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Introduction

Wendy Chapkis

People always want to know whether I've actually done the things I write
about. It was a popular question when I was writing about prostitution’
and is undiminished now that 'm doing research on drugs. I've considered
taking the path laid out by Dr. Charles Grob, a physician and longtime
researcher on the medical applications of psychoactive drugs, and defer
an answer; Grob observes, “I'm damned if I have [tried drugs] and I'm
damned if I haven't. If I have, then my perspective would be discounted
due to my own personal bias, and if I haven’t, it would be discounted be-
cause I would not truly understand the full range of experience the drug
can induce”

But the idea that direct experience—or the lack of it—is the most sa-
lient divide between good research and bad seems misguided to me. The
fact that I wasn’t a prostitute when I decided to write about prostitution
didn't really undermine my ability to think critically about the practice
and its meanings. Neither can it be said that my familiarity with mari-
juana, as a recreational and as a medicinal drug, certifies my understand-
ing of cannabis prohibition and consumption. In both my research on
prostitution and my research on the medical uses of marijuana, direct
experience isn't what separates my work from that of other social scien-
tists. Instead, if there is a distinguishing quality, I would say that it lies
in a clear sense that my work is explicitly value laden rather than value
neutral.

I didn't approach this study as a dispassionate observer. I came to the
subject of the medical use of marijuana already suspicious of the War on
Drugs. I entered the research field also believing that doctors should have
the right to recommend nonaddictive and nontoxic herbs to their patients
in an effort to relieve suffering; I also believe that patients should have the
right to obtain and use those substances. These values underlie my work
and color my account.
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My understanding of medical marijuana as a social issue relies heav-
ily on the research strategy of participant observation, an approach that
inevitably, and often usefully, troubles the line dividing researcher and re-
searched. But even before I began my formal research, my web of connec-
tion to this issue was unquestionably sticky. While my formal research on
cannabis and, specifically, on the California-based organization the Wo/
Men’s Alliance for Medical Marijuana (WAMM), didn’t begin until the
late 1990s, my relationship to some of the key players well predates that.
From the mid-1980s, I shared a social and political community in Santa
Cruz, California, with several people who would become members of
WAMDV, including the two cofounders of the organization, Valerie Lev-
eroni Corral (a medical marijuana patient) and Michael Corral (a master
gardener). In the years prior to the founding of WAMM, I participated in
an informal support network for the Corrals as they twice faced arrest for
growing a small quantity of marijuana that Valerie (and her physician)
believed useful in controlling her epileptic seizures. A few years later, I
supported their efforts to rewrite local and state laws to enable patients
in California to legally use marijuana as medicine, efforts that culminated
in 1996 in the passage of Proposition 215, the California “Compassion-
ate Use Act” And I watched them take that victory and use it not simply
to increase their personal protection against future arrest, but instead as
a platform for organizing a unique nonprofit patient/caregiver medical
marijuana cooperative to assist seriously and terminally ill people in col-
lectively growing their own medicine. In 2001 I gained additional access
to the organization when my partner, Gabriel, became employed for a
year as WAMM’s human resource coordinator.

Despite—or perhaps because of—the exceptional access I had to the
organization, the two cofounders, and the 250 medical marijuana patients
in WAMM, I resisted formally studying and writing about medical mari-
juana for many years. My scholarship has been primarily in the area of
gender and sexuality, but increasingly I found myself clipping news items
on the War on Drugs and reading with interest the political, legal, and
scientific arguments surrounding the medicinal use of marijuana. I began
to see numerous connections between state responses to prostitution (my
most recent area of study) and antidrug discourse. In the criminalization
of both drugs and sex, the state claims for itself the right to police con-
sensual adult behaviors and punish willing participants. This is justified
by emphasizing possible harms to the “general public” and to the par-
ticipants themselves. I was also struck by the fact that the United States
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has become increasingly isolated among advanced industrial democratic
nations in its insistence that prostitution and drug use are “vice crimes”
that must be prohibited, rather than public health matters that might be
regulated.

The question of federal drug prohibition became even more compelling
as [ became more familiar with the lives of WAMM members. Especially
in the immediate aftermath of the g/11 attacks in 2001, it was tremen-
dously reassuring to be in the company of people looking death in the
face with great courage and dignity. In a context of terror and enforced
obedience, the medical marijuana patients within WAMM became unex-
pected mentors for me. The great majority of WAMM members live with
serious and life-threatening illnesses; anxiety and uncertainty are their
constant companions. Yet, despite these already-significant challenges,
and in full knowledge of ever-increasing federal politics of surveillance,
harassment, and detention, WAMM members chose to openly defy one of
the most powerful governments on Earth.

Almost exactly one year after the September 11 attacks, WAMM mem-
bers were confronted with the consequences of being designated enemy
combatants in the War on Drugs: on September 5, 2002, Drug Enforce-
ment Administration (DEA) agents staged an early morning raid on the
organization, arresting the cofounders and seizing the collective’s entire
crop of marijuana. The membership was effectively terrorized, but the or-
ganization survived. In fact, WAMM went on the offensive, successfully
suing the federal government. Studying this group and working alongside
these individuals has helped me to better survive the first few years of
twenty-first-century America.

After I made the decision to formally study medical marijuana, I dis-
covered several additional points of connection to the subject. One of the
most startling was an unanticipated family tie to the debates over federal
prohibition on the medicinal use of marijuana. In 2003 I attended a fiftieth
wedding anniversary party for my parents where I encountered relatives
I hadn’t seen in years. During an exchange of small talk, my Aunt Bern
and Uncle Harry asked me what I had been up to over the past few years.
At the mention of medical marijuana, my uncle turned and walked away.
My extended family has never failed to greet with curiosity and apparent
enthusiasm the eccentricities of my research and my life, so his response
surprised me. It was only several months later that I discovered that his
reaction was due to a need for professional, not personal, distance. While
I always think of Uncle Harry as simply a slightly distant and unusually
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fierce family member, he is also a federal judge. A few months after our
awkward exchange at my parents’ party, Harry Pregerson of the Ninth
Circuit Court of Appeals, authored the opinion in the historic medical
marijuana case of “Raich v. Ashcroft”?

My contributions to this book, then, clearly reflect—in Adrienne Rich’s
words—a particular “politics of location™: personal, geographic, political,
and analytical.* My intimacy with the subject carries certain risks; but in
studies of marginalized communities, engaged participation can be indis-
pensable both in gaining access and achieving understanding. In the con-
- text of strict federal prohibition on marijuana use, WAMM members have
every reason to be concerned about their own safety and about the mo-
tives of outsiders asking questions about their organization. Despite this,
more than three dozen patients made themselves available to me for in-
depth interviews—often lasting more than an hour—in which they were
asked detailed questions about their participation in a targeted organiza-
tion and about their use of a federally prohibited substance.’ This gift of
time and energy is all the more remarkable coming from a population of
seriously ill people with little of either to spare.®

In my focus on medical marijuana, just as in my research on prosti-
tution, I have been acutely aware of the social and legal vulnerability of
the group under study. I take seriously Native American writer and activ-
ist Winona LaDuke’s charge that all academics must address the question
of “how will your research benefit the people you study”” It is my hope
that a sympathetic but not uncritical account of the medical use of mari-
juana—and federal opposition to it—will help clarify what is at stake in
the medical marijuana debates for policy makers, the American public,
and, most especially, for the patients who have entrusted me with their
stories.

Because of the hostile federal climate toward medical marijuana, I en-
couraged interview subjects to remain anonymous but offered them the
option of requesting (in writing) to be identified by name. For individuals
who requested anonymity, names and identifying information have been
changed. In the pages that follow, anonymous subjects are introduced by
a first-name-only pseudonym, while intentionally self-identifying subjects
are referenced by both first and last name. My assumption going into this
research was that those who would wish to be identified by name would
be public officials and high-profile activists. Significantly, however, many
“ordinary” patients demanded to be “known subjects” WAMM member
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Pamela Cutler, for example, explained, “This is my story, my legacy. Use
my name.” The question of “legacy” has a particular resonance for the
very seriously ill members of WAMM; many of the individuals whose ac-
counts shape this book, including Pamela Cutler, have since died.

Well into this research project, I discovered that a fellow academic, Dr.
Richard J. Webb, was also engaged in participant-observation research of
a very intimate nature with WAMM —he had served as a caregiver for a
dying patient and had even joined the organizations board of directors.
In the cooperative spirit that defines the very essence of WAMM, we de-
cided to come together and coauthor an account of this remarkable orga-
nization and its relationship to medical marijuana prohibition. Creating
a woven whole out of two such distinctive voices has been a significant
challenge; the result is by no means a seamless account. The analytical
material that follows was crafted in collaboration between the two of us,
though much of the most richly descriptive material is Rick’s, while the
interview data is mine.

Richard ]. Webb

I first became acquainted with the Wo/Men’s Alliance for Medical Mari-
juana in 1997. I had spent the summer looking for a business organization
that would allow me to collect data for my doctoral thesis on justice and
fairness in the workplace. Unfortunately, as my academic advisors had
warned, no managers at the numerous companies I approached were will-
ing to give me adequate access for my purposes, and as the last few weeks
of the summer approached, I became more uncertain about how I was
going to proceed.

One Sunday in August, my friend Noel, a bass player, showed up at
my home in Santa Cruz, California, with an aging hippy guitarist named
Gene. I set up my drums and we tried to imitate famous sixties power
trios for an hour or so, and when we finally took a break, Gene pulled
from his pocket a small baggie with a sticker on it, from the Santa Cruz
Cannabis Buyers” Club. I had heard of medical marijuana, of course. My
friend Dianne had used it during her cancer chemotherapy, and she had
even purchased it from the same buyers’ club, but I hadn't thought much
about it at the time. It suddenly occurred to me that an organization dis-
tributing medical marijuana might be an interesting research project.
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Gene told me that if I really wanted to learn more about medical mari-
juana, I needed to meet his wife, Silver, one of the locally notorious Holy
Hemp Sisters, a sort of high priestess of pot. Silver, he explained, not only
worked at the buyers’ club, she belonged to a small and very unusual al-
ternative health care collective known as WAMM, the Wo/Men’s Alliance
for Medical Marijuana. Gene finished retuning his guitar, and we stum-
bled through Rolling Stones cover tunes for a little while longer, then I
drove him home so that I could meet his wife.

Perhaps it is worth noting that, like Gene and Noel, I was something
of an aging hippy too. Although all of us have gone a bit gray as the years
have passed, in my case aging has also taken the form of male-pattern
baldness. Because few things look more woeful to me than bald men
struggling to make their few remaining strands of hair resemble actual
ponytails or braids, and because professional athletes suddenly seemed to
have made baldness fashionable, I figured the time was right to do what
my parents had begged me to do for years: cut my hair. Unfortunately, I
did this a few days before I met Silver. For most of my adult life, I had
experienced a middling degree of criticism and distrust from conserva-
tives and authorities because of my long hair and beard, but I was thor-
oughly unprepared to be distrusted for looking too clean-cut! It wasn’t
until I handed Silver my driver’s license, which showed the long-haired,
full-bearded me, that she decided I wasn’t a narc and warmed up to me.
She arranged a meeting for me with Valerie Corral, cofounder and execu-
tive director of WAMM, and Valerie was intrigued by my research pro-
posal. With the consent of the board of directors, I appealed to the gen-
eral membership of WAMM, asking for their permission to attend meet-
ings, observe activities, and interview them; with some enthusiasm they
collectively agreed.

My primary interest was in the ways that patients and caregivers con-
structed and operated a renegade health care organization, with particu-
lar attention paid to the communicative strategies they employed to sus-
tain themselves in the face of debilitating illnesses, social criticism, and
the threat of legal prosecution. My initial objective was both to earn the
trust necessary to elicit candid testimony and cooperation from the mem-
bers, and to gain firsthand knowledge of what WAMM was like from
insider’s point of view. Especially at the very beginning of my research,
when it became clear that I was neither a patient nor caregiver, I had few
sources of information of the kind I was after. But I also had an interest in
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experimenting with alternative relations of exchange between researcher
and those being researched, relations that have traditionally been based
on the authority and professional interests of the investigator, not the
practical interests or welfare of those being studied. So, I started looking
for ways I could contribute to the organization. I worked at fundraising
events, taxied people to and from meetings and organizational activities,
kept minutes of the board meetings, helped set up lighting systems for in-
door gardens, moved furniture, fixed cars, and hauled trash to the dump.
I tried to be friendly while I was doing these things, so inevitably I made
friends, and as people got to know me better, they allowed me to get to
know more about them.

After five months of this, I was invited for the first time to visit
WAMM’s communal marijuana garden and given the opportunity to gain
firsthand knowledge of pot farming. This is often strenuous work in the
hot sun, and there are rarely enough members in good-enough health to
adequately share the burden, so my participation there was always wel-
come. In fact, it soon got to the point that I was actively participating in
so many organizational activities that Valerie suggested I become care-
giver for a WAMM member, which would entitle me to a membership
card and the potentially vital protection against trouble with the local au-
thorities that membership in WAMM could provide. Since then, I have
served as caregiver for three WAMM members, all men with AIDS, two
of whom are now deceased, one living out his final weeks on a hospital
bed in my living room. The third, whom I have been assisting for just a
few months, has been a WAMM member for many years.

My experiences with WAMM have been personally transformatlonal
and I cannot pretend that my contributions to this book are emotionally
or politically detached. Prior to my involvement with WAMM, I knew
little—essentially nothing—about caring for people who suffered from
life-threatening illnesses, never mind the trials and tribulations of living
with disease, poverty, isolation, and uncertainty. As it turns out, neither
do most of those who are responsible for making decisions and establish-
ing policies for the regulation of medical marijuana. I remember talking
with Valerie Corral, WAMM’s founder and executive director, one eve-
ning when she returned from Sacramento. State representatives and law
enforcement officials had spent the day arguing over how to regulate
possession of medical marijuana, and they had clearly been more con-
cerned about the possibility that liberal guidelines would be exploited by
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fraudulent patients selling their surplus to recreational users than in mak-
ing sure that truly suffering patients had enough medicine to meet their
needs. When Valerie’s appeals to their sense of compassion were met with
intransigence, she asked if anyone in the room had ever actually had to
care for a dying friend or relative: not one person in that room full of de-
cision makers had ever done so.

This disconnection between practical knowledge and the power of
public policy makers is one of the recurring themes in this book. An ar-
gument is being made by those who oppose the use of marijuana as med-
icine, an argument that deserves full consideration, but one that also de-
serves more comprehensive and critical analysis than has previously been
possible. If our conclusions border on advocacy, it is because we have
been persuaded that the burden of proof in that argument has not been
met. Worse, it appears that the government has actively impeded open
and honest research and discussion of the issue, and that unnecessary suf-
fering has been, and continues to be, the result. As we came face-to-face
with that suffering over the months and years, and as people we came to
know died or grieved over the loss of loved ones, it became impossible not
to care. Caring is good. I would argue that there is a place in much schol-
arly inquiry and most public policy making—particularly involving sick
people and poor people—for much greater compassion and generosity.
I remember another time, during the gay pride festival in San Francisco,
one of WAMM’s biggest annual fundraising events. I was working T-shirt
sales, and when I turned my back for a moment, someone in the crowd
stole a pile of shirts. Angry and embarrassed, I told Val about it, and all
she said was, “Well, let’s hope they get a good price for them, because they
must need the money very badly” It was a powerful lesson in compas-
sion, generosity, and letting go. Because of the years I have spent working
with WAMM, I believe I am a better scholar, a better teacher, and a better
person.

So, like Dr. Chapkis, I have to acknowledge my biases against federal
marijuana policy and in support of the self-determination of patients and
physicians in the management of illness. But I also believe, like Dr. Chap-
kis, that critical reflection on social practices need not be hampered, and
may in some respects be enhanced, by emotional involvement with the
community being studied. There is no question that the vitality and cred-
ibility of our account is largely a result of the trust and intimacy that the
members of WAMM felt they could share with us as friends and allies in
their confrontations with adversity.
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Limitations of This Study

Much of the material in this book is based on a single organization, one
that has achieved an unusual degree of prominence within the medical
marijuana movement. Furthermore, it is located in a very specific cultural
context in a community highly supportive of medical marijuana use. The
story of this organization and the accounts by its members may not be
broadly generalizable. It also bears saying that this study is not intended
to establish whether marijuana does, in fact, have medical value. Scientific
proof of the medical efficacy of cannabis should be established through
carefully designed clinical trials; sadly, the U.S. federal government for
many years blocked research in this area.® As federal restrictions begin to
loosen, scientists in the United States are joining those in other countries
in reporting compelling evidence of the therapeutic potential of cannabis
and cannabinoids. Nonetheless, the accounts that follow are anecdotal pa-
tient reports, not clinical trials.

