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February 17, 2017

Concerned Citizens/Elected Officials;

Until approximately 25 years ago there had never been promotion for acceptance of the 
plant Cannabis sativa as a mainstream medicine. Although known since long before the 
birth of Christ, the plant has been almost exclusively used in the form of Marijuana and 
smoked for its’ intoxicating properties. Today advocates for legalization promote Cannabis as 
a cure-all for almost every ailment, much like the old elixirs sold by travelling “medicine” 
men. This marketing is also reminiscent of the advertisements for smoking cigarettes in 
the decades prior to the 1964 Surgeon General’s tobacco warning, showing physicians 
endorsing various brands of cigarettes. Misleading and untruthful statement regarding the 
“safety” and “medical” benefits of Cannabis are well funded by investors who intend to 
profit from the harm that is well documented in the medical and scientific literature.

This pamphlet provides a very brief summary of the published literature on the harm of 
Cannabis/Marijuana. The literature regarding adverse Cannabis effects is voluminous and 
a full compilation of the literature would exceed the scope of this booklet. The published 
“benefits” in peer reviewed scientific or medical literature advocating for smoking “marijuana  
as medicine” would not comprise a page and is virtually non-existent. There is no 
professional medical society in the United States that endorses Cannabis/Marijuana as 
medicine. In addition the Veterans Administration specifically cautions against Marijuana 
as treatment for PTSD due to lack of medical evidence demonstrating effective long term 
treatment. PTSD is among the most recent medical conditions advocated for marijuana 
treatment which lacks any peer reviewed medical or scientific studies verifying efficacy.

Interestingly there is an approved medicine that contains the primary biologically active 
chemical in Cannabis sativa, identified as delta-9-tetrahyrocannabidiol (THC). After the 
National Institutes of Health (NIH) investigated the potential medical use of the chemicals 
found in Cannabis sativa in the 1970’s they approved Marinol® for the treatment of 
nausea associated with cancer chemotherapy. Marinol® contains THC. If there is a need 
for “Cannabis as medicine” the legislature might consider approving that physicians may 
prescribe Marino!® for “off label use”. Marinol® is an FDA approved pharmaceutical that 
has undergone standard clinical trials to determine the safety and efficacy of the product. 
Dispensed by licensed pharmacies, the product’s integrity and purity can by assured 
as an FDA approved medicine produced according to strict manufacturing guidelines. 
There is no need for legislative efforts to approve “Medical Cannabis/Marijuana” when 
pharmaceutical products already exist and with others in development. Another chemical 
found in Cannabis, Cannabidiol (CBD), has not yet been found to be effective nor yet 
approved as medicine by the FDA.

To request extra copies of “The Cannabis Project” pamphlet, additional information, or to 
discuss the issue of marijuana legalization directly please do not hesitate to contact me.

Sincerely, 

David L. Black, Ph.D., F-ABFT, FAIC
Founder and CEO
The Phoenix Sciences Group, LLC
150 Fourth Ave North, Suite 1800
Nashville, TN 37219
david.black@phoenixsciences.com
(615) 240-7500
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Marijuana is a Schedule I controlled  

substance as established by the  

Controlled Substance Act (CSA)  

which was passed in 1970. By definition, 

Schedule I substances have “no  

currently accepted medical use in 

treatment in the United States,” “a lack 

of accepted safety for use of the drug 

under medical supervision,” and a  

“high potential for abuse.”1 In July 2016, 

the Drug Enforcement Administration 

(DEA) publicly denied a petition to  

revisit marijuana’s federal status and  

reschedule the drug, citing “no  

substantial evidence that marijuana 

should be removed from Schedule I.”2

2
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The possession, distribution, and production of marijuana  

are considered illegal federally, but most states have  

passed marijuana laws allowing for comprehensive medical  

marijuana programs, limited access, and/or legal recreational 

use. Please see [fill in name for map of states here] for  

information about the status of marijuana from state to  

state as of October 2016. Allowable possession and growing 

quantities, dispensing practices, and qualifying medical  

conditions differ from state to state. A number of medical  

conditions are mentioned within medical marijuana laws  

and include: AIDS/HIV, cancer, Crohn’s disease, glaucoma, 

hepatitis C, multiple sclerosis, Parkinson’s disease, wasting  

syndrome, severe or chronic pain/nausea, and seizure  

disorders.3-6 Limited access laws may specify the type of  

marijuana that can be used for medical purposes (e.g.,  

limited tetrahydrocannabidiol (THC) and higher cannabidiol 

(CBD) content).7-8 

State-based recreational marijuana laws have been tolerated 

by the U.S. Department of Justice under the condition that 

states have “strong and effective regulatory and enforcement 

systems” and uphold eight specified enforcement priorities. 

However, the Department of Justice has been clear in  

communicating they hold the authority to enforce federal law. 

Marijuana use is considered a federal offense because the 

drug is classified as a Schedule I substance regardless of state 

law.7-9 Federal workplace laws dictate that federal employees 

abstain from use of illegal substances.10

3
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The U.S. is part of the Single Convention on Narcotic Drugs, 

1961. The CSA is comprised of components necessary for 

maintaining the integrity of this treaty, including scheduling 

procedures for drugs that fall under the control of the Single 

Convention. Cannabis (marijuana) is one of the drugs subject 

to requirements of the treaty, and the DEA Administrator must 

“issue an order controlling such drug under the schedule he 

deems most appropriate to carry out such obligations.” Past 

rulings have indicated Schedule I or Schedule II status for  

marijuana would meet international agreement requirements. 

The DEA’s 2016 decision to deny rescheduling marijuana 

hinged on whether the drug had a currently accepted  

medical use in treatment in the U.S. After the investigation  

and recommendation by the Secretary of the Health and  

Human Services, the DEA ruled it did not.2

For a drug to be considered “currently accepted for medical 

use” the following criteria must be met2: 

• The drug’s chemistry must be known and reproducible

• There must be adequate safety studies 

• There must be adequate and well-controlled studies   
proving efficacy

• The drug must be accepted by qualified experts

• The scientific evidence must be widely available

Marijuana fails to fulfill these requirements as a natural  

substance, and this is the impetus for identifying and isolating 

cannabinoids from the marijuana plant to create regulated 

pharmaceutical products.2 Medical marijuana bypasses the 

safeguards established in the pharmaceutical industry to 

4
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ensure the quality, safety, and effectiveness of medications 

consumed by the public.11 Some of the primary differences  

between pharmaceutical preparations and medical marijuana 

are listed below2,11-13:

Pharmaceutical Cannabinoid Products
• Standardized and regulated 

• Safety and efficacy established in clinical trials

• FDA*-approved indications; standardized dosing  

• High degree of quality control

• None are FDA-approved for ingestion through smoking due 
to potential for harmful effects

