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QUESTION PRESENTED

Whether the Controlled Substances Act, 21 U.S5.C. 801
et seq., exceeds Congress’s power under the Commerce
Clause as applied to the intrastate cultivation and posses-
sion of marijuana for the purported personal “medicinal”
use or to the distribution of marijuana without charge for
such use?
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INTEREST OF AMICI

Amici Curige are parents, drug-prevention organiza-
tions, distinguished medical and scientific experts, policy
makers, non-profit corporations, business owners and
others who are concerned with preventing drug abuse, and
who all share a common concern that smoked or crude
marijuana is disingenuously referred to as medicine. The
international makeup of Amici reflects the international
concern that illicit drug use is undercutting traditional
values and threatening the very existence of stable fami-
lies, communities, and government institutions through-
out the world. Amici collectively support families,
communities, and nations that are free of illicit drug use,
drug abuse, drug addiction, and drug-related deaths
through advocacy and solid medical and scientific research
and oppose the de jure and de facto legalization of mari-
juana and all other current illicit drugs. Smoked or “crude”
marijuana is a dangerous Schedule I drug, notwithstand-
ing creative attempts by those who seek its legalization to
label its use as “compassionate” in medical settings.
Medical marijuana initiatives now enacted in ten states
and the District of Columbia undermine national drug-
enforcement priorities and our well-designed federal
system of approval of new drugs. While future use of the
gtate ballot initiative process as a tool to replace the
legislative process must be dealt with by state legislatures,
ultimately the federal government and courts must ad-
dress this important issue to ensure a consistently applied
and clearly understood national drug policy, as well as to
preserve the Food and Drug Administration’s medical and
scientific new drug approval process that protects Ameri-
cans from unsafe, ineffective drugs. This brief is submitted
to present to the Court current research which confirms
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2
that the drug marijuana continues to have no currently
accepted medical use.

The complete list of amici is listed in the Appendix, as
App. 8.

*

SUMMARY OF ARGUMENT

There is still no proven medical value to the use of
erude marijuana. This remains the unequivocal position of
the Food and Drug Administration, which is charged by
Congress with making this determination. The Appellate
Court’s decision (finding a strong likelihood of success on
the merits of appellants’ commerce clause claim) rests on
its identification of a separate class of activities regarding
the use of crude marijuana for personal medical purposes,
such that this class of activities exists outside the scope of
the class of drug-related activities reached by the Con-
trolled Substances Act, 21 U.S.C. § 801 et seq. Absent a
legitimate and currently accepted medical use for crude
marijuana, the Appellate Court’s reasoning must fail, as it
would therefore have no basis for establishing this sepa-
rate class of drug use which is independent of the Con-
trolled Substances Act. As demonstrated herein, both
federal law and the weight of medical research continue to
find crude marijuana use to be dangerous and without
legitimate medical application. Therefore the Appellate
Court’s necessary foundational premise (i.e., the existence
of private, non-commercial medical use of marijuana) is
invalid, and the “separate class of activities” envisioned by
the Appellate Court cannot exist. Simply put, if there is no
currently accepted medical use for marijuana, then the
activity at issue must, by the appellate court’s own analysis,

3

fall within the jurisdictional scope of the Controlled
Substances Aet, pursuant to its authority under the
Commerce Clause, and therefore there is no possibility of
success on the merits of the appellant’s commerce clause
claim, and the decision below must be reversed.

&
v

ARGUMENT

I. BECAUSE CRUDE MARIJUANA' HAS NO
CURRENTLY ACCEPTED MEDICAL USE, ITS
PURPORTED MEDICAL USE CANNOT CON-
STITUTE A CLASS OF ACTIVITIES SEPARATE
FROM THE ACTIVITIES REGULATED BY THE
CONTROLLED SUBSTANCES ACT (“CSA”),
AND THE CSA, PURSUANT TO THE COM-
MERCE CLAUSE POWERS, HAS JURISDIC-
TION OVER ANY AND ALL. MARIJUANA USE

In Raich v. Asheroft, 352 F.3d 1222 (9th Cir. 2003), the
Appellate Court reversed the District Court’s decision
denying the appellants’ motion for a preliminary injunc-
tion halting enforcement of the federal Controlled Sub-
stances Act, 21 U.8.C. § 801 et seq. (“CSA”). The District

! Throughout this brief we use the term “crude marijuana” to
describe the illicit Schedule I drug that people abuse. The drug is
derived from the leaves and flowering tops of the Cannabis plant and is
consumed in a variety of ways. The dried plant material is most often
rolled in paper and smoked as a cigarette, called a “joint.” It is often
placed in smoking devices called “bongs,” smoked in pipes, or smoked in
“blunts,” which are cigars from which the tobacco has been removed
and replaced with marijuana plant material. Sometimes it is baked in
cookies or brownies and eaten, or brewed in tea and drunk. Other
methods for consuming the drug are constantly being developed by the
drug culture, including versions that allegedly aerosolize crude
marijuana to remove its “tars”
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Court had found that the Commerce Clause [U.S. Const.
art. I, sec 8, cl.3] supported the application of the CSA.
The Appellate Court disagreed. Employing United States
v. McCoy, 323 F.3d 1114 (9th Cir. 2003) as precedent, the
Appellate Court found that the appellants’ conduct may
represent a “substantial portion” of the conduct covered by
the relevant statute, and therefore can be examined as a
“geparate class of activity,” which, if purely intrastate and
having no effect on interstate commerce, can be outside
the scope of the statute, and beyond the jurisdictional
authority provided by the Commerce Clause. Raich, at
1228-1234. The court identified this separate class of
activities as “the intrastate, non-commercial cultivation,
possession and use of marijuana for personal medical
purposes on the advice of a physician and in accordance
with state law.” Id., at 1229. The state law to which the
court refers is California’s Compassionate Use Act, Cal.
Health & Safety Code 11362.5. Using the foregoing analy-
sis, the court found “a strong likelihood of success” to the
appellants’ claim for injunctive relief.

The obvious lynchpin in this “separate class” carved
out by the court is the purported “medical use” of the
marijuana. The Appellate Court itself conceded that,
“Indeed, we have upheld the CSA in the face of past
Commerce Clause challenges . . . [blut none of the cases in
which the Ninth Circuit has upheld the CSA on Commerce
Clause grounds involved the use, possession, or cultivation
of marijuana for medical purposes.” Id., at 1227 (emphasis
added). As Justice Beam pointed out in his dissent: “Ex-
cept for why the marijuana at issue in this case is con-
sumed, i.e., for medicinal rather that nutritional purposes,
plaintiffs’ conduct is entirely indistinguishable from that of
Mr. Filburn’s.” Id., at 1238, Justice Beam was referring to
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the defendant in Wickard v. Filburn, 317 U.S. 111, 63 5.Ct.
82, 87 L.Ed. 122 (1942), in which, under the Commerce
Clause, the Agriculture Adjustment Act reached Filburn’s
wheat growing activities, even that part of the crop grown
for family food consumed in the home on the Filburn farm.

While the majority disagreed with Justice Beam’s
assertion that “[ilt is simply impossible to distinguish the
relevant conduct surrounding the cultivation and use of
the marijuana crop at issue in this case from the cultiva-
tion and use of the wheat crop that affected interstate
commerce in Wickard v. Filburn” (Raich, at 1235), what ig
beyond dispute is that the majority’s decision hangs solely
on its (largely unexamined) premise that there exists a
legitimate medical use for the ingestion of crude, or home-
grown, marijuana. The Court’s only bases for this premise
appear to be the various state medical marijuana laws
which permit the use of crude marijuana pursuant o a
physician's recommendation. While these state laws may
create an inference of legitimacy to the concept of “medical
marijuana,” they must be viewed in the context of, and
weighed against, the body of unambiguous and pre-
emptive federal law with which it plainly conflicts, and
which has consistently held the position that there is no
currently accepted medical use for crude marijuana.

There is a strong governmental interest in prohibiting
the distribution of crude marijuana as medicine (See:
Sections II and III, below). The federal government has
expressly taken on the job of protecting our citizens from
unsafe, ineffective substances sold as “medicines,” and
from drug abuse, drug addiction, and the abusive and
criminal behaviors that marijuana and other illicit drugs
often generate. Before any drug can be classified as “medi-
cine,” the drug must first be approved by the Food and
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Drug Administration (the “FDA”), The federal Food, Drug,
and Cosmetics Act, 21 U.S.C. §§ 351-360, gives the federal
government, through the FDA, sole responsibility for
determining that drugs are safe and effective, a require-
ment all medicines must meet before they may be distrib-
uted to the public. The FDA has not approved marijuana
as safe or effective, so the drug may not legally be pre-
acribed and sold as a medicine.