Furthermore, the effects discussed by patients are not uniform. Not all
individuals respond to marijuana—or to any other drug—in exactly the
same way, nor do they all find it equally effective. It is reasonable to as-
sume that patients who tried marijuana but found it to be ineffective or
to have negative effects might discontinue use. Such individuals would be
unlikely to remain active participants in a demanding medical marijuana
collective like WAMM. The accounts by WAMM patients in this book,
then, capture only the experiences of those who find marijuana effective.
Despite these limitations, this book offers the often missing and always
important perspective of patients in an ongoing discussion of the medical
use of marijuana.

Summary of Chapter Contents

In this book, we intend to do two things: to discuss the uses (and pro-
hibitions on the use) of cannabis as medicine and to give life to these is-
sues by describing a contemporary, and in many ways exemplary, medical
marijuana organization. For this reason, the material is organized in al-
ternating chapters, shifting between those offering an institutional analy-
sis of marijuana and medicine and those providing detailed ethnographic
material on the Wo/Men’s Alliance for Medical Marijuana (WAMM).
Throughout the book, the terms “cannabis” (the botanical designation)
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and “marijuana” (the more familiar and politically charged term) are used
interchangeably.

The opening chapter, “Shamans and Snake Oil Salesmen,” discusses the
transformation in the nineteenth and twentieth centuries of cannabis, a
commonly used medicinal plant, into marijuana, a strictly prohibited sub-
stance. The chapter examines the process of the exclusion of marijuana
from medicine in the context of the professionalization of the healing arts
and the marginalization of botanical remedies. The chapter also exam-
ines how policy makers and the public have struggled over the meaning
of such fundamental concepts as legitimate medicine, dangerous drugs,
and public safety. This examination of the rhetorical underpinnings and
material effects of the federal campaign against marijuana is the backdrop
against which the emergence and remarkable history of the Wo/Men’s
Alliance for Medical Marijuana plays out.

Chapter 2, “Set and Setting,” provides the more-local context for the
creation of the Wo/Men’s Alliance for Medical Marijuana. The chapter
opens with Valerie Leveroni’s (later Corral’s) 1973 automobile accident in
which she sustained serious head injuries. The injuries produced seizures
that she discovered she could control with the use of marijuana. Arguing
that her use of the prohibited substance was a medical necessity, Valerie
and her husband, Michael Corral, created a cooperative in which patients
could secure collectively cultivated marijuana free of charge. Their orga-
nization, the Wo/Men’s Alliance for Medical Marijuana, took root in the
specific setting of a small California coastal town, Santa Cruz, in soil al-
ready well enriched by work of previous health and social justice move-
ments. The chapter argues that the inheritance left by the feminist wom-
en’s health care movement of the 1970s and AIDS activism of the 1980s
and 1990s was critical to the success of WAMM.

Chapter 3, “The Greening of Modern Medicine,” examines both federal
obstruction in the 1980s and 1990s of scientific research into the medical
efficacy of cannabis and the campaigns that effectively broke that block-
ade. The chapter also considers renewed attempts by federal regulators
to discredit medical use of marijuana through the creation of a problem-
atic distinction between cannabis (a crude botanical) and cannabinoid
medicines (pure pharmaceuticals). This is set against the growing interest
among the American public in alternative and complementary therapies,
including medicinal herbs.

Chapter 4, “Potheads Scamming the System,” describes how the medi-
cal use of marijuana by patients in WAMM complicates the distinction
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between “legitimate medical marijuana users” and illegitimate “potheads”
This chapter suggests that the more-important difference isn't one of
identity but rather of context. WAMM members are neither simply rec-
reational users nor are they simply conventional patients consuming the
herbal equivalent of a pharmaceutical medicine. The chapter also explores
the structure and the effects of WAMM’s unique not-for-profit collective
model of medical marijuana provision.

Chapter 5, “Cannabis and Consciousness,” discusses the well-known
“consciousness-altering” effects of marijuana. The “high” associated with
cannabis figures prominently in the federal government’s justification for
prohibition of the substance even for medicinal purposes. This chapter
challenges the notion that the “high” is no more than a dangerous and
unwelcome side effect, and presents patient accounts of the possible ther-
apeutic value of “getting high”

Chapter 6, “Mother’s Milk and the Muffin Man,” considers the question
of the possible health risks of using marijuana as a medicine. In particu-
lar, this chapter discusses how the dangers associated with one common
delivery system—smoking—often substitute for the less-established risks
of the plant medicine itself. Included in this chapter is a detailed descrip-
tion of alternative delivery systems developed at the grassroots level by
WAMM members, including tinctures, beverages, baked goods, liniments,
and capsules.

Chapter 7, “Love Grows Here,” discusses the operation of the collec-
tively cultivated WAMM garden under the skilled leadership of Michael
Corral. For WAMM members, the garden has been both the source of
high-quality organically grown medicinal cannabis and also a strikingly
beautiful environment in which horticultural therapy can be practiced by
very ill patients. The chapter concludes with an account by Valerie and
Michael Corral of the 2002 DEA raid intended to stop the collective’s cul-
tivation of marijuana and close the organization.

Chapter 8, “Lessons in Endurance and Impermanence,” describes the
future of both medicinal cannabis and the Wo/Men’s Alliance for Medical
Marijuana. In the aftermath of the 2002 raid, the organization not only
continued to operate, but went on the offensive, suing the federal gov-
ernment. In 2004 WAMM won a protective injunction in federal court
against further action by the DEA and, for a brief period—until the 2005
U.S. Supreme Court ruling in Gonzales v. Raich—operated the only legal,
private marijuana garden in the United States. The chapter concludes with
a discussion of ongoing battles between grassroots providers of medical
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marijuana, like WAMM, and corporate attempts to control access through
the pharmaceuticalization of cannabinoid medications.

Interspersed between these chapters, and interwoven within them, are
interviews and photos of those on the front lines: patients, physicians, leg-
islators, and law enforcement. This book is dedicated to the many WAMM
members who died during the decade in which this account was crafted
as well as to all those still active, still defiant, still demanding alternatives
to war.
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Why Marijuana Isn’t a Medicine

For many modern critics, the concept of “medical marijuana” is a contra-
diction in terms. Medicine is standardized, synthetic, and pure; marijuana
involves the unrefined and promiscuous coupling of more than four hun-
dred components rooted in the dirt. Medicine—in its most powerful and
privileged forms—rests in the hands of men,' while the most potent form
of marijuana is found in the female flowering plant. Medicine engages in
heroic battles against death. Marijuana claims only to enhance the qual-
ity of life. Medicine presents itself as an objective science safeguarded by
the ritual of the double-blind, randomized clinical trial.> The therapeutic
value of marijuana relies largely on the “soft science” of subjective experi-
ence and anecdotal evidence. From the perspective of its critics, then, can-
nabis is an effeminate interloper in the masculine world of real medicine,
a dangerous drug pushed on a credulous public by illegitimate quacks.

But this story is too simple. The line separating regular doctors from
snake oil salesmen, good drugs from bad, is as much the product of poli-
tics as it is of science.

The dominance of politics in determining the value of marijuana as a
medicine was first demonstrated in the 1930s when the federal govern-
ment began to restrict the medical use of marijuana, against the recom-
mendations of the American Medical Association (AMA).?

The struggle between politics and science over the use of cannabis as
a medicine continues. In the final decade of the twentieth century, the
federal government threatened physicians with the loss of their license for
recommending marijuana to patients, made criminals of patients who fol-
lowed their doctor’s advice, and actively blocked scientific research into
the therapeutic value of cannabis, while insisting that it was an established
scientific fact that marijuana is not a medicine.

During the opening of a 2004 congressional hearing on medical mari-
juana, this ongoing battle over cannabis was described by committee chair

13
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Rep. Mark Souder (R-IN) as a critical front in the War on Drugs and con-
sistent with the modernization of medicine:

This hearing will address a controversial topic, the use of marijuana for
so-called medicinal purposes. In recent years, a large and well-funded
pro-drug movement has succeeded in convincing many Americans that
marijuana is a true medicine to be used in treating a wide variety of ill-
nesses. . . . Marijuana was once used as a folk remedy in many primi-
tive cultures, and even in the 19th century was frequently used by some
American doctors, much as alcohol, cocaine, and heroin were once used
by doctors. By the 20th century, however, its use by legitimate medical
practitioners has dwindled, while its illegitimate use as a recreational
drug has risen.*

Souder thus sets the stage for a morality tale populated by primitive prac-
titioners and legitimate doctors, dangerous drug fiends and decent drug
warriors.

Fox News personality Bill O’Reilly invoked a similar cast of charac-
ters in his 2004 discussion of medical marijuana with U.S. Deputy “Drug
Czar” Dr. Andrea Barthwell.® That year, voters in Oregon were to be pre-
sented with a ballot measure to amend their state’s already-existing medi-
cal marijuana law. The proposed amendment (which ultimately failed)
was intended both to increase the amount of marijuana a patient could
have over the course of a year and to redefine which health professionals
could legally recommend marijuana for medical use.

O'Reilly scoffed at the idea that licensed health practitioners other
than physicians might be authorized to recommend the use of cannabis
to their patients: “Even a shaman could grant permission for you to toke
in Oregon. I mean, this is, you know, any health practitioner. So you're a
shaman from the Amazon and you set up shop. Come on, I mean, every-
body knows this is a ruse. Am I wrong?”® Andrea Barthwell confirmed
for viewers that O’Reilly’s concerns were quite legitimate: “No, you're ab-
solutely right, Bill. This is what we've been trying to make clear to people
when they have these proposals presented to them. This is not about get-
ting medicine to people who are sick and dying. This is about making
marijuana legal”

While both host and guest shared the belief that the Oregon pro-
posal was no more than a thinly disguised attempt to legalize marijuana,
O'Reilly asked whether cannabis itself might not be a legitimate medicine
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Kathy using a water pipe. Photo courtesy of Jean
Hanamoto.

if prescribed by a legitimate physician to a patient with a legitimate need:
“But there is a legitimate issue here, Doctor. We had Montel Williams [an-
other popular TV talk show host] on a few weeks back. He has MS [mul-
tiple sclerosis]. And I believe Montel Williams when he says, ‘Look, medi-
cal marijuana helps me, helps me cope with this disease, cope with my
suffering. There’s no reason why I should be denied it’ And I agree with
Montel Williams that if this is the case, if a doctor—a doctor—says that
he needs it for his MS, he should have it. You don’t disagree with that,
do you?” Barthwell’s response was uncompromising: “Well, I do, actually.
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There is nothing that tells us from the science now that smoked, crude bo-
tanical should be a medication. We have a process that has been in place
for 100 years in this country that protects the sick and dying from snake
oil salesmen. And just because something makes you feel better doesn't
make it medicine.”

In this short exchange, the terms of the debate for dismissing cannabis
therapeutics are neatly laid out: medical marijuana is a ruse; cannabis is
the modern day equivalent of “snake o0il”; “crude botanicals” are not real
medicine; licensed alternative health practitioners are not legitimate heal-
ers; marijuana is reduced to and synonymous with smoking as a delivery
system; and “feeling better” isn’t always therapeutic. Taken together, these
claims create a neat division between marijuana and “real medicine,” with
medicine narrowly defined as that which is practiced by physicians pre-
scribing pharmaceuticals to patients who will not necessarily feel better as
a result.

The Rise of “Regular” Medicine and the Battle against Botanicals

According to Dr. Raphael Mechoulam, an Israeli research chemist who
performed much of the original work in the early 1960s isolating the ac-
tive ingredients in marijuana:

From ancient times to the early 20th Century, cannabis was used for a
wide variety of medical purposes including the treatment of pain and
swelling, depression, arthritis, impotence, kidney stones, hemorrhaging
in childbirth, irregular bowel movements, cold sores, distending stomach,
dropsy, headaches, diseases of the respiratory organs, hysteria, neuralgia,
sciatica, tetanus, dysentery, fatigue, disorders of the female reproduc-
tive system, convulsions, cholera, delirium tremens, vomiting, spasmodic
asthma, and a host of other ailments. Most of these therapeutic claims
were either based on folklore or were anecdotal, but the use of cannabis
as a therapeutic agent in the past provides an insight for future drug de-
velopment. More recently, some of the historical therapeutic properties of
cannabis have been verified with pure natural or synthetic cannabinoids;
however, in several fields no modern scientific work exists.”

In order to understand why marijuana, a promising medicinal botani-
cal, should now be excluded not only from the modern pharmacopeia but
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also from much formal scientific study, it is necessary to ask why some
drugs, but not all, get labeled “medicine”; why some healers, and not oth-
ers, are “regular doctors”; why some effects, but only some, are under-
stood as “therapeutic”; and why some risks are acceptable while others are
prohibited under penalty of law. The answers cannot be found in a simple
appeal to scientific standards. Instead, in order to understand what counts
as “legitimate” medicine, it is useful to ask who, beyond the patient, might
benefit from such distinctions.

In our exploration of the role of organized medicine, state regulatory
agencies, the courts, and the pharmaceutical industry in the demonization
of marijuana, the intent is not to perform the reverse process, demonizing
modern medicine. Over the past century, during which organized medi-
cine consolidated its authority and cannabis was first marginalized and
then removed from the pharmacopeia, astonishing medical advances have
been made. Unquestionably, the public would be ill served by a return to
a time of unregulated medicine practiced by poorly trained doctors with
recourse to few effective drugs.

Nonetheless, it is also the case that the healing arts remain an impure
science.® The most striking difference between marijuana and “real medi-
cine” is not the physical but the social effects the plant has on users and
healers alike. Association with marijuana marks those it touches as ille-
gitimate—a distinction with deep historical roots. Prior to the profession-
alization of medicine, lay healers—often women—made extensive use of
medicinal plants. But as modern medicine moved into the ranks of the
professions, and into hands of men, botanicals were discredited along
with the women who had used them. In their pathbreaking study of the
rise of the male medical expert, For Her Own Good, Barbara Ehrenreich
and Deirdre English note that, in the fifteenth and sixteenth centuries,
anxiety over women’s knowledge of medicinal botanicals contributed to
the European witch hunts: charges against the accused often included the
provision of herbs.’

In Colonial America and the early republic, health and healing prac-
tices also rested largely in the hands of lay women practicing herbal med-
icine.'® Historian' Carol Smith-Rosenberg observes that “women as mid-
wives and as family nurses, women wise in the ancient herbal pharmaco-
poeia, had always cared for their own and neighboring families. A survey
of cookbooks and women’s diaries for the eighteenth and early nineteenth
centuries shows that women collected and exchanged recipes for medi-

cines as routinely as they did for pies and cookies"!
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By the nineteenth century, however, as medicine entered the market-
place, male physicians with little formal training claimed for themselves
the designation “Regular doctor” while moving all others to the margins
of the healing arts. In North America, midwives, bonesetters, and “root
and herb” doctors were thus gradually displaced by the self-proclaimed
“Regulars,” not through the violence of witch burnings, as happened in
Europe, but rather through professionalization. This challenge was, ac-
cording to Ehrenreich and English, “at bottom, economic. Medicine in
the 19th century . . . [became] a thing to be bought and sold”*?

Professionalization required that the Regulars distinguish themselves
from midwives and herbalists; they did so through “heroic medicine,” a
practice involving dramatic (though not necessarily beneficial) techniques
such as bloodletting, blistering, purging, and the use of toxic mercury-
based medicines. These interventions were intended to produce “the
strongest possible effect on the patient”'* Though such therapies were not
only dangerous and often ineffective, Ehrenreich and English observe that
they gave “regular doctors something activist, masculine, and imminently
more salable than the herbal teas and sympathy served up by rural fe-
male healers”'* In fact, despite the very serious risks of heroic medicine,
Smith-Rosenberg notes that the Regulars insisted that it was they who
were protecting “the lives of innocent citizens from ill-trained, irrespon-
sible ‘irregulars, and hysterical midwives.”**

The Regulars prospered during the first two decades of the nineteenth
century and succeeded in securing licensing laws in many states restrict-
ing the practice of medicine to those in their ranks and limiting mem-
bership to men. But growing dissatisfaction with the results of “heroic
medicine,” and populist misgivings about monopolies and elites, led to
the temporary repeal of such laws during the 1830s.'® The “Popular Health
Movement” of the period challenged the position of Regulars by empha-
sizing “self-help” (through better hygiene and healthy living) and by em-
bracing the therapeutic approaches of alternative medical sects, including
those advocating botanical treatments."’