* Food and Drug Administration

Medical Marijuana (Cannabis)
• Unregulated and highly variable

• Safety and efficacy not established 

• Numerous proposed qualifying medical conditions;  
no standardized dosing 

• Subject to contamination and inconsistency

• Smoking is a common mode of ingestion for marijuana

Marijuana (Cannabis) is estimated to contain more than  

480 different compounds, including approximately 100  

cannabinoids.11,14 In order to argue in favor of crude marijuana 

being available for medicinal purposes, it must prove to offer 

advantages over FDA-approved medications

The DEA supports research on the medical application of  

cannabinoids and addressed evidence of this is an official  

August 2016 communication. In the letter, the DEA references  

a December 2015 waiver of specific regulatory restrictions  

5

CP 17-01 Booklet.indd   7 2/21/17   11:21 AM



WWW.CANNABISPROJECT.ORG

surrounding FDA-authorized trials involving cannabidiol, as  

well as the increasing number of individuals and institutions 

registered with the DEA to conduct research; the latter 

doubled from April 2014 to August 2016. Furthermore, they 

pledged to “work with NIDA [National Institute on Drug Abuse] 

to ensure that there is a sufficient supply of marijuana and its 

derivatives (in terms of quantity and the variety of chemical 

constituents) to support legitimate research needs.”15 

Numerous clinical trials are planned or in progress within the 

U.S. to assess the impact of a cannabinoids and/or medical 

marijuana on medical treatment and patient outcomes. Many 

of these trials involve CBD formulations, including Epidolex or 

Charlotte’s web (high CBD/low THC). CBD is thought to lack 

the psychotropic effects associated with THC, which is the  

primary psychoactive compound in marijuana.16 The  

conditions below may benefit from treatment with medical 

marijuana or cannabinoids. The quality of published research  

is largely variable, with many studies providing weak or  

poor evidence.16-19

•Nausea/vomiting with chemotherapy

•Appetite stimulation (HIV, Cancer)

•Analgesia

•Multiple sclerosis

•Spinal cord injury

•Tourette’s syndrome

•Epilepsy

•Glaucoma

•Parkinson’s disease

•Dystonia

6
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Two cannabinoid products are commercially available and 

FDA-approved in the U.S.: dronabinol (Marinol®) and nabilone 

(Cesamet®).20 A liquid formulation of dronabinol was recently 

approved by the FDA and will be commercially available after 

scheduling is confirmed by the DEA.21

Drug Name

Dronabinol 
(Marinol® or  
Syndros®) 

    
Nabilone  
(Cesamet®)

Active  
Ingredient

delta-9-THC

Nabilone  
(similar to  
delta-9-THC)

DEA Status

Schedule III,  
Rx Only

Schedule II, 
Rx Only

FDA-Approved  
Indications

Anorexia associated 
with weight loss in  
patients with AIDS

Nausea and vomiting 
associated with cancer 
chemotherapy in patients 
who have failed to 
respond adequately  
to conventional  
antiemetic treatments

Nausea and vomiting 
associated with cancer 
chemotherapy in patients 
who have failed to 
respond adequately  
to conventional  
antiemetic treatments
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Currently, there are at least three cannabinoid 
products that are progressing through phase  
2 or phase 3 clinical trials in the U.S.: 

•Sativex® (nabiximols) is a formulation of THC and CBD, 

and has been approved as a pharmaceutical product in 

several European countries and Canada. It is used for the 

treatment of neuropathic pain and spasticity in patients 

with multiple sclerosis and for moderate to severe pain 

in patients with advanced cancer. It is currently in phase 

three trials in the U.S. for treatment of cancer pain. 22-24

•Like Sativex®, Epidiolex® (cannabidiol) is marketed by  

GW Pharmaceuticals. The drug has received Orphan  

Drug Designation from the FDA for treatment of Dravet 

syndrome, Lennox-Gastaut syndrome, and Tuberous  

Sclerosis Complex. This product is currently in phase 3  

clinical trials in the U.S. for treatment of Dravet syndrome 

and Lennox-Gastaut syndrome. The company has  

received Fast Track status from the FDA for treatment  

of Dravet syndrome. The company plans to submit  

a New Drug Application in 2017.24-25

 

•Resunab™ (JBT-101) is a synthetic endocannabinoid- 

mimetic drug marketed by Corbus Pharmaceuticals.  

The drug is currently in phase 2 clinical trials in the U.S.  

and is being evaluated for treatment of cystic fibrosis,  

systemic sclerosis, dermatomyositis, and systemic lupus  

erythematosus.26 It has received Fast Track status for  

treatment of systemic sclerosis.27
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The pharmaceutical development landscape is evolving 

quickly, with numerous cannabinoid or cannabinoid-related 

moieties being investigated for their impact on various  

medical conditions. High-quality, systematic and rigorous  

research is needed to elucidate their role in patient care.

