
Pennsylvania 
MEDICAL Scx::1E~ 

MEDICAL CANNABIS HEARING TESTIMONY 
House Health and Judiciary Committees 

March 24, 2015 

Good morning, Chairmen Baker, Marsico, Fabrizio and Petrarca, and members of 
the House Health and Judiciary Committees. I am Charles Cutler, MD, an internal 
medicine physician from Montgomery County and Vice President of the 
Pennsylvania Medical Society. Thank you for the opportunity to present the 
Medical Society's views on medical cannabis and Senate Bill 3, which would 
legalize marijuana for medical use in P~nnsylvania. 

The medicinal use of marijuana is a controversial issue nationwide. We are well 
aware of the urgent need some patients express in gaining access to potential new 
treatments using marijuana or its derivates - for example children with seizure 
disorder or veterans suffering from PTSD. We are also well aware of the urgent 
push to legalize medical marijuana by advocates for the growers of medical 
marijuana,.firms that service the medical marijuana industry in other states, and 
those that stand to benefit from the business of medical marijuana here in 
Pennsylvania. They indeed raise compelling anecdotal patient stories and 
important business reasons to consider legalizing medical marijuana. But there is 
no compelling medical consensus to do so at this time. 

The Pennsylvania Medical Society represents the voice of organized medicine in 
our Commonwealth. Our physician leaders and Trustees discussed the issue of 
medical marijuana at our February Board of Trustees meeting earlier this year in 
light of pending legislative activity in this area. Please note that our Board is 
comprised of 38 physicians from all over Pennsylvania and from many different 
medical specialties and represents a wide range of medical opinion and practice. 



At that that meeting the P AMED Board voted unanimously to advocate that the 
state legislature delay legalizing marijuana for medical use and instead fund more 
research and work with federal authorities to make it easier for scientists and 
researchers, like those here at Penn, to further study the safety and efficacy of 
medical marijuana. 

Despite how the Medical Society has been painted by some of your legislative 
colleagues, our position is not a pro or con position - it is a let's learn more 
position. Let's learn more about how and why this works and for whom, rather 
than base treatment on anecdote and political interest. Let's set medical policy on 
sound, safe science. Pennsylvania physicians are asking you to not legislate the 
practice of medicine. Instead, let's let medical research inform our position. If 
you truly want to legislate oil this issue we urge you to appropriate more funding to 
research and work with Federal authorities to make the research easier. And, ifthe 
General Assembly is going to legalize meqical marijuana, at least invest in the 
scientific study of its impact here in Pennsylvania so we can begin to answer some 
of the questions that are not answerable today. 

The research shows some promise, but also some concern. We are well aware of 
the use of medical marijuana to treat nausea or increase appetite in patients being 
treated for cancer. There are some studies of medical marijuana being used to treat 
diseases of the eye, such as glaucoma. We acknowledge there is a great deal of on
going research in progress now. Let's let that research continue and then base our 
decision to legalize marijuana's use to treat patients on that science. Let's be sure 
that we are first doing no harm. 

Glaucoma is a serious eye-disease that if left untreated can cause blindness - let 
me reiterate - blindness. Do you not think that if medical marijuana was effective 
in treating glaucoma ophthalmologists would be knocking at your doors to legalize 
it? How many ophthalmologists have you heard from in this debate? Do you 
know that the American Academy of Ophthalmology recently reiterated their 
position that marijuana is not a proven treatment for glaucoma? There is no 
evidence of its long term efficacy in changing the course of the disease. The AAO 
represents over 32,000 eye doCtors worldwide and that is their official position. 
Did you know that the American Glaucoma Society warns that the use of 
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marijuana to treat glaucoma may in fact be damaging to the eye long-term, and the 
Society has called for long-term study to evaluate the effect of marijuana on the 
health of the optic nerve. More research is needed. 

Let's take just a moment to discuss the use of cannabidiol oil to treat children with 
seizure disorders, which has received much recent media attention. A December 
16, 2014 article in Medpage Today reports on two surveys of parents of children 
with severe seizure disorders, presented at the American Epilepsy Society (AES) 
annual meeting, which found high rates of perceived efficacy, particularly for 
Lennox-Gastaut syndrome and infantile spasms. Promising, right? 

Unfortunately, read further and you find that the authors of those studies agreed 
that the results were "too good to be true" and were in direc~ conflict with their 
own experiences seeing patients taking cannabidiol-based products. Responder 
rates were three times as high among patients whose families had just moved to 
Colorado as compared to those of established residents, a fairly clear indication of 
parental bias in reporting responses to treatment. One of the researchers said he 
had seen children seizing in his office despite parents' assurance that they were 
now seizure-free. And in chart reviews, parent-reported responders with EEG data 
available showed no objective improvement. More research is needed. 

Do you not think that if medical marijuana showed tremendous progress in the 
treatment of seizure disorders in children the American Academy of Pediatrics -
representing 62,000 pediatricians nationwide, would be clamoring for its 
legalization? They aren't. In fact, four weeks ago they released a position paper 
reaffirming their opposition to legalizing marijuana for recreation or medical use. 
And while they recognized that some children who may benefit from cannabinoids 
cannot wait for a meticulous and lengthy research process, they urge tremendous 
caution even in its compassionate use in children with debilitating or life-limiting 
diseases. 