As sociologist Carol Weisman notes, under the banner of science, Sec-
tarians or Irregulars “were attacked by mainstream physicians as ‘quacks;
although the therapeutics of the regular physicians were not generally
more effective than those of the irregulars””*® The Regulars reinforced their
claim that they, and they alone, were legitimate physicians by founding a
national professional organization in 1847—the American Medical Asso-
ciation—explicitly excluding both women and sectarian practitioners.*®
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In the second half of the nineteenth century, economic competition in-
tensified as both Regulars and their rivals—now known as the “Eclectics”
—opened medical schools to train practitioners. The Eclectics, who advo-
cated the use of botanical therapies, also represented a more populist and
egalitarian politics—for example, they admitted women to their medical
schools.?® During this same period, in 1854, cannabis joined other herbal
remedies in the national pharmacopeias and was freely prescribed for a
large number of medical conditions ranging from insomnia to neuro-
pathic pain.*' In the late nineteenth and early twentieth centuries, doz-
ens of research papers were published on the various medicinal uses of
marijuana.*

This corresponds to a period in which Regulars began to consolidate
the power of the newly organized medical profession, in part by absorbing
Eclectics into their ranks. As Paul Starr observes in his landmark study,
The Social Transformation of American Medicine, Eclectics “succumbed to
quiet cooptation; they were only too glad to be welcomed into the fold”**
By co-opting much of the opposition, physicians were able to secure new
licensing laws restricting the practice of medicine. But Eclectics paid a
significant price; with the consolidation of control by conventional medi-
cine, botanical therapies were increasingly marginalized by mainstream
medicine.

The allopathic approach®* of the Regulars was not only dominant but
also institutionalized in the early twentieth century when organized med-
icine completed its process of professionalization by gaining control over
medical education, access to hospitals, and the right to prescribe drugs.*®
The dominance of this paradigm was reflected in the growing strength
of the American Medical Association. In 1900 the AMA had no more
than eight thousand members, but by 1910 membership reached seventy
thousand, and by 1920 the majority of physicians in the United States had
become members.*® In fact, by 1931 only about 5 percent of all cases of ill-
ness were handled by non-MD practitioners.?’

This exponential increase in the power and professional authority of
regular doctors surprisingly did not rest primarily on the provision of
more effective medicines; these were slow to be developed.”® Instead, doc-
tors were forced to find other ways to assert their newly established so-
cial and cultural legitimacy. One strategy was to position themselves as
experts in not only the physical but also the moral health of the nation.
In the nineteenth century, condemnation of birth control and abortion,
for instance, provided physicians with a clear moral platform that allowed
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them to denounce practices still largely in the hands of “irregulars” Ac-
cording to Carol Smith-Rosenberg, these efforts to limit women’s repro-
ductive choices became a key arena “in the war between the allopaths and
the ‘irregulars’ for patients and for power. . . . The ‘irregular’ physician
and the ‘irregular’ wife, the ‘regulars’ insisted, conspired together against
public order and national well-being”’** As Carol Weisman observes, this
claim of medical and moral expertise “provided regular physicians with an
element of social respectability and moral authority, which was enhanced
by publicly criticizing the abortion practices of other practitioners and the
crass commercialism of purveyors of contraceptives and abortifacients.”*°
At the end of the nineteenth century, flush with its legislative success
against abortion, the AMA turned its attention to another arena that
neatly linked morality and public health: the provision of drugs. Physi-
cians enhanced their professional authority by speaking out against the
dangers of addictive drugs frequently found in “patent medicines” and
available directly to the public.>® Because the formulae of proprietary
medicines were secret, it was impossible for patients to judge the safety of
those drugs.*? The practitioners of organized medicine thus joined forces
with muckraking journalists to bring to the public’s attention the possible
risks of patent medicines.>* This important public service had a signifi-
cant payoft for the profession as well, reinforcing a growing distinction
in the public mind between good drugs (dispensed by doctors) and bad
drugs (available directly to the public by unlicensed practitioners).**

Demon Drugs

Public discussion of drugs as a social problem thus began, primarily, as
a conversation about their medicinal—not recreational—use. While the
danger of addiction was a key concern, addicts were understood by both
the medical profession and the public to be innocent victims. By the early
twentieth century, “accidental addicts” dependent on morphine found
in patent medicines composed between 3 percent and 5 percent of the
American population.*® Their innocence was further established by their
social position; as Peter Conrad and Joseph Schneider point out, “the
typical 19th century addict was middle-aged, female, rural, middle-class,
and white”*® The problem of accidental addiction helped to secure the
passage of the first federal drug regulation in the United States, the 1906
Pure Food and Drug Act. The 1906 act required accurate labeling to help
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identify the presence of opiates or cocaine in drugs directly available to
the public.”’

But not all drug users were considered equally innocent and not all
concerns about drugs rested purely on health risks. Thanks to the efforts
of temperance activists, intoxication itself, especially when willfully pur-
sued, was positioned as a moral not a medical problem. Just as it is im-
possible to discuss the rise of modern medicine without attention to gen-
der, it is equally impossible to explain the advent of drug regulation (and
prohibition) without a careful accounting of the influence of race and the
perceived threat posed by immigration. As drug use became associated
in the popular imagination with “dangerous minorities” rather than self-
medicating white women, concern about the effects of drugs shifted from
medical to social risks. As Desmond Manderson observes, “There are ele-
ments of an objective concern about sickness in social attitudes to drug
use, but its metaphoric resonances have been inadequately acknowledged.
The experience of drug use is of the dissolution of boundaries. The use
of drugs threatens a loss of physical control . . . just as the immigration
of a different culture invites a loss of social control and breaks down the
self-other distinction hallowed by Western nationalism.”*® Even the most
ubiquitous intoxicant of all, alcohol, was marked by temperance activists
as especially dangerous in the hands of immigrants.*® As one social re-
former of the early twentieth century proclaimed, “The influx of foreign-
ers into our urban centers, many of whom have liquor habits, is a menace
to good government.”*°

Thus, while addiction of the nineteenth century might have been
largely a white and female problem, concern about the use of addictive
substances quickly became focused on the danger of their use by racial
minorities and immigrants.** The result was a shift in approach to drug
regulation. If early regulation of drugs focused on the possibility of a lit-
erate public making informed choices about potentially dangerous drugs
(for example, through accurate labeling of patent medicines), new laws
sought restrictions on access to drugs on the assumption that, when in
the hands of certain populations, drugs posed an unacceptable risk to the
public and to the social order. The 1906 Pure Food and Drug Act was fol-
lowed in 1909 by a law effectively banning opium not intended for medi-
cal use and restricting legal access to the drug to licensed physicians and
dentists.*” David Musto argues that the 1909 law “developed from the
fear and loathing of the Chinese, who were associated intimately with
this particular manner [smoking] of ingesting opium.** According to
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Manderson, opium smoking functioned “as a metaphor for those fears of
difference and change” occasioned by Chinese immigration to the West:
“The hostility to opium smoking which ushered in an era of drug prohibi-
tion was therefore another example of our society’s tendency to express
fear through metaphors and then, regrettably, to treat them literally”**

Cocaine, which had been freely available in tonics of the late 19th cen-
tury, including as a “nerve stimulant” in the soft drink Coca-Cola,** be-
came a dangerous drug when linked to African Americans. According
to David Musto, the fear was that access to cocaine might make Blacks
“oblivious of their prescribed bounds and attack white society*® In 1903
the New York Times described Blacks as “running amuck in a cocaine
frenzy” in an article titled, “Negro Cocaine Fiends Are a New Southern
Menace”*” Linking “willful” drug use to immigrants and racial minori-
ties provided a convenient explanation for the unequal economic and so-
cial status of those groups, as well as a justification for their continued
unequal treatment. As Musto points out with reference to cocaine, “The
identification of cocaine use with African Americans soon elaborated a
link between cocaine and supposed African American criminality, [illus-
trating] the tendency to find in drug use a simple explanation for complex
social problems.”*®

Early federal drug regulations were justified, then, on the grounds that
they served to protect the public from drug-crazed minorities and acci-
dental addicts. These regulations also had the effect of establishing a new
authority for the state to regulate medical, and to prohibit recreational,
access to drugs, while simultaneously enhancing control by doctors over
areas previously in the hands of commercial competitors or patients them-
selves. As Paul Starr points out, the regulatory system served to “withhold
information from consumers and re-channel drug purchasing through
physicians”*® The pact between physicians and the state, however, was not
without cost to organized medicine: by embracing state regulation, physi-
cians also surrendered some measure of control. The Harrison Narcotics
Act of 1914, for example, placed control of medicines containing opiates
and cocaine in the hands of the federal government. The law established a
tax on their use collected from physicians and pharmacists who dispensed
them. While this made access to such drugs dependent on a relationship
with a physician, it also began to limit doctors’ independence in deter-
mining a course of treatment free of governmental interference.

This point was swiftly and dramatically demonstrated when federal
courts interpreted the Harrison Narcotics Act to prohibit the medical
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treatment of addiction through drug maintenance, declaring in the 1919
Supreme Court case of “Webb et al. v. United States,” that “indefinite
maintenance for ‘mere addiction’ was outside legitimate medical prac-
tice.”*® This led to the arrest and intimidation of thousands of physicians
for violations of the Harrison Narcotics Act in their treatment of addicts
with opiates.’® The drug regulations thus worked.to criminalize not only
the addicts who previously had been considered patients in need of on-
going care, but also their physicians who were judged by lawmakers and
the courts to be making inappropriate treatment choices. Addiction was
thus transformed from a medical problem into a criminal one and treat-
ment from a purely medical issue to a political one. Again, this change in
approach reflected the shift in the image of the addict. As Merrill Singer
reports, “Gone were the self-medicating middle-class female addicts who
purchased heroin legally as a drinkable tincture or smokable cheroot at
their local pharmacy; they were replaced by the young male heroin snort-
ers, often inhabitants of immigrant slums”** As Roger Smith argues, these
“willfully indulgent criminals” were seen by the public to be “unwilling
to respond to humane medical treatment, and fully deserving of society’s

moral and penal action.”*?

The Invention of “Marijuana”

The federal government’s successful campaign to control access to opiates
and cocaine encouraged other drug regulation efforts, including those
related to cannabis. Doctors, however, were now wary of such attempts
and began to oppose the inclusion of other medicinal drugs in federal
regulations. In 1930, when the head of the Federal Bureau of Narcotics
(FBN), Harry Anslinger, approached the American Medical Association
about adding marijuana to the Harrison Act, he met with resistance. Dr.
William Woodward, the director of legal medicine and legislation for the
AMA, responded with thirteen pages of extracts from letters he had re-
ceived from pharmaceutical manufacturers addressing the medicinal uses
of cannabis and any possible risks of dependency; twenty-nine of the
thirty respondents strongly opposed including cannabis in the Narcotics
Drugs Act.>* As a result, cannabis at least temporarily remained outside
of federal regulation. But it, too, was soon to follow the familiar trajectory
from widely used medicine to increasingly regulated substance to danger-
ous—and prohibited—drug.
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Unlike opiates and cocaine, marijuana was a drug unknown to most
Americans despite its common use as tincture of cannabis in many medi-
cines in the late nineteenth century. Its transformation into a “dangerous
drug” was facilitated by antidrug officials who began replacing the botani-
cal name, cannabis, with the term “marijuana” In much the same way
that cocaine became a feared drug by linking it to African Americans,
the term marijuana was used to more effectively associate the recreational
use of cannabis with the one million Mexican immigrants who had en-
tered the southwest in the first three decades of the twentieth century.®®
As Musto observes, “The practice of smoking cannabis leaves arrived in
the United States with Mexican immigrants, who had come north during
the 1920s to work in agriculture, and extended to white and black jazz
musicians. As the Great Depression settled over America, the immigrants
became an unwelcome minority linked with violence, and growing and
smoking marijuana”*® In 1935 an antimarijuana spokesperson from Cal-
ifornia explicitly drew this connection, telling the New York Times that
“marijuana, perhaps now the most insidious of our narcotics, is a direct
by-product of unrestricted Mexican immigration.”*’

By the mid-1930s, the menace of marijuana began to occupy a central
role in Anslinger’s antidrug campaigns waged through the Federal Bureau
of Narcotics. His efforts to bring marijuana under governmental control
drew on Prohibition-era morality, established public fears of opiate ad-
dicts, and racist propaganda focused primarily on Mexicans and urban
Blacks. The FBN fabricated lurid and sensational stories of assault, rape,
murder, and mayhem allegedly perpetrated by marijuana smokers, ac-
counts often understood as factual by readers of newspapers and maga-
zines.>® In 1938, for example, the Christian Century magazine reported
that in some areas “inhabited by Latino Americans, Filipinos, Spaniards,
and Negroes, half the crimes are attributed to the marijuana craze”*®

On the basis of these sensational accounts, Anslinger pushed for the
passage of a new law, the Marijuana Tax Act of 1937. During hearings on
the proposed legislation, Dr. William Woodward of the AMA once again
spoke out against the regulation of marijuana through such measures.
Woodward pointed out that “the burden of this bill is placed heavily on
the doctors and pharmacists of the country.”*® He noted that the medicinal
use of marijuana had already substantially declined, but he argued that “to
say, however, as has been proposed here, that the use of the drug should
be prevented by a prohibitive tax, loses sight of the fact that future investi-
gations may show that there are substantial medical uses for cannabis.”®*
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The legislation passed despite Woodward’s objections that the tax and
accounting requirements would effectively discourage virtually any med-
ical practitioner from continuing to make use of marijuana. The Mari-
juana Tax Act of 1937 thus became the first federal legislation regulating
cannabis on a national level. The act set a fee of one dollar an ounce for
specified medical or industrial use and one hundred dollars an ounce
for unspecified uses.®® At least initially, the one-dollar tax was “not suf-
ficiently high to end the medical use of marijuana which continued to be
prescribed.”®* But the ongoing efforts of the Federal Bureau of Narcotics
to discredit marijuana were so effective that, within four years, in 1941,
cannabis in all of its forms was removed from the U.S. Pharmacopeia and
National Formulary. This was the first edition printed after the Marijuana
Tax Act took effect.®*

The Marijuana Tax Act did not, however, close the conversation about
the possible therapeutic uses of cannabis. While organized medicine had
abandoned the plant, individual physicians and medical researchers con-
tinued to express interest in its effects. In 1938, when a blue-ribbon panel
was assembled by New York City Mayor Fiorello LaGuardia to examine
the effects of marijuana on individual users and on public order, it was
composed of “thirty-one eminent physicians, psychiatrists, clinical psy-
chologists, pharmacologists, chemists and sociologists [who] undertook
a scientific study, utilizing both sociological fieldwork methods and con-
trolled clinical experiments.”®®

Two years before the final report was published in 1944, two mem-
bers of the panel —Dr. Samuel Allentuck and Dr. Karl Bowman—gave a
preview of the findings in an article published in the American Journal
of Psychiatry. Allentuck and Bowman concluded that “prolonged use of
the drug does not lead to physical, mental, or moral degeneration, nor
have we observed any permanent deleterious effects from its continued
use. Quite the contrary, marihuana and its derivatives and allied synthet-
ics have potentially valuable therapeutic applications which merit further
investigation”*® The LaGuardia report itself echoed these findings, adding
that marijuana use did not lead to addiction, was not common among
children, and no causal relationship existed between marijuana use and
urban crime.®’

Despite the presence of seventeen physicians among the experts on the
panel, Anslinger turned to the American Medical Association in his effort
to discredit the findings of the report. The AMAS relationship to the fed-
eral government had warmed in recent years thanks to Anslinger’s efforts
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to curtail the arrest of physicians for narcotics violations under the Harri-
son Act.®® In a dramatic change from its previous positions on marijuana,
in April 1945 the Journal of the American Medical Association (JAMA)
published an editorial denouncing the findings of the LaGuardia report.
The journal asserted that “for many years, medical scientists have consid-
ered cannabis a dangerous drug” and that “public officials will do well to
disregard this unscientific, uncritical study, and continue to regard mari-
juana as a menace wherever it is purveyed”®® The AMA’ charge against
the LaGuardia study, then, was that it was “unscientific” in reaching its
conclusions that marijuana was relatively benign as a recreational drug
and showed promise as a medicinal one. The JAMA editorial argued that
the very opposite had already been established by real medical scientists:
marijuana was a dangerous drug and under no circumstances should be
used.

Resolving which of these conflicting accounts of the effects of mari-
juana was more accurate should have been a relatively straightforward
matter, making use of the scientific process itself. Additional studies would
have confirmed, or at least usefully complicated, one of these competing
conclusions on the benefits and risks associated with cannabis. Instead
—through the use of a strategy still popular with the U.S. federal gov-
ernment— Harry Anslinger made certain that the question of the medical
efficacy and safety of marijuana could not be resolved by science: he ac-
tively impeded such research. While clinical research was still technically
possible if permission was obtained in advance, no such permission was
granted and no nonmilitary research took place during Anslinger’s ten-
ure’® of over thirty years at the Federal Bureau of Narcotics.”" The agency
systematically blocked scientific research on marijuana: “By thwarting re-
searchers, whom he denied the proper permission to obtain and possess
the drug for experiment’s sake, [Anslinger] was able to resist any move-
ment for change in the marijuana laws, since so little was known about
the subject.””?