Sources:
Current Legal Status of Marijuana:
1. U.S. Department of Justice, Drug Enforcement Administration, Diversion Control Division Title 21 United States Code (USC) 
Controlled Substances Act. Available at: http://www.deadiversion.usdoj.gov/21cfr/21usc/812.htm. Accessed 19 September 2016.
2 .Federal Register, The Daily Journal of the United States Government. 81 FR 53687. Denial of petition to initiate proceedings 
to reschedule marijuana. 12 August 2016. Available at: https://www.federalregister.gov/documents/2016/08/12/2016-17954/
denial-of-petition-to-initiate-proceedings-to-reschedule-marijuana. 19 September 2016.
3. Arizona Department of Health Services: Health and Wellness for All Arizonans. Medical marijuana: FAQs – qualifying patients. 
Available at: http://azdhs.gov/licensing/medical-marijuana/index.php#faqs-patients. Accessed 5 October 2016. 
4.California Department of Public Health. Medical marijuana program frequently asked questions. 2016. Available at: http://
www.cdph.ca.gov/programs/MMP/Pages/MMPFAQ.aspx. Accessed 5 October 2016.
5. State of Connecticut House of Representatives. File No. 597. February Session, 2012. Available at: https://www.cga.
ct.gov/2012/FC/2012HB-05389-R000597-FC.htm. Accessed 5 October 2016.
6. Nevada Legislature. Chapter 453A – medical use of marijuana. Available at: https://www.leg.state.nv.us/NRS/NRS-453A.
html#NRS453ASec050. Accessed 5 October 2016.
7. Caulkins JP, Kilmer B, Kleiman MAR, et al. RAND Corporation. Considering marijuana legalization: insights for Vermont and 
other jurisdictions. Available at: http://www.rand.org/pubs/research_reports/RR864.html. Accessed 19 September 2016.
8. National Conference of State Legislatures. State medical marijuana laws. 29 September 2016. Available at: http://www.ncsl.
org/research/health/state-medical-marijuana-laws.aspx. Accessed 25 September 2016.
9. The United States Department of Justice. Justice department announces update to marijuana enforcement policy. 29 Au-
gust 2013. Available at: https://www.justice.gov/opa/pr/justice-department-announces-update-marijuana-enforcement-pol-
icy. Accessed 5 October 2016.
10. Federal Aviation Administration. State initiatives on legalization of marijuana for recreational or medicinal use. 31 March 
2015. Available at: http://www.faa.gov/about/office_org/headquarters_offices/avs/offices/aam/drug_alcohol/policy/legal/
media/dwpmarijuananotice_final.pdf. Accessed 24 September 2016. 
11. U.S. Department of Justice, Drug Enforcement Administration. The dangers and consequences of marijuana abuse. May 
2014. Available at: https://www.dea.gov/docs/dangers-consequences-marijuana-abuse.pdf. Accessed 30 September 2016.
12. Patel A, Fee D, Brust JCM, Song S, Miller T. American Academy of Neurology. Position statement: use of medical marijuana 
for neurologic disorders. 2014. Available at: https://www.aan.com/uploadedFiles/Website_Library_Assets/Documents/6.
Public_Policy/1.Stay_Informed/2.Position_Statements/3.PDFs_of_all_Position_Statements/Final%20Medical%20Marijuana%20
Position%20Statement.pdf. Accessed 5 October 2016.
13. Alexander S. Therapeutic potential of cannabis-related drugs. Prog Neuropsychopharmacol Biol Psychiatry. 2016;64:157-166.
14. United States Drug Enforcement Administration. Drug Fact Sheets. IX. Marijuana/cannabis. Available at: https://www.dea.
gov/pr/multimedia-library/publications/drug_of_abuse.pdf#page=72. Accessed 5 October 2016.
15. U.S. Department of Justice, Drug Enforcement Administration. Letter from Chuck Rosenberg, acting administrator. 11 
August 2016. Available at: https://www.dea.gov/divisions/hq/2016/Letter081116.pdf. Accessed 20 September 2016.
16. Fasinu P, Phillips S, ElSohly M, Walker L. Current Status and Prospects for Cannabidiol Preparations as New Therapeutic 
Agents. Pharmacotherapy. 2016;36(7):781-796.
17. D’Souza D, Ranganathan M. Medical marijuana: is the cart before the horse?. JAMA. 2015;313(24):2431-2432.
18. Hill K. Medical marijuana for treatment of chronic pain and other medical and psychiatric problems: a clinical review. 
JAMA. 2015;313(24):2474-2483.
19. Whiting P, Wolff R, Kleijnen J, et al. Cannabinoids for medical use: a systematic review and meta-analysis. JAMA. 
2015;313(24):2456-2473.
20. U.S. National Library of Medicine. Prescribing information. Available at: https://dailymed.nlm.nih.gov/dailymed/index.cfm. 
3 October 2016.
21. Syndros. Press release: Insys Therapeutics announces FDA approval of Syndros. Available at: http://syndros.com/. Ac-
cessed 5 October 2016.
22. Parmar J, Forrest B, Freeman R. Medical marijuana patient counseling points for health care professionals based on 
trends in the medical uses, efficacy, and adverse effects of cannabis-based pharmaceutical drugs. Res Social Adm Pharm. 
2016;12(4):638-654.
23. GW Pharmaceuticals. Sativex in the USA. Available at: http://www.gwpharm.com/Sativex5.aspx. Accessed 3 October 2016.
24. GW Pharmaceuticals. R&D. Product Pipeline. Available at: http://www.gwpharm.com/product-pipeline.aspx. Accessed 3 
October 2016.
25. GW Pharmaceuticals. GW Pharmaceuticals announces second positive phase 3 pivotal trial for Epidiolex (cannabidiol) 
in the treatment of Lennox-Gastaut syndrome. 26 September 2016. Available at: http://www.gwpharm.com/PR260916.aspx. 
Accessed 5 October 2016.
26. Corbus Pharmaceuticals. Resunab. Available at: http://www.corbuspharma.com/product-pipeline/resunab. Accessed 3 
October 2016.
27. Yahoo Finance. CRBP: FDA grants Resunab fast track designation for treating scleroderma. Available at: http://finance.
yahoo.com/news/crbp-fda-grants-resunab-fast-185000832.html. Accessed 3 October 2016.
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As discussed in the previous section, 

crude marijuana is not regulated  

by a governing body which raises  

concerns regarding its content, quality, 

and potency. 

Increasing Potency
•The average THC content in marijuana samples seized 

by the DEA was approximately 12% in 2014 compared to 

about 4% in the mid-1990s.1 Marijuana today may have 

THC concentrations as great as 30%. Concentrated  

preparations such as hash oil averaged 52% with some 

reaching over 80%.1-2 

•Findings from a laboratory testing marijuana products for 

medical marijuana users found the median THCmax for 

marijuana concentrates was 69.3% with a median CBD 

max of 1%.3

•In contrast, CBD potency has decreased over time from 

0.28% to 0.15%, and the THC/CBD ratio has increased from 

14 to ~80 from 1995 to 2014.1

•The average potency of mature marijuana from  

domestically produced samples has been shown to be 

higher in states where medical marijuana was legalized 

(8.7% compared to 5.4% during 1995-2010).1 

10

CP 17-01 Booklet.indd   12 2/21/17   11:21 AM



WWW.CANNABISPROJECT.ORG

Chart from: USDOJ DEA 2015 National Drug Threat Assessment Summary2

Lack of Regulation/Quality Control

Consistency
The THC content of marijuana can vary significantly dependent 

on growing conditions (e.g., light, temperature, soil type) and 

the formulation of marijuana consumed (e.g. buds, hash oil). 

Additionally, the route of ingestion (e.g. oral, smoked) affects 

the amount of THC that reaches the blood circulation. These 

opportunities for inconsistencies are concerning without the 

proper regulation and control over the potency and bioavailability 

of these products.4

Microbial Contamination
Medical marijuana is marketed towards the severely ill and  

immunocompromised. Bacteria and molds are common 

to the surface of marijuana plants. Lack of sterilization and 

regulatory oversight of non-pharmaceutical marijuana places 

these patients at risk for opportunistic infections. Fatal  

pulmonary aspergillosis (a fungal infection) has been  

reported in this population from marijuana use.5-8

11
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Pesticides and Other Contaminants
The U.S. has a dedicated regulatory structure responsible for 

assessment, registration, enforcement, and training for pesticide 

use. Pesticide use predominates in marijuana crops despite a 

lack of access to this regulatory system for marijuana growers; 

this poses a significant safety concern for harvesters and  

consumers of marijuana.9

In a study of marijuana products tested for medical marijuana  

users, 83.3% of marijuana concentrates contained residual sol-

vents such as isopentane and 1/3 of samples contained  

pesticides. The most common pesticide found was paclobutrazol 

which is not registered with the Environmental Protection.

A study comparing marijuana smoke to tobacco smoke 

showed that marijuana had up to 20 times more ammonia  

in mainstream smoke versus tobacco. Hydrogen cyanide, 

nitrogen oxides, and several aromatic amines were 3-5 times 

higher in marijuana smoke versus that of tobacco smoke.10 

Marijuana smoke contains carcinogens in equal or greater 

amounts than tobacco which increases the risk of cancer.24  

This is concerning for both consumers and individuals subject 

to secondhand smoke.

