punishable by a penalty of 



no more than $150.

(4) When a cardholder notifies the department of any changes 
listed in this paragraph, the department shall issue the 
cardholder a new registry identification card with new 
random 20-digit alphanumeric identification numbers within 
10 days of receiving the updated information and a $10 
fee. If the person notifying the department is a registered 
qualifying patient, the department shall also issue his or 
her registered designated caregiver, if any, a new registry 
identification card within 10 days of receiving the updated 
information.

(5) When a registered qualifying patient ceases to be 
a registered qualifying patient or changes his or her 
registered designated caregiver, the department shall notify 
the designated caregiver within 10 days. The registered 
designated caregiver’s protections under this act as to that 
qualifying patient shall expire 10 days after notification 
by the department.

(6) If a cardholder loses his or her registry identification 
card, he or she shall notify the department and submit 
a $10 fee within 10 days of losing the card. Within five 
days after such notification, the department shall issue 
a new registry identification card with a new random 
identification number to the cardholder and, if the 
cardholder is a registered qualifying patient, to the 
registered qualifying patient’s registered designated 
caregiver, if any.

(g) Mere possession of, or application for, a registry 
identification card shall not constitute probable cause or 
reasonable suspicion, nor shall it be used to support the 
search of the person or property of the person possessing 
or applying for the registry identification card. The 
possession of, or application for, a registry identification 
card shall not preclude the existence of probable cause if 
probable cause exists on other grounds. 

(h) The following confidentiality rules shall apply:

(1) Applications and supporting information submitted by 
qualifying patients and designated caregivers, including 
information regarding their designated caregivers and 
practitioners, are confidential.

(2) Applications and supporting information submitted by 
compassion centers and compassion center personnel operating 
in compliance with this act, including the physical 
addresses of compassion centers, are confidential. 

(3) The department shall maintain a confidential list of 
the persons to whom the department has issued registry 
identification cards. Individual names and other identifying 
information on the list shall be confidential, exempt from 
the _____ Freedom of Information Act, and not subject to 
disclosure, except to authorized employees of the department 
as necessary to perform official duties of the department 
and as provided in paragraph (4) of this subsection.



(4) Within 120 days of the effective date of this act, the 
department shall establish a secure, password-protected, 
Web-based verification system that is operational 24 hours 
each day, which law enforcement personnel and compassion 
center staffers can use to verify registry identification 
cards. The verification system must allow law enforcement 
personnel and compassion center staffers to enter in a 
registry identification number to determine whether or 
not the number corresponds with a current, valid ID card. 
The system shall disclose the name and photograph of the 
cardholder, but shall not disclose the cardholder’s address. 
The system shall also display the amount and quantity of 
marijuana that each registered qualifying patient received 
from compassion centers during the past 60 days. The system 
shall allow compassion center staffers to add the amount 
of marijuana dispensed to registered qualifying patients, 
directly or through their designated caregivers, and the 
date and time the marijuana was dispensed. The verification 
system must include the following data security features: 

(A) Any time an authorized user enters five invalid registry 
identification numbers within five minutes, that user cannot 
log in to the system again for 10 minutes; and 

(B) The server must reject any log-in request that is not 
over an encrypted connection. 

(4) Any hard drives containing cardholder information 
must be destroyed once they are no longer in use, and the 
department shall retain a signed statement from a department 
employee confirming the destruction. 

(5) (A) It shall be a crime, punishable by up to 180 days 
in jail and a $1,000 fine, for any person, including an 
employee or official of the department or another state 
agency or local government, to breach the confidentiality of 
information obtained pursuant to this act. 

(B) Notwithstanding this provision, this section shall not 
prevent the following notifications:

(i) Department employees may notify law enforcement about 
falsified or fraudulent information submitted to the 
department, so long as the employee who suspects that 
falsified or fraudulent information has been submitted 
confers with his or her supervisor (or at least one 
other employee of the department) and both agree that 
circumstances exist that warrant reporting;

(ii) The department may notify state or local law 
enforcement about apparent criminal violations of this act, 
provided that the employee who suspects the offense confers 
with his or her supervisor and both agree that circumstances 
exist that warrant reporting; and 

(iii) Compassion center staffers may notify the department 
of a suspected violation or attempted violation of this act 
or the regulations issued pursuant to it. 

(i) Any cardholder who sells marijuana to a person who is 
not allowed to possess marijuana for medical purposes under 



this act shall have his or her registry identification card 
revoked, and shall be subject to other penalties for the 
unauthorized sale of marijuana. The department may revoke 
the registry identification card of any cardholder who 
violates this act, and the cardholder shall be subject to 
any other penalties for the violation.

(j) The department shall submit to the legislature an annual 
report that does not disclose any identifying information 
about cardholders, compassion centers, or practitioners, 
but does contain, at a minimum, all of the following 
information:

(1) The number of applications and renewals filed for 
registry identification cards;

(2) The number of qualifying patients and designated 
caregivers approved in each county;

(3) The nature of the debilitating medical conditions of the 
qualifying patients;

(4) The number of registry identification cards revoked;

(5) The number of practitioners providing written 
certifications for qualifying patients;

(6) The number of registered compassion centers; and 

(7) The number of compassion center staffers.

(k) Where a state-funded or locally funded law enforcement 
agency encounters an individual who, during the course of 
the investigation, credibly asserts that he or she is a 
registered cardholder or an entity whose personnel credibly 
assert that it is a compassion center, the law enforcement 
agency shall not provide any information from any marijuana-
related investigation of the person to any law enforcement 
authority that does not recognize the protection of this 
act and any prosecution of the individual, individuals, 
or entity for a violation of this act shall be conducted 
pursuant to the laws of this state.