Not only has the FDA failed to approve marijuana, but
has classified marijuana as a Schedule I controlled sub-
stance under the Controlled Substances Act. Schedule I
drugs have “1) a high potential for abuse, 2) no currently
accepted treatment in the United States, and 3) a lack of
accepted safety for use of the drug ... under medical
supervision.” 21 U.S.C. § 812(b)(D.

In Alliance for Cannabis Therapeutics v. DEA, 15 F.3d
1131 (D.C. Cir. 1994), the United States District Court for
the District of Columbia accepted the Drug Enforcement
Administration’s new five-part test for determining
whether a drug is in “currently accepted medical use.” Id.
at 1135. The test requires that:

(1) The drugs chemistry must be known and
reproducible;

(2) there must be adequate safety studies;

(3) there must be adequate and well-controlled
studies proving efficacy;

(4) the drug must be accepted by qualified ex-
perts; and

(5) the scientific evidence must be widely avail-
able.
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Applying these criteria to a petition to reschedule
crude marijuana, the court found that the drug had no
currently accepted medical use and, therefore, must
remain a Schedule I substance. It should be noted that
although the FDA has not approved crude marijuana as
safe and effective, the FDA has approved medications to
treat all of the diseases, symptoms, and ailments identi-
fied in California’s Compassionate Use Act, and therefore,
safe and effective legal alternatives to crude marijuana
exist (See: Section II (b), below).

More recently, The FDA issued the following State-
ment, released in response to 2 congressional debate on
the issue of medical marijuana use:

The Food and Drug Administration (FDA)
has concerns about any legislation that would
prevent the Department of Justice or the Drug
Enforcement Agency (DEA) from enforcing the
Controlled Substances Act (CSA) with respect to
marijuana either generally or in specified States.
Marijuana is a Schedule I drug under the CSA.
Schedule I substances are defined as having a
high potential for abuse and no accepted medical
use in the U.S. In 2001, the Department of
Health and Human Services (HHS) completed an
extensive analysis in response to a request to re-
schedule marijuana to a less restrictive schedule.
After looking at all the relevant data on mari-
juana, HHS concluded that marijuana should
continue to be controlled under Schedule 1. DEA
is the Federal agency with primary jurisdiction
regarding enforcement actions relating to the
sale or distribution of marijuana. FDA will con-
tinue to cooperate with DEA in these actions.
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Several states have passed referenda mak-
ing marijuana available for a variety of medical
conditions, but these laws are in conflict with the
CSA and often with the Federal Food, Drug, and
Cosmetic (FD&C) Act. FDA’s position continues
to be that these ballot measures send the wrong
message to the public ~ too many of whom do not
recognize the dangers of marijuana — and that
these measures are inconsistent with our efforts
to ensure that approved medications have un-
dergone rigorous scientific scrutiny and FDA's
approval process.

FDA is the sole Federal agency that ap-
proves drug products as safe and effective for
particular indications, and efforts that seek to
bypass the FDA drug approval process would not
serve the interests of public health. FDA has not
approved marijuana for any indication. Only the
disciplined, systematic, scientific conduct of clini-
cal trials can establish whether there is any me-
dicinal value to marijuana, smoked or otherwise.

We reiterate that any legislation that would
prevent the Department of Justice or the DEA
from enforcing the CSA with respect to mari-
juana either generally or in specified States
would not serve the interests of public health.”

In United States v. Oakland Cannabis Buyers’ Coop-
erative, 523 U.S. 483 (2001), this Court held that “a
medical necessity exception for marijuana is at odds with
the terms of the Controlled Substances Act” because “its
provisions leave no doubt that the defense is unavailable.”

7 FDA Statement, July 7, 2004. Released for House debate on issue
of medical marijuana use; Patrick Ronan, Ass’t Commissioner for
Legislation, FDA.
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Id., at 491. The Court added that “[t}he very point of our
holding is that there is no medical necessity exception to
the prohibitions at issue, even when the patient is seri-
ously ill and lacks alternative avenues for relief.” Id., at
494 n.7. If “medical necessity” is insufficient to escape the
scope of the CSA, then certainly mere “medical use’
cannot suffice to comprise a separate distinct class of
activity beyond the scope of the Controlled Substances Act.

Indeed, according to federal law, “medical marijuana”
is a non sequitur. It cannot be re-animated, phoenix-like,
at the state level, simply to create an otherwise unavail-
able refuge from the scope of the Commerce Clause.

II. ADVOCATES HAVE TRIED TO LEGALIZE
MARIJUANA IN ONE FORM OR ANOTHER FOR
THREE DECADES, AND THE “MEDICAL MARI-
JUANA” CONCEPT IS A TROJAN HORSE TAC-
TIC TOWARDS THE GOAL OF LEGALIZATION

Drug-legalization advocates over the last three dec-
ades have employed 2 number of political and legal strate-
gies to legalize marijuana. Between 1972 and 1978, the
National Organization for the Reform of Marijuana Laws
(NORML) successfully lobbied eleven state legislatures to
“decriminalize” the drug, reducing penalties for possession
in most cases to that of a traffic ticket. Also in 1972,
NORML began the first of several unsuccessful attempts
to petition the Drug Enforcement Administration (DEA) to
reschedule marijuana from Schedule I to Schedule II on
the grounds that crude merijuana had putative use in
medicine. These attempts failed. See, National Org. for the
Reform of Marijuana Laws v. Ingersoll, 497 F.2d 654 (D.C.
Cir. 1974); National Org. for the Reform of Marijuana
Laws v. Drug Enforcement Admin., 559 F.2d 735 (D.C. Cir.
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1977); National Org. for the Reform of Marijuana Laws v.
Drug Enforcement Admin. & Dept. of Health, Education &
Welfare, No. 79-1660 1980 U.S. App. LEXIS 13099 (D.C.
Cir. Oct. 16, 1980); and Alliance for Cannabis Therapeutics
v. DEA, 15 F.3d 1131 (D.C. Cir. 1994).

NORML and others led a second lobbying campaign
aimed at states in the 1980s, this time to legalize crude
marijuana as medicine. Some 35 states passed such laws.
However, these laws were written by state legislative
counsels, and so were appropriately drafted within the
framework of federal law, establishing statewide research
programs as directed by the applicable FDA guidelines. As
a result, the advocates failed to get what they wanted —
freely available marijuana. .

In the early 1990s, NORML, the Drug Policy Founda-
tion (DPF), and The Lindesmith Center (TLC) renewed the
effort to legalize crude marijuana as medicine, this time
using the state ballot initiative process, a process that
allowed advocates to circumvent state legislative counsels
and write their own laws. NORML, DPF, and TLC per-
suaded their most generous funders to create political
organizations - Californians for Medical Rights and
Arizonans for Drug Policy Reform — and to finance the
first two medical marijuana initiatives in California and
Arizona in 1996 and all subsequent initiatives that have
passed since then. After the first two initiatives, Califor-
nians for Medical Rights became Americans for Medical
Rights (AMR), which led suceessful medical marijuana
initiative campaigns in 1998 in Alaska, Colorado, Nevada,
Oregon, and Washington and in 1999 in Maine (See: Table
1). Similar initiatives were recently passed in Maryland
and Vermont. Different sponsors succeeded in passing a
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medical marijuana initiative in the District of Columbia
1998, with assistance from AMR,

California’s Compassionate Use Act [Cal. Health &
Safety Code 11362.5] legalizes crude marijuana for “the
treatment of cancer, anorexia, AIDS, chronic pain, spastic-
ity, glaucoma, arthritis, migraine, or any other illness for
which marijuana provides relief” (emphasis added). After
the proposition passed, its author told the press that
anyone who uses marijuana is “self-medicating” and that
therefore all marijuana use is for medical purposes. “The
Return of Pot”, Hanna Rosin, The New Republic, February
17, 1997.

A. The Fact That One Chemical In Marijuana Is
An FDA-Approved Medicine Does Not Make
Crude Marijuana An Approved Medicine.

Crude marijuana is derived from the leaves and
flowering tops of the Cannabis plant. It contains some
400 chemieals, most of which have not been studied by
scientists. Some 60 of these chemicals, called cannabi-
noids, are unique to the Cannabis plant. One cannabinoid,
Delta_9_tetrahydrocannabinol (THC), was synthesized,
tested, and approved by FDA in 1985 for treating nausea
in cancer patients and wasting in AIDS patients. The
drug’s generic name is dronabinol and its trade name is
MarinolR. It is produced by Unimed Pharmaceuticals.

According to John A. Benson, Jr. M.D. of the Institute
of Medicine, research on other cannabinocids is underway
and some of these chemicals may one day prove to be
useful medicines. However, he states:
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While we see a future in the development of
chemically defined cannabinoid drugs, we see lit-
tle future in smoked marijuana as a medicine.’