IIn comparison to cigarette smokers, smokers of marijuana  

inhale three times more particulate matter and retain 1/3  

more leading to 3.5 to 4.5 greater tar burden. Additionally,  

2/3 greater puff volume, 1/3 greater inhalation depth, and 

4-fold breath holding has been associated with marijuana vs. 

cigarette smoking.11

12
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78.3% of marijuana users also use tobacco products. 42% of 

marijuana users report smoking blunts, which contain both 

marijuana and tobacco12; thus, exposing users to additive risks 

associated with both substances. Additionally, users may be 

unknowingly exposed to nicotine through combination products 

contributing to the potential for nicotine addiction.13

Other Illicit Substances
Obtaining drugs from unregulated sources exposes the user to 

the potential of ingesting marijuana which has been contaminated 

with other dangerous substances. Marijuana has been reported 

to be laced with cocaine, PCP, and embalming fluid by  

some dealers.14

Adolescent Exposures
Edible marijuana products are available in forms that may be 

particularly appealing to young children.15-16 In a report from 

a children’s hospital in Colorado, over half of known pediatric 

exposures to marijuana involved edibles such as cookies, 

brownies, candies, and popcorn products; sources of marijuana 

were parents, grandparents, babysitters, and other family 

members.17

According to 2000-2013 toxic exposure surveillance data from 

the American Association of Poison Control Centers (AAPCC), 

marijuana exposures in children under the age of six from 

states that had legalized marijuana for medical use prior to 

2000 were nearly triple that of states that had not legalized 

marijuana. Adverse effects from exposure ranged from  

drowsiness and nausea to seizure and coma.18
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According to the Monitoring the Future Survey, 4% of 8th graders 

reported using marijuana 20 or more times in their lifetime. 6% 

of 12th graders use marijuana on a daily basis, which exceeds 

the prevalence of cigarette smoking in this population.19

Following decriminalization legislation in California, 12th graders 

in California compared to other states were 25% more likely 

to have used marijuana in the past 30 days, 20% less likely to 

see marijuana as a great health risk, 20% less likely to strongly 

disapprove of regular marijuana use, and ~60% more likely to 

expect to be using marijuana within 5 years.20 

THC passes readily into breastmilk, placing breastfed infants at risk.16

     Image source: USDOJ   

     DEA. Microgram Bulletin  

     LE. September 2016. p.63.

     https://www.allbud.com 

     /products/swinging-bridges 

     /edible/21743/mds-medibles 

     -infused-goldfish-crackers

Environmental Concerns
Butane extraction is often used to make marijuana concentrates 

14
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and has caused numerous explosions. These methods have  

also led to illegal dumping of hazardous material. In 2014, the 

Oakland Fire Department in California reported clean-up of over 

1,000 butane canisters per week.2

A single marijuana drug seizure in California in 2014 uncovered 

tons of waste including fertilizers, pesticides and hazardous materials.2

Concerns exist regarding the increase in marijuana cultivation in 

private residences in states legalizing medical or recreational use 

due to consumption of power and water resources, fire risk and 

potential for devaluing of homes.21¬

Documented Cases:
A 14-month old took two bites out of a block of hashish left on 

the table by her mother. Within 15 minutes the child became 

lethargic and was later admitted to the intensive care unit of the 

hospital where she was in a coma for over 48 hours.22

A 27-year old was admitted to the hospital in respiratory failure 

with seizures. She experienced recurrent pneumothorax and a 

hemothorax requiring thoracotomy. She was on mechanical  

ventilation for an extended portion of her hospital stay and 

required a tracheostomy to breathe on room air.  She spent 65 

days in the hospital. It was discovered that she had smoked  

marijuana cigarettes dipped in PCP and embalming fluid.23

A 32-year old chronic marijuana user was hospitalized with low 

urine output, swelling in the legs and feet, and fever. The patient 

was diagnosed with chronic necrotizing pulmonary aspergillosis 

(a fungal infection) resulting in secondary systemic amyloidosis  

(deposition of inflammatory protein in organs). The infection 

15
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resulted in sepsis and subsequent kidney failure requiring dialysis. 

The patient died during his hospital stay from cardiorespiratory 

arrest. Smoking contaminated marijuana was indicated as the 

likely cause of the aspergillosis.8

Sources:
Safety Concerns:
1. ElSohly MA, Mehmedic Z, Foster S, Gon C, Chandra S, Church JC. Changes in cannabis potency over the last 2 decades 

(1995-2014): Analysis of current data in the United States. Biol Psychiatry 2016; 79(7): 613-9.

2. USDOJ DEA. 2015 National Drug Threat Assessment Summary. DEA-DCT-DIR-008-16. Oct. 2015. Available at https://www.dea.

gov/docs/2015%20NDTA%20Report.pdf. Accessed 7 September 2016. 

3. Raber JC, Elzinga S, Kaplan C. Understanding dabs: contamination concerns of cannabis concentrates and cannabinoid 

transfer during the act of dabbing. J Toxicol Sci 2015; 40(6): 797-803.

4. Sachs J, McGlade E, Yurgelun-Todd D. Safety and toxicology of cannabinoids. Neurotherapeutics 2015; 12: 735-46.

5. Hamadeh R, Ardehali A, Locksley RM, York MK. Fatal aspergillosis associated with smoking contaminated marijuana, in a 

marrow transplant recipient. Chest 1988; 94(2): 432-3. 

6. Hazekamp A. Evaluating the effects of gamma-radiation for decontamination of medicinal cannabis. Front Pharmacol 

2016; 7(108): doi: 10.3389/fphar.2016.00108. eCollection 2016.

7. Ruchlemer R, Amit-Kohn M, Raveh D, Hanu L. Inhaled medicinal cannabis and the immunocompromised patient. Support 

Care Cancer 2015; 23(3): 819-22.

8. Bal A, Agarwal AN, Das A, Suri V, Varma SC. Chronic necrotizing pulmonary aspergillosis in a marijuana addict: a new cause 

of amyloidosis. Pathology 2010; 42(2): 197-200. 

9. Stone D. Cannabis, pesticides and conflicting laws: the dilemma for legalized States and implications for public health. 

Regul Toxicol Pharmacol 2014; 69(3): 284-8.
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•Marijuana shares both the depressant and intoxicating  

effects of alcohol and respiratory consequences of  

tobacco (when smoked).   