Marijuana and Modern Moral Panic

The transformation of a common medicinal herb into a dangerous and
disreputable drug was thus accomplished not through the presentation
of carefully collected scientific evidence, but rather through a process
of proclamation. Marijuana was proclaimed to be a dangerous drug, its
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medicinal value denied, and the U.S. federal government systematically
blocked all research that might confirm or disprove these claims. The
demonization of marijuana was accomplished by linking its recreational
use to racial minorities and political radicals, thereby generating a moral
panic around marijuana use and users.”” As Musto and Korsmeyer ob-
serve, the marginalization of marijuana persisted into the late 1950s and
early 1960s when drug use in the United States “was thought to be largely
confined to the urban poor, criminal elements, and ‘beatnik’ artists and
intellectuals””*

In 1961, an international “Single Convention on Narcotic Drugs” in-
cluded cannabis among its tightly regulated drugs. The convention did not
prohibit the medical use of cannabis outright, but set specific conditions
for such use. In fact, the convention stressed that “controlled substances
must be made available for—and their use limited to—medical and sci-
entific uses””® One provision of the treaty, however, was used to signifi-
cantly limit the ability of scientists in the United States to do research:
under the Single Convention, the state has the “exclusive rights to manu-
facture and trade marijuana for medical purposes.”’® Although the state is
specifically allowed to extend those rights to a nongovernmental agency
empowered to grow marijuana for licensed medical uses or research, the
United States has never permitted this. The complete monopoly enjoyed
by the National Institute on Drug Abuse (NIDA) over access to marijuana
has meant that even Food and Drug Administration (FDA)-approved re-
search can be—and has been—blocked.”” According to Harvard Medical
School researcher Dr. Norman Zinberg, between 1934 and the late 1960s
“there was very little research on the medical usefulness of marijuana.”’®

In fact, research on marijuana was much more difficult to undertake
than studies of other more powerful psychoactive drugs. The psychedelic
drug LSD, for instance, first synthesized in 1938 by a Swiss chemist, Dr.
Albert Hoffman, was provided free to research scientists by the Sandoz
Laboratory until 1966. Already by the mid-1950s, research using LSD in a
therapeutic context had taken place in many countries, including France,
Germany, Italy, Switzerland, and the United States.”” Between 1950 and
the mid-1960s more than one thousand clinical papers were published on
psychedelic therapy for the treatment of such problems as pain and psy-
chological distress in cancer patients, posttraumatic stress in concentra-
tion camp survivors, and childhood autism.*’

In the early 1960s, however, concerns about the growing use of psyche-
delics, facilitated by experiments at Harvard University by Dr. Timothy
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Leary and Dr. Richard Alpert (later known as Ram Dass), led to new fed-
eral regulations. In 1965 the U.S. Drug Abuse Control Amendments were
passed, restricting the nonmedical use of stimulants, depressants, and
psychedelics. As Dr. Rick Doblin, president of the Multidisciplinary Asso-
ciation for Psychedelic Studies (MAPS),* observes, “As with laws against
the non-medical use of opiates and the non-medical use of marijuana, the
laws against the non-medical use of psychedelics began to impact medi-
cal research”® The FDA immediately began demanding “that almost all
LSD researchers stop their studies and return their supplies of LSD,’** and
within seven years of the passage of the 1965 amendments, medical re-
search on psychedelics had “dwindled to almost nothing”

This new round of federal drug restrictions once again fed a growing
moral panic around rising drug use. But this time, concern about drug
use—especially use of cannabis and LSD—was associated with white
middle-class youth and linked to broader cultural and political concerns.
The invention of the birth control pill in 1960, the passage of the Civil
Rights Act of 1964, the escalation of an unpopular and increasingly deadly
war in Southeast Asia, and the celebration of drug use in popular music
and film all combined to produce a cultural divide in the country. On
one side were supporters of law and order, tradition and discipline. On
the other were those advocating social transformation through defiance
of the state, the established social order, and the law.**

Historian David Courtwright has also identified a critical precondi-
tion for the proliferation of recreational drug use in general, and mari-
juana smoking in particular: the development of the most revolution-
ary psychoactive drug delivery system since the hypodermic needle, the
cigarette. According to Courtwright, “The ongoing cigarette revolution,
which taught Americans to absorb drugs through their lungs, facilitated
the spread of marijuana smoking, as did the abundant domestic supply.”*®
Indeed, Courtwright argues that “tobacco was a gateway to cannabis ex-
perimentation. The marijuana complex could not have arisen as quickly
or spread as far as it did without the antecedent cigarette explosion.”®

As the decade progressed, marijuana use in the United States contin-
ued to increase, particularly among middle- and upper-class high school
students and undergraduates, who found that it operated as a “convenient
multivalent symbol of rebellion”®” By the end of the 1960s, it was clear
that marijuana use in the United States was no longer restricted to what
had been seen as the safely contained margins of society. In 1968 then-
President Lyndon Johnson warned Americans against the use of “these
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powders and pills which threaten our nation’s health, vitality, and self-
respect.”®® In Johnson's statement, concerns about public health are linked
to concerns about public morality; illicit drug use, much like illicit sex, is
presented as a threat not only to the nation’s physical well being, but also
to its sense of honor. A nation of potheads and pill poppers wouldn't re-
spect itself in the morning.

A federal commission established specifically to spotlight the dangers
of widespread marijuana use unexpectedly undermined this marriage of
the moral and the medical. In 1970 the Republican administration of Rich-
ard Nixon appointed Pennsylvania Governor Raymond Shafer to chair a
National Commission on Marihuana and Drug Abuse. After two years of
study, the Shafer Commission reached conclusions very similar to those
of the LaGuardia Commission some three decades earlier. It concluded
that the risks of cannabis use were minimal; that it did not result in seri-
ously impaired health; that it did not inevitably lead to experimentation
with harder drugs; and that it did not cause users to engage in criminal,
antisocial, or immoral activities. In fact, the commission concluded that
enforcement of the laws prohibiting marijuana possession was more costly
to society than the use of the drug itself and recommended decriminaliz-
ing possession of small amounts for personal use.®” Because these findings
directly contradicted the nations newest and most extensive drug control
legislation, the Comprehensive Drug Abuse Prevention and Control Act
of 1970, President Nixon summarily rejected the recommendations and
formally declared a “War on Drugs”

The medicinal value of cannabis was effectively abolished by statute
with the passage of the 1970 act, more commonly referred to as the Con-
trolled Substances Act (CSA). This law superseded all prior federal drug
statutes and classified most drugs within one of five different schedules
based on their safety, medicinal value, and risks of abuse. Under the Con-
trolled Substance Act, marijuana—like heroin and LSD—is classified as
a Schedule 1 controlled substance, meaning that it has no currently ac-
cepted medical use, a high potential for abuse, and is unsafe even if used
under a doctor’s supervision.”

Despite the fact that the 1970 legislation was focused on controlling
recreational drug use, it also had an effect on scientific research. By the
early 1970s, anecdotal accounts were surfacing of the effect of marijuana
on nausea associated with cancer chemotherapy. Harvard Medical School
researchers were poised to study THC (tetrahydrocannabinol) in cancer
patients but ended up using a synthetic rather than botanical form of the
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substance because, in the words of one of the researchers, “it would have
been impossible to get a marijuana protocol approved”®!

This initial classification of marijuana as a controlled substance did not
go unchallenged. In May 1972 the National Organization for the Reform
of Marijuana Laws (NORML) filed a petition to reschedule marijuana in
order “to make the drug available for medical applications”®* The Fed-
eral Bureau of Narcotics and Dangerous Drugs (BNDD) summarily re-
jected the petition and, over the next several years, repeatedly defied U.S.
Court of Appeals orders to schedule public hearings. It would be fourteen
years before the Drug Enforcement Administration (DEA)—successor to
the BNDD—would finally hold public hearings on the classification of
marijuana.

Federal intransigence on the prohibition of marijuana, however, was
not matched on the state level. From 1973 to 1977, ten states passed mari-
juana decriminalization laws and, from 1978 to 1982, thirty-three states
passed bills supporting medical research on, or the medicinal use of,
marijuana.”®

Medical Necessity and Compassionate Access

Among a small but persistent community of patients demanding the right
to use marijuana as medicine was Robert Randall. In 1976 Randall became
the first person to successfully argue that marijuana use was a “medi-
cal necessity” and win an individual exception to the federal prohibition
on the drug.’* Randall, a glaucoma patient from Washington, DC, em-
ployed the little-used common-law doctrine of “compelling need.” More
commonly referred to as the “necessity defense;” the doctrine is based on
four general principles: that there is no adequate or legal alternative to the
commission of an act; that the harm to be prevented is greater than the
harm caused by the illegal activity; that the harm to be prevented is im-
manent; and that it is reasonable to believe that the illegal action will be
effective in abating the harm.”® On these grounds, Randall was acquitted
of cultivating and possessing marijuana after demonstrating to the satis-
faction of a federal judge that cannabis was the only medicine that effec-
tively controlled the ocular pressure causing deterioration of his vision.”®
One dramatic effect of this legal victory was the unlikely decision by
the federal government, under President Jimmy Carter, to begin directly
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supplying Robert Randall with medical marijuana. Under the auspices
of the FDA, the government provided Randall with cannabis through
the Compassionate Investigational New Drug program (IND). In effect,
Randall and his physician were authorized to conduct an ongoing treat-
ment study—with Randall serving as the only research subject—into
the medicinal effects of marijuana. Randall received monthly supplies of
pre-rolled marijuana cigarettes, using marijuana grown at the University
of Mississippi under the supervision of the National Institute on Drug
Abuse. Although the application process for participation in the IND
program was challenging, and approvals were only grudgingly provided,
seven other patients eventually received federally grown marijuana for a
variety of medicinal purposes.

The contradiction between the federal government directly supplying
patients with marijuana for medical use while simultaneously insisting
that the substance had no medical value was inescapable and led Randall
(along with a dozen other patients living with such illnesses and disabili-
ties as cancer, multiple sclerosis, asthma, glaucoma, para- and quadriple-
gia, and chronic pain) to petition the Drug Enforcement Administration
for the reclassification of marijuana in recognition of its therapeutic ef-
fects.”” These patients, organized as the Alliance for Cannabis Therapeu-
tics (ACT), joined NORML in 1977 to demand public hearings on the
classification of marijuana under the Controlled Substances Act. After
almost a decade of repeatedly defying U.S. Court of Appeals orders to
schedule public hearings, the DEA finally announced, in May 1986, that
public hearings would commence.

Randall, along with a number of doctors, nurses, patients, and re-
searchers, submitted affidavits to DEA Administrative Law Judge Francis
L. Young concerning the medicinal use of marijuana. The DEA submitted
counterarguments in support of the current classification of marijuana.
Based on the evidence presented to him, in September 1988 Judge Young
concluded that the use of marijuana in the treatment of nausea and vom-
iting (caused by cancer chemotherapy) and muscle spasticity (resulting
from multiple sclerosis and other causes) was accepted by “a respectable
minority” of physicians in the United States; he further determined that
marijuana was safe when used in accordance with a doctor’s recommen-
dations for the treatment of those ailments. Indeed, to conclude other-
wise, Judge Young declared, “would be unreasonable, arbitrary, and capri-
cious””® But Young’s decision was not binding and the DEA refused to act
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on his recommendations. Marijuana remained (and remains) a Schedule 1
controlled substance.

The DEA’ decision not to reclassify marijuana to make it available as a
medicine under the Controlled Substances Act led to a dramatic increase
in applications for the FDAs Compassionate Investigational New Drug
program, the only legal source of medical marijuana in the United States.
The great majority of new applications were submitted by HIV patients
who struggled not only with the symptoms of the disease, but also with
the debilitating side effects of the pharmaceuticals prescribed for their
treatment.

The government responded to this surge in demand by suspending the
program. In March 1992 Louis W. Sullivan, secretary of the Department
of Health and Human Services under President George H. W. Bush, an-
nounced that NIDA would not provide marijuana for investigational stud-
ies except to those patients who were already receiving it at that time.*
Twenty-seven recently approved single-patient IND applications were
canceled, and no more would ever be accepted.

The decision to limit the Compassionate IND program, and thus to
deny legal access to a physician-recommended medication, may have
been facilitated by the fact most of the new applications were from those
living with AIDS. In the early years of the U.S. epidemic, the majority
of people with AIDS were gay men and intravenous (IV) drug users—
so-called guilty victims. They were depicted both by the media and by
conservative politicians as responsible for their own suffering—much like
Mexicans and African Americans of an earlier drug-related moral panic.
Compassionate access, especially to a drug like cannabis associated with
pleasure, may have been seen as a “reward” that discreditable individuals
did not deserve.

In any case, this attempt to restrict access to medical marijuana only
served to further fuel an explosion of popular interest and political ac-
tivism. Within four years, in 1996, citizens of California voted to legal-
ize medical marijuana in that state. In response, the federal government
threatened to revoke the license of any physician who recommended the
use of cannabis to a patient. The departments of Justice and of Health
and Human Services notified national, state, and local practitioner as-
sociations that physicians who “intentionally provide their patients with
oral or written statements in order to enable them to obtain controlled
substances in violation of federal law . . . risk revocation of their DEA

prescription authority.”**
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Just Say Know

Government officials intended the threat against physicians to communi-
cate to the public intransigent opposition to the use of marijuana. But an
even more important, though clearly unintended, effect was the mobiliza-
tion and politicization of organized medicine around this issue. California
physicians, led by Dr. Marcus Conant, immediately contested the federal
policy, suing “Drug Czar” Barry McCaffrey and other federal officials for
violation of their First Amendment right to free speech. In April 1997 a
U.S. District Court judge issued a preliminary injunction against federal
interference with physicians who recommended marijuana to their pa-
tients. The injunction was made permanent in 1999 and upheld by the
Ninth Circuit Court of Appeals in 2002. The court held that “by chilling
doctors’ ability to recommend marijuana to a patient . . . the prohibition
compromises a patient’s meaningful participation in public discourse.”**!
The court found that “the harm to patients from being denied the right to
receive candid medical advice” and the “harm to doctors from being un-
able to deliver such advice” were both insupportable.'?

While this attempt to silence physicians failed, it was consistent with
a broader political proscription on open conversation about drug use
beyond discussion of any associated risks.'®* The federal War on Drugs
—with its proliferation of law enforcement agencies, multibillion-dollar
budgets, and a vast, albeit one-sided, public information campaign—is an
ongoing attempt to frame and control public discussion of illicit drug use.
With few exceptions, that discussion has begun with the presumption that
marijuana use can only be seen as a form of drug abuse, at best some-
thing comparable to—although probably worse than—alcohol abuse.

Within this framework, serious consideration of the medical use of
marijuana has been dismissed not only because of concerns about its
safety or efficacy, but also, and more important, because of the “message”
it might send. In 1996 then-“Drug Czar” Barry McCaftrey warned, “La-
beling marijuana as ‘medicine’ sends the wrong message to our youth.”'°*

But evidence emerging from states that have since passed medical mar-
ijuana laws suggests that the public is, in fact, capable of more complex-
ity than McCaffrey assumes. Researchers Shereen Khatapoush and Denise
Hallfors report that in California, for example, the state’s medical mari-
juana policy “has had little impact on youth and young adult marijuana-
related attitudes and use”'® Khatapoush and Hallfors note that respon-
dents “distinguish between recreational and medical use; they can believe
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marijuana is not greatly harmful and approve of legalization for medical
use, but still disapprove of personal use.”**®

In short, since the early twentieth century, the U.S. federal government
—sometimes working in consort with organized medicine and sometimes
challenging its authority—effectively stigmatized most cannabis use. But
by the late twentieth century, public perception of marijuana once again
began to shift as the federal government began threatening doctors and
punishing patients for medical use of the drug. By linking prohibition of
marijuana to the perpetuation of unnecessary suffering, medical mari-
juana patients and their advocates effectively reopened the public debate
about the consequences of federal drug policy on marijuana.



A Prescription for Marijuana

Interview with Dr. Arnold Leff, MD, HIV and
Palliative Care Specialist, Clinical Professor at
Stanford University School of Medicine

I've had a long history of being involved in drug issues; one of
my interests has always been addictionology, if you will. During the Viet-
nam era, after I came out of the service, I became the medical director
of the Cincinnati Free Clinic. At the same time, I was also the drug czar
for the city of Cincinnati. So there I was, free clinic doc and the city drug
czar. It was a nice combination, actually.