The fact that crude marijuana contains a chemical
that has been synthesized, tested, and approved for
medical use does not make marijuana itself a safe or
effective medicine. Modern pharmaceutical science would
require all the 400 or more chemicals in marijuana to pass
the safety and efficacy tests in research, and this has not
happened. Any consideration of this issue must take into
account the substantial toxicity and morbidity associated
with marijuana use. Because of the impurity of crude
marijuana and its known toxic effects, it does not repre-
sent a useful medical alternative to currently available
medications.

The current efforts to gain legal status of marijuana
through ballot initiatives seriously threaten the Food and
Drug Administration statutorily authorized process of
proving safety and efficacy. The ballot initiative-led laws
create an atmosphere of medicine by popular vote, rather
than the rigorous scientific and medical process that all
medicines must undergo. Before the development of
modern pharmaceutical science, the field of medicine was
fraught with potions and herbal remedies. Many of those
were absolutely useless, or conversely were harmful to
unsuspecting subjects. Thus evolved our current Feod and
Drug Administration and drug scheduling processes,
which Congress has authorized in order to create a uni-
form and reliable system of drug approval and regulation.

? John A. Benson, Jr., Co-Principal Investigator, in releasing
Marijucna and Medicine: Assessing the Science Base, Institute of
Medicine, National Academy of Sciences, 1999,
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This system is being intentionally undermined by the
legalization proponents through use of medical marijuana
initiatives.

B. Suitable And Superior Medicines Are Cur-
renily Available For Treatment Of All
Symptoms Alleged To Be Treatable By
Crude Marijuana.

Having extensively reviewed available therapies for
chemotherapy-associated nausea, glaucoma, multiple sclero-
sis, and appetite stimulation,’ Drs. Voth and Schwartz have
determined that no compelling need exists to make crude
marijuana available as a medicine for physicians to pre-
seribe. They concluded that the most appropriate direction
for THC research is to research specific cannabinoids or
synthetic analogs rather than pursuing the smoking of
marijuana. The conclusions of Drs. Voth and Schwartz
were echoed a year later by the National Academy of
Science's Institute of Medicine (hereinafter “lOM Report”)
in an assessment of scientific marijuana and cannabinoid
research (see below).’

Available research on the utility of THC has demon-
strated some effectiveness of the purified form of the drug
in treating nausea associated with cancer chemotherapy.

* Yoth EA, Schwariz RH. Medicinal Applications of Delta-9-
Tetrahydrocannabinol and Marijuana. Annals of Internal Medicine
1997;126:791-798.

* Marijucna and Medicine: Assessing the Science Base. Janet E.
Joy, Stanley J. Watsen, Jr., and John A. Benson, Jr., Editers. Division of
Neuroscience and Behavioral Health. Institute of Medicine, National
Academy of Sciences. National Academy Press, Washington D.C., 1999.
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Examples of such research include Sallan, et al.® who dealt
only with pure THC in the treatment of chemotherapy-
associated nausea, not smoked marijuana. Chang' tested
THC and then followed treatment failures with marijuana,
thus conclusions regarding effectiveness cannot be readily
attributed to either THC or crude marijuana. Levitt’ and
coworkers actually determined that purified THC was
more effective than smoked marijuana. Vinciguerra® found
that smoked marijuana controlled nausea in patients who
had failed other conventional forms of antiemetic therapy.
Responders tended to have had prior marijuana experi-
ence. This study was uncontrolled and patients self-
evaluated results. Smokers were required to inhale deeply,
hold the smoke for ten seconds, and then smoke four
cigarettes completely each day of chemotherapy. Twenty-
five percent refused to smoke the marijuana. Over 20% of
the subjects dropped out of the smoking group prior to the
end of the study and 22% of the remaining subjects re-
ported no benefit from smoking marijuana. Dosing was
also variable because of the fact that the dose was rounded
to the nearest one-fourth marijuana cigarette, and no THC
levels were checked for consistency of dose response.

® Sallan S S, et al. Antiemetics effects of delta-9-tetrahydro-
cannabinol in patients receiving cancer chemotherapy. NEJM.
1975;,293.796-7917.

' Chang et al. Delta-9-tetrahydrocannabinol as an antiemetic in
cancer patients receiving high-dose methotrexate, Annals of Internal
Medicine. 1979;91:819-924.

® Levitt et al. Randomized double blind comparison of delta-9-
tetrahydrocannibinel and marijuana as chemotherapy antiemetics.
Proceedings of the Annual Meeting of the American Society of Clinical
Oncology. 1984:91

* Vincignerra V, Moore T, Brennan E: Inhalation marijuana as an
antiemetic for cancer chemotherapy. N.Y. State J Med 1988; 88:525-527.
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Legalization advocates would have the public and
policy makers incorrectly believe that crude marijuana is
the only treatment alternative for masses of cancer suffer-
ers who are going untreated for the nausea associated
with chemotherapy, and for all those who suffer from
glaucoma, multiple sclerosis, and other ailments. Numer-
ous effective medications are, however, currently available
for conditions such as nausea (See: Appendix, Table 2).

In fact, the IOM report found that neither smoked
marijuana nor cannabinoids are as effective as current
medicines that stop nausea and vomiting in cancer chemo-
therapy patients. However, the scientists speculated that
cannabincids might be effective in those few patients who
respond poorly to current antiemetic (anti-nausea) drugs
or more effective in combination with current antiemetics.
It recommended that research should be pursued for
patients who do not respond completely to current antie-
metics and that a safe (non-smoking) delivery system for
cannabinoids should be developed.

The negative side effect profile for marijuana, even
oral dronabinel (MarinolR), far exceeds most of the other
effective agents available. If there exist treatment failures
of available medications in these patients, the use of
marijuana would, at minimum, demonstrate unpleasant
side effects. In the studies performed to examine THC for
chemotherapy-associated nausea, elderly patients could
not tolerate the drug. Chronic, daily doses of the drug
would be necessary to treat many of the proposed medical
conditions. This would unnecessarily expose the patients
to the toxic effects.
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Mattes' compared oral and rectal suppository prepa-
rations of THC with smoked marijuana. All study subjects
were experienced marijuana users thus accounting for a
relatively high drug acceptance. Smoked marijuana was
no more effective than suppository THC in stimulating
appetite as measured by caloric energy intake. Rectal
suppositories and oral THC were dosed at 2.5 mg twice
daily. Marijuana subjects were required to inhale for 3
seconds, hold the smoke deeply in their lungs for 12
seconds, and then continue the process until the cigarette
was smoked to a stub. The plasma THC levels peaked
more quickly with the inhaled THC, but also fell more
quickly, whereas the suppository THC maintained a more
sustained level.

To examine the potential medical efficacy of mari-
juana as it relates to several disease states, a comprehen-
sive review of the potential medicinal applications of
marijuana was recently undertaken at the request of the
Assistant Secretary of Health, Dr. Phillip Lee. Opinions
were requested from investigators at the National Insti-
tute on Allergy and Infectious Diseases, who commented
on the AIDS wasting syndrome; the National Cancer
Institute who commented on the use of marijuana as an
antiemetic in cancer chemotherapy; the National Eye
Institute who commented on marijuana’s use in glaucoma,
and the National Institute for Neurological Disorders and
Stroke who commented on marijuana’s role as an anti-
spasticity drug in multiple sclerosis. The summary opinion
stated:

“ Mattes RD, Engelman K, Shaw LM, Elsohly MA. Cannabinoids
and appetite stimulation. Pharmacologic Pharmacology, Biochemistry,
and Behauvior, 1894,49:187-195.
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This evaluation indicates that sound scientific
studies supporting these claims are lacking de-
spite anecdotal claims that smoked marijuana is
beneficial. Scientists at the National Institutes of
Health indicate that after carefully examining
the existing preclinical and human data, there is
no evidence to suggest that smoked marijuana
might be superior to currently available thera-
pies for glaucoma, weight loss associated with
AIDS, nausea and vomiting associated with can-
cer chemotherapy, muscle spasticity associated
with multiple sclerosis, or intractable pain."

The National Institutes of Health reconsidered this
issue in 1997 and has called for further research into
alternate delivery systems for pure THC as well as re-
gearch into the comparative efficacy of marijuana with
newer available medicines which have added heightened
efficacy to medication regimes. The summary also called
into attention concern over pulmonary, neuro-, and im-
muno-toxicity of cannabis.