(l) The application for qualifying patients’ registry 
identification cards shall include a question asking whether 
the patient would like the department to notify him or 
her of any clinical studies regarding marijuana’s risk or 
efficacy that seek human subjects. The department shall 
inform those patients who answer in the affirmative of any 
such studies it is notified of that will be conducted in the 
United States.

Section 8. Affirmative Defense and Dismissal for Medical 
Marijuana.

(a) Except as provided in Section 9, a patient may assert 
the medical purpose for using marijuana as a defense to 
any prosecution of an offense involving marijuana intended 
for the patient’s medical use, and this defense shall be 
presumed valid where the evidence shows that:

(1) A practitioner has stated that, in the practitioner’s 



professional opinion, after having completed a full 
assessment of the patient’s medical history and current 
medical condition made in the course of a bona fide 
practitioner-patient relationship, the patient is likely to 
receive therapeutic or palliative benefit from the medical 
use of marijuana to treat or alleviate the patient’s serious 
or debilitating medical condition or symptoms associated 
with the patient’s serious or debilitating medical 
condition; and

(2) The patient and the patient’s designated caregiver, 
if any, were collectively in possession of a quantity of 
marijuana that was not more than was reasonably necessary to 
ensure the uninterrupted availability of marijuana for the 
purpose of treating or alleviating the patient’s serious or 
debilitating medical condition or symptoms associated with 
the patient’s serious or debilitating medical condition; and

(3) The patient was engaged in the acquisition, possession, 
cultivation, manufacture, use, or transportation of 
marijuana, paraphernalia, or both, relating to the 
administration of marijuana solely to treat or alleviate 
the patient’s serious or debilitating medical condition 
or symptoms associated with the patient’s serious or 
debilitating medical condition.

(b) A person may assert the medical purpose for using 
marijuana in a motion to dismiss, and the charges shall be 
dismissed following an evidentiary hearing where the person 
shows the elements listed in subsection (a).

(c) If a patient demonstrates the patient’s medical purpose 
for using marijuana pursuant to this section, except as 
provided in Section 9, the patient and the patient’s 
designated caregiver shall not be subject to the following 
for the patient’s use of marijuana for medical purposes:

(1) disciplinary action by an occupational or professional 
licensing board or bureau; or

(2) forfeiture of any interest in or right to non-marijuana, 
licit property. 

Section 9. Scope of Act.

(a) This act shall not permit any person to do any of the 
following, nor shall it prevent the imposition of any civil, 
criminal, or other penalties for any such actions:

(1) Undertake any task under the influence of marijuana, 
when doing so would constitute negligence or professional 
malpractice;

(2) Possess marijuana, or otherwise engage in the medical 
use of marijuana:

(A) in a school bus;

(B) on the grounds of any preschool or primary or secondary 
school; or



(C) in any correctional facility.

(3) Smoke marijuana:

(A) on any form of public transportation; or

(B) in any public place.

(4) Operate, navigate, or be in actual physical control of 
any motor vehicle, aircraft, or motorboat while under the 
influence of marijuana. However, a registered qualifying 
patient shall not be considered to be under the influence 
of marijuana solely because of the presence of metabolites 
or components of marijuana that appear in insufficient 
concentration to cause impairment.

(5) Use marijuana if that person does not have a serious or 
debilitating medical condition.

(b) Nothing in this act shall be construed to require:

(1) A government medical assistance program or private 
health insurer to reimburse a person for costs associated 
with the medical use of marijuana;

(2) Any person or establishment in lawful possession of 
property to allow a guest, client, customer, or other 
visitor to use marijuana on or in that property. This act 
shall not limit a person or entity in lawful possession 
of property, or an agent of such person or entity, from 
expelling a person who uses marijuana without permission 
from their property and from seeking civil and criminal 
penalties for the unauthorized use of marijuana on their 
property; or 

(3) An employer to accommodate the ingestion of marijuana 
in any workplace or any employee working while under the 
influence of marijuana, provided that a qualifying patient 
shall not be considered to be under influence of marijuana 
solely because of the presence of metabolites or components 
of marijuana that appear in insufficient concentration 
to cause impairment. This act shall in no way limit an 
employer’s ability to discipline an employee for ingesting 
marijuana in the workplace or working while under the 
influence of marijuana.

(c) Fraudulent representation to a law enforcement official 
of any fact or circumstance relating to the medical use of 
marijuana to avoid arrest or prosecution shall be punishable 
by a fine of $500, which shall be in addition to any other 
penalties that may apply for making a false statement or for 
the use of marijuana other than use undertaken pursuant to 
this act.

Section 10. Enforcement of this Act.

(a) If the department fails to adopt regulations to 
implement this act within 120 days of the effective date of 
this act, a qualifying patient or a prospective board member 
or prospective principal officer of a compassion center may 
commence an action in ____ court to compel the department to 



perform the actions mandated pursuant to the provisions of 
this act.

(b) If the department fails to issue a valid registry 
identification card in response to a valid application or 
renewal submitted pursuant to this act within 20 days of 
its submission, the registry identification card shall be 
deemed granted, and a copy of the registry identification 
application or renewal shall be deemed a valid registry 
identification card.

(c) If at any time after the 140 days following the 
effective date of this act the department is not accepting 
applications, including if it has not created regulations 
allowing qualifying patients to submit applications, a 
notarized statement by a qualifying patient containing the 
information required in an application, pursuant to Section 
7(a)(2-5) together with a written certification shall be 
deemed a valid registry identification card.

Section 11. Severability.

Any section of this act being held invalid as to any person 
or circumstances shall not affect the application of any 
other section of this act that can be given full effect 
without the invalid section or application.

Section 12. Date of Effect.

This act shall take effect upon its approval.
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