They didn't pay me to do the free clinic, but the health department
did pay me to start talking about drug abuse in the community, which I
did. I did a lot of talks at all the PTAs and the Rotary Clubs, but I always
talked about drug culture, not about drugs. We make artificial distinc-
tions between drugs that are probably not appropriate. Advertising by big
corporate pharma giants has helped to create a culture that encourages
drug use. You know, “If you can't sleep, take Ambien; if you have a pain,
take a pain pill”

In the early 1970s, Hoffman-La Roche, the big pharmaceutical com-
pany, had a mega drug called Valium. The problem with Valium was that
it also caused dependence. The Congress started getting involved, hold-
ing hearings on Valium and how bad it was. It was very interesting how
Hoffman-La Roche dealt with it. They hired a guy who was basically an
old hippie—he wasn’t that old, actually; he was probably in his thirties
—and they sent him around to all the free clinics with the message that
they were concerned about Valium addiction: “How can we help? Is this
a big problem? What are you seeing?” So there was a little epidemiology,
a little data gathering, and a little support. They produced a drug abuse
pamphlet that probably all of us ex-hippies, or current hippies at the time,
participated in. I mean, they really did an interesting job.

35
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This was also around the same time as the Controlled Substances Act
and the formation of the White House Special Action Office of Drug
Abuse Prevention. But they had this problem; they were having trouble
hiring anybody that knew anything because a lot of the treatment folks
in the drug abuse arena didn’t want anything to do with Nixon. Well, one
day, the Hoffman-La Roche guy—who I knew quite well by this time—
calls me up and says, “The Nixon White House is looking for folks; are
you interested?” I was in my Birkenstocks and Levis but I thought, “A trip
to the White House? Let’s talk” In August 1972, I became the deputy as-
sociate director of the first White House Drug Abuse Office. I might add
that it was also the Watergate year and McGovern was the candidate the
Democrats put up in October. I mean, it was an incredible year.

Nobody knew quite what to do with me. They sort of looked at me and
went, “This guy? No way” But they put me on a team, sent me to Okla-
homa. I did my thing and they liked it. They were putting a lot of money
behind this; drug abuse was public enemy number one, so we were giving
bucks away. But while we were doing that, we were also trying to formu-
late some good policy. For example, we had this program called Treat-
ment Alternatives to Street Crime, which, already in 1972, was a way to
defer folks into treatment. We put millions into that program.

It made a huge difference that Jerry Jaffe was the White House Drug
Abuse director [under Nixon] and he was a doctor. That’s critically impor-
tant; he and his immediate successor were the only doc drug czars ever.
But already, during the Nixon administration, things started to change. I
walked into the office one day and they introduced me to the head of what
was going to be the DEA and I thought, “We're in trouble here” And, in
fact, that’s exactly what happened; the conservative position won out. The
people behind the law enforcement approach to substance abuse eventu-
ally won out. Even though I'd only been there a year, it was enough. I saw
the handwriting on the wall. Dr. Jaffe was leaving and I continued only as
a consultant.

I went back to public health and for fifteen years I worked as a public
health doctor. In California, I was the health services director for Contra
Costa County and then the county public health director in Santa Cruz
on an interim basis. I was the interim public health director when the first
AIDS death occurred in Santa Cruz. So AIDS became one of my issues.
And, when 1 became a practicing physician, I became an AIDS doc. In
fact, I was really the only AIDS doc in Santa Cruz for about seven or eight
years. The only other AIDS doc, theoretically, was an infectious disease
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specialist who had an unusual perspective in the sense that he tried to
convert a lot of people to be “born-again” and that didn’t quite fit.

So I became the de facto AIDS doctor, which was pretty difficult be-
cause there was no good backup and really nobody knew what to do, es-
pecially me. But there was a group in San Francisco of primary care HIV
docs who put together a community AIDS consortium and invited me to
sit in with them. I used to go up there every month and try, by osmosis,
to figure out what to do.

Our patients were wasting away. They couldn’t eat; nausea and vomit-
ing was a major side effect of everything we did. And everybody knew
marijuana gave people the munchies; everybody knew marijuana did
away with nausea and vomiting. I mean, everybody knew it. It was not
even an issue. So obviously I was going to support patients who wanted
to use marijuana. I was actually writing marijuana prescriptions. In Santa
Cruz, in the late 8os and early gos, if you had a marijuana prescription
from Arnie Leff, you didn’t get busted.

I felt pretty secure in Santa Cruz. I had legitimate backup because I
documented well.

Besides, I really don't think cops care about drugs anyway; they really
don’t. What they care about are the people who do drugs. And then really
only about some of the people who do drugs—only the “underclass” who
does drugs. The police use drugs as a surrogate; it allows them to arrest
and control the underclass. I really think thats the reason [FBI Director]
Hoover got involved in the marijuana thing: to bust people he didn’t like.
If the only people who were smoking marijuana were upper-middle-class
bluebloods, my guess is we would not be having this discussion.

Because I was prescribing marijuana to AIDS patients, I became one
of the original plaintiffs in “Conant v. McCaffrey” [the class action suit in
2000 challenging the federal government’s threat to punish physicians who
recommended marijuana to their patients]. Ultimately they had to kick me
off the lawsuit because I had documented evidence in my medical records
of prescriptions for marijuana and the Conant lawsuit became strictly a
freedom-of-speech issue. They decided to separate the issues of recom-
mending and prescribing. The result is that, if you look at the opinion, the
courts ruled that physicians could recommend based on their freedom
of speech but they couldn’t prescribe based on DEA laws. I thought they
should have pushed it further. Authorities are always trying to tell doctors
what they think doctors should do; but only the wimpy doctors listen.

No one, the DEA or HMOs or any insurer, gets to tell me what to do.
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When they say, “We won't approve this,” I say, “Let me talk to your boss”
The boss says, “We won't approve it” I say, “Let me talk to your boss” I ac-
tually teach this: when you get to the third level, it always gets approved.
There is no such thing as disapproval. Its a myth. It's just a bureaucracy
to convince docs not to do something, or to make it so difficult for them
that theyre not going to make the effort to do it. Ultimately I've never
had anybody say no. It just depends on how far you want to—or have the
time to—push the envelope; that’s the issue.

Physicians have the capability of pushing the envelope; whether they
do it or not is another issue. Physicians have a huge amount of power,
but the reality is, most of them are wimps. Of course, if you fight, there’s
a cost to you—it's one of the reasons I never made any money in medi-
cine. And you do develop a reputation of being a pain in the ass. But I
also have the reputation of taking care of my patients. I've always tried
to be the “best doc” in town, whatever that is, or at least as good as they
come. And I'm a mainstream doc, despite the fact that I have some views
that are not mainstream. I've never been a “marijuana doc” I've kept my
credibility because I've never prescribed it [marijuana] to anybody but my
current patients.

But there’s really no question about the usefulness of marijuana. It’s
such a tragedy that people are so uptight about it. I've quit the Califor-
nia Medical Association (CMA) two or three times, including right af-
ter Proposition 215 [the California medical marijuana law] passed. Rather
than the California Medical Association coming out and saying, “Mari-
juana is a potentially useful medication and finally we have something
that will protect our doctors who recommend its use,” the CMA instead
did their usual, very conservative thing of, “Be very careful, this may not
be good”
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Set and Setting

Accidental Activists

On March 24, 1973, Valerie Leveroni and Barbara Raymond, students at
the University of Nevada, were returning to Reno after spending the day at
a hot spring near Pyramid Lake. As they drove south along Highway 395,
Barbara, who was at the wheel of Valerie’s Volkswagen, suddenly noticed
a small plane heading toward the car, fairly high up but clearly descend-
ing toward the highway. Thinking that the pilot might be in trouble, Val-
erie suggested that they pull off the road in case he was intending to make
an emergency landing on the highway. The plane continued to descend
as the car came to a stop, but instead of landing it passed just a small dis-
tance above and to the left of the car, so close that Barbara was able to see
clearly that the pilot had a moustache. The plane roared past, and the two
young women realized with amazement that there was no emergency at
all, that the pilot was just recklessly playing around with them.

Valerie: We get back on the road, and we're thinking, my God, that’s just
so dangerous and crazy that anyone would do that. Hard to believe. We're
driving for a few more minutes and I hear my friend suddenly gasp and,
simultaneously, I hear the plane. I look up and there’s the belly of the
plane right over us, coming up from behind. So what hed done is make
a loop around Pyramid Lake and come back and fly right over the top of
our car. And that’s what my friend saw in the rearview mirror. That’s why
she gasped. Our car suddenly lifts off the ground from the turbulence of
the plane going by, and my friend loses control of the car. We skidded off
the road and the car rolled over three times. Both of us were ejected on
the third roll.

Fortunately, an off-duty sheriff, who had been out hunting arrowheads
with his son, witnessed the first pass made by the plane. The risky stunt
captured his attention, and he was watching through binoculars when it
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returned and forced the little automobile off the road. He was able to re-
cord the plane’s identification numbers; he then radioed for emergency
medical assistance. Both women were found unconscious at the scene.
Barbara had broken several bones, including her left shoulder, femur, and
wrist, and Valerie suffered severe closed-head trauma.

Valerie: As a result of the head injury, I began having massive, uncontrol-
lable seizures, sometimes as many as five a day. I was constantly being
hospitalized. The doctors tried to control the seizures with drugs—Myso-
line [primadone], phenobarbital and Dilantin [phenytoin]—and Perco-
dan and Valium [diazepam] for pain. They tried many others, and noth-
ing really worked. So the whole thing, the injury and the medications, left
me feeling deeply depressed, and very impaired. I couldn’t read, I couldn’t
focus my eyes, I couldn't comprehend, and I couldn’t retain information
if I did comprehend it. I couldn’t take a bath by myself or even spend
an afternoon alone, because of the seizures. And the drugs made me feel
so weighted down, like I was living underwater, under a veil or in a fog.
Anticonvulsants are powerfully strong drugs. The side effects can damage
your liver, kidneys, and connective tissue. They also affect your gums and
teeth; there are a lot of serious and injurious side effects. But the stoned
part of it was the worst; they made me feel absolutely numb and stupid. I
had to drop out of school, of course. At first, I tried to go back, but I had
a seizure and fell right down the stairs.

In June 1973 Valerie met Michael Corral, the man who would eventu-
ally become her husband and primary caregiver. Mike was dismayed by
the severity of Valerie’s convulsions and, after finding her bleeding and
unconscious on the floor at home, became afraid to leave her alone for
any length of time. In 1974 he located an article in a medical journal in
which researchers reported that marijuana was used successfully to con-
trol seizures in laboratory animals." He shared the information with Val-
erie, who was skeptical but increasingly desperate.

Valerie: T was seeing the best neurologists and, I mean, what's the purpose
of seeing the neurologists and not using the medications they recom-
mended? But the seizures were uncontrollable even though I was on the
medication. They didn’t stop them, or really even diminish them. Then
Mike read about the marijuana experiment, and we looked at each other
and I kind of went, “No, it can’t be. It’s ridiculous. How could that work?”
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In any case, it appeared that it did work, so I tried it. I would keep a joint
rolled. and keep one in different rooms, keep it in my pocket. If I felt an
aura coming on, I would smoke, because I had a couple of minutes before
the seizure would hit. The moment I felt it, I would smoke pot right away.
And as soon as I started using the marijuana, we immediately noted a
difference in the spasms. Within weeks, we noticed a lessening of the sei-
zure activity itself.

After experimenting over a period of several months, Valerie stopped
taking the pharmaceuticals and, to her immense relief, found that a small

Valerie and Michael Corral. Photo courtesy of Jean
Hanamoto.
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amount of marijuana taken every day seemed to control her convulsions.
Although cannabis is an intoxicant, she rapidly developed a tolerance to
its comparatively mild psychoactive effects, and her mental clarity quickly
returned. To ensure that Valerie would have reliable access to organically
grown cannabis, the Corrals began cultivating a few marijuana plants at
home despite the risk of arrest for violation of state and federal laws.

Valerie: I don't think either Mike or myself have ever been very preoccu-
pied with the notion of risk. Not that we didn’t understand there is some
risk. Of course there is some risk, but we never lived in fear of it, with the
shadow of that fear. I think it was primarily because I had already had the
experience of living without marijuana and the way my illness completely
controlled my life. Maybe being an outlaw felt more realistic than being
without the means to control the illness. Living outside the law was the
obvious thing to do; it wasn't as though it was something that was wrong.
So that is why I never think of myself as a criminal.

From Patient to Outlaw

During the late 1970s and throughout the 1980s, Valerie Leveroni Corral
and Michael Corral lived a quiet, rural life, focusing their energies on
Valerie’s recovery from the injuries she sustained in the 1973 automobile
accident. The Corrals not only grew their own food, they also discretely
grew a small number of marijuana plants for Valeries use in manag-
ing her epileptic seizures. In August 1992 this quiet life was disrupted,
and then completely transformed, when a helicopter flyover, funded by
a state marijuana eradication grant,” identified five marijuana plants in
their garden.

This was not the first time the Corrals had been approached by law
enforcement officers who had spotted marijuana on their property. But
in the past, Valerie’s explanation of her medical need had always sufficed.
This time, however, the Corrals were arrested. Given the small number
of plants and a local culture accepting of cannabis, the district attorney
offered Valerie and Michael reduced charges through a drug diversion
program. According to Michael, “We spent the next four or five weeks
agonizing: should we challenge the law or should we just cop a plea and
get a minimum fine with probation and walk?”

For the Corrals, accepting diversion would have meant attending drug
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abuse classes and successfully observing a period of probation in which
no marijuana could be used. Michael Corral was able to accept the of-
fer, but Valerie was in a more difficult position. Cannabis controlled her
seizures. How could she promise not to use it? She decided she could not
accept diversion.

During her subsequent trial, Valerie argued that her marijuana use was
a medical necessity; it would be both unethical and dangerous for her to
promise not to use a substance both she and her physician believed al-
lowed her to live a seizure-free life. Her trial took place just weeks before
Santa Cruz County residents were to vote on a groundbreaking medical
marijuana initiative, Measure A.’>

Michael Corral: I have to admit that, before our arrest, we had never really
thought about marijuana as being political. We were pretty much totally
unaware that there was any kind of medical marijuana movement around
at all. We lived back in the woods and just minded our own business, do-
ing our own thing. The arrest changed all that; the people involved in the
Measure A campaign found out about us and Valerie became the poster
child for the initiative.

In October 1992, Municipal Court Judge Richard Atack ruled against
Valerie, despite finding that she had indeed satisfied most of the legal
points of medical necessity." While the ruling was a disappointment to
the Corrals (who quickly appealed the decision to Superior Court), it may
have helped ensure the passage of the local medical marijuana initiative
the following month by an astonishing 77 percent of Santa Cruz voters.
The Corrals thus effectively transformed what had been their personal
medical challenge into an important public issue.

Measure A instructed the sheriff’s office and the district attorney to
“exercise discretionary powers . . . to minimize the impacts of current
drug laws in cases of medical use”® The district attorney, Art Danner,
acknowledged the connection in the public mind between the need for
Measure A and the arrest of patients like Valerie Corral, but he argued
that, even prior to the passage of the local initiative, his office used discre-
tion in medical cases: “The woman has already been offered a drug diver-
sion program and reduced charges but has turned down the offer.”

But Danner was clearly impressed by the overwhelming support
Measure A had received in the county, and, on the Friday before the Cor-

ral case was scheduled to go to trial in Superior Court, the DA’ office
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made the surprise announcement that they were dropping the charges.
Danner explained: “She [Valerie Corral] made a very strong showing
[of medical necessity] and I think if it had gone to trial, she would have
clearly been found not guilty”” The local sheriff’s department, however,
did not share this view. Not only did they announce that they were “un-
happy to learn charges had been dropped,”® but, within six months, the
sheriff’s department responded to the public’s demand that they exercise
discretion in medical marijuana cases by once again arresting Valerie Cor-
ral for marijuana cultivation.” This time, however, the district attorney’s
office refused to even file criminal charges.

The two arrests made the Corrals public figures who were increasingly
sought out by others in the community struggling with serious illness and
attempting to secure marijuana for themselves or a loved one.

Michael Corral: We kept making the front page of the Santa Cruz Senti-
nel and, within a couple of weeks, we started getting phone calls, mostly
from terminal people with cancer. At first it was only four or five people,
but we knew it would grow. We started meeting with the district attorney
and city and county officials and, in November 1994, a new sheriff was
elected in Santa Cruz County who was open to a dialogue with us. In
many ways, we didn’t realize what we were doing. We were just doing it.
There was this momentum happening. WAMM grew out of that neces-
sity, out of the sheer number of people contacting us, and having to deal
with law enforcement and with politics.