In 1997 the White House Office of National Drug
Control Policy commissioned the National Academy of
Sciences Institute of Medicine (IOM) to undertake an
evaluation of the utility of marijuana and other cannabi-
noids™ for medicinal applications. The study concluded

I Tee PR, Letter to Congressman Dan Hamburg, United States
Public Health Service, July 13, 1994

¥ Workshop on the Medical Utility of Marijuana. Report to the
Director, National Institutes of Health. http:/fwww.nih gov/news/pr/
augd7/nih-08. htm

¥ Marijuana and Medicine: Assessing the Science Base Janet E.
Joy, Stanley J. Watson, Jr., and John A. Benson, Jr., Editors. Division of
Neuroscience and Behavioral Health, Institute of Medicine. National
Academy Press, Washington, D.C. 1999. Internet address www.nap.edu
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that the challenge for future research will be to find
cannabinoids which enhance therapeutic benefits while
minimizing side effects such as intoxication and dysphoria.
Delivery systems such as nasal sprays, metered dose
inhalers, transdermal patches, and suppositeries could be
useful delivery systems for isolated or synthetic cannabi-
noids (See: Appendix, Table 3). The future for medicinal
applications of cannabinoids and whether cannabinoids
are equal or superior to existing medicines remains to be
determined, but the IOM evaluation is particularly clear
on the smoking of marijuana:

If there is any future for marijuana as a medicine,
it lies in its isolated components, the cannabinoids
and their synthetic derivatives. Isolated cannabi-
noids will provide more reliable effects than crude
plant mixtures. Therefore, the purpese of clinical
trials of smoked marijuana would not be to de-
velop marijuana as a licensed drug, but such tri-
als could be a first step towards the development
of a rapid-onset, non-smoked cannabinoid deliv-
ery system."

The following excerpts from the JOM report are instruc-
tive:

The goal for drugs that treat nausea and vomit-
ing produced by cancer chemotherapy is complete
control (stop vomiting completely) or major con-
trol (two or fewer episodes of vomiting).... " A
controlled double-blind study compared THC
with a standard antiemetic drug, metoclopra-
mide, in cancer patients who received cisplatin,

“ JOM Report, p. 20.
* Ibid., p. 4.11.

19

the chemotherapeutic drug that causes vomiting
in more than 99 percent of patients. ... "

Results Complete Control Major Control
Metoclopramide 47 percent 73 percent
THC 13 percent 27 percent

(Other study) results suggest that THC reduces
chemotherapy-induced emesis. These studies
also indicate that the degree of efficacy is not
high. ... " As with the THC trials, nabilone and
levonantradol (two synthetic analogues of THC)
reduced emesis, but not as well as other avail-
able agents. . .. * A double-blind, cross-over, pla-
cebo controlled study compared THC pills to
smoked marijuana in 20 cancer patients receiv-
ing a variety of chemotherapeutic drugs. Only 25
percent of patients achieved complete control of
vomiting. ... "

Preferred THC Pills 35 percent
Preferred Marijuana 20 percent
No Preference 45 percent

Although many marijuana users have claimed
that smoked marijuana is a more effective an-
tiemetic than oral THC, no controlled studies
have yet been published that analyze this in suf-
ficient detail to estimate the extent to which that
is the case.... ® Major progress, generally not
well-known to the public, in controlling chemo-
therapy-induced acute nausea and vomiting has

¥ Tbid., p. 4.11-4.12.
¥ Ibid., p. 4.12.
® ibid, p- 4.13.
* Ibid., p. 4.13.
® bid., p. 4.14.
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been made since the 1970s (emphasis added). Pa-
tients receiving the most difficult to control
emetic agents now have no more than a 20-30
percent likelihood of experiencing acute emesis,
whereas in the 1970s the likelihood was nearly
100 percent despite (then standard) antiemet-
jcs. ... * Cannabinoids are not as effective as
several other classes of agents . ... As with can-
nabinoids, efficacy was apparent with smoked
marijuana, but the degree of efficacy was no bet-
ter than that seen with available antiemetic
agents now considered to be marginally satisfac-
tory. It is theoretically possible . . . that added to
more effective regimens, THC might enhance
control of emesis. ... The critical issue is not
whether marijuana or cannabinoid drugs might
be superior to the new drugs, but rather whether
there is a group of patients who might obtain
added or better relief from marijuana or can-
nabinoid drugs....” Most chemotherapy pa-
tientg are unlikely to want to use marijuana or
THC as an antiemetic. In 1998, there were more
effective antiemetic agents available than were
available earlier. By comparison, cannabinoids
are only modest antiemetics ... However ..

cannabinoids might be effective in people who re-
spond poorly to currently used antiemetic drugs,
or cannabinoids might be more effective in com-
bination with the new drugs than either are
alone. . . . Therefore research should be pursued
for patients whose nausea and vomiting is not
completely controlled by standard antiemet-
ics. ... Antiemetic pills are given to cancer pa-
tients before chemotherapy begins and then

? Ibid., p. 4.15.
% Ihid., p. 4.16.
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afterwards. In those patients who nonetheless
experience nausea and vomiting after chemo-
therapy, “an inhalation (but preferably not smok-
ing) cannabinoid drug delivery system would be

advantageous for treating chemotherapy-induced

nausea.””

C. Crude Marijuana Use Entails Numerous
Significant And Proven Negative Effects.

Marijuana adversely impacts concentration, motor
coordination, and memory,” factors that must be consid-
ered in any discussion of providing this drug to patients
suffering chronic diseases. The ability to perform complex
tasks, such as flying,” is impaired even 24 hours after the
acute intoxication phase. The association of marijuana use
with trauma and intoxicated motor vehicle operation is
also well established.” This is of central importance in an
ambulatory environment where patients may smoke
marijuana and then drive automobiles. Recent evalua-
tions” of the effect of marijuana on driving determined

® Ibid., p. 4.17.

* Murray J B. Marijuana’s effects on human cognitive functions,
psychomotor functions, and persenality. Journal of General Psychology.
1986;113:23-55.

* Yesavage J A, Leirer V O, Denari M, and Hollister L E. Carry-
over effects of marijuana intoxication on aircraft pilot performance; a
preliminary report. Am. J. Psychiatry. 1985;142:1325-1329.

* Gerostamoulos J., and Drummer O H. Incidence of psycheactive
cannabineids in drivers killed in motor vehicle accidents. Journal of
Forensic Sciences. 1993;38:649-656.

¥ National Highway Traffic Safety Administration. Marijuana and
Aleohol Severely Impede Driving Performance. Annals of Emergency
Medicine2000:35;398-399. NHTSA study— National Highway Traffic
Safety Administration. Marijuana Alcohol and Actual Driving Perform-
anee. DOT HS 808.939
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that the combination of blood alcohol concentrations (BAC)
of 0.07 and marijuana 100ug/kg gave effects similar to a
BAC of 0.09. Blood alcohol concentrations of 0.07 and
marijuana levels of 200ug/kg demonstrated effects similar
to a BAC of 0.14 when measuring reaction time, on-road
performance, and vehicle following. The study coneluded,
“Under marijuana’s influence, drivers have reduced
capacity to avoid collisions if confronted with the sudden
need for evasive action.” A second related study found that
a BAC of .05 combined with moderate marijuana produced
a significant drop in the visual search frequency.

Positron scanning™ of subjects’ mean use of marijuana
17 times per week for the last 2 years found lower blood
flow in a large region of the posterior cerebellum. Not only
does this have implications on motor coordination and
function, but also cognition, timing, processing sensory
information, and attention.

Despite arguments of the legalization advocates to the
contrary, marijuana is a dependence-producing drug.
Strangely, in the course of the rescheduling hearings,
petitioners admitted that “marijuana has a high potential
for abuse and that abuse of the marijuana plant may lead
to severe psychological or physical dependence.” These are
points which they now deny. However, this dependence
and associated “addictive” behaviors have been well

* Block RI, O'Leary DS, Hichwa RD, Augustinack JC, Boles-Ponto
LL, Ghoneim M M, Arndt S, Ehrhardt JC, Hurtig RH, Watkins GL,
Hall JA, Nathan PE, Andreasen NC. Cerebellar hypoactivity in
frequent marijuana users. NeuroReport 2000;4:749-753
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described in the marijuana literature.”® * * Marijuana
dependence consists of both a physical dependence (toler-
ance and subsequent withdrawal) and a psychological
dependence. Withdrawal from marijuana has been demon-
strated in both animals™ and humans.”

While the dependence producing properties of mari-
juana are probably a minimal issue for chemotherapy-
associated nausea when medication is required sporadi-
cally, it is a major issue for the chronic daily use necessary
for glaucoma, AIDS wasting syndrome, and other alleged
chronic applications.