•THC binds to cannabinoid receptors in the body; these  

receptors are especially concentrated in regions of the 

brain that effect motor activity, memory, appetite,  

sedation, coordination, and executive function.1 

•Despite its societal reputation of being a benign drug,  

marijuana has been associated with a multitude of  

adverse effects, including severe cardiovascular and  

cerebrovascular events leading to death. Recent Drug 

Abuse Warning Network (DAWN) data implicate marijuana 

as second only to cocaine in the involvement of emergency 

department (ED) visits associated with illicit drugs.2

•In 2011, 455,668 ED visits involved marijuana, affecting 

36.4% of ED visits attributed to illicit drug use.2 

• ED visits involving marijuana increased by 62% between 

2004 and 2011.2
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• A California-based study found that the addition of one  

dispensary per square mile in a zip code correlated to a  

6.8% increase in marijuana hospitalizations.3

• Below are some of the adverse effects that have been  

associated with marijuana use.1,4-14 Those who already  

have predisposed risk factors for the adverse effects below  

are particularly at risk. Risk also increases with earlier onset, 

frequent, and chronic use.1

    Drowsiness, Hallucinations, Anxiety,  
    Paranoia, Psychosis, Psychotic disorders,  
    Depression, Suicidal ideation, Decreased  
    motivation, Decreased IQ, Memory  
    impairment, Drug dependence, Altered  
    brain development, Stroke, Death

    Arrthymia, Hypertension, Hypotension,   
    Heart attack, Heart Palpitations, 
    Tachycardia, Death

    Bronchitis, Chronic cough, Increased  
    mucus, Respiratory infections, Wheezing

     Hyperemesis syndrome 
     (excessive vomiting and  
     abdominal pain accompanied  
     by compulsive showering), Pancreatitis

    Infertility
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Sources:
Adverse Health Effects:
1. Sachs J, McGlade E, Yurgelun-Todd D. Safety and toxicology of cannabinoids. Neurotherapeutics 2015; 12: 735-46.

2. Substance Abuse and Mental Health Services Administration, Drug Abuse Warning Network, 2011: National Estimates of 

Drug-Related Emergency Department Visits. HHS Publication No. (SMA) 13-4760, DAWN Series D-39. Rockville, MD: Substance 

Abuse and Mental Health Services Administration, 2013.

3. Mair C, Freisthler B, Ponicki WR, Gaidus A. The impacts of marijuana dispensary density and neighborhood ecology on 

marijuana abuse and dependence. Drug Alcohol Depend 2015; 154: 111-6.

4. Karila L, Roux P, Rolland B, Benyamina A, Reynaud M, Henri-Jean A, Lancon C. Acute and long-term effects of cannabis 

use: A review. Curr Pharm Des 2014; 20 (25): 4112-8. 

5. Hall W, Degenhardt L. The adverse health effects of chronic cannabis use. Drug Test Anal 2014; 6(1-2): 39-45.

6. Volkow ND, Baler RD, Compton WM, Weiss SRB. Adverse health effects of marijuana use. New Eng J Med 2014; 370(23): 

2219-27.

7. Broyd SJ, van Hell HH, Beale C, Yücel M, Solowij N. Acute and chronic effects of cannabinoids on human cognition-A 

systematic review. Biol Psychiatry 2016; 79:557-67.

8. Cuttler C, McLaughlin RJ, Graf P. Mechanisms underlying the link between cannabis use and prospective memory. PLoS 

ONE 2012; 7(5): e36820. DOI:10.1371/journal.pone.0036820.

9. DeSousa KR, Tiwari AK, Giuffra DE, Mackenzie B, Zai CC. Age at onset of schizophrenia: Cannabis, COMT gene, and their 

interactions. Schizophr Res 2013; 151: 289-90.

10. Di Forti M, Sallis H, Allegri F, Trotta A, Ferraro L, Stilo SA, et al. Daily use, especially of high-potency cannabis, drives the 

earlier onset of psychosis in cannabis users. Schizophr Bull 2014; 40(6): 1509-17.

11. Gordon AJ, Conley JW, Gordon JM. Medical consequences of marijuana use: A review of current literature. Curr Psychiatry 

Rep 2013; 15: 419. DOI 10.1007/s11920-013-0419-7.

12. Brewerton TD, Anderson O. Cannabinoid hyperemesis syndrome masquerading as an eating disorder. Int J Eat Disord 2016; 

49: 826-9.

13. Wargo KA, Geveden BN, McConnell VJ. Cannabinoid-induced pancreatitis: A case series. JOP: J Pancreas (Online) 2007; 

8(5): 579-83.

14. Brown HL, Graves CR. Smoking and marijuana use in pregnancy. Clin Obstet and Gynecol 2013; 56(1): 107-113. 
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•Use of marijuana is associated with decreased academic 

performance and achievement, increased risk of school 

drop-out, degree non-attainment and non-enrollment in 

college.1-6

•Cannabis use may be associated with unemployment, de-

creased work commitment, and greater utilization of social 

assistance programs.5-10

•Heavy marijuana use in adolescence may increase like-

lihood for future involvement in drug and property crime 

and interaction with the criminal justice system.11 Initiating 

marijuana at an early age has been linked to a greater 

amount of criminal offenses as an adult.12

Sources:
Individual and Societal Effects:
1. Bray JW, Zarkin GA, Ringwalt C, Qi J. The relationship between marijuana initiation and dropping out of high school. Health 

Econ 2000; 9: 9-18. 

2. Silins E, Fergusson DM, Patton GC, Horwood J, Olsson CA, Hutchinson DM, et al. Adolescent substance use and educational 

attainment: An integrative data analysis comparing cannabis and alcohol from three Australasian cohorts. Drug Alcohol 

Depend 2015; 156: 90-6.

3. Silins E, Horwood LJ, Patton GC, Fergusson DM, Olsson CA, Hutchinson DM, et al. Young adult sequelae of adolescent 

cannabis use: an integrative analysis. Lancet Psychiatry 2014; 1(4): 286-93.

4. Suerken CK, Reboussin BA, Egan KL, Sutfin EL, Wagoner KG, Spangler J, Wolfson M. Marijuana use trajectories and academic 

outcomes among college students. Drug Alcohol Depend 2016; 162: 137-45.

5. Fergusson DM, Boden JM, Horwood J. Psychosocial sequelae of cannabis use and implications for policy: findings from the 

Christchurch Health and Development study. Soc Psychiatry Psychiatr Epidemiol 2015; 50: 1317-26.

6. Fergusson DM, Boden JM. Cannabis use and later life outcomes. Addiction 2008; 103: 969-76.

7. Danielsson AK, Falkstedt D, Hemmingsson T, Alleback P, Agardh E. Cannabis use among Swedish men in adolescence and 

the risk of adverse life course outcomes: results from a 20 year-follow-up study. Addiction 2015; 110(11): 1794-802. 

8. Hyggen C. Does smoking cannabis affect work commitment? Addiction 2012; 107(7): 1309-15.

9. Lee JY, Brook JS, Finch SJ, Brook DW. Trajectories of marijuana use from adolescence to adulthood predicting unemploy-

ment in the mid-thirties. Am J Addict 2015; 24(5): 452-9.

10. Pedersen W. Cannabis and social welfare assistance: a longitudinal study. Addiction 2011; 106(9): 1636-43. 

11. Green KM, Doherty EE, Stuart EA, Ensminger ME. Does heavy adolescent marijuana use lead to criminal involvement in 

adulthood? Evidence from a multiwave longitudinal study of urban African Americans. Drug Alcohol Depend 2010; 112 (1-2): 

117-25.

12. Savage RJ, King VL, Clark B, Cropsey KL. Factors associated with early marijuana initiation in a criminal justice population. 