Critics of the medical profession's position on medical marijuana have argued that 
many drugs have deleterious effects on patient health - for example certain 
chemotherapies used in cancer treatment. But because of well controlled, clinical 
research we know what the harm of those medications is and physicians can take a 
rational, scientific approach to assess the pros and cons of their use in conversation 
with their patients. We cannot do that with cannabis. 

Critics of the medical profession's position have also argued that there is plenty of 
science. Our position is that there is not. And that's not just our position, it is the 
position of pretty much every national, mainstream medical society that has looked 
at this issue. That includes the American Medical Association, the American 
Academy of Pediatrics, the American Psychiatric Association, the American 
Neurological Association, and the American Academy of Family Physicians. In an 
informal survey our medical soCiety did of other state medical societies we found 
that there are no state medical societies that have endorsed the -µse of medical 
marijuana. Some were more against it than others for political reasons, but none 
endorsed it. Not one. None. Zero. Why? Because physicians know that more 
research is needed. 

Do you not think that if there were ample and convincing research that medical 
marijuana showed significant improvement in a patient's disease physicians that 
medical societies would be beating down your doors for legalization? Instead, we 
are asking you to wait. Let's learn from on-going research and then reconsider our 
position. 

Our call for more research to study its effects before legalizing its use is a common 
sense, horse before the cart approach. It is not satisfying to some patients who are 
desperately seeking relief for their illnesses and conditions. But without further, 
well designed and controlled studi.es of how and why medical marijuana works for 
some individuals and not others, Pennsylvania's physicians will be treating patients 
based on anecdote and promises rather than solid medical research and knowledge. 
And that is not how physicians are taught to practice medicine. 



We have prepared a white paper titled "Is Marijuana Medicine?" that goes into 
much more depth on these concerns, and we're providing you with a copy of that 
paper along with this testimony. 

Let me now address some more specific concerns with Senate Bill 3, beginning 
with provider liability. Section 705 of the bill provides that the Commonwealth 
can't be held liable for any deleterious outcomes resulting from the medical use of 
cannabis by a registered patient. We find that telling, and commend the sponsors 
for their prudence, given the paucity of scientific evidence supporting the safety 
and efficacy of medical marijuana. However, if the General Assembly is going to 
go forward with this legislation the same protection must be given to the health 
care practitioners who are actually expected to "recommend" non-FDA approved 
marijuana concoctions to their patients. Act 139 or2014, the new·naloxone law, 
provides a template for an appropriate degree of provider liability protection. It 
decrees that a licensed health care professional who, acting in good faith, 
prescribes or dispenses naloxone shall not be subject to any criminal or civil 
liability or any professional disciplinary action for such prescribing or dispensing, 
or for any outcomes resulting from the eventual administration of naloxone. 
Practitioners who recommend state-endorsed but non-FDA approved marijuana to 
their patients in good faith should enjoy the same degree of liability protection as 
practitioners who prescribe FDA-approved naloxone to first responders. 

Another needed addition to the bill is a robust patient registry, where researchers 
can examine the results reported by practitioners whose patients are using medical 
marijuana for an approved disease or condition. For all of the potential downsides 
associated with premature legalization, a registry would provide a rich source of 
data that could be mined to improve our understanding of the benefits or harm 
associated with medical marijuana. 

Finally, we are also concerned about the magnitude of the undertaking envisioned 
in this legislation. Senate Bill 3 would authorize up to 65 growers and another 65 
processors, far more than would seem necessary to provide marijuana-based 
products to a defined subset of patients with specifically enumerated conditions. 



The bill sets up a massive bureaucracy of licenses, certifications, registrations, 
permits, fees, surcharges, access cards, regulations, subpoena powers and other 
administrative requirements tantamount to creating an entire industry in one fell 
swoop. And, it permits medical marijuana to be "recommended" by physicians, 
CRNPs, podiatrists, nurse midwives and physician assistants. To call that overkill 
would be an understatement. Please excuse us if we worry out loud that this looks 
more like the development of the infrastructure for legalization of full-blown 
recreational use than an effort to grow and process enough marijuana for controlled 
medical use. 

Let me close with the following rhetorical questions. They're rhetorical questions 
because at this point we can't answer them, and neither can you. Even if we 
assume that marijuana has promising medical indications: 

• What is the ideal combination of THC and cannabidiol for each disease or 
condition? 

• How important are the trace elements (there are many) in marijuana? 

• What is the appropriate dosage, and how frequently should it be 
administered? 

• What is the best route of administration - oil, tincture, edible, smoked or 
vaped? 

• What are the possible side effects? 

• What are the long-term effects? 

