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It is a distinct privilege to be able to present my views in support of the Medical Cannabis
Act in the committee hearings. I regret that my patient care responsibilities do not allow
me to speak in support of the bill in person, but am grateful for the opportunity to provide
the distinguished members of the committee with medical and scientific information that
supports the use of cannabis to treat serious medical conditions.

I am a graduate of the University of Heidelberg School of Medicine and did post-graduate
work at major teaching hospitals of the Harvard Medical School, completing a residency in
internal medicine and clinical fellowships in nutritional medicine and behavioral medicine.
I also served as a research fellow at the Harvard Medical School. My curriculum vitae
documenting my training and experience is available for your review.

I have been privileged to have advised state legislators in Colorado and several other states
and foreign countries on legislation enabling the medical use of cannabis. I also served on
the Colorado Department of Revenue Medical Marijuana Advisory Work Group which
drafted the rules that regulate the medical cannabis program in Colorado, and am one of 13
members of the Medical Marijuana Scientific Advisory Counsel of the Colorado Department
of Public Health. This counsel and the Department of Public Health recently approved $9
million in state funds for scientific investigations into the medical use of cannabis.

I have followed the debate on medical cannabis in Pennsylvania with great interest,
particularly since I have cared for many patients with serious medical conditions for the
past 6 years in Colorado and have seen first-hand how many of them have benefitted from
the medical use of cannabis. I hope that patients in Pennsylvania will have access to the
same treatments with medical cannabis that I have found to be so beneficiaL in Colorado.

Although there is a great deal of discussion and publicity about the use of cannabis for
medical purposes, it is in fact nothing new, for cannabis has been used medically for a very
long time.

The earliest written references to the use of cannabis as a medical treatment indicate that it
was used in China nearly 5,000 years ago for the treatment of gout, rheumatism and
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malaria. It was also used extensively in India starting more than 4,000 years ago, where it
was used for rheumatic pain, nausea due to cholera, and tetanus, among other disorders.
Dr. William O’Shaughnessy, a physician serving with the British East India Company,
observed the successful use of cannabis by Indian physicians and wrote a treatise in the
late 1830’s which introduced cannabis extracts to Western physicians.

Cannabis was rapidly adopted and widely prescribed for many different symptoms and
medical conditions in the United States. Sajou’s Analytic Cyclopedia of Practical Medicine, a
standard medical reference text in the 19th and 20t1 centuries, listed 56 different conditions
for which cannabis was routinely prescribed, and thousands of patients were treated with
cannabis extracts with exemplary safety and efficacy.

When a ban of cannabis for all purposes, including medical, was proposed and then enacted
by Congress in 1937, the American Medical Association opposed it, to no avail. Despite the
ban, however, many physicians continued to prescribe cannabis for their patients for
several years thereafter, until stocks of cannabis extracts held by pharmacies were
exhausted.

Nonetheless, people continued to use cannabis medically on their own to treat many
different symptoms and diseases, including many serious conditions such as Lou Gehrig’s
disease, severe pain and nausea. There is mounting anecdotal evidence of significant
benefit and that has been supported by increasing numbers of research studies on
cannabis.

Estimates are that between 20,000 and 30,000 scientific studies on medical uses of
cannabis have been conducted, primarily outside the United States due to various rules that
have made it difficult to conduct trials in this country that might show medical benefit of
cannabis.

This is borne out by a statement by Shirley Simson, a spokeswoman for the National
Institute on Drug Abuse (NIDA), reported in a January 18, 2010 New York Times article
entitled “Researchers Find Study of Medical Marijuana Discouraged”. Ms. Simson was
quoted as saying: “As the National Institute on Drug Abuse, our focus is primarily on the
negative consequences of marijuana use. We generally do not fund research focused on the
potential beneficial medical effects of marijuana.”

It should be noted that NIDA funds 85% of research done world wide on substances like
cannabis, and that approval by NIDA as well as by DEA, FDA and the Public Health Service
is required before clinical studies on cannabis can be conducted in the US. It is not
surprising, therefore, that very few studies are done here.

Opposition by the Federal government notwithstanding, 23 states and Washington, D.C. as
well as six other countries have established medical cannabis programs benefitting
millions of patients with debilitating medical conditions. I hope that Pennsylvania will
soon join them.
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You will likely hear from a number of different experts in these hearings. Few if any of
them will be able to cite personal experience in the care of patients using medical cannabis
or attest personally to the benefits patients in other states experience from its use.

I have cared for hundreds of patients whose lives have been improved significantly by the
use of medical cannabis. In many cases, patients have been able to reduce or eliminate
prescription medications, including the opiate pain medicines that are responsible for the
alarming rise in unintentional narcotic overdose deaths seen in recent years.

Clinical research studies conducted at renowned medical centers, such as the University of
California at San Francisco and McGill University in Montreal, Canada, have verified that
cannabis has powerful pain-relieving effects (1,2) and that adding cannabis to a regimen of
narcotic pain medicines can make it possible for patients to reduce their pain medication
doses by as much as 30% while still maintaining excellent pain control, reducing the
potential for unintentional overdoses of narcotics and other side effects (3).

Many of my patients have experienced such benefits and have been able to return to
productive work and provide for their families, while others have seen the pain and
suffering of loved ones with terminal illnesses reduced to tolerable levels, spending the last
months of their lives in relative peace and dignity by using medical cannabis.