At first informally, and then in an increasingly organized fashion, Val-
erie and Michael began providing free marijuana from their garden to
a handful of local residents living with life-threatening illnesses such as
cancer and AIDS. The Corrals also became involved in helping to draft
a statewide medical marijuana initiative, California Proposition 215.'°
The “Compassionate Use Act of 1996” passed in every one of the state’s
fifty-eight counties, amending state law to permit patients to cultivate and
possess medical marijuana with a physician’s recommendation. Two days
after the passage of the new law, on November 7, 1996, the Wo/Men’s Al-
liance for Medical Marijuana (WAMM) was incorporated as a nonprofit
organization dedicated to medical marijuana research and education and
to providing organically grown cannabis to patients struggling with a va-
riety of chronic and life-threatening illnesses.
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The Wo/Men's Alliance for Medical Marijuana

From the outset, WAMM was designed as an exercise in compassion and
generosity— WAMM would never sell marijuana but instead would pro-
vide it free of charge to those in need. During the next six years, WAMM’s
membership grew to 250 patients who collectively cultivated their own
herbal medicine on the Corrals’ land in strict accordance with state and
local law. As the organizations mission statement explains, “WAMM
is a collective of patients and caregivers creating community, building
hope, dissolving barriers, providing support and medical marijuana at no
cost”'' WAMM members use marijuana for a variety of conditions, in-
cluding nausea and appetite loss related to cancer and AIDS treatments;
muscle spasticity and seizures accompanying multiple sclerosis, muscular
dystrophy, and epilepsy; glaucoma; and chronic pain.

In order to become a member of WAMM, a patient participant must
have discussed with their doctor the possible therapeutic value of mari-
juana and have procured a written recommendation that cannabis might
prove useful in managing the specific symptoms associated with their ill-
ness, disability, or course of treatment. The number of members the pro-
gram can accommodate is limited by the amount of marijuana the orga-
nization is able to grow. There is an extensive waiting list to join, and with
more than 8o percent of members living with a life-threatening illness,
the standing joke is that “people are literally dying to get into WAMM.”
This is dark humor indeed, as it is unusual for a month to pass without
the loss of a member or two; almost 200 members have died since 1996
—a particularly significant loss in an organization counting no more than
250 members at any given time.

These seriously ill patients and their primary caregivers not only col-
lectively cultivate marijuana, they also produce a variety of medicinal
products that members share among themselves according to need and
without charge.'” Rather than simply paying for their medicine, members
are encouraged to contribute volunteer hours to the organization, as their
health permits, by working in the garden; assisting with fund-raising;
making cannabis tinctures, capsules, and baked goods; helping each other
with informal hospice care; or volunteering in the office.

For the first few years, WAMM was literally run from a closet in the
Corrals’ home with Valerie as executive director and Michael as agricul-
tural director. Both worked full-time for the organization without pay.
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WAMM patient, Victor, works in the collective’s garden. Photo courtesy of Jean
Hanamoto.

Finally, as donations increased and WAMM began to secure some small
external grants, the group was able to pay the Corrals each a small sti-
pend and to begin looking for an affordable office space outside of the
Corrals’ home. Despite widespread sympathy for medical marijuana pa-
tients (as evidenced in broad voter support for both local and state medi-
cal marijuana laws), fear of violating federal law kept landlords from rent-
ing to the organization. This reluctance was understandable given the risk
of property forfeiture under federal drug laws.

In 2001, after years of searching, WAMM finally secured office space
in an old warehouse at the edge of town. Using only volunteer labor, an
inhospitable industrial space was transformed into a welcoming home
for the organization and its members. The members built walls, lowered
ceilings, repaired floors, and painted and furnished the rooms. The new
space meant that the organization could now hold workshops facilitated
both by members and by community partners (for example, the local hos-
pice project) and could offer support services such as a weekly meditation
group for WAMM members."? But having an office also meant the burden
of paying rent.
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Because WAMM has always refused to charge for marijuana, it is en-
tirely dependent on donations and grants to survive. WAMM’s fragile fi-
nancial health was compromised in 1998 when the federal Internal Rev-
enue Service (IRS) refused to recognize WAMM’s nonprofit status granted
by the California tax authority, the Franchise Tax Board. A federal official
representing the IRS expressed sympathy for the group but explained that
the agency felt compelled to revoke the organization’s nonprofit status be-
cause of federal prohibitions on the medical use of marijuana. This in-
creased the organization’s tax burden and made it more difficult to secure
outside funding.'*

WAMM suddenly found itself responsible not only for taxes on any fu-
ture income, but also for two years of penalties, fines, and interest for the
period during which they had been operating as an approved nonprofit.
The financial blow was substantial for an organization that has never had
an annual budget exceeding $145,000."?

Despite federal obstacles, and the almost-unimaginable challenge of
running a comprehensive social service organization on such a shoestring
budget, WAMM managed to survive and indeed thrive. Against all odds
and for over a decade, WAMM has functioned as a successful social ex-
periment in community health care, a defiant local response to federal
marijuana prohibition, and a grassroots research project on the delivery
and efficacy of multiple forms of medical marijuana.

That this should be true is as dependent on the setting of Santa Cruz,
in which WAMM took root, as it is on the remarkable efforts of its mem-
bers. Since its inception, WAMM has operated in full compliance with
state law, with the explicit endorsement of local public officials, and
—following a change of sheriffs—in close cooperation with local law
enforcement.

Santa Cruz

The improbable success and survival of the Wo/Men’s Alliance for Medical
Marijuana, achieved in the midst of an intensifying federal War on Drugs,
can only be understood by locating it within the specific social setting
and the particular cultural/political mind-set of the people of Santa Cruz,
California.'® As Sandra Morgen observes about the women'’s health move-
ment, “Local history always provides the soil from which particular orga-
nizations grow.”'” Santa Cruz is an outspokenly progressive community,
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proud of its more-openly radical members and their ability to capture na-
tional attention. A local bumper sticker urges residents to “Keep Santa
Cruz Weird”

The fertile land of Santa Cruz County has been long famous for its
“green gold,” though the reference was to lettuce, not cannabis. Prior to the
1960s, Santa Cruz was known as little more than a quiet fishing and agri-
cultural area with an aging population and good surf. But the community
did have a history of ignoring unpopular federal laws. During the years of
federal alcohol prohibition, from 1920 to 1933, the coastal community was
a center for smuggling. According to historian David Heron, “The general
public didn't particularly disapprove of bringing booze ashore. What they
got tired of in Santa Cruz was the corruption of public officials and the
occasional violence'*

Still, Santa Cruz maintained a fairly conservative profile until the 1960s.
In 1959 a local community college—Cabrillo—opened and began accept-
ing students; six years later, the newest—and most experimental —campus
of the University of California system opened: UC Santa Cruz (UCSC).
Both Cabrillo College and UCSC brought an infusion of progressive poli-
tics into the local community. In addition, just eighty miles to the north,
the San Francisco Bay Area had become the epicenter of 1960s social ac-
tivism through the burgeoning antiwar and Free Speech movements, the
antiracist militancy of the Black Panthers, and the counterculture of acid
rock and sexual liberation. Life in Santa Cruz was profoundly affected by
many of these social forces; as the local daily paper, the Santa Cruz Sen-
tinel, explained: “Provoked by the Vietnam War, the draft, the civil rights
movement and concern about nuclear weapons, protests grew larger and
more militant as the decade [the 1960s] progressed. Then-Governor Ron-
ald Reagan experienced the effect of Santa Cruz’s political culture when
he attended a UC Regents meeting [the university system’s governance
board] in October 1968. For three days, university students, joined by
their peers from Cabrillo and other community members, blocked buses,
heckled speakers and held rallies”"”

Changing social attitudes weren't limited to the college campuses, as
a 1967 comment by Santa Cruz Superior Court Judge Charles Franich
in the Santa Cruz press suggests: “Youd be surprised at the prominent
people in this county who think marijuana should be legalized”*® The
concern of longtime residents that their traditionally conservative town
was transforming only intensified in 1971 when the voting age was low-
ered nationally from twenty-one to eighteen, enfranchising local college
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students. And, indeed, by the late 1970s, Santa Cruz had a well-established
reputation as “an important center for the burgeoning women’s move-
ment, the gay and lesbian movement, the farm worker and the anti-war
movement.”*!

Even during the national turn to the Right in the 1980s, when Ronald
Reagan was elected to the presidency, Santa Cruz continued to move to
the Left. In fact, in 1981, for the first time in sixty years, progressives se-
cured a majority on the Santa Cruz City Council—a majority they have
continued to maintain. One important marker of the irrevocable shift in
the local culture and politics occurred in 1985 when the Miss California
Beauty Pageant, created in Santa Cruz some sixty years earlier, was forced
to relocate to Southern California in response to unrelenting, well-orga-
nized, and enormously creative feminist protests.*” Despite a devastating
earthquake in 1989, which destroyed much of the downtown area, and
an equally destructive rise in property values, which nearly eliminated
affordable housing in the private sector for most lower- and middle-in-
come residents,* in the last decade of the twentieth century the commu-
nity continued to function as a radical enclave within the progressive San
Francisco Bay area in one of the most politically progressive states in the
United States.

The “counterculture” and its drug of choice, cannabis, have survived
despite the fact that the community’s fortunes have become more closely
tied to the cycles of the dot-com industry (located just over the hill in
Silicon Valley) than they are to the boom and bust of marijuana planting
and prohibition. Nonetheless, in 1993 then-Sheriff of Santa Cruz Al No-
ren submitted a state grant application to fund “cannabis suppression and
prosecution,” arguing that such efforts were more necessary than ever:

Not only is marijuana grown in abundance here, it is used in abundance.
... The quality of Santa Cruz sinsemilla [seedless marijuana bud] is leg-
endary. . . . Prices for marijuana are very high. Unemployment rates are
twice the state average in our south county area. Rainfall this year has
been abundant. The county’s fiscal short comings and their reciprocal
effects to law enforcement are well publicized. The rumors that CAMP
[Campaign Against Marijuana Planting] is dead are rampant. The psy-
chological impact of Measure A [the local medical marijuana initiative]
permeates the community. This year has all the signs of being a bumper
crop year for marijuana producers and the criminal organizations they
serve.**
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Social Movement Spillover

In this fertile ground, Santa Cruz’s most famous “criminal” cannabis or-
ganization, the Wo/Men’s Alliance for Medical Marijuana, took root.
WAMM benefited not only from the overall progressive political culture
of Santa Cruz—including its widespread anti-prohibitionist perspective
on marijuana use—but also from earlier social activism specifically in the
area of health. In fact, many of the features of WAMM that seem most
distinctive—such as the free provision of medicine, the cooperative struc-
ture of the organization, and the central role of the empowered patient—
actually mirror the vision of earlier health and social justice movements.
Initiatives organized over the past thirty years, such as feminist women’s
health care organizing and AIDS activism—both at the local and national
level —inform WAMM’s structure, mission, and practices.?® Activists in
these organizations created “social movement spillover,’*® leaving in their
wake organizational and ideological resources available to WAMM. It is
no exaggeration to say that the medical marijuana movement is unthink-
able without those earlier interventions.

In Santa Cruz, decades of health activism have made commonplace
the notions that health care should be accessible regardless of ability to
pay, that physicians should work in close collaboration with their patients,
and that conventional “Western” medicine is only one healing modality
among many. This transformation began in the 1970s with the founding
of two important feminist women’s health care organizations: the Santa
Cruz Women’s Health Collective?” and the Santa Cruz Birth Center.?®
Both organizations reflected the ideals of the feminist health movement
that services should be provided “free, low-cost, or sliding scale,” based
on a client’s ability to pay.** Moreover, they should be presented in an
egalitarian setting emphasizing peer support and experiential training.
The birth center was staffed by lay midwives assisting women with home
births, operating strictly on a donation basis and providing services with-
out charge. The Santa Cruz Women’s Health Collective (now “Center”)
offered (and continues to offer) care provided by formaliy trained physi-
cians, but “doctors and staff always explain everything and are open to
patient suggestions”** More recently, in 1992, Santa Cruz feminist health
activists formed an additional organization, designed specifically to assist
women living with cancer, WomenCARE (Women’s Cancer Advocacy, Re-
sources, and Education). In the tradition of its older sister organizations,
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the groups mission is to empower patients by offering alternatives to “the
cancer establishment’s limited agenda”™' Each of these manifestations of
the local women’s health care movement provides WAMM with a model
both of health care as a right rather than a commercial commodity and
of patients as active participants in (not passive recipients of) medical
cate.

For WAMM, a more direct resource than even the feminist health care
movement, though, was the local legacy of AIDS activism. Since the in-
ception of WAMM, a deep connection has existed between the organiza-
tion and local AIDS activists. As Valerie Corral reports, “A lot of our early
participants were from the AIDS community—in part because it was a
community, and in part because they had to have already come out. It
created a kind of resilience and bravery.”

Not only have people living with AIDS received marijuana from
WAMM to help manage the symptoms of their disease (and the side ef-
fects of treatment), but local AIDS organizations and activists have pro-
vided critical material support to the medical marijuana organization.
“Bill,” a fifty-three-year-old WAMM member, explains how his AIDS ac-
tivism made clear to him the need for an organization like WAMM:

One of the first cases of AIDS in Santa Cruz in the early 8os was a good
friend of mine. A really nice guy and suddenly he’s sick like I'd never seen
somebody sick before. He’s got layers of problems. I got talking with a
couple of other men about it and said, “We've got to do something and
we've got to do it fast” Turns out they were already planning to set up an
AIDS project or whatever we were calling it at the time. I started working
with them. But I didn’t want to have anything to do with the administra-
tive kinds of things. So I started working with people who were sick.
People were sharing all the information they had: the medicines they
were using, the problems they already knew could come up, the oppor-
tunistic infections that would occur and how to treat them. A huge prob-
lem with the HIV virus was that people would quit eating. When you're
nauseous, you don’t want to eat. You're just afraid you're going to throw it
back up. The medicines cause it and the sickness itself sometimes causes
it. And then there were things in the 8os like the wasting syndrome; I can
see it now. People looked like they came from Auschwitz. We found that
marijuana really helped people eat again. I talked to other people in SCAP
[the Santa Cruz AIDS Project] and they all agreed that it was a necessary
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thing but there was a lot of risk in it. And how to do it was questionable.
I couldn’t grow on my land; 'm surrounded by other houses and there’s
always kids taking shortcuts through my property. So the biggest prob-
lem was procuring and distributing. How were we going to do that?

It was around the same time that WAMM was starting up; they were
starting a co-op and I pledged to become a part of it. I wanted WAMM
to be a more successful vehicle for supplying marijuana than just under
the table. I like being up front and honest and ethically correct in my life.
And this provided such an opportunity for that.

Another WAMM member, Jeremy Griffey, also entered medical mari-
juana activism through involvement with AIDS:

I lived with Randy for twenty-one years and then he became ill. For a
while, he was on AZT [azidothymidine, the first antiretroviral drug ap-
proved in the treatment of HIV] and so sick; they were frying them on
AZT in those days; they just didn't know. We started giving him marijuana
on a regular basis to control the nausea and to try to get him to eat; but
the problem became getting it. Who do you know who isn’t a criminal?
Who do you know, period? When wed used it recreationally in the past,
wed just wait until someone had a lid for sale. But now it was something
he really needed. So many of my friends were getting sick and I watched
each of them pass before my eyes. It made me feel crazy having to fight to
get a simple thing like an herb to help them feel better. Anyway, one day
a dear friend of mine, Gary MacMillan, God bless him, God rest him (he
would appreciate that I mentioned his name), came over and said, “I have
a woman you have to meet, Valerie Corral, and—catch this—she is going
to give away marijuana. She’s having a meeting tonight, so whatever you
are doing, put it aside and let’s go.” That first real legitimate meeting was
held at the SCAP office that night; I guess there were twelve or fourteen
of us there. And Valerie laid out her dream. She knew exactly what she
wanted and she knew she needed the help of others to create it. She even
had a name for the organization: “I want it for the impact—WAMM: the
Wo/Men's Alliance for Medical Marijuana—but we can change that if you
want to” We loved it, of course. We elected officers and I became one
of the founding members. Now there are just a couple of us left; Gary’s
gone, Joe’s gone, Susan’s gone . . . God, it’s hard to believe they’ve all died.
Anyway, SCAP let us meet there until they found out we were going to
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distribute marijuana. And then they didnt want us anymore. As a matter
of fact, nobody wanted us.

Early in the AIDS epidemic, radical health care activists in Santa Cruz
became aware of another population heavily affected by HIV: intravenous
drug users. In 1989 Santa Cruz became the home of one of the nation’s
first “clean needle” programs, designed to reduce the spread of HIV by
exchanging used (or “dirty”) needles for new ones. The relationship be-
tween WAMM and the needle-exchange program offers another explicit
example of social movement spillover in which one organization provides
resources to another. It also suggests that, at least in the case of medi-
cal marijuana, the more marginal the health-related organization (and the
more stigmatized the population with which they work), the more solid
the collaboration. While SCAP provided initial meeting space, only the
needle exchange project was willing to allow actual marijuana distribu-
tion to take place in their one-room “drop-in center” in the downtown
area. The connection between the organizations went beyond an ideologi-
cal commitment to seeing illicit drug use as a health matter rather than
a criminal justice one. Several WAMM members contracted diseases
through the use of contaminated needles and used medical marijuana
to treat the symptoms; Valerie Corral was outspoken in her support of
harm-reduction strategies®* like needle exchange.