• What are the contraindications (don't take it with, or if . .. ) 

The Pennsylvania Medical Society believes a compelling case exists for a serious 
scientific examination of the potential medical use of marijuana. That is why five 
years ago we joined the AMA in urging that marijuana's status as a federal 
Schedule I controlled substance be reviewed, with the goal of facilitating the 
conduct of clinical research and development of cannabinoid-based medicines. 
Despite the federal hurdles, serious research is under way on the use of cannabidiol 
to treat seizure disorders in children. The results of at least some of that research 
will be forthcoming soon, and we urge you to delay action on this bill until those 
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results are released. And if you must act, we urge you to scale back this overly 
ambitious proposal. 

Pennsylvania physicians are in the business of caring and curing. Let's make sure 
we're opening a hope chest, and not a Pandora's Box. Thank you, and I'll be 
happy to answer any questions you may have. 
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IS MARIJUANA MEDICINE? 

Introduction 

The idea of marijuana as medicine is not new. Historians tell us that the ancient Chinese, 

Egyptians and Greeks used cannabis to treat a variety of conditions, ranging from constipation 

to hemorrhoids, nosebleeds, tapeworms, and even hair loss. More recently, cannabis was 

included as an ingredient in many patent medicines sold in the United States during the 1800s. 

In the 1970s, research suggested that marijuana might be useful in reducing intraocular 

pressure in glaucoma patients, and today advocates of legalization assert that it can be used to 

treat conditions like muscle spasms, pain and nausea. To date two oral synthetic marijuana 

medications - Marino! and Cesamet - have been approved for use in the United States. 

Marinol is approved to treat nausea and vomiting associated with cancer chemotherapy in 

patients who have failed to respond adequately to conventional treatments, and to treat 

appetite loss associated with weight loss in people with AIDS. Cesamet is approved for 

treatment of chemotherapy-induced nausea and vomiting that has not responded to 

conventional antiemetics. 

However, even the ancients recognized that cannabis has another side, and they were well 

aware of its psychoactive properties. It is that psychoactive effect that led the U.S. 

government, after enactment of the Controlled Substances Act in 1970, to classify marijuana as 

a Schedule I drug. Under the Act, a Schedule I drug is one that: 

1. Has a high potential for abuse. 

2. Has no currently accepted medical use in treatment in the United States. 

3. Lacks accepted safety for use of the drug or other substance under medical 

supervision. 

Marijuana's status as a Schedule I drug presents barriers to researchers who wish to study its 

possible medical uses, as prospective investigators must successfully navigate a time consuming 

regulatory gauntlet in order to gain the necessary permission to go forward. Those hurdles 

have resulted in a dearth of credible research demonstrating the safety and efficacy of medical 

marijuana. 
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For the past several years there has been growing pressure on the U.S. Food and Drug 

Administration (FDA) to relax marijuana's Schedule I status to facilitate medical research, with 

organizations like the American Medical Association (AMA) and Pennsylvania Medical Society 

(PAM ED) calling on the government to open the door to studies of the drug's possible use to 

treat various diseases and conditions. 

Despite the shortage of adequate studies, public support for legalization of medical marijuana 

has increased significantly since the 2013 release of the CNN documentary, "Weed."i In that 

documentary, Dr. Sanjay Gupta related the success some parents reported in treating children 

suffering from severe epileptic seizure disorders with cannabidiol (CBD) oil extracted from the 

main non-psychoactive component of marijuana. 

Currently eleven states have legalized CBD for medical use, while 23 others have gone farther 

and, at least to some degree, approved both CBD and delta-9-tetrahydrocannabinol (THC), 

marijuana's psychoactive component. To date Pennsylvania is among the remaining states that 

have not legalized medical marijuana. 

Given the known adverse effects associated with marijuana, and lack of solid evidence 

demonstrating safety and efficacy, PAM ED does not currently support legalization of medical 

cannabis. However, we believe there is sufficient anecdotal and small-study evidence to 

warrant a relaxation of its Schedule I status to facilitate larger, vigorous, controlled, double

blinded studies for a number of diseases and conditions, particularly CBD for seizure disorders 

in children. 

In this paper we will first provide a brief overview of what we know and don't know about the 

chemical components of the cannabis plant, and why much of what we know is of concern. 

Second, we will discuss the lack of credible medical marijuana research, and the reasons for 

that deficiency. Third, we will outline some of the ancillary risks associated with legalized 

medical marijuana, such as increased recreational use and diversion. Fourth, we will provide an 

overview of state medical marijuana laws, and position statements of key health care 

organizations. The paper will close with a list of important unanswered questions that reinforce 

the need for credible scientific research and clinical studies before medical marijuana should be 

legalized. 
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Specific concerns addressed in the paper include the following: 

• We don't know enough about what's in marijuana, though we do know, per a 1975 

study cited by the University of Washington's Alcohol & Drug Abuse Institute, that 

marijuana smoke contains a similar range of harmful chemicals to that of tobacco 

smoke, including bronchial irritants, tumor promoters and carcinogens.ii 

• The lack of credible studies supporting anecdotal reports that CBD aids children with 

epileptic seizure disorders. 

• Legal barriers that continue to impede needed research and clinical trials. 

• Approved medications (Marinol and Cesamet) exist, but, especially in the case of 

Cesamet, they can have significant side effects. 

• Dosing difficulties and known health risks associated with smoked marijuana. 