The respiratory difficulties associated with marijuana
use preclude the inhaled route of administration as a
medicine. Smoking marijuana is associated with higher
concentrations of tar, carbon monoxide, and carcinogens
than are found in cigarette smoking.” Marijuana ad-
versely impairs some aspects of lung function and causes
abnormalities in the respiratory cell lines from large

i Compton D R, Dewey W L, and Martin B R. Cannabis depend-
ence and tolerance production. Advances in Alcohol and Substance

Abuse, 1990:9:129.147,

* Miller N 8, and Gold M 8. The diagnosis of marijuana (cannabis)
dependence. Journal of Substance Abuse Treatment. 1989;6:183-192,

* Schwartz R H. Marijuana: an overview. Pediatric clinics of North
America. 1987;34:305-317

* Martin BR. The THC receptor and its antagonists. In: Nahas
GG, Burks TF, eds. Drug Abuse in the Decade of the Brain. Amsterdam:
105 press;1997:139-144,

* Duffy A, Milin R, Case Study: Withdrawal Syndrome in Adoles-
cent Chronic Cannabis Users. J. Am. Acad Child Adolesc Psychiatry.
1996;35:1618-21.

* Wu T C, et al. Pulmonary hazards of smoking marijuana as
compared with tobacco. NE.JM. 1988;318:347-361.
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airways to the alveoli.® * Marijuana smoke causes in-
flammatory changes in the airways of young people that
are similar to the effects of tobacco.” In addition to these
cellular abnormalities and consequences, contaminants of
marijuana smoke are known to include various pathogenic
bacteria and fungi.* Those at particular risk for the
development of disease and infection when these sub-
stances are inhaled are those users with impaired immu-
nity.

One of the earliest findings in marijuana research was
the effect on various immune functions, which is now
evidenced by an inability to fight herpes infections and the
discovery of a blunted response to therapy for genital
warts during cannabis consumption.” Abnormal immune
funection is, of course, the cornerstone of problems associ-
ated with AIDS. The use of chronic THC in smoked form
for AIDS wasting not only exposes the patient to unneces-
sary pathogens, but also risks further immunosuppres-
sion. Evaluation of the effect of THC on NK-kB has
suggested a possible effect on the HIV genome. A hallmark

% Taghkin D P, Shapire B J, Lee Y E, and Harper C E. Subacute
effects of heavy marijuana smoking on pulmonary function in healthy
men. NEJM. 1876;294:125-129,

% Barbers R G, et al. Differential examination of bronchoalveolar
lavage cells in tobaceo cigarette and marijuana smokers. Am Rev Respir
Dis1987;135:1271

¥ Roth MD, Arora A, Barsky SH, Kleerup EC, Simmons M,
Tashkin DP. Airway inflammation in young marijuana and tobacco
smokers. Am J. Respir Crit Care Med 1998;157:928-937

% Fleisher M, Winawer 8 J, and Zauber A G. Aspergillosis and
marijuana. Annals of Internal Medicine. 1991;115:578-579.

® (yross G, Roussaki A, Tkenberg, Drees N. Genital warts do not
respond to systemic recombinant interferon alfa-2 treatment during
cannabis consumption. Dermatologica 1991; 183:203-207
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of the treatment for AIDS is avoidance of drug use, not
extension or perpetuation of it. It should be clear that
marijuana exposes the user to substantial health risks. In
chronic use, or use in populations at high risk for infection
and immune suppression, the risks are unacceptable,

Amici assert that in the interest of protecting seri-
ously and terminally ill patients from unsafe and ineffec-
tive drugs, the safety and efficacy process of the FDA
cannot be bypassed. The FDA has thoroughly examined
the possible use and/or re-classification of crude mari-
juana, and it has correctly determined that crude mari-
juana is an impure and toxic substance that has no place
in the medical armamentarium. Furthermore, by means of
its appropriate regulatory processes, the FDA remains
available to petitioning for reclassification, should suffi-
cient evidence for such change of classification arise. To
date, it has not.

Recently, the medical excuse marijuana movement
has been compared to a Pandora’s Box which threatens to
jeopardize public safety and consumer protection if
opened.” Coupled with the medical risk to patients,
serious regulatory questions arise that have not been
adequately dealt with by ballot initiatives. Those who
propose medical uses, or who conduct research on the use
of marijuana, have an ethical responsibility not to expose
their subjects to unnecessary risks. Under current guide-
lines, erude marijuana is not a medicine, and allowing it
as such would be a step backward to the times of potions
and herbal remedies.

* Voth, EA, A Peek Into Pandora’s Box: The Medical Excuse
Marijuana Controversy. J. Addict. Diseases 2003; 22:27-46
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III. THE PUBLIC'S DIMINISHED PERCEPTION
OF HARM REGARDING THE USE OF MARI-
JUANA INCREASES ITS ILLICIT USE

Amici note the profound correlation in benchmark
surveys of drug use, which show that the mere people who
believe a drug is harmful, the fewer people use that drug.
Equally profound are the surveys’ findings that the re-
verse is also true: the fewer people who helieve a drug is
harmful, the more people use that drug. These surveys
show that perception of harm with respect to marijuana
has been dropping off annually since the renewal of the
drive to legalize marijuana as medicine, which began in
the early 1990s when legalization advocates first gained a
significant increase in funding and began planning the
state ballot initiative drive to legalize crude marijuana as
medicine. The surveys are the Monitoring the Future
Survey, which has tracked drug use among American high
achool students annually since 1975* and the National
Household Survey on Drug Abuse, which has tracked drug
use among Americans ages 12 and older annually or less
frequently since 1972."

The 1999 National Household Survey on Drug Abuse,
released in October 2000, was conducted for SAMHSA (the
Substance Abuse and Mental Health Services Administra-
tion, Department of Health and Human Services) by North

“ Monitoring the Future, National Institutes of Health, National
Institute on Drug Abuse, available on the Internet at <www.monitoring
thefuture.org>.

“ Summary of Findings from the 1999 National Household Survey
on Drug Abuse, Department of Health and Human Services, Substance
Abuse and Mental Health Services Administration, Rockville MD, 2000,
pp 64-65, 74-75.
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Carolina’s Research Triangle Institute.” For the first time
in the history of this survey, the population sample was
vastly increased (from an average of 15,000 to 75,000) in
order to provide data about individual states, as well as
about the nation as a whole. The state data for the 1999
survey reveals that those states which have passed medi-
cal marijuana laws have among the highest levels of past-
month marijuana use, of past-month other drug use, of
drug addiction, and of drug and alcohol addiction (See:
Appendix, Table 4):

Drug Addiction — Alagka and Nevada had the
highest rates of drug addiction in the nation,
California and Oregon have the 4th highest
rates, the District of Columbia has the 5th high-
est rate, Washington has the 6th highest rate,
Arizona and Colorado have the 7th highest rates,
and Maine has the 12th highest rate."

Drug Use — Alaska has the highest rate of past-
month drug use in the nation, Nevada has the
3rd highest rate, Colorado has the 4th highest
rate, Washington has the 8th highest rate, Cali-
fornia has the 9th highest rate, Oregon has the
11th highest rate, the District of Columbia has
the 12th highest rate, and Arizona and Maine
have the 15th highest rate.”

In 2003 SAMHSA released a follow-up survey, the
2002 National Survey on Drug Use and Health. The
results confirm the 1999 findings, and demonstrate a
consistent clustering of drug-use issues in states which

“ Ibid.
* Ibid.
* Tbid.
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have adopted medical marijuana ballot-measures (See:
Appendix, Table 5).

Drug Addiction and Abuse — All of the medical
marijuana ballot-initiative states are now clus-
tered at or near the top of the list in terms of
drug addiction and abuse. California and Nevada
have the highest rates in the nation. These medi-
cal marijuana ballot-initiative states occupy
three of the top four slots, and six of the top ten
slots. The nine medical marijuana ballot-
initiative states now occupy nine of the top sev-
enteen slots in ranking of drug addiction and
abuse.”

Drug Use — The medical marijuana ballot-
initiative states now occupy five of the top seven
slotg in terms of the rate of past-month drug use
in the nation. Only Massachusetts and Vermont
have higher rates than these five states (Alaska,
Colorado, Oregon, Maine, and California), and
Vermont has itself passed a medical marijuana
ballot-initiative in the past year. All of the medi-
cal marijuana ballot-initiative states are at or
significantly above the national average.”

Amici are concerned that the current medical mari-
juana initiatives compromise the protection of seriously
and terminally ill patients by exposing them to an unap-
proved drug. So-called medical marijuana laws mask the
proven health risks inherent in crude marijuana use, both

* guhstance Abuse and Mental Health Services Administration.
(2003 Overview of Findings from the 2002 National Survey on Drug
Use and Health (Office of Applied Studies, NHSDA Series H-21, DHHS
Publication No. SMA 03-3774). Rockville, MD

¥ Tbid.
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in practice and in perception, and they compromise the
safety and proper treatment of these patients. In contrast,
we have no objection to any medicines that may evolve
from the cannabinoids, including Marinol, provided that
they are approved as safe and effective by the Food and
Drug Administration under current federal law.