Addict Behav 2016; 64: 82-88.
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•According to the 2015 National Survey on Drug Use and 

Health (NSDUH), 3.4% of pregnant females between 15 

and 44 years of age reported marijuana use in the past 

month. Marijuana was the number one illicit drug of abuse 

in pregnancy, and its use surpassed all other illicit drug 

use combined.1 It is estimated that 1/3 of THC ingested in 

pregnancy crosses the placental barrier, which may result 

in harmful side effects for the fetus.2 Research suggests that 

the cannabinoid system is present in the earliest stage of 

embryo central nervous system development.3

Sources:
Individual and Societal Effects:
1. Center for Behavioral Health Statistics and Quality. (2016). 2015 National Survey on Drug Use and Health: Detailed Tables. 

Substance Abuse and Mental Health Services Administration, Rockville, MD.

2. Jutras-Aswad D, DiNieri JA, Harkany T, Hurd YL. Neurobiological consequences of maternal cannabis on human fetal devel-

opment and its neuropsychiatric outcome. Eur Arch Psychiatry Clin Neurosci 2009; 259: 395-412.

3. Psychoyos D, Vinod KY. Marijuana, Spice ‘herbal high’, and early neural development: implications for rescheduling and 

legalization. Drug Test Analysis 2013; 5: 27-45.

4. Jaques SC, Kingsbury A, Henshcke P, Chomchai C, Clews S, Falconer J, et al. Cannabis, the pregnant woman and her child: 

weeding out the myths. J Perinatol 2014; 34(6): 417-24.

5. Sachs J, McGlade E, Yurgelun-Todd D. Safety and toxicology of cannabinoids. Neurotherapeutics 2015; 12: 735-46.

6. Van Gelder MMHJ, Rogier A, Donders T, Devine O, Roeleveld N, Reefhuis. Using Bayesian models to assess the effects of 

under-reporting of cannabis use on the association with birth defects, National Birth Defects Prevention Study, 1997-2005. 

Paediatr Perint Epidemiol 2014; 28(5): 424-33.

7. Forrester MB, Merz RD. Risk of selected birth defects with prenatal illicit drug use, Hawaii, 1986-2002.  J Toxicol Environ Health 

A 2007; 70(1): 7-18.  

8. Lam PK, Torfs CP. Interaction between maternal smoking and malnutrition in infant risk of gastroschisis. Birth Defects Res A 

Clin Mol Teratol 2006; 76(3): 182-6. 

9. Goldschmidt L, Richardson GA, Willford JA, Severtson SG, Day NL. School achievement in 14-year-old youths prenatally 

exposed to marijuana. Neurotoxicol Teratol 2012; 34(1): 161-7.

10. Karila L, Roux P, Rolland B, Benyamina A, Reynaud M, Henri-Jean A, Lancon C. Acute and long-term effects of cannabis 

use: A review. Curr Pharm Des 2014; 20 (25): 4112-8. 

11. Gray KA, Day NL, Leech S, Richardson GA. Prenatal marijuana exposure: Effect on child depressive symptoms at ten years 

of age. Neurotoxicol Teratol 2005; 27(3): 439-48.

12. Wang GS. Pediatric concerns due to expanded cannabis use: Unintended consequences of legalization. J Med Toxicol 

2016. DOI: 10.1007/s13181-016-0552-x.

13. Lombard C, Hegde VL, Nagarkatti M, Nagarkatti PS. Perinatal Exposure to ∆9-tetrahydrocannabinol triggers profound 

defects in T cell differentiation and function in fetal and postnatal stages of life, including decreased responsiveness to HIV 

antigens. J Pharmacol Exp Ther 2011; 339(2): 607-17.
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•It has been estimated that 1 in 10 individuals who ever use 

marijuana will become dependent; this risk increases to  

1 in 2 with daily use.1,2 Symptoms of withdrawal in  

dependent individuals are provided in Table ?.

•There exists a misconception that marijuana is not addictive.3  

However, in 2015, approximately 1.5% of people aged 12 

or older met the DSM-5® criteria for Cannabis Use Disorder 

(CUD) [Table ?, Figure?].4

• Residents of states with medical marijuana laws have been  

shown to have greater odds for marijuana abuse/dependence.5 

 

• Substance abuse treatment admission rates for marijuana 

generally exceed those associated with any other illicit drug.6

 

• DAWN estimates that, of the 250,596 drug-related ED visits 

for patients seeking detox or substance abuse treatment 

services during 2011, 14.5% involved marijuana.7
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Figure X. NUMBERS OF PEOPLE AGED 12 OR OLDER WITH A PAST 

YEAR SUBSTANCE USE DISORDER: 20154
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Sources:
Cannabis Dependence and Addiction:
1. Copeland J, Clement N, Swift W. Cannabis use, harms and the management of cannabis use disorder. Neuropsychiatry. 

2014;4(1):55-64.

2. Hall W, Degenhardt L. Adverse health effects of non-medical cannabis use. Lancet. 2009;374:1383-91.

3. Macdonald K, Pappas K. Why not pot? A review of the brain-based risks of cannabis. Innov Clin Neurosci. 2016;13(3-4):13-22.

4. Center for Behavioral Health Statistics and Quality. Key Substance Use and Mental Health Indicators in the United States: 

Results from the 2015 National Survey on Drug Use and Health. Rockville, MD: Substance Abuse and Mental Health Services 

Administration; 2016. 

5. Cerdá M, Wall M, Keyes K, Galea S, Hasin D. Medical marijuana laws in 50 states: investigating the relationship between 

state legalization of medical marijuana and marijuana use, abuse and dependence. Drug Alcohol Depend. 2012;120(1-3):22-27.

6. Cooper Z, Foltin R, Hart C, Vosburg S, Comer S, Haney M. A human laboratory study investigating the effects of quetiapine 

on marijuana withdrawal and relapse in daily marijuana smokers. Addict Biol. November 2013; 18(6):993-1002.

7. Center for Behavioral Health Statistics and Quality. Drug Abuse Warning Network, 2011: National Estimates of Drug-Related 

Emergency Department Visits. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2013.

8. Allsop DJ, Copeland J, Norberg MM, et al. Quantifying the clinical significance of cannabis withdrawal. PLoS One. 

2012;7(9):e44864. 

9. Allsop DJ, Norberg MM, Copeland J, Fu S, Budney AJ. The cannabis withdrawal scale development: patterns and predictors 

of cannabis withdrawal and distress. Drug Alcohol Depend. 2011;119:123–9.

10. Ashton CH. Pharmacology and effects of cannabis: a brief review. Br J Psychiatry. 2001;178:101–6.

11. Bachman JG, Johnson LD, O’Malley PM. Explaining recent increases in students’ marijuana use: impacts of perceived risks 

and disapproval, 1976 through 1996. Am J Public Health.1998;88(6):887–892.

12. Budney AJ, Hughes JR. The cannabis withdrawal syndrome. Curr Opin Psychiatry. 2006; 19:233–8.

13. Budney AJ, Hughes JR, Moore BA, Novy PL. Marijuana abstinence effects in marijuana smokers maintained in their home 

environment. Arch Gen Psychiatry. 2011;58:917–24.

14. Budney AJ, Moore BA, Vandrey RG, Hughes JR. The time course and significance of cannabis withdrawal. J Abnorm 

Psychol. 2003;112:393–402.