• Diversion and increased recreational use and abuse in states with legalized medical 

marijuana. 

What is in marijuana? 

Much of the attention focused on marijuana is directed toward two of its cannabinoid 

components: THC and CBD. THC is the psychoactive component of marijuana, responsible for 

both its mind-altering effect and its suggested benefit in treating some conditions like nausea in 

cancer patients. CBD is thought to have little, if any, psychoactive effect, and its possible use to 

treat children with severe epileptic seizure disorders, such as Dravet syndrome, has been well 

publicized in the popular media. 

However, there's much more to marijuana than THC and CBD. Indeed, to say that cannabis is a 

complex substance would be an understatement. According to the 2004 textbook Drugs, 

Society and Human Behavior, there are more than 400 known chemicals in marijuana, and 

between 60 and 80 of them are unique to the cannabis plant. iii Those chemicals are called 

cannabinoids, and many of them have been little studied and are poorly understood, one of 

PAMED's causes for concern. 

We do know that marijuana and tobacco smoke contain many of the same chemical 

constituents, including many carcinogenic chemicals known to be toxic to respiratory tissue. A 

1997 paperiv by Donald Tash kin, MD, at the UCLA School of Medicine, states the following: 

Analysis of the smoke contents of marijuana and tobacco reveals much the same gas 

phase constituents, including chemicals known to be toxic to respiratory tissue 
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(Hoffmann et al. 1975; Novotny et al. 1982}. Moreover, these gas phase components are 
present in somewhat similar concentrations in the smoke generated from the same 
quantity of marijuana and tobacco. The particulate phase (tar) constituents of marijuana 
and tobacco smoke are also generally similar, with the major exception that marijuana 
contains tekahydrocannabinol (THC} and scores of other ///C-Jike (cannabinoid) 
compounds not found in tobacco, while tobacco tar contains nicotine not found in 
marijuana. With regard to the carcinogenic potential of marijuana, it is noteworthy that 
the tar phase of marijuana smoke contains many of the same carcinogenic compounds 
contained in tobacco smoke, including polycyclic aromatic hydrocarbons, such as 
benz[a]pyrene, which was recently identified as a key factor promoting human Jung 
cancer (Denissenko et al. 1996). 

Cannabidiol and seizure disorders- promising, but where's the data? 

Many Americans are familiar with the story of Charlotte Figi, the young girl featured in Dr. 

Sanjay Gupta's CNN documentary, "Weed." Charlotte suffers from a rare and severe form of 

epilepsy known as Dravet syndrome, and according to her parents was experiencing 300 grand 

mal seizures per week before treatment with CBD oil reduced that number to single digits. 

Other parents have reported similar results, and there is a growing belief that CBD-based 

medications may be a viable option for those severely ill children. 

Nevertheless, hard proof of efficacy remains lacking, and as reported in Medpage Today, two 

reports presented at the 2014 annual meeting of the American Epilepsy Society demonstrate 

the risk of approving medications based on anecdotal evidence.v 

One, led by Kevin Chapman, MD, of Children's Hospital of Colorado in Denver, was a medical 

chart review of 75 children treated at his center. The other, led by Shaun Hussain, MD, of 

Mattel Children's Hospital at the University of California Los Angeles, was an online survey 

promoted to parents of children with infantile spasms, Lennox-Gastaut syndrome, and Dravet 

syndrome. 

In those surveys, parents of children with severe seizure disorders reported high rates of 

efficacy from treatment with CBD-based products. However, Chapman found what he called a 

fairly clear indication of parental bias in reporting responses to treatment, and said he had seen 

children seizing in his office despite parents' assurance that they were now seizure free. And in 

chart reviews, parent-reported responders with EEG data available showed no objective 

improvement. 
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Hussain called the parents' reported positive response rates "astronomical," and "too good to 

be true." Both researchers concluded that well-controlled, randomized studies are needed. 

Reinforcing that need, a new technical report from the American Academy of Pediatrics states 

that "there are no published studies on the use of cannabinoids or marijuana to treat health 

conditions in children or adolescents."vi 

Epidiolex - answers are coming 

Those studies are under way. In 2013 the FDA granted approval for GW Pharmaceuticals, a 

United Kingdom-based pharmaceutical company, to conduct studies on a CBD medication for 

use in treating children with severe forms of epilepsy. The drug, Epidiolex, is reported to be a 

pure form of CBD, the non-psychoactive component of marijuana that has generated positive 

anecdotal evidence of efficacy. 

Early open label studies of Epidiolex have been promising (an open label study is one in which 

researchers and patients know that patients are receiving the drug and not a placebo). One of 

those open label Phase 1/2 studies is being conducted at the Children's Hospital of 

Philadelphia. 

As a result, in October 2014 the company announced that it was commencing a Phase 2/3 

randomized double-blind, placebo-controlled (RDBPC) study of the medication - medicine's 

"gold standard" of research design. Additional Phase 3 studies are planned for this year in both 

Dravet syndrome and Lennox-Gastaut syndrome, another severe childhood epileptic seizure 

disorder. 