I have also been privileged to treat children with seizures whose prescription antiepileptic
medications were ineffective, a problem that affects 30% - 40% of patients with a seizure
disorder.

You may be familiar with the case of my patient Charlotte Figi, who has Dravet syndrome, a
rare genetic epileptic encephalopathy that begins in the first year of life in an otherwise
healthy infant. Charlotte’s treatment with cannabis extracts was documented in the CNN
special report with Dr. Sanjay Gupta entitled “Weed”. Charlotte is but one of the many
children who have benefitted from cannabis.

You will probably hear that cannabis is addictive, and while an estimated 5-9% of heavy,
chronic users may experience some form of withdrawal symptom such as disrupted sleep,
decreased appetite or irritability, these symptoms are generally mild and resolve quickly
over a few days with no long-lasting negative effects for most people (4). By this measure
alone, cannabis does not meet the criteria for Schedule 1 classification under the Controlled
Substances Act.

It is important to put those withdrawal effects in context. The side effects of abrupt
cessation of the use of caffeine, for example, which is the most widely used psychoactive
substance on earth, include muscle and joint pain, headaches, fatigue, insomnia and in
some cases diarrhea, and can last for days (5). This explains in part why coffee shops are
found on nearly every corner.

Some may tell you that marijuana is dangerous because it is not regulated by the FDA.
There are many reasons why marijuana is not FDA regulated, but it is not because
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marijuana is dangerous. It is also important to know that FDA regulation does not
necessarily equate with safety.

There is no known lethal dose of cannabis in humans, and there have been no verified
deaths from a marijuana overdose in its nearly 5,000 years of recorded human use,
whether for medical or recreational purposes (4). That cannot be said of many
prescription medications approved by the FDA.

Reports from the Centers for Disease Control indicate that nearly 40,000 people died from
unintentional narcotic overdoses and drug interactions in 2009, with nearly equal numbers
of deaths in more recent years. In fact more people die from unintentional drug overdoses
and drug interactions than from traffic accidents in the United States (6).

Of great importance in this context is a 2014 analysis of opiate overdose death rates
published in the Journal of the American Medical Association that showed that “States with
medical cannabis laws had a 24.8% lower mean annual opioid overdose mortality
rate...compared with states without medical cannabis laws.” The authors concluded that
“Medical cannabis laws are associated with significantly lower state-level opioid overdose
mortality rates.” (7)

Note that the number of unintentional drug overdose deaths in Pennsylvania is
“skyrocketing”, according to a recent report (8), and that Pennsylvania now ranks 14u1 in
drug overdose mortality deaths in the United States (9).

You may hear that marijuana suppresses the immune system and might pose a danger to
HIV and AIDS patients. In fact recent studies have shown that cannabis has no negative
effects on HIV viral load, CD4 cell counts, or on the efficacy of medications used to treat HIV
infection and it may in fact improve those measures (10,11).

Nor is marijuana a gateway drug. There is no credible research evidence that marijuana
use leads to the use of other drugs (4). The gateway to heroin, cocaine and crystal meth use
is the back alley and the dealer who also has those other products available for sale. A
regulated medical cannabis industry with state oversight completely removes the back-
alley dealer and the gateway from the equation.

Smoked cannabis also poses no risk of long-term lung damage. Although it can cause
chronic bronchial and throat irritation and I do not advise patients to smoke cannabis as
their primary means of using it, there is no evidence that smoking cannabis is harmful to
the respiratory system (12), and some studies even suggest that it may actually prevent the
development of lung and head and neck cancers (13,14).

Some of my patients prefer to smoke it because it is easier to regulate their dose when
compared with oral dosing forms, which may be inconsistent and lead to inadvertently
taking too much. Smoking also results in faster effects and may be more effective for
treating symptoms such as nausea from chemotherapy.
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It should be noted that effective alternatives to smoking such as vaporizers exist and they
eliminate the many products arising from the combustion of cannabis.

You may be told that marijuana use can cause schizophrenia, and while recent reports that
cannabis use can cause some forms of mental illness and may damage the brain must be
taken seriously, equally credible reports by equally reputable researchers contradict those
findings. One such study indicates that alcohol rather than cannabis is responsible for
changes seen in the brains of adolescents who abuse alcohol or cannabis. (15).

Indeed, many medical scientists consider alcohol to be more dangerous than heroin or
cocaine (16), and the World Health Organization reports that 3.3 million people die each
year from the physical effects of alcohol (17).

Furthermore, if cannabis caused schizophrenia, one would expect the number of cases of
schizophrenia to increase as cannabis use increases, but exactly the opposite has been
observed in Britain in recent years, where the number of cases of schizophrenia is
dropping even as cannabis use increases (18).

Clearly, more research is needed to address those concerns more definitively. As with all
therapeutic substances, the potential risks and the potential benefits for each patient must
be weighed by the patient’s doctors.

Even though additional research is needed, however, the many medical and scientific
studies that already support the use of cannabis for medical purposes are compelling.
These studies provide more than enough evidence of safety, and above all efficacy in
treating many serious medical conditions that defy current therapies, that passage of this
bill is warranted.

Allowing physicians in Pennsylvania to add medical marijuana to the treatment options
available to them to help their patients will improve the quality of life for a great many
people in Pennsylvania.

The foresight and compassion you and this body are showing in considering this legislation
is exemplary, and I commend and applaud you for making available to the people of
Pennsylvania those same benefits now being experienced by patients in 23 other states and
Washington D.C..
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