Another socially marginalized group that proved to be an early and
critical ally for WAMM was the local queer community. While AIDS
was the link for many gay men, from the very beginning there were also
many lesbians in positions of leadership within the organization, includ-
ing on the WAMM board of directors. In part, this was a reflection of the
fact that many of Valerie and Michael Corral's most significant relation-
ships were with lesbians and bisexual women. These activists brought to
WAMM decades of experience as political organizers both within health
care activism and in broader social justice and civil rights work. In this
way, WAMM was able to draw on the vast organizing experience of sev-
eral of the community’s most prominent local political activists, women
responsible for such high-profile events as the annual Gay Pride parade,
the Pink Saturday street dance, the Dyke March, and World AIDS Day
commemorations.>* The extremely close relationship between WAMM
and the local queer community also helped to keep the organization finan-
cially afloat; for many years, WAMM’s biggest annual social event—and
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most successful fund-raiser—involved staffing a booth selling T-shirts at
the Santa Cruz and San Francisco Gay Pride celebrations each June.

But WAMM’s close connection to, and reliance on, the gay commu-
nity and AIDS activists is far more organic than a strategic relationship of
shared practical and ideological resources. In fact, referring to this con-
nection in terms of “spillover” may be misleading. The image of social
movement spillover suggests distinct streams running in close proximity,
feeding one another as they overrun their banks. Perhaps a better meta-
phor is of a waterfall*® formed through the ideological pull and pleasure
of social change that has effectively compelled currents to join together,
increasing their collective power. But the relationship of WAMM to queer
liberation, economic justice work, and AIDS activism is much more inti-
mate than even those images suggest. It may be less the result of spillover
and more a reflection of what the Combahee River Collective called a si-
multaneity of oppression.*®

WAMM members come together as patients attempting collectively to
alleviate some measure of suffering and to challenge legal barriers to can-
nabis consumption. But the hardships they face as patients are often in-
separable from the challenges of poverty and discrimination. Sometimes
that poverty and discrimination are directly attributable to their illness;
but often they are at least exacerbated by inequalities of sex, race, social
status, or sexuality. This complex reality can create among members a
more expansive sense of social activism, of what the relevant “social issue”
really is, beyond a simple demand for access to medical marijuana. While
AIDS activism is certainly distinct from the medical marijuana move-
ment, drawing clear distinctions between the two may be less relevant to
a person living with AIDS relying on cannabis to manage the side effects
of treatment. Similarly, a homeless WAMM member undergoing cancer
chemotherapy and faced with the choice between federally subsidized
housing—which demands that residents be “drug free’—and the need to
use cannabis to control nausea, will have difficulty separating the issues of
poverty and the medicinal use of marijuana.

Patients Producing Knowledge

This experience by patients of intense and often multiple marginaliza-
tion is offset somewhat in an organization like WAMM by the prominent
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role these individuals play in public advocacy, education, and research.
In much the same way that early AIDS activists were forced to challenge
the assurnption that the sick and dying are no more than victims who
occupy the position of passive recipient of scientific and medical exper-
tise, medical marijuana patients also often find themselves on the front
lines, challenging conventional wisdom, educating their physicians and
the public, and demanding access to effective treatment. As Steven Ep-
stein observes, it has “become something of a cliche to say that the doc-
tor-patient relationship will never be the same in the wake of AIDS”*
Indeed, “embodied health movements,*® from feminist women’s health
care and AIDS activism to the medical marijuana movement, have col-
lectively posed a significant challenge to the traditional monopoly on
medical expertise previously claimed by physicians and scientists. These
movements have effectively emphasized the collaborative role of patients
in producing knowledge about disease and treatment and in shaping re-
sponses to it.*’

Another useful legacy for medical marijuana advocates is the challenge
AIDS posed to the idea that only the most rigorously designed, random-
ized, double-blind study could produce scientific data of any use.*® As
Steven Epstein describes, AIDS activists proposed a more pragmatic ap-
proach that would be “less preoccupied with the formal rules that prevent
‘contamination’ and more open to the varying of experimental design in
recognition of practical barriers, ethical demands, and other ‘real-world’
exigencies”*' As with AIDS activism, the reliance within the medical
marijuana movement on the patient as knowledge producer is born of
necessity—federal opposition to cannabis has stifled more methodologi-
cally rigorous, scientific research.*> The medical marijuana movement is
certainly not “anti-science” but is, instead, committed to expanding what
counts as knowledge and who can be said to legitimately produce it. In
the words of sociologists Susan Cozzens and Edward Woodhouse, such
movements attempt to “re-value forms of knowledge that professional sci-
ence has excluded, rather than to devalue scientific knowledge itself**

In the tradition of AIDS activism, medical marijuana patients have at-
tempted “not only to reform science by exerting pressure from the outside
but also to perform science by locating themselves on the inside. . . . Most
fundamentally, they claim to speak credibly as experts in their own right
—as people who know things scientific and who can partake of this spe-
cial and powerful discourse of truth”** This has meant an insistence on
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the importance of “anecdotal evidence” coupled with a demand that bar-
riers to more formal research be lifted. In the meantime, federal obstacles
to scientific research have made organizations like WAMM especially sig-
nificant as “real world” laboratories for those working in the field. Not
only have several medical marijuana researchers made use of data col-
lected by WAMM, but WAMM cofounder Valerie Corral has herself au-
thored a peer-reviewed article published in a scholarly journal.*®

Medical marijuana patients are key producers of knowledge about the
therapeutic effects of cannabis; they are also responsible for much of the
education of the public and the medical profession on this issue. Dur-
ing a 2004 congressional hearing on medical marijuana, the head of en-
forcement for the Medical Board of California, Joan Jerzak, observed that
the flow of information on medical marijuana is largely from patient to
physician: “As you know, the traditional medical model flows from the
presentation of ideas that lead to new emerging medicines. . . . And phy-
sicians are traditionally introduced to these new methods through educa-
tion settings and through ongoing review of medical journals. In contrast,
alternative medical modalities, such as medical marijuana, are typically
consumer-driven, whereby the consumers find out about a particular mo-
dality or treatment and may ask their practitioners about it

While Jerzak's comments acknowledge the role of the patient in alert-
ing doctors to alternative treatment modalities, her remarks also serve to
transform the patient into no more than a demanding consumer, effec-
tively depoliticizing the interaction between patient and physician.*” But
medical marijuana patients, especially those organized in patient coop-
eratives, are much more than simple “consumers” This is especially true
within the structure of WAMM, where patients produce their own medi-
cine, thus directly contesting the market-driven model.

In addition, many physicians acknowledge that it is the medical mari-
juana user, not the health care provider, who is the expert in this area of
medicine. Dr. Joseph McSherry, for example, opened his 2006 remarks on
medical marijuana at the Godnick Center in Vermont noting: “I asked a
very good friend, who happens to be a medical marijuana patient, what
I should tell you today. He said to tell you not to ask a doctor. Doctors
don’t know [expletive] about medical marijuana’*® McSherry, a neuro-
physiologist and PhD associated with Fletcher Allen Medical Center and
the University of Vermont, concluded that his friend was largely correct,
telling his audience, “You’ll probably be more educated than your doctor
by the time we get through”*®
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Stigma Spillover

While some well-established professional and patient-support groups have
publicly endorsed the medical use of marijuana,® many organizations are
uncomfortable, at best, with grassroots medicine practiced outside, or
alongside, conventional pharmaceutical and regulatory channels. This is
especially true when the drug in question has a long and stigmatized his-
tory of recreational use. Marijuana carries the inevitable burden of a med-
icine that, in the words of one law enforcement officer, “will always wear
blue jeans”*' Diane Dias, a fifty-one-year-old breast cancer survivor, of-
fers one recent example of the effect of medical marijuana’s tainted status:

I've been doing the American Cancer Society twenty-four-hour Relay for
Life walk in Santa Cruz for the past three years, carrying the “survivor’s
banner” The first year I had hair; the second year I was bald. The third
year, which was last year, I was able to present them with a check from
WAMM for $150 as a donation.

[ called the American Cancer Society after a couple of weeks to ask for
a receipt so we could do our paperwork on the donation. Within twenty-
four hours, I had the regional director on the phone with me. She says,
“Im sitting here holding your check and I can’t accept it” She says it’s
because she works for an organization that “doesn’t believe in medical
marijuana.” I said, “Not believe? Marijuana is what got me through my
chemo and my radiation. Not one more pill; not Marinol. It was the pot
that got me through it” I was livid and really hurt at the same time. Like
our money wasn't good enough for them when maybe that $150 would
have helped to find the cure. It breaks my heart.

The reservations about medical marijuana by more-mainstream health
organizations have helped to reinforce WAMM's reliance on both the per-
spective of, and resources available through, more radical health-related
organizations, such as the local AIDS project and needle exchange ac-
tivism. While WAMM clearly has benefited from both ideological and
material resources provided by those social movements, this association
may have intensified the already marginalized status of the movement,
the effect of something like “stigma spillover” WAMM'’s close associa-
tion with people living with AIDS, IV drug users, and homosexuals has
produced some tensions within the organization as well. As one member
who is gay observes, “One of the miracles of WAMM is that we are all
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WAMM members burning sage to bless the garden before the harvest. Photo
courtesy of Jean Hanamoto.

in the room together despite the fact that we have nothing in common
except that we are ill and need our medicine. That’s remarkable. You
have gay people in there who don't interact well with straight people,
and straight people who are afraid of gay people. There are women who
are involved with their own home and their own health who don’t have
much in common with some of the men. There is such a diversity there.
It's amazing”

Community within WAMM does not result automatically from that di-
versity, as “Codi,” a forty-nine-year-old woman with blindness and chronic
pain due to glaucoma, points out:

This is a very difficult program to run. For one, you have people who are
very ill, with HIV, full-blown AIDS, hepatitis. I don't fit into any of those
categories. 'm not as acutely ill as they are. I look at people with HIV
and AIDS and hepatitis and think, “You caused that, I didnt” So I take
a different perspective than a lot of these other people do. These people
are not my friends. 'm different from them. I come to the meetings, I'm
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friendly. But they arent my friends. I wish I could say otherwise, but
they’re not.

This ranking of the membership based on relative social stigma (with
gay men and IV drug users held responsible by some members for their
health problems, for example) clearly threatens organizational cohesion.
WAMM aspires to be a community, but it only imperfectly achieves its
objective, as “Hal,” one of the most active members, admits: “It's not that
WAMM fully functions as a collective, but it's a magnificent goal. The idea
of a collective, a community, is not easy for people. Still, I have to say that,
in WAMM, we have more people willing to try to achieve that than any
place I've ever been”

Because of the inevitable challenges of creating community across
difference and in the face of a hostile and threatening federal police ap-
paratus, the support of the broader community has been especially im-
portant to the survival of this fragile social experiment. Both informally
and formally, the city, county, and citizenry of Santa Cruz have embraced
WAMM. As one local resident living with AIDS reports: “When I moved
to Santa Cruz in the 1990s, the AIDS Care Team at the local county
health clinic told me about this amazing medical marijuana organization,
the Wo/Men’s Alliance for Medical Marijuana. I was amazed. Here were
county health workers telling me how to get medical marijuana. It was
wonderful. I have to say that Santa Cruz county has been just incredible
and so has WAMM”



Nobody Enforces

Every Single Law

Interview with Mardi Wormhoudt,
County Supervisor and Former
Mayor of the City of Santa Cruz

It is of great interest to me that even in the conservative parts
of this county, where you generally do not find liberalism on social is-
sues, even there, the Santa Cruz medical marijuana initiative passed [in
1992]. A lot of the people who worked on the local measure went on to
do the state initiative [Proposition 215]. In general, things have gone fairly
smoothly here around this issue. We actually have a county sheriff who
has been quite willing to work with medical marijuana advocates, who
wants to find a way to honor the spirit of the ordinance. He walks a fine
line because, as county sheriff, he is bound to enforce the law and respect
federal law and so on. But I know that he has no interest in arresting
patients who use medical marijuana or the people who provide medical
marijuana.

Mark [Tracy, the sheriff] and I have an excellent relationship even
though we disagree on a number of things. He and I have been very op-
positional on the issue of state grants for marijuana eradication, for exam-
ple. Its a ridiculous state program, totally ridiculous. The nature of how
people grow drugs has changed incredibly and flying helicopters around
the county while dressed in camouflage, it’s just boys playing war. It’s silly.
Most of the large-scale commercial marijuana production has gone in-
doors, not outdoors. It's not done that way anymore. If you look at the
reports year to year about how much marijuana they have confiscated and
where they get it and so on, most of it is not from those raids anymore.
I don't like helicopter law enforcement period. Its a ridiculous program
and a stupid way to spend $250,000. We can do better than that, at least
at the local level.

60
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I don't, however, feel very hopeful about influencing federal law in
terms of medical marijuana. I just don’t. I mean I could tell you that we
should work to change the federal law; well, sure we should. But do I feel
it’s going to happen in my lifetime? Not really. But in terms of policy, cer-
tainly policy, can be changed. For instance, I do think that the federal gov-
ernment could be respectful of state law and local law on this issue. Fur-
thermore, we all know that all law enforcement agencies have priorities.
Nobody enforces every single law. You don't have a cop at every stop sign.

It’s just crazy for the DEA to be paying attention to marijuana issues.
God knows there are far more harmful drugs around. I continue to hear
that in Santa Cruz there is a major problem with heroin, there is a major
problem with amphetamines, crank, crack. My understanding is that the
city of Santa Cruz has asked the DEA for help with dealing with those
problems and didn't get whatever they needed. I'm not particularly ad-
vocating having the DEA come into Santa Cruz County. But if they are
going to become involved, Id like fo see them working with local law
enforcement to deal with major drug providers dealing hard drugs like
heroin and amphetamines. And that’s a question of policy, not legislation.

We need to have the courage to articulate and define an alternative to
the War on Drugs. We lost that war a long time ago. Give it up. I can
tell you that 8o percent of the people booked in the county jail are there
for drugs. It may not be a drug arrest; it may be for prostitution or bad
checks or any number of things. But if you look at what is going on there,
it’s a drug arrest really. It’s about people getting money in some fashion to
get drugs. It’s ridiculous. It fills our jails and costs us a fortune. I mean,
it is amazing what the War on Drugs costs us. And without absolutely
any positive effect at all. I think it is a disaster; it only really benefits the
prison industry.

It costs the county a great deal of money to keep people in jail. When
we try to put money aside for things like beds in treatment facilities, ev-
eryone is like, “Well, I don't know whether we should do that. Is that a
good use of our resources?” But nobody asks, “Well, gee, do you want to
spend that much on jail beds?” You don’t hear that.

I don’t think the drug war has worked, but other things do work. I
think we've shown that. And I don’t just mean things like treatment pro-
grams and early intervention. If you want to talk about root causes, you've
got to talk about poverty, you've got to talk about people who see no fu-
ture out there for themselves, for good reason. That is a population that is
growing and whose conditions are getting worse.



62 Nobody Enforces Every Single Law

We also have to acknowledge that we have a confused attitude toward
drugs—they are seen as a problem but increasingly also as a solution to
problems. A friend of mine who lives out of town, for instance, is going
through a disastrous breakup. She keeps calling me. She lives in a place
where she has no friends, everything is a mess. She calls me, totally out of
control, and I said to her, “Youve got to find a doctor. You've got to go see
someone because you have to get a handle on this” She called me back;
she had gone to the doctor and he had prescribed Ativan. She was doing
much better. Didn’t mean that it solved all her problems, but she was at
least calm enough where it looked like she could start to look at some of
this stuff.

You can say we all reach for drugs in this society. In this case, I wasn’t
even critical of it; I was extremely relieved, despite the fact that the drug
she was prescribed, Ativan, is extremely addictive. But for her, in that mo-
ment, it was the right thing to do. There are probably other drugs [you
have access to] if you are in another economic position. There is a lot of
self-medicating that goes on in this society. If you're really stressed out,
having a horrible time, you take what is available to you. Alcohol and
drugs are a big part of this society, at all levels. What’s funny is that we are
so judgmental about some and not about others.

It may be that the issue of medical marijuana is a way to begin to talk
about all of this. There is an incredible amount of support for medical
marijuana among people who would have a harder time talking about
drug-policy reform in relation to other drugs. I think Valerie and Mike
[Corral, the cofounders of the Wo/Men's Alliance for Medical Marijuana]
have been exactly the right people, in the right place, at the right time,
to represent this issue. First of all, there is the protocol they use; what
they do is so clean. There just aren’t any questions about what they’re do-
ing. And that has not been true for every medical marijuana distribution
center. There are examples in a lot of other communities where stuff goes
out the back door. But they have been so exemplary in their protocol that
there are no questions like that. And they’re both very charismatic. That’s
also a good thing for leaders on an issue like this. Not to get into a cult
of personality thing, because I know that there are tons of other people
doing hard work and all. But as the spokespeople for this, they have been
phenomenal. They've helped to bring attention to the issue on a local and
a national level.