Hopefully, these studies will produce much needed hard evidence of the safety and efficacy of 

CBD-based seizure medications. They may also answer questions that have arisen from earlier 

studies regarding the effect of CBD-based medications on blood levels of other anti-epileptic 

drugs (AEDs) that a patient is taking, an important factor to be considered by a treating 

physician. 

Legal impediments - why research on safety and efficacy is lacking 

Proponents of legalization point to dozens, if not hundreds of studies that have been conducted 

around the world demonstrating marijuana's benefit in treating various maladies. However, 
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few of them have met medicine's "gold standard" of large randomized, double-blinded 

placebo-control (RDBPC) studies, in which participants, investigators and study staff are all 

blinded to assure a lack of bias in the study results. 

A March 2014 article in WebMD, notes that according to J. Michael Bostwick, MD, a psychiatrist 

at the Mayo Clinic and author of a review of medical marijuana research, few of these studies 

followed such a controlled clinical trial, and most of them had fewer than 200 patients. vii So 

doubt continues about marijuana's value and who it really can help, he says in the article. 

The website ProCon.org lists a total of 61 peer reviewed studies conducted worldwide between 

1990 and 2014, spread over 16 different diseases or conditions. Of those 61 studies, only 27 

were double-blinded, and only 17 were double-blinded with positive results. Of those 17, six 

short-term studies (some as short as two weeks) suggested reduced spasticity in Multiple 

Sclerosis, clearly warranting further examination. viii 

In addition to being predominantly short-term, many of those 17 positive, peer reviewed, 
double-blinded studies involved a small number of participants, were not Phase 3 trials, or used 
terms like "might" or "may" to describe their results, suggesting the need for further research. 
Especially lacking are studies of the long-term effects of marijuana use to treat chronic 
conditions. 

In contrast, one study cited by Unimed Pharmaceuticals, maker of FDA-approved Marino!, for 
use as an antiemetic (anti-vomiting and nausea medication), studied 454 cancer patients who 
received a total of 750 courses of treatment in various malignancies.ix Studies of this scope and 
magnitude are more in line with the established process for determining a medication's safety 
and efficacy. 

Much of the data in existence today comes from surveys of patients who were using marijuana, 

studies involving small numbers of patients, and open label studies in which investigators and 

patients knew what the patients were taking. These surveys and studies are generally 

considered to be less reliable than RDBPC studies, due to the increased potential for patient 

bias and subjectivity. As previously noted, the lead researcher of one such recent survey was 

skeptical of the results, calling them too good to be true. 

The paucity of reliable research into the safety and efficacy of medical marijuana is a direct 

result of marijuana's status as a Schedule I drug. As such, would-be researchers must go 

through a strenuous review process conducted by the U.S. Department of Health and Human 

Services (HHS). Once an application has been scientifically evaluated and approved, 

researchers must then complete paperwork necessary for projects involving both human 
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participants and a Schedule I controlled substance. When the above steps have been 

completed, investigators then contact the National Institute on Drug Abuse (NIDA) Drug Supply 

Program to place an order for marijuana with specific THC concentrations. C1:1rrently NIDA, an 

agency within the National Institutes of Health (NIH), is the only legal source of marijuana for 

medical research in the United States. 

Many nations, including the United States, are signatories to the Single Convention on Narcotic 

Drugs, a 1961 treaty whose principal objective is to limit the possession, use, trade in, 

distribution, import, export, manufacture and production of drugs exclusively to medical and 

scientific purposes and to address drug trafficking through international cooperation to deter 

and discourage drug traffickers. 

The Convention lists cannabis as a Schedule I drug, in the same category as drugs like cocaine 

and heroin, and requires signatory nations to place the cultivation and control of cannabis in 

the hands of a single government agency. As a result, conducting medical marijuana research 

in many other nations has been hampered in the same manner as it has been in the United 

States. 

FDA-approved cannabinoid medicines exist 

As mentioned above, despite regulatory hurdles two drugs containing cannabinoid compounds 

have been approved by the FDA and are available in the U.S. in prescription form. Both have 

been available since the 1980s. 

Marino! is a Schedule Ill drug that comes in pill form, though it is being studied by researchers 

for delivery in other forms, such as via inhaler or patch. Marinol's active ingredient is a 

synthetic form of THC, and it is prescribed to relieve nausea associated with cancer 

chemotherapy and loss of appetite in AIDS patients. 

Cesamet is a Schedule II drug, available in capsule form by prescription. Like Marino!, it utilizes 

a synthetic THC-like cannabinoid and is also used to treat chemotherapy-associated nausea. 

While all drugs have potential risks and side effects, a review of the risk information associated 

with Cesamet provided by its maker, Meda Pharmaceuticals, reveals much about the need for 

caution in approving marijuana for medical use. According to Meda, Cesamet can cause 

patients to see and hear things that are not real and can affect a patient's mental state. x For 

this reason the company recommends that other drugs should be tried before Cesamet is 
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prescribed. Further, Meda warns that Cesamet can be abused, and states that prescriptions 

should only last for a few days. 