15. Budney AJ, Novy PL, Hughes JR. Marijuana withdrawal among adults seeking treatment for marijuana dependence. 

Addiction. 1999;94:1311–21.

16. Haney M, Hart CL, Vosburg SK, et al. Marijuana withdrawal in humans: effects of oral THC or divalproex.  Neuropsychophar-

macology. 2004;29:158–170.

17. Haney M, Ward AS, Comer SD, Foltin RW, Fischman MW. Abstinence symptoms following smoked marijuana in humans. 

Psychopharmacology (Berl). 1999;141:395–404.

18. Hart CL, Haney M, Ward AS, Fischman MW, Foltin RW. Effects of oral THC maintenance on smoked marijuana self adminis-

tration. Drug Alcohol Depend. 2002;67:301–9.

19. Kouri EM, Pope HG. Abstinence symptoms during withdrawal from chronic marijuana use.  Exp Clin Psychopharmacol. 

2000;8:483–92.

20. American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA, Ameri-

can Psychiatric Association, 2013.

21. Aldington S, Harwood M, Cox B, Weatherall M, Beckert L, Hansell A, Pritchard A, Robinson G, and Beasley R, (On behalf 

of the Cannabis and Respiratory Disease Research Group), CANNABIS USE AND RISK OF LUNG CANCER: A CASE-CONTROL 

STUDY, Eur Respir J. 2008 Feb; 31(2): 280–286.
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•Crash risk and driving ability can be affected by both intermittent 

and routine use of marijuana, with some driving skills affected 

by smoking as little as one-third of a single joint.1,2 

• The risk of a motor vehicle accident while DUIC within three 

hours of consumption is twice that of driving while unimpaired.3-5 

• Habitual marijuana users are at ten times the risk of crash 

compared to infrequent users.6 

• DUIC not only places the driver at risk of serious injury or 

death, but also others on the road or in the vehicle.7 The 

odds of a motor vehicle accident resulting in death or  

serious injury increases by 92% for DUIC.3 

• Marijuana is the most prevalent illicit drug detected among 

impaired drivers in connection with motor vehicle accidents.8-9 

• Many states have implemented per se laws establishing 

allowable legal blood level limits for THC while driving. 

Investigators have determined that the impairing effects of 

THC correspond directly with concentration of drug in the 

brain, not in the bloodstream.10 However, it is not possible to 

measure brain concentrations of THC in living persons, thus 

blood levels are measured instead.11 

• Although THC blood levels begin to decline after 15 minutes 

post-inhalation, a decrease in blood levels does not indicate 

a decrease in the effect of the drug.10,12 One study revealed 

that chronic marijuana users may remain impaired for 

weeks after their most recent consumption.13 See Table ? 

for a list of driving skills affected by DUIC.
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• A study by the California Department of Motor Vehicles 

found a 315%, 196%, and 432% increase in cannabinoid 

prevalence among fatally-injured drivers following the 

enactment of medical marijuana laws in California, Hawaii, 

and Washington, respectively.14 

• According to a survey performed in Colorado and  

Washington, 40% of participants claimed to have operated 

a vehicle while under the influence of marijuana in the past 

year; nearly 25% of the same group reported DUIC more 

than five times in the previous 30 days. More than 50% of 

respondents believed DUIC to be safer than driving under 

the influence of alcohol.15 

• Studies have shown that DUIC is more common in  

individuals who drive under the influence of alcohol.16-18  

• Cannabis and alcohol generally exhibit opposite effects  

on driving performance19:

  Alcohol boosts self-confidence, which causes drivers  

 to underestimate their level of impairment; drivers   

 under the influence of cannabis appear to be more  

 cognizant of their impairment.5 

  Consequently, individuals under the influence of  

 cannabis tend to drive more slowly and cautiously,   

 while drivers under the influence of alcohol take more  

 risks.5 However, the control demonstrated by cannabis  

 users declines as driving tasks become more difficult. 

• Compared with driving impairment caused by cannabis or 

alcohol alone, the combination of alcohol and cannabis 
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yields a more pronounced impairment, even at low blood 

alcohol levels.20,21 

Table  ?. EFFECT OF DUIC ON DRIVING SKILLS3,5,8,19,22,23

The following may result from cannabis consumption prior to driving:

   DECREASED: Attention
     Coordination
     Lane changes
     Motor skills
     Reaction time
     Speed
     Vehicle handling
     Vigilance

   INCREASED Distance between vehicles
     Weaving

   WORSENED 
   PERFORMANCE FOR: Unexpected circumstances and choices
     Long, monotonous drives
     Divided attention tasks
     Time and distance animation
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“The American Academy of Child and Adolescent Psychiatry 

(AACAP) advocates for careful consideration of potential  

direct and downstream effects of marijuana policy changes on 

children and adolescents, and involvement of the medical and 

research community in policy-related discussions.  Legalization  

of marijuana for medicinal or recreational purposes, even if 

restricted to adults, is likely to be associated with (a) decreased 

adolescent perceptions of marijuana’s harmful effects,  

(b) increased marijuana use among parents and caretakers, 

and (c) increased adolescent access to marijuana, all of which 

reliably predict increased rates of adolescent marijuana use  

and associated problems. Marijuana use during pregnancy  

raises additional concerns regarding child and adolescent  

development… Marijuana use is not benign, and adolescents 

are especially vulnerable to its many known adverse effects… 

As child and adolescent mental health advocates, AACAP (a) 

opposes efforts to legalize marijuana, (b) supports initiatives to  

increase awareness of marijuana’s harmful effects on  

adolescents, (c) supports improved access to evidence-based 

treatment, rather than emphasis on criminal charges, for  

adolescents with cannabis use disorder, and (d) supports careful 

monitoring of the effects of marijuana-related policy changes  

on child and adolescent mental health.”1

-American Academy of Child & Adolescent Psychiatry  
(AACAP)
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“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.”2

-American Academy of Neurology (AAN)

“Ultimately, the behavioral and health risks associated with  

marijuana use by youth should be the most salient criteria in 

determining whether policies that are enacted are effective in 

minimizing harm… The AAP opposes legalization of marijuana  

because of the potential harms to children and adolescents…”3

-American Academy of Pediatrics (AAP)
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“The anecdotal reports of positive effects of the marijuana  

derivative cannabidiol (CBD) for some individuals with treat-

ment-resistant epilepsy give reason for hope. However, we must 

remember that anecdotal reports alone are not sufficient to 

support treatment decisions. Robust scientific evidence for the 

use of marijuana is limited. The lack of information does not mean 

that marijuana is ineffective for epilepsy. It merely means that we 

do not know if marijuana is a safe and effective treatment for 

epilepsy, which is why it should be studied using the well-founded 

research methods that all other effective treatments for epilepsy 

have undergone… AES calls on government and private funders 

to support well-designed clinical research into all promising  

treatments for epilepsy. To increase clinical research into the 

effectiveness and safety of marijuana as a possible treatment  

for resistant epilepsy, the American Epilepsy Society urges that 

marijuana’s status as a Federal DEA Schedule 1 controlled s 

ubstance be reviewed. AES’s call for rescheduling is not an  

endorsement of the legalization of marijuana, but is a recognition 

that the current restrictions on the use of medical marijuana  

for research continue to stand in the way of scientifically  

rigorous research into the development of cannabinoid-based 

treatments.”4

-American Epilepsy Society (AES)