Amici are also concerned that legalization advocates’
efforts to confuse the public about the difference between
crude marijuana and the cannabinoids that scientists are
studying for possible use in medicine, have contributed to
the past decade’s drop in the perception of marijuana’s
harm. This has resulted in an increase in marijuana use,
other drug use, and drug addiction. The continued accep-
tance of the crude-marijuana-as-medicine concept will only
worsen these problems.

CONCLUSION

Amici believe that it is critically important that the
Supreme Court uphold the supremacy of the federal FDA
regulatory process, and its carefully researched determi-
nation that there is no currently accepted medical use for
crude, or home-grown, marijuana, and that therefore there
can be no “medical use” exception to the Controlled Sub-
stances Act. Logically, then, the Appellate Court cannot
create a distinct class of activities out of the “medical use”
subgroup, and therefore the alleged medical use of mari-
juana is an activity which must come under the jurisdic-
tion of the federal Controlled Substance Act, as authorized
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by the Commerce Clause of the U.S. Constitution. Accord-
ingly, the decision of the Appellate Court should be re-
versed.
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APPENDIX
TABLE 1

States That Have Passed Medical Marijuana
Initiatives®

California
Proposition 21
The Compassionate Use Act of 1996

Arizona

Proposition 200

The Drug Medicalization, Prevention, and Control Act of
1996

Proposition 300
A 1998 initiative to reinstate certain provisions of proposi-
tion 200

Alaska
A 1998 Act Relating to the Medical Use of Marijuana for
Persons Suffering from Debilitating Medical Conditions

Colorado
Medical Use of Marijuana for Persons Suffering from
Debilitating Medical Conditions Passed in 1998, but
invalidated by the Colorado Supreme Court for insufficient
signatures.

Nevada
Medical Marijuana Initiative of 1998

Oregon
Oregon Medical Marijuana Act of 1998

“® National Families in Action: A Guide to Drug-Related State
Ballot Initiatives, Initiative Index, www.nationalfamilies.org/guide/
initiative_index.html.
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Washington
Initiative 692
Medical Use of Marijuana Act of 1998

District of Columbia

Initiative 59

Legalization of Marijuana for Medical Treatment Initia-
tive of 1998 Different sponsors but assisted by Americans
for Medical Rights

Maine
A 1999 Act to Permit the Medical Use of Marijuana

Colorado
Medical Use of Marijuana for Persons Suffering from
Debilitating Medical Conditions Passed in 2000.

Nevada
Medical Marijuana Initiative of 2000
Second vote required to amend state constitution

TABLE 2

EXAMPLES OF NON-CANNABINOID MEDICATIONS
AVAILABLE FOR NAUSEA ASSOCIATED WITH CAN-
CER CHEMOTHERAPY

Serotonin Antagonists
Ondansetron (Zofran)
Granisetron (Kytril)
Tropisetron (Navoban)
Dolasetron

Phenothiazines:
Prochlorperazine (Compazine)
Chlorpromazine (Thorazine)
Thiethylperazine (Torecan)
Perphenazine (Trilafon)
Promethazine (Phenergan)

App. 3

Corticosteroids
Dexamethasone (Decadron)
Methylprednisolone (Medrol)

Anticholinergics
Scopolamine (Trans Derm Scop)

Butyrophenones
Droperidol (Inapsine)
Haloperidol (Haldol)
Domperidone (Motilium)

Benzodiazepines
Lorazepam (Ativan)
Alprazolam (Xanax)

Substituted Benzamides
Metoclopramide (Reglan)
Trimethobenzamide (Tigan)
Alizapride (Plitican)}
Cisapride (Propulsid)

Antihistamines
Diphenhydramine (Benedryl)

TABLE 3
Institute of Medicine Recommendations™

Recommendation 1: Research should continue into the
physiological effects of synthetic and plant-derived can-
nabinoids and the natural function of cannabinoids found
in the body. Because different cannabinoids appear to have
different effects, cannabinoid research should include, but
not be restricted to, effects attributable to THC alone.

* 10M Report, p. ES. il.
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Recommendation 2: Clinical trials of cannabinoid drugs
for symptom management should be conducted with the
goal of developing rapid-onset, reliable, and safe delivery
systems.

Recommendation 3: Psychological effects of cannabinoids
such as anxiety reduction and sedation, which can influ-
ence perceived medical benefits, should be evaluated in
clinieal trials.

Recommendation 4: Studies to define the individual
health risks of smoking marijuana should be conducted,
particularly among populations in which marijuana use is
prevalent.

Recommendation 5: Clinical trials of marijuana use for
medical purposes should be conducted under the following
limited circumstances: trials should invelve only short-
term marijuana use (less than six months); be conducted
in patients with conditions for which there is reasonable
expectation of efficacy; be approved by institutional review
boards; and collect data about efficacy.

Recommendation 6: Short-term use of smoked marijuana
(less than six months) for patients with debilitating
symptoms (such as intractable pain or vomiting) must
meet the following conditions:

— failure of all approved medications to provide re-
lief has been documented,

— the symptoms can reasonably be expected to be re-
lieved by rapid-onset cannabinoid drugs,

— such treatment is administered under medical su-
pervision in a manner that allows for assessment of
treatment effectiveness, and

App. 5

— involves an oversight strategy comparable to an
institutional review board process that could provide
guidance within 24 hours of a submission by a physi-
cian to provide marijuana to a patient for a specified
use.

Note: Recommendations 5 and 6 are consistent with
current FDA research guidelines. The IOM report cautions
that “the purpose of clinical trials of smoked marijuana,
using research-grade marihuana rather than street
marijuana,” “would not be to develop marihuana as a
licensed drug, but such trials could be a first step towards
the development of a rapid-onset, nonsmoked cannabinoid
delivery system.” (emphasis added) See our footnote 14.
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AMICI CURIAE - ASHCROFT v. RAICH