Risks associated with marijuana as a smoked medication 

Currently there are no FDA-approved marijuana medications that are smoked. In addition to 

the difficulty in administering standardized, regulated dosages, smoking marijuana exposes 

patients to many of the same carcinogens found in tobacco cigarettes. 

According to the American Lung Association, marijuana smoke, like tobacco smoke, contains 33 

cancer-causing chemicals. As set forth previously, marijuana smoke also deposits tar into the 

lungs. Further, the Lung Association asserts that when equal amounts of marijuana and tobacco 

are smoked, marijuana deposits four times as much tar into the lungs, because marijuana joints 

are un-filtered and often more deeply inhaled than cigarettes. xi 

The National Institute on Drug Abuse (NIDA) states that marijuana smoke is an irritant to the 

lungs, and frequent marijuana smokers can have many of the same respiratory problems 

experienced by tobacco smokers, such as daily cough and phlegm production, more frequent 

acute chest illness, and a heightened risk of lung infections.xii One study referenced by NIDA 

found that people who smoke marijuana frequently but do not smoke tobacco have more 

health problems and miss more days of work than those who don't smoke marijuana, mainly 

because of respiratory illnesses. 

According to the American Thoracic Society, marijuana smoking can cause other problems in 

the lungs. Large air sacs in the lung, called bullae can develop. xiii This often happens in younger 

marijuana smokers (less than 45 years old). Bullae can cause marijuana smokers to be short of 

breath, and if they rupture they can be life-threatening. 

Marijuana edibles and the risk of diversion 

According to a January 23, 2015, Associated Press story, marijuana-related calls to poison 

control centers in Washington and Colorado have spiked since those states began allowing legal 

sales of marijuana.xiv And while both states have now legalized recreational marijuana, the 

article makes it clear that in Washington those calls "began rising steadily several years ago as 

medical marijuana dispensaries started proliferating in the state." 
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Alex Garrard, clinical managing director of the Washington Poison Control Center, says in the 

article that many of the products involved in the state's exposure cases are found at the state's 

unregulated medical marijuana dispensaries, and not in licensed recreational shops, which are 

prohibited from selling the kinds of edibles that might appeal to children. 

Last year a Colorado fourth grader brought a marijuana edible to school and gave it to a 

classmate, and more recently, in February 2015 nine students at a Colorado high school 

admitted involvement in marijuana-infused edibles being distributed and used at their school.xv 

And, a 2011 Colorado study reached this disturbing conclusion: "diverted medical marijuana 

use among adolescent patients in substance abuse treatment is very common and adolescents 

who used medical marijuana reported an increased level of deleterious behaviors."xvi 

According to the study, approximately 74% of the adolescents in substance treatment had used 

someone else's medical marijuana, and they reported using diverted medical marijuana a 

median of 50 times. 

These findings are particularly worrisome in light of a review in the February 2015 Journal of 

Developmental & Behavioral Pediatrics, the official journal of the Society for Developmental 

and Behavioral Pediatrics, stating that a growing body of evidence links cannabis to "long-term 

and potentially irreversible physical, neurocognitive, psychiatric, and psychosocial adverse 

outcomes. "xvii 

Given these concerns, policymakers should strongly consider the significant downside 

associated with marijuana edibles, even if only intended for medical use. 

Medical marijuana and increased recreational use/abuse 

In addition to the risk of diversion, legalization of marijuana for medical use has been 

demonstrated to increase recreational use and abuse of the drug. 

A 2011 study by researchers at Columbia University used two national surveys - the National 

Epidemiologic Survey on Alcohol and Related Conditions (NESARC), and the National Survey on 

Drug Use and Health (NSDUH)-to measure past-year cannabis use.xviii Together the two 

surveys obtained responses from over 100,000 individuals. 

The results showed that the odds of marijuana use were 1.92 times higher among residents of 

states with medical marijuana laws than in states without such laws. The odds of marijuana 
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abuse/dependence were 1.81 times higher in states with legalized medical marijuana than in 

states where medical marijuana has not been legalized. 

And, a 2015 study shows that states that allow dispensaries (as does Pennsylvania's Senate Bill) 

face a greater risk of increased recreational use and related negative consequences relative to 

other medical marijuana law policy frameworks. xix 

Thus, policymakers must recognize that legalization of medical marijuana is likely to have a 

spillover effect, with resulting higher rates of recreational use, abuse and dependence than 

currently exist in the Commonwealth. 

State laws 

Currently 23 states have enacted laws legalizing, at least to some degree, medical marijuana 

containing both CBD and THC. Those states are: Alaska, Arizona, California, Colorado, 

Connecticut, Delaware, Hawaii, Illinois, Maine, Maryland, Massachusetts, Michigan, Minnesota, 

Montana, Nevada, New Hampshire, New Jersey, New Hampshire, New York, Oregon, Rhode 

Island, Vermont and Washington. 

Another 11 states have passed more limited, low THC/high CBD, medical marijuana laws. Those 

states are: Alabama, Florida, Iowa, Kentucky, Mississippi, Missouri, North Carolina, South 

Carolina, Tennessee, Utah and Wisconsin. 

States allowing recreational marijuana use are Alaska, Colorado and Washington, to be joined 

by Oregon on July 1, 2015. 