“Although marijuana can lower the intraocular pressure (IOP),  

its side effects and short duration of action, coupled with a lack 

of evidence that it use alters the course of glaucoma, preclude 

recommending this drug in any form for the treatment of  

glaucoma at the present time.” 5

-American Glaucoma Society (AGS)
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“Since marijuana smoke harms lung health, the American Lung 

Association opposes the inhalation of smoke or aerosol of  

marijuana. The American Lung Association supports measures to 

require totally smokefree environments, including marijuana…

Medical marijuana should be subjected to the same Food and 

Drug Administration standards of efficacy and safety as any 

pharmaceutical agent promoted for purposes of alleviating the 

symptoms of disease. The American Lung Association supports 

research into the health effects of marijuana use, including the 

risks and any potential benefits of medical marijuana use.”6

-American Lung Association

“Our AMA urges legislatures to delay initiating full legalization 

of any cannabis product until further research is completed on 

the public health, medical, economic and social consequences 

of use of cannabis and, instead, support the expansion of such 

research… Our AMA will also increase its efforts to educate 

the press, legislators and the public regarding its policy position 

that stresses a “public health”, as contrasted with a “criminal,” 

approach to cannabis… Our AMA shall encourage model 

legislation that would require placing the following warning on 

all cannabis products not approved by the U.S. Food and Drug 

Administration: “Marijuana has a high potential for abuse. It has 

no scientifically proven, currently accepted medical use for  

preventing or treating any disease process in the United States.”7

-American Medical Association (AMA)
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“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… 

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.”8

 -American Psychiatric Association (APA)

“In light of the evolving legal landscape surrounding cannabis in 

the United States, which is giving rise to increased availability and 

use of cannabis and cannabis products, ASAM’s viewpoint is that 

it is imperative that Americans promote and adopt public policies 

that protect public health and safety as well as protect the 

integrity of our nation’s pharmaceutical approval process, which 

is grounded in well-designed and executed clinical research... 

ASAM does not support the legalization of marijuana and  

recommends that jurisdictions that have not acted to legalize 

marijuana be most cautious and not adopt a policy of legalization 

until more can be learned from the “natural experiments” now 

underway in jurisdictions that have legalized marijuana.”9

-American Society of Addiction Medicine (ASAM) 
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“We want to make it perfectly clear that the state initiatives will 

have no bearing on the Department of Transportation’s regulated 

drug testing program. The Department of Transportation’s Drug 

and Alcohol Testing Regulation – 49 CFR Part 40 – does not  

authorize the use of Schedule I drugs, including marijuana, for 

any reason.10

-U.S. Department of Transportation (DOT)

“Organizers behind the “medical” marijuana movement did not 

really concern themselves with marijuana as a medicine – they 

just saw it as a means to an end, which is the legalization of  

marijuana for recreational purposes. They did not deal with  

ensuring that the product meets the standards of modern  

medicine: quality, safety and efficacy. There is no standardized 

composition or dosage; no appropriate prescribing information; 

no quality control; no accountability for the product; no safety 

regulation: no way to measure its effectiveness (besides  

anecdotal stories); and no insurance coverage…Legalization of 

marijuana, no matter how it begins, will come at the expense of 

our children and public safety. It will create dependency and 

treatment issues, and open the door to use of other drugs,  

impaired health, delinquent behavior, and drugged drivers.”11

-U.S. Department of Justice  
Drug Enforcement Administration (DEA)
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“Marijuana use for medical conditions is an issue of growing 

concern. Some Veterans use marijuana to relieve symptoms of 

PTSD and several states specifically approve the use of medical 

marijuana for PTSD. However, controlled studies have not been 

conducted to evaluate the safety or effectiveness of medical 

marijuana for PTSD. Thus, there is no evidence at this time that 

marijuana is an effective treatment for PTSD. In fact, research 

suggests that marijuana can be harmful to individuals with PTSD.”12

-US Department of Veterans Affairs
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David L. Black, Ph.D.
Dr. David L. Black earned his undergraduate degree from Loyola 

College (1974) in Baltimore, Maryland and doctorate degree in 

Legal Medicine (Forensic Toxicology) from the University of  

Maryland at Baltimore (1982).  Dr. Black is a Fellow of the  

American Board of Forensic Toxicology (F-ABFT), a Fellow of the 

American Institute of Chemists (FAIC) and a member of The 

International Association of Forensic Toxicologists (TIAFT).  Dr. Black 

is currently a Clinical Associate Professor with appointments in 

Pathology, Microbiology, Immunology and Pharmacology at 

Vanderbilt University, Nashville, TN.  In 1990 Dr. Black founded  

Aegis Sciences Corporation where he served as Founder,  

Chairman and CEO until October of 2016.  Aegis provides 

services as a forensic and healthcare drug testing laboratory 

specializing in Zero-Tolerance Drug Testing® (proprietary process), 

employee drug testing (SAMHSA), professional and amateur 

athlete drug testing (Doping Control), food/supplement analysis, 

pain management compliance testing, crime scene evidence 

analysis, driving under the influence of drugs and alcohol, and 

post-mortem evaluations.  Dr. Black has served as Program  

Administrator for substance abuse programs for NASCAR,  

IndyCar, World Wrestling Entertainment (WWE), colleges and 

universities and as a consultant to Major League Baseball Players 

Association (MLBPA), the National Football League Players  

Association (NFLPA) and the National Hockey League Players 

Association (NHLPA).  He has also served as a consultant to major 

corporations for development of substance abuse prevention 

policies and testing programs.  He has testified extensively in 

local, state, national and international courts as an expert  

witness regarding drug use, testing and program policies.  He is 

author/co-author of many published scientific papers in various 
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peer-reviewed scientific journals.  Dr. Black founded The Phoenix 

Sciences Group, LLC in 2017 and provides consulting services 

in the areas of Pharmacology, Toxicology and Pathology.  Dr. 

Black served in the U.S. Marine Corps (1966-70) and in combat in 

Vietnam (1968-69) and is a 10% disabled veteran.  Dr. Black lives 

in Gallatin, TN with his wife US Congressman Diane Black (TN 6th 

District) and they have three children and six grandchildren.

37

CP 17-01 Booklet.indd   39 2/21/17   11:21 AM



WWW.CANNABISPROJECT.ORG

ORDERING MORE BOOKS
Additional copies of “The Cannabis Project” booklet may be 

obtained by visiting our website at www.cannabisproject.org 

or mailing the following ordering form:

The Cannibis Project Book:  
$10 each        

# of Books

Price of Books $

Shipping $         ($2.50 per book)

Total  $

NAME

ADDRESS

CITY, STATE ZIP

PHONE

EMAIL
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