A. Lee Silen, Indiana; A’ TEST Consultants Inc.,
Arizona; Aegis Sciences Corporation, Tennessee; AIDS
Information Switzerland, Switzerland; Alan Ross, West
Virginia; Alaskans For Drug Free Youth, Alaska; Aleman
& Asgociates, Florida; Alex J. Romero, Arizona; Ambassa-
dor Melvyn Levitsky (ret), member International Narcotics
Control Board, New York; Amit Roy, India; Amy Miller,
Florida; Angela Heim, Wisconsin; Ann Stoker, United
Kingdom; Arlene Seal, Pennsylvania; Arizonans for Drug-
free Youth and Communities, Arizona; Ashraf Mosayani,
Pharm D., Ph.D, Texas; Because I Love You, Pennsylvania;
Becky Vance, Texag; Behavior and Health, Inc., Maryland;
Ben Jenkins, Canada; Benay S Carroll, Texas; Bensinger,
DuPont & Associates, MD, Illinois; Bernie Diaz — Florida;
Berne Lamar Barton, Florida; Betty Sembler, Florida;
Beverly Kinard, Colorado; Bill Breault, New Hampshire;
BJ Whitmore, Nebraska; Bonnie Atkinson, i/m/o John
Atkinson, Virginia; Bonnie Kaye, Pennsylvania; Bradley S.
Alumbaugh; Florida; Bradley Spencer, Michigan; Brazilian
Humanitarians in Action, Brazil; Business Against Narcot-
ics and Drugs (B.AN.D.) Program, Florida; California
Narcotic Officers Association, California; Califernians for
Drug-Free Schools, California; Californians for Drug-Free
Youth, Ine., California; Calvina L. Fay, Florida; Carl
Lambrecht, Illinois; Carla Lowe, California; Carol A.
Reeves, South Carolina; Carol J. Law, Ph.D,C-SAPA,
Florida; Carol P. Tucci, Pennsylvania; Carol Reeves; South
Carolina; Carolyn W. Burns, Maryland; CASTALIA,
Uruguay; Celeste Hagner, i/fm/o Brandon Hagner, Penn-
sylvania; Center for Alcohol and Drug Research and
Education, Maryland; Charles Beck, Florida; Christian
Drug Education Center, Colorado; Christine M. Beane,
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Maryland; Claire Young, Colorado; Committees of Corre-
spondence, Massachusetts; Community Anti-Drug Coali-
tions of America, Virginia; Concerned Citizens for Drug
Prevention, Inc., Massachusetts; Connecticut Communi-
ties for Drug-Free Youth, Inc.,, Connecticut; Connie Moul-
ton, Massachusetts; Cornelius J. Behan, Maryland;
Coronado SAFE Foundation, California; Cynthia Kinney;
Florida; DAMMAD, New York; Danetta J. Rutten, West
Virginia; Daniel Bent, Hawaii; Darlind Davis, North
Carolina; David A. Gross, M.D., Chair, Int’l Scientific and
Medical Forum on Drug Abuse, Florida; David Evans,
Esq., New Jersey; David L. Black, Ph.D., DABFT, DABCC,
Tennessee; David R. Olivieri, Florida; David Taylor,
Minnesota; Debra Alumbaugh, Florida; Debra Delp-Logue,
Pennsylvania; DeForest Rathbone, Virginia; Dennis
Fokas, New Jersey; Don Feder, Massachusetts; Don Feder
Assgociates, Massachusetts; Donald Heim, Wisconsin,
Donnie R. Marshall, Administrator (Ret.), U.S. Drug
Enforcement Administration, Virginia; Dont Be An Os-
trich Program, Pennsylvania; Dori Bower, Pennsylvania,
Dr. Eliseo Gonzéslez Regadas, Uruguay; Dr. Ian Oliver,
Scotland; Dr. Juan A. Yaria, Argentina; Dr. Raymond L.
Grove, Jr., Nebraska; Drew W. Edwards, EdD, Florida;
Drug Awareness Family Support Group, Pennsylvania;
Drug Free America Foundation, Inc., Florida; Drug Free
Business Houston, Texas; Drug Free Business, Washington;
Drug-Free Kids: America’s Challenge, Maryland; Drug
Free Schools Coalition, New Jersey; Drug Free Work-
places, Inc., Florida; Drug Free Workplaces of Tampa Bay;
Florida; Drug Prevention Network of the Americas, Texas;
Drug Watch Florida, Florida; Drug Watch Minnesota,
Minnesota; Educating Voices, Inc., Illinois; Edward A.
Jacobs, M.D., FAAP, past chair, Committee on Substance
Abuse of the American Academy of Pediatrics, Washing-
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ton; Edward Ehman, Prevention Consultant, New Mexico;
Edward Jenkins, Maryland; Edwin J. Delattre, Massachu-
getts; Edwin Meese, III, fmr. Attorney General, U.S.
Department of Justice, Washington, D.C; Eladio M. Paez,
Florida; Eleaner Scott, Drug Watch International, Colo;
Colorado; Elizabeth Edwards, Community Anti-Drug
Advocate; Arizona; Elizabeth Nelson, Illinois; Elks, Be-
nevolent & Protective Order of, (Maryland, Wash. D.C,,
Delaware); Elks National Drug Awareness Program, Iowa;
Emilia Kette, Ohio; Eric Voth, M.D., Chair, Institute on
Global Drug Policy, Kansas; Europe Against Drugs
(EURAD), United Kingdom; F. Douglas Mattenlee, Be-
nevolent and Protective Order of Elks, Missouri; Federa-
cao Brasileira de Amor-Exigente (FEBRAE), Brazil;
Florida Drug Screening, Inc., Florida; For Qur Children’s
Children, Oregon; Frank G. Messina, Maryland; Fred
Farmer, Maryland; Fred Symes, Augtralia; Georgia Fed-
eration of Republican Women, Georgia; Geraldine
Silverman, New Jersey; Ginger & Larry Katz, Courage To
Speak Foundation, Inc., i/mfo Ian James FEaccarino,
Connecticut; Giovanni Fantacci, M.D,, President, AIDS
Information Switzerland, Switzerland; Global Drug
Prevention Network, New Mexico; Grace King i/mfo
Johnny Paul King, Georgia; Grainne Kenny, Int’l Presi-
dent, Europe Against Drugs (EURAD), Ireland; Grant
Suhm, Texas; Greenville Family Partnership, South
Carolina; Gregory K Pike, PhD., Australia; Grief Recovery
After Substance Passing (G.R.A.8.P), California; Hailey
Farmer; Maryland; Hans Koeppel, Switzerland; Harold E.
Shinitzky, Psy. D., Florida; Harvey Graves, Ph.D., Texas;
Henry Lozano, California; Informed Families/The Florida
Family Partnership; Florida; Institute on Global Drug
Policy; Florida; Instituto Girasol Do Brasil, Brazil; Inter-
national Scientific and Medical Forum on Drug Abuse,
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Florida; Ivan Van Damme, M.D., Belgium; JACS-Brasil,
Brazil; James A. Friend; New Jersey; James H. Wright,
Sr., Texas; James L. Gilliland III, Florida; James Ravoira;
Florida; Janet F. Maust, Pennsylvania; Jason Skinner,
Tennessee; Jeanette McDougal, Florida; Jeff P. Sims, C-
SAPA, Director, Substance Abuse Program Administrators
Assn., Maryland; Jefferson Haynes, Texas; Jennifer
Cavendish, Florida; Jenny’s Journey, California; Jerome L.
Houfek, Wisconsin; Jerry Dugan, Indiana; Jim Kreamer,
Illinois; Joan Carr, Maryland; John E. English, Oregon;
John Lunt, Chief of Demand Reduction, U.S. Drug En-
forcement Administration (ret.), Texas; John M. Logue,
Esq., Pennsylvania; John O’Halloran, Illinois; John P.
Gilligan, Ph.D., Clinical Consulting Psychologist, Illinois;
John Peterson, Florida; Joni Korzen, Florida; Jose Car-
ranza M.D., Texas; José Luis Rojas, Chile; Joseph
McGeeney, B.P.O.Elks, Maryland, Delaware, Wash, D.C;
Joseph F. Reilly, Florida; Joyce Nalepka, Maryland; Judy
Arendsee; California; Judy Jones Sims, Arizona; Judy L.
Dinerstein, Illinois; Judy Kreamer; Illinois; Karin R.
Kyles, Connecticut; Kate Patton, i¥m/o Kelley McEnery
Baker, Illinois; Kathleen Berry, im/o Karen Lynn Berry,
Pennsylvania; Katie True, State Representative, Pennsyl-
vania; Kay Kane, RN, MHS; California; Kevin Sabet;
California; Lana Beck, Florida; Lawanda Ravoira, Florida;
Lea Cox, Massachusetts; Legal Foundation Against Micit
Drugs, Florida; Linda B. Ledger, New Jersey; Linda
Sickels, Pennsylvania; Lindsey Renee Grove, Nebraska;
Lt. Ed Moses, Missouri State Highway Patrol, Missouri;
Lucille Orlandello, i/m/o Leonard Orlandello, Jr., Massa-
chusetts; Lynda Adams; Arkansas; Lynne Bristol ¥m/fo
John and Dennis Konewal, Pennsylvania; Main South
Alliance for Public Safety, New Hampshire; Malcolm
Beyer, Florida; Marcos L. Susskind, Brazil; Margaret
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Beyer; Florida; Maria José Vargas, Costa Rica; Marijuana
Policy Council, California; Marilyn Wagner Culp, Florida;
Martha Jenkins, Maryland; Mary Brett, United Kingdom,;
Mary Jo Green, Delaware; Mary Lou Kufta, Pennsylvania;
Mary Lu O’Halloran, Illinois; Mary Peterson, Florida;
Maureen Gallagher, Maryland; Miami Coalition For A Safe
and Drug-Free Community, Florida; Michael Green,
Delaware; Michael's Message, Inc., Florida; Michelle
Grussmeyer, i/m/o Wade McLeod Grussmeyer, Oregon;
Michelle Voth, Kansas; Mina Seinfeld de Carakushansky,
Brazil; MOMSTELL, Inc., Pennsylvania; Mrs. Raymond L.
Grove, Nebraska; Mt. Hood Coalition Against Drug Crime,