The Pennsylvania Medical Society position on medical marijuana 

The Pennsylvania Medical Society's position on medical marijuana closely mirrors that of the 

American Medical Association (AMA). Like the AMA, PAM ED has called for further adequate 

and well-controlled studies of marijuana and related cannabinoids in patients who have serious 

conditions for which preclinical, anecdotal, or controlled evidence suggests possible efficacy. 

PAM ED has also joined the AMA in urging that marijuana's status as a federal Schedule I 

controlled substance be reviewed with the goal of facilitating the conduct of clinical research 

and development of cannabinoid-based medicines, and alternate delivery methods, though 

both organizations have emphasized that this should not be viewed as an endorsement of 

state-based medical cannabis programs, the legalization of marijuana, or that scientific 
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evidence on the therapeutic use of cannabis meets the current standards for a prescription 

drug product. 

And like the AMA, PAM ED has called on the National Institutes of Health (NIH) to implement 

administrative procedures to facilitate grant applications and the conduct of well-designed 

clinical research into the medical utility of marijuana. 

PAM ED has additionally gone on record as specifically expressing support for large randomized, 

double-blinded placebo-control (RDBPC) studies using CBD oil to treat children with seizure 

disorders. 

However, until well-controlled studies of safety and efficacy have been completed, PAM ED 

believes that legislation legalizing medical marijuana would be premature. 

Other organizations on medical marijuana 

Several key physician specialty societies, whose members treat patients for whom medical 

marijuana has been suggested, have weighed in on legalization. Following is a sampling of 

those organizations' policy statements. 

The American Academy of Pediatrics policy (updated January 2015) includes the following 

recommendations.xx The Academy: 

Opposes marijuana use by children and adolescents; 

Opposes the use of medical marijuana outside the regulatory process of the Food and 

Drug Administration but recognizes that marijuana may be an option for cannabinoid 

administration for children with life-limiting or severely debilitating conditions and for 

whom current therapies are inadequate; 

Opposes legalization of marijuana because of the potential harms to children and 

adolescents. The AAP supports studying the effects of recent laws legalizing the use of 

marijuana to better understand the impact and define best policies to reduce adolescent 

marijuana use; 

Recommends changing marijuana from a Schedule I to a Schedule II drug to facilitate 

research and development of pharmaceutical cannabinoids; 
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Strongly supports the decriminalization of marijuana use for both minors and young 

adults and encourages pediatricians to advocate for laws that prevent harsh criminal 

penalties for possession or use of marijuana. A focus on treatment for adolescents with 

marijuana use problems should be encouraged, and adolescents with marijuana use 

problems should be referred to treatment. 

The American Psychiatric Association position (approved December 2013) states:xxi 

There is no current scientific evidence that marijuana is in any way beneficial for the 

treatment of any psychiatric disorder. In contrast, current evidence supports, at 

minimum, a strong association of cannabis use with the onset of psychiatric disorders. 

Adolescents are particularly vulnerable to harm, given the effects of cannabis on 

neurological development. 

Further research on the use of cannabis-derived substances as medicine should be 

encouraged and facilitated by the federal government. The adverse effects of marijuana, 

including, but not limited to, the likelihood of addiction, must be simultaneously studied. 

Policy and practice surrounding cannabis-derived substances should not be altered until 

sufficient clinical evidence supports such changes. 

If scientific evidence supports the use of cannabis derived substances to treat specific 

conditions, the medication should be subject to the approval process of the FDA. 

Medical treatment should be evidence-based and determined by professional standards 

of care; it should not be authorized by ballot initiatives. 

No medication approved by the FDA is smoked. Marijuana that is dispensed under a 

state-authorized program is not a specific product with controlled dosages. The buyer 

has no way of knowing the strength or purity of the product, as cannabis lacks the 

quality control of FDA-approved medicines. 

Prescribers and patients should be aware that the dosage administered by smoking is 

related to the depth and duration of the inhalation, and therefore difficult to 

standardize. The content and potency of various cannabinoids contained in marijuana 

can also vary, making dose standardization a challenging task. 
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Physicians who recommend use of smoked marijuana for "medical" purposes should be 

fully aware of the risks and liabilities inherent in doing so. 

The American Academy of Neurology position statement (2014) also urges caution and 

additional research:xxii 

The AAN supports all efforts to conduct rigorous research to evaluate the Jong-term 

safety and effectiveness of marijuana-based products. The AAN, for research purposes, 

requests the reclassification of marijuana-based products from their current Schedule 1 

status so as to improve access for study of marijuana or cannabinoids under IRB

approved research protocols. The AAN does not advocate for the legalization of 

marijuana-based products for use in neurologic disorders at this time, as further 

research is needed to determine the benefits and safety of such products. This is of 

paramount importance when marijuana-based products are used in patients with 

underlying neurologic disorders, or in children whose developing brains may be more 

vulnerable to the toxic effects of marijuana. 

The AAN recognizes that there may be potential use for these agents in the treatment of 

some neurologic disorders. However, there is not sufficient evidence to make any 

definitive conclusions regarding the effectiveness of marijuana-based products for many 

neurologic conditions. Many of the cannabis preparations used in studies are not 

available in the United States. It is not appropriate to extrapolate the results of trials of 

standardized preparations to other, non-standardized, non-regulated cannabis products 

which may be commercially available in states with laws supporting the use of medical 

marijuana. Effectiveness of a non-standardized product is not equal to that of 

standardized products that are studied in clinical trials. Additionally, most currently 

available marijuana-based products are not regulated by any agency and may not 

contain the products mentioned by labeling. Quality control is therefore impossible, 

raising further safety questions. Each product and formulation of cannabis should 

demonstrate safety and effectiveness via scientific study similar to the process required 

by the Food and Drug Administration (FDA). 

The American Academy of Ophthamology position (June 2014) states:xxiii 

Based on analysis by the National Eye Institute and the Institute of Medicine, the 

Academy finds no scientific evidence that marijuana is an effective Jong-term treatment 
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for glaucoma, particularly when compared to the wide variety of prescription medication 
and surgical treatments available. Ophthalmologists also caution that marijuana has 
side effects which could further endanger the user's eye health. 

The American Academy of Family Physicians calls for further studies:xxiv 

The AAFP recognizes that there is support for the medical use of marijuana but 
advocates that usage be based on high quality, patient-centered, evidence-based 
research and advocates for further studies into the use of medical marijuana and related 
compounds. The AAFP requests that the Food and Drug Administration change 
marijuana's classification for the purpose of facilitating clinical research. This process 
should also ensure that funding be available for such research. 

The AAFP also recognizes that some states have passed Jaws approving the medical use 
of marijuana; the AAFP does not endorse such Jaws. The AAFP encourages its members 
to be knowledgeable of the Jaws of their states and consult with their state medical 
boards for guidance regarding the use of medical marijuana. 

The American Cancer Society has also weighed in (updated August 26, 2014), calling for further 

research:xxv 

The American Cancer Society supports the need for more scientific research on 
cannabinoids for cancer patients, and on better and more effective therapies that can 
overcome the often debilitating side effects of cancer and its treatment. The Society also 
believes that the classification of marijuana as a Schedule I controlled substance by the 
U.S. Drug Enforcement Administration imposes numerous conditions on researchers and 
deters scientific study of cannabinoids. Federal officials should examine options 
consistent with federal Jaw for enabling more scientific study on marijuana. 

Ultimately, medical decisions about pain and symptom management should be made 
between the patient and his or her doctor, balancing evidence of benefit and harm to the 
patient, the patient's preferences and values, and applicable Jaws and regulations. 
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Conclusion 

The Pennsylvania Medical Society believes a compelling case exists for a serious scientific 

examination ofthe potential medical use of marijuana. That is why five years ago PAM ED 

joined the AMA in urging that marijuana's status as a federal Schedule I controlled substance be 

reviewed, with the goal of facilitating the conduct of clinical research and development of 

cannabinoid-based medicines. 

Despite existing federal hurdles, serious research is well under way into the use of CBD to treat 

epileptic seizure disorders in children, some of it here in Pennsylvania. The results of that 

research will be forthcoming soon, and should provide badly needed data on the safety and 

efficacy of CBD-based medications. 

"Gold standard," large randomized, double-blinded placebo-control (RDBPC) studies are also 

needed to determine whether cannabinoid-based medicines may have value in treating other 

diseases and conditions where anecdotal evidence and more limited studies have 

demonstrated possible efficacy. 

However, policymakers should take a cautious approach to medical marijuana until the results 

of solid scientific research are available, due to the well-known health risks associated with 

marijuana use. Diversion, including the obtaining of marijuana edibles by youth, has been 

noted in states that have legalized medical marijuana, as has an increase in recreational use, 

abuse and dependence. 

Of great concern to physicians is that except for Marinol and Cesamet, marijuana is not a 

medicine, in the sense that there is no standardized, scientifically tested and FDA-approved 

cannabis drug to prescribe to patients. It is telling that Senate Bill 3 and similar legislation in 

other states authorizes physicians to "recommend," rather than "prescribe" marijuana 

concoctions to their patients. 

Given the uncertainties attendant to a non-approved "medication," physicians who are 

considering recommending marijuana to their patients will find themselves unable to answer 

these important questions: 

• What is the ideal combination of THC and CBD for each disease or condition? 

• How important are the trace compounds (there are many) in marijuana? 

• Do I even know what trace compounds are in the medication I'm recommending? 
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• What is the appropriate strength and dosage, and how frequently should it be 

administered? 

• What is the best route of administration - oil, tincture, edible, smoked or vaped? 

• What are the possible side effects? 

• What are the long-term effects? 

• What are the contraindications (don't take it with, or if ... )? 

At this point the risks associated with marijuana are well known, and the possible medical 

benefits are uncertain. Accordingly, PAMED believes legislation legalizing medical marijuana in 

Pennsylvania would be premature at this time. As the American Psychiatric Association's 

position eloquently states, "medical treatment should be evidence-based and determined by 

professional standards of care; it should not be authorized by ballot initiatives."xxvi 
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