Oregon; Nancy Starr, Pennsylvania; National Drug Pre-
vention Alliance, United Kingdom; National Drug-Free
Workplace Alliance, Virginia; National Families in Action,
Georgia; National Federation of Parents for Drug Free
Youth, India; National Institute of Citizen Anti-drug
Policy; Virginia; Nationa! Narcotic Officers Associations
Coalition, California; National Woman's Christian Tem-
perance Union, Illinois; New Jersey Federation for Drug
Free Communities, New Jersey; Northwest Center for
Health & Safety, Washington; Odd Squad Productions
Society, Canada; Omar Aleman, Florida; Operation PAR,
Inc., Florida; Otto Hauswirth, M.D., Austria; Overland Park
Coalition Against Drug Crime, Oregon; Pamela Mason,
Texas; Parental Roller Coaster Program, Pennsylvania;
Parents’ Association to Neutralize Drug & Alcohol Abuse,
Virginia; Pat Wittberger, California; Patricia M. Barton,
Florida; Patti B Stauffer, Texas; Paul Scharf, New Jersey;
Paulette Nagle, California; Peter Stoker, United Kingdom;
Phoenix House, New York; Positive Moves® CWD Interna-
tional, Inc., Pennsylvania; Positive Prevention FPlus,
United Kingdom; Preventive Medicine Media, Texas;
PRIDE-Omaha, Inc., Nebraska; PRIDE Youth Programs,
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Michigan; Ray Wyman, Maryland; Raymond J. Nalepka,
Maryland; Rebecca A. Davis, Oregon; Red Chiule Previene
las Drogas (CHIPRED), Chile; Renée Besseling, Interna-
tional Secretary, EURAD, Sweden; Renee Piontkowsli,
Connecticut; Richard H. Bucher, Maryland; Richard H.
Schwartz, M.D., Virginia; Richard J. Tucei, Pennsylvania;
Roger D. Morgan; California; Ron Godbey, State Represen-
tative, New Mexico; Ronald E. Brooks, President, National
Narcotics Officers’ Association, California; Russ Wittber-
ger, California; San Diego Prevention Coalition; California;
San Dieguito Alliance for Drug Free Youth, California;
Sandra K. Silen, Indiana; Sandra S. Bennett, Oregon;
Sarah Ward, Indiana; Save Our Seciety From Drugs,
Florida; Shane Castaneda, California; Sharon Smith,
Pennsylvania; Sharon Rose, California; Sharry Heckt-
Deszo, Washington; Shirley Morgan, Oregon; Sidney
Dinerstein, [llinois; Sidney Shankman, M.D,, President &
Founder, Second Genesis, Inc.,, Maryland; Southern Cross
Bioethics Institute, Australia; Stacey Shrader, Tennessee;
Stephanie Haynes, Texas; Steven Steiner, New York;
Student Drug-Testing Coalition, Arizona; Students Taking
Action Not Drugs (STAND), Florida; Susan Brawley, m/o
Aaron Linton Brawley, Alabama; Susan Jones, Arizona;
Susan Shields, Pennsylvania; Susan Skinner; Tennessee;
Susie Dugan, Nebraska; Swiss Physicians Against Drugs,
Switzerland; Teachlove, Pennsylvania; Teresa Swanson,
Oregon; Texas Narcotics Officers Association, Texas; The
Kelley McEnery Baker Foundation, Ilinois; The Miami
Coalition For a Safe and Drug-Free Community, Florida;
The National Family Partnership, Florida; Rev. Julie B.
Murdoch, M.Div., J.D, Maryland, Todd Berens, Illinois;
Todd Raybuck, Detective, Nevada; Tom Pool, Washington;
Tom Spicer, lllinois; Toni Boucher, State Representative,
Connecticut; Tracy Gamble, California; Turnaround
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Maritime Services, Texas; Uruguayan Federation of
Therapeutic Communities (FUCOT), Uruguay; US Drug
Enforcement Administration, Atlanta Field Division,
Demand Reduction Section, Georgia; V.C. Poleni, Texas;
Valerie Betz, Georgia; Washington State Narcotics Inves-
tigators Assn/Narcotic Officers’ Assn., Washington; Wayne
Kinney, Florida; Westminster Area Community Awareness
Action Team, Colorado; Wev Shea, US Attorney (ret'd),
Arkansas; William L. Barton, Florida; Williarn M. Bennett,
MD, Oregon; William M. Burns, Maryland; William M.
Gallagher, FBI Agent (ret’d), Maryland; William R. Cal-
trider, Jr.,, Maryland; Yvonne R. Gelpi, Lounisiana; Aileen
Horner, Pennsylvania; Alice Peterson, California; Anna
Mae Hrtserk, Indiana; Barbara Haggerd, Florida; Betty
Atkins, Pennsylvania; Betty Bailey, Education Dir.,
Woman’s Christian Temperance Union, West Virginia;
Betty Rul, Illinois; Betty Williams, Pres., W. Vir. Woman’s
Christian Temperance Union, West Virginia; Beverly J.
Robinson, Pres., N. Y. Woman’s Christian Temperance
Union, New York; Carlene Renoud, lilinois; Carol Sue
Cross, West Virginia; Cena Ritteger, Pennsylvania; Cheryl
L. Slaman, New York; Cleo Kulish, Pres., N. Dakota
Woman’s Christian Temperance Union, North Dakota;
Colleen Wilson, Pres., Calif. Woman’s Christian Temper-
ance Union, California; Deveda Copeland, New York; Doris
Brown, Pres., Ill. Woman’s Christian Temperance Union,
Illinois; Doris M. Christy, State Promotion Dir, W. Vir.
Woman’s Christian Temperance Union, West Virginia;
Dorothy Russell, Pres., Oregon Woman’s Christian Tem-
perance Union, Oregon; Dorothy Tanner, Michigan; Doro-
thy W. Wilbur, Pres., R. I. Woman’s Christian Temperance
Union, Rhode Island; Elaine Waydich, Wisconsin; Eliza-
beth Finley, Illinois; Ellen Woodcock, New York; Esther
Graniler, Florida, Esther Wenzel, Pres., 8. Dakota
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Woman's Christian Temperance Union, South Dakota;
Faye L. Pohl, Nat. Tres., Woman’s Christian Temperance
Union, Kansas; Frances Woed, Pres., Kansas Woman’s
Christian Temperance Union, Kansas; Gerri Ceons,
Indiana; Glenna Delenbach, Nat. Home Protection Dir.,
Woman’s Christian Temperance Union, Kansas; Grace
Cox, West Virginia; Helen K. McMullen, Secty,
Vir. Woman’s Christian Temperance Union, Virginia; Helen
Lamm, W. Vir. Home Protection Dir,, Woman's Christian
Temperance Union, West Virgina, Helen M. Parcels, Ohio;
Henrietta M. OCriffith, Kentucky; Jane Eisenimann,
Michigan; Jeanne Lilly, Pres, Jowa Woman's Christian
Temperance Union, lowa; Jo Adamy, Vice Pres., W. Vir.
Woman’s Christian Temperance Union, West Virginia; Jo
Strnad, Kansas; JoAn Cook, Oregon; Joan Keith, Pennsyl-
vania; Joni Glover, Kentucky; Josephine Strnad, Pres,
Kansas Woman’s Christian Temperance Union, Kansas;
Joyce Cross, West Virginia; Joyce E. Henry, Pres., Florida
Woman’s Christian Temperance Union, Florida; Juanita
Whisler, Illinois; Judy Thillanlaw, Pres., Wisc. Woman’s
Christian Temperance Union, Wisconsin; June Beal, Pres.,
N. H. Woman’s Christian Temperance Union, New Hamp-
shire; June Gingred, Pres., PA Woman’s Christian Tem-
perance Union, Pennsylvania; Kathleen E. Johnson, Pres.,
W. Vir Woman’s Christian Temperance Union, West
Virginia; Kathleen Sutton, Former LTL Dir., Woman’s
Christian Temperance Union, West Virginia; Lana Malone,
West Virginia; Laura McCormick, California; Leah F
Frazer, Pres., N.J. Woman’s Christian Temperance Union,
New dJersey; Luella Hughes, Kansas; Lynne B. Steffer,
Wisconsin; Marian Soutner, Pennsylvania; Marlene
Bridges, Georgia, Mary Bergman, West Virginia; Mary
Ellen Mowery, Kentucky; Mary Isabel Phillips, Pennsyl-
vania; Mary L. Clark, California; Mary Musgrave, West
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Virginia; Merry Lee Powell, West Virginia; M.G. Roland
HuH..mm.. Vir. Woman’s Christian Temperance Union, Su%amw
Mildred Seymour, Vice Pres., Md. Woman’s Ogmﬁmm
Temperance Union, Maryland; Muriel Curry, Pres., Il
Woman’s Christian Temperance Union, Illincis; Nancy H.
q&wﬁoﬂ. Pres., Mich. Woman’s Christian .F.vaumuam
C.Ew?. Michigan; Nellie R. Buchanan, Pres., KY Woman’s
Christian Temperance Union, Kentucky; Nina Donahue
Huammw Ohiec Woman’s Christian Temperance Union, OEo”
Patricia Bucher, Nat. Promotions Dir., Woman'’s Ogmﬂ.ﬁh
.ﬁm.nbvmwmbnm Union, Pennsylvania; Pearl lLoe, Pres.
gEb”some.m Christian Temperance Union, Emgomowmw
Phyllis Golf, West Virginia; Phyllis Parmer, Illinois; m.mq.
Mary Ann Freeman, Pres., Ind. Woman’s Christian ﬂmuu“
perance Union, Indiana; Rita K. Wert, Nat. Vice Pres
Woman’s Christian Temperance Union, Pennsylvania; mn.m
HHE.EP West Virginia; Susanne Curry, Pres., E.éou.pmn_m
Christian Temperance Union, Illinois; Vevian Brown
Nlineis; Williane Bridges, Georgia; Winifred Nelson, Pres .
Col. Woman’s Christian Temperance Union, Colorado; mbm

William J. Bennett, former Secretary, U.S. Department of
Education, Washington, D.C. ‘