I suppose some people think it’s typical that Santa Cruz would be a
center for this kind of activism. But I don't really care whether people
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outside of our community think Santa Cruz is weird or wonderful. That
never struck me as anything that is very important. What I do think is
important is that people have as much power as possible over the issues
that affect their daily lives. The people who live in this community have a
right to that.
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The Greening of
Modern Medicine

Obstructing Science

Throughout the late 1990s and the early years of the twenty-first century,
the U.S. Supreme Court consistently ruled in support of federal authority
over the cultivation and possession of marijuana even for medical use.
The justices often appeared sympathetic to the plight of patients, but the
majority refused to challenge federal power in this area. The prevailing
view appeared to be, as Justice Stephen Breyer suggested, that patients
would be better served by working with the federal government rather
than against it. Going through the Federal Drug Administration to get
marijuana formally approved as a medicine, Breyer argued, would be “the
obvious way [for patients] to get what they want. . . . And while the FDA
can make mistakes, I guess medicine by regulation is better than medi-
cine by referendum.”’

Breyer’s comments ignore the already more than thirty years of ef-
fort by patients and researchers seeking to obtain federal reclassification
of marijuana to allow for medical use. As Dr. Rick Doblin, a prominent
drug policy critic, has observed, those who have attempted to conduct the
necessary research for FDA approval have discovered that the normal ap-
proval process has been “politically hobbled” by the “systematic hindrance
of scientific research by governmental agencies over the last several dec-
ades”* These governmental agencies most prominently include the Drug
Enforcement Administration and the National Institute on Drug Abuse
(NIDA). As the American Civil Liberties Union (ACLU) points out,
“NIDA discriminates against scientists who seek to study marijuana’s ef-
ficacy and safety. Such research clashes with NIDAs mission to study only
the harmful effects of drugs>?

It's not surprising that agencies devoted to the dangers of drug abuse
might be uneasy about scientific research focused on the therapeutic value

64
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of the nation’s most popular illegal drug. What is surprising, however, is
that the DEA and NIDA have been in a position to block even carefully
designed, FDA-approved research on the medical value of marijuana. This
veto power is the product of a legal monopoly enjoyed by the National In-
stitute on Drug Abuse on the supply of all marijuana to be used in FDA-
approved clinical trials. Such an arrangement is unique to marijuana; for
every other controlled substance—including other Schedule 1 drugs such
as heroin and LSD—researchers can apply to a number of licensed sup-
pliers. But in the case of marijuana, scientists are only allowed to request
cannabis cultivated at a single NIDA-licensed facility at the University of
Mississippi. The DEA and NIDA have the right, frequently exercised, to
refuse researchers access to that marijuana. As Betty Gillespie Pollack, the
executive director of the San Francisco Medical Association, observes,
“Researchers have attempted to start such studies, only to be blocked by
law enforcement agencies that won't give approval™*

Yet without apparent irony, in 1997, after more than a decade in which
all clinical research into the safety and efficacy of marijuana as a medicine
had been blocked by the DEA, federal “Drug Czar” Barry McCaftrey an-
nounced, “Drug policy must be based on science, not ideology.”> On its
Web site, the DEA has made similar claims, boldly announcing that, when
it comes to “‘Medical’ Marijuana, the DEA recognizes the importance of
listening to science”® While it is possible that the DEA and NIDA have
indeed been listening, science must not have been saying what the agen-
cies wanted to hear.

In the 1980s, before NIDA fully sealed off access to marijuana for clin-
ical trials, more than thirty states enacted legislation to make cannabis
available to cancer patients through state research programs.” The federal
government immediately began impeding such studies; only six states
were successful in securing NIDA marijuana for their research programs.
Nonetheless, in each of those state studies, researchers reported that can-
nabis did indeed have “therapeutic efficacy for patients undergoing cancer
chemotherapy.”®

From 1986—when the last of the state studies was completed —until
1998, not a single new patient in the United States received cannabis in an
FDA-approved study despite ongoing interest within the medical research
community.” Rather than allowing unfettered research into the medici-
nal uses of the cannabis plant, the federal government instead diverted
scientific research into the development of a pharmaceutical substitute.
Seventy-five percent of the funding for research into synthetic THC (one
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of the therapeutically active components in marijuana) came from the
federal government. The resulting prescription medication, Marinol, was
approved for use in treating precisely the conditions (nausea and vomit-
ing associated with cancer chemotherapy) that the six state studies had
suggested marijuana could effectively treat.’® As attorney and policy an-
alyst Alice Mead remarks, “Once Marinol was available by prescription,
the federal government contended that the use of smoked cannabis was
unnecessary.”'! The development of Marinol provided federal drug pro-
hibitionists with an important—if contradictory—argument against the
rescheduling of marijuana for medical use: not only does cannabis have
no medicinal value, but also all its important medicinal effects are better
delivered in the form of a pill than a plant.

The preference for a pill over a plant necessarily relied on ideology, not
science, especially because the federal government stifled research that
might have compared the efficacy of the botanical to the synthetic forms
of the drug. The twelve-year federal blockade on clinical research into the
therapeutic efficacy of the botanical drug was only breached in the late
1990s through the force of what Justice Breyer disparagingly referred to
as “medicine by referendum?” In 1996 voters in California authorized the
cultivation and use of marijuana by eligible patients and, simultaneously,
established a Center for Medicinal Cannabis Research to be located at the
University of California at San Diego.'? Two years after the California ref-
erendum, Dr. Donald Abrams of the University of California at San Fran-
cisco received the first NIDA marijuana for use in a clinical study in more
than a decade.

Abrams’s study had already received FDA approval three years earlier,
but, until the passage of the California law, NIDA had blocked the re-
search. According to Rick Doblin, once the California law was in place,
“NIDA indicated to Dr. Abrams that it might be willing to work out some
arrangement whereby his long dormant FDA-approved study could go
forward”'* But in a telling example of NIDAs enduring reluctance to al-
low research into the therapeutic value of cannabis, in order to receive
marijuana needed for his study, Abrams had to redesign the research
protocol. While the FDA-approved protocol had focused on testing the
safety and efficacy of using marijuana to treat AIDS-wasting syndrome,
NIDA demanded that the study be transformed into an assessment of the
risks of cannabis use by AIDS patients.'* According to the San Francisco
Chronicle, “At the insistence of government funders, the Abrams study did
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not set out [as originally intended] to prove or disprove the contention
of medical marijuana advocates that smoking pot can improve appetite,
body weight, and well-being of patients with AIDS, cancer, and other
wasting diseases. Abrams’ stated goal in this [revised] study was to deter-
mine whether the chemical components of marijuana in any way inter-
fered with the body’s ability to break down the components of protease
inhibitors [the antiviral drugs used to control HIV]*®

Abrams’s study produced intriguing results; not only did he find no
risk to AIDS patients consuming cannabis, but, in fact, his study sug-
gested that patients appeared to benefit from use of the drug. Despite no
longer being the central research question, Abrams managed to take “a
little peek to see if there was any change in appetite, caloric intake, and
body composition”® among those patients suffering from AIDS-related
wasting syndrome and nausea. Patients who smoked marijuana gained 7.7
pounds compared to an average of only 2.9 pounds gained by those taking
a placebo.'” The need to “sneak a peak” at potential benefits of cannabis
use while reorienting research to focus on risks demonstrates the power
of federal drug abuse administrators in limiting what scientists have been
formally allowed to study.

In a direct challenge to that power, Dr. Lyle Craker, the director of the
University of Massachusetts at Amherst’s Medicinal Plant Program, at-
tempted to break NIDA’ long-standing monopoly on access to marijuana
for scientific research. In June 2001 Craker applied for a license to estab-
lish a small medicinal cannabis production facility as an alternative source
of marijuana for FDA- and DEA-approved research. The treatment his ap-
plication received would seem comical if the consequences of a continued
NIDA monopoly on marijuana were not so serious. For six months after
submitting his application, Craker heard nothing from the DEA until, in
December 2001, he was informed that his application had been lost."® A
photocopy of the original would not be accepted. In July 2002, as Craker
worked to reassemble his documents, the original application suddenly
reappeared, returned unprocessed to Dr. Craker, without a cover note or
comment except for a DEA date stamp indicating its receipt a year ear-
lier."” Craker quickly resubmitted the original application but it was not
until March 2003—more than twenty months after the application had
first been submitted—that the DEA responded, and then only to inform
Dr. Craker that he would need to submit “‘credible evidence' that re-
searchers were not adequately served by NIDA cannabis”* After Craker



68  The Greening of Modern Medicine

supplied this evidence, the DEA once again held his application for an-
other full year without taking any action to approve or deny it as required
by law.

Finally, in July 2004, a full three years after submitting his application,
Dr. Craker—joined by Dr. Rick Doblin, patient-activist Valerie Corral of
WAMM, and the ACLU—sued the DEA for unreasonable delay.*' Alan
Hopper of the ACLU explained his organization’s decision to join the law-
suit noting, “We believe scientists and researchers should be able to pur-
sue the truth about all drugs. . . . They [members of the federal govern-
ment] always say we need more research, but at the same time, they block
it. The government is placing ideology above the health and safety of pa-
tients”?*> Dr. Lyle Craker observed, “Only through unobstructed medical
research can doctors and scientists determine the value of marijuana in
treating human afflictions. My job is to make plant material available for
research, and the refusal of the DEA to allow me to grow marijuana for
medical research prevents a full investigation of the potential health bene-
fits of the plant material”** The increased pressure on the DEA generated
by lawsuits and state legislation produced some modest results; by 2004
the number of FDA-approved research studies receiving federal marijuana
had increased to eighteen.**

Anxiety about what new research might reveal about the medicinal
value of marijuana may have contributed to the timing of a federal re-
quest to the national Institute of Medicine (IOM) for a comprehensive
review of the existing scientific literature on medical marijuana and its
constituent compounds. The federal request was made in 1997—the year
before NIDA ended a twelve-year blockade on any new clinical research
in the area.”

Pure Pharmaceuticals and Crude Botanicals

Despite more than a decade of obstructionism, the IOM declared itself
committed to “Assessing the Science Base” of the medical use of mari-
juana. Its report would emphasize “evidence-based medicine (derived
from knowledge and experience informed by rigorous scientific analy-
sis), as opposed to belief-based medicine (derived from judgment, intu-
ition, and beliefs untested by rigorous science).”*® The report’s tone was
judicious, careful not to overstate the findings of available research nor
understate any risks associated with marijuana. The IOM suggested, for
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example, that, for many patients, existing pharmaceutical drugs might of-
fer better symptom relief than cannabis, but they acknowledged that “peo-
ple vary in their responses to medications, and there will likely always be
a sub-population of patients who do not respond well to other medica-
tions””?” The IOM concluded that, for those patients, “cannabinoids would
be moderately well suited,” in particular for such conditions as “chemo-
therapy-induced nausea and vomiting and AIDS wasting”**

This clear, if qualified, support for the therapeutic value of cannabis
was not the only bad news in the report for antidrug warriors. Other
unwelcome findings included the determination that, as a medication,
marijuana could not be considered unusually dangerous: “Marijuana is
not a completely benign substance. It is a powerful drug with a variety of
effects. However, except for the harms associated with smoking, the ad-
verse effects of marijuana use are within the range of effects tolerated for
other medications””?® The report even specifically rejected the notion that
marijuana is a highly addictive substance and questioned the belief that it
serves as a “gateway, leading to the use of more dangerous drugs. Scien-
tific evidence, the IOM reported, suggests that “few marijuana users de-
velop dependence” and, for those who do, withdrawal is “mild and short
lived”*° Furthermore, “There is no conclusive evidence that the drug ef-
fects of marijuana are causally linked to the subsequent abuse of other
illicit drugs”?!

Most of these findings were simply ignored by federal policy makers.
But the IOM did throw one critical lifeline to antidrug officials: the report
concluded that while cannabis did appear to have therapeutic potential,
a distinction should be made between the plant itself and any medicinal
products to be developed from it: “If there is any future for marijuana as
a medicine,” the IOM proclaimed, “it lies in its isolated components, the
cannabinoids and their synthetic derivatives. Isolated cannabinoids will
provide more reliable effects than crude plant mixtures”**> The IOM re-
port acknowledged that botanical cannabis had a long-standing history
of medicinal use, but the authors insisted that “modern medicine adheres
to different standards from those used in the past. The question is not
whether marijuana can be used as an herbal remedy but rather how well
this remedy meets today’s standards of efficacy and safety.”**

But, in fact, the urgent policy question precisely is whether marijuana
can be used as an herbal remedy. Because of political opposition, it is un-
clear whether the herb—even if proved safe and effective—will be avail-
able for medical use or whether access instead will be fully controlled by
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the pharmaceutical industry manufacturing cannabinoid-based medica-
tions. Rather than attempting to directly address the question of the safety
and efficacy of botanical medicine, the IOM report simply asserts that a
pharmaceutical would be preferable to a plant: “Defined substances, such
as purified cannabinoid compounds, are preferable to plant products,
which are of variable and uncertain composition.”**

This preference has been trumpeted by policy makers seeking justifica-
tion for the continued prohibition on botanical marijuana even for medi-
cal use. For example, Representative Mark Souder (R-IN) paraphrased the
IOM’s position when he argued at a 2004 congressional hearing on mari-
juana that “the real debate is not over whether marijuana could be used as
medicine. The debate is over the most scientifically safe and effective [way]
that components of marijuana may be used as medicine”** Without evi-
dence supporting such a distinction between components and the crude
botanical itself in terms of safety and efficacy, the debate remains fully
within an ideological frame. In the aftermath of the IOM review, anti-
medical marijuana warriors are left with little more than an appeal to the
superiority of the man-made over the natural and of the pharmaceutical
over the botanical.

The assumed disadvantage of the diversity of chemicals found in bo-
tanical marijuana was repeatedly raised by Rep. Souder during the con-
gressional hearings. Nora Volkow, director of the National Institute on
Drug Abuse, for example, was asked to testify about problems with a com-
plex botanical like cannabis; as Volkow explained, cannabis “is not just a
single drug . . . it contains more than 400 chemicals.”*® A second witness,
Dr. Robert Meyer, director of the FDAs Office of Drug Evaluation, con-
firmed that this is what distinguishes marijuana from approved prescrip-
tion medications like Marinol (dronabinol) and Cesamet (nabilone), all of
which are composed of synthetic forms of the “active ingredients related
to those present in botanical marijuana”’

Souder seized on this testimony as evidence of a crucial difference be-
tween real medicine and marijuana: “Let me see if [ understood your po-

sitions correctly. . . . You do not believe that marijuana is medical. But
there are some components and chemicals in marijuana that you are ac-
tively researching . . . and there are products that have been developed

from those chemicals that are helping to treat the parts of different ill-
nesses that some people have used the arguments for marijuana to treat.
... And, in the minds of both your agencies, marijuana itself is not medi-
cal, but it does have components that you will continue to research. . . . Is
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that a fair statement?”*® The representative of the FDA, Meyer, responded
cautiously to this overtly political conclusion: “I would say that we do not
have the evidence to say that it has a legitimate, safe and effective use. . . .
We feel that there would be much more research needed to both explore
the efficacy and to document the safety [of botanical marijuana].”*®> Mey-
er’s response was unsettling to Souder, leaving open the possibility that
future research might provide evidence of a legitimate medicinal use for
the plant. Turning quickly to Volkow, Souder insisted: “[And] four hun-
dred chemicals probably wouldn't be in it because youd be isolating what
you're treating. Is that correct, Dr. Volkow?”*® The head of NIDA proved
more amenable to this conclusion than the scientist from the FDA: “Yes.
Ideally, of course, you want to get as pure a medication as you can to min-
imize side effects”*!

This exchange between Souder and Volkow is an excellent example of
“belief based,” not “science based,” medicine. The claim that an isolated
compound is always to be preferred to the naturally occurring complexity
of a plant is not a scientific fact, but rather part of an ideological appara-
tus used to create an imaginary line separating safe and effective pharma-
ceuticals from crude and dangerous botanicals.

If It Feels Bad, It Must Be Good for You

Just because something makes you feel better doesn't make it medicine.
— Andrea Barthwell, U.S. deputy “drug czar”*

You want to get as pure a medication as you can to minimize side effects.
—Nora Volkow, director of the National Institute on Drug Abuse**

If we consider these two statements together, they reveal a great deal
about the pharmacological assumptions underlying the practice of mod-
ern medicine. First is Barthwell's idea that “feeling better;” in and of itself,
is not the goal of therapeutic drug use. Despite the fact that this is pre-
cisely the purpose of many approved pharmaceuticals, a lingering, puri-
tan distrust of pleasure, a kind of “pharmacological Calvinism,”** remains
firmly entrenched in the American psyche, even within a commercial
culture preoccupied with pursuit of pleasure. In the case of prescription
pharmaceuticals that do produce pleasurable (i.e., intoxicating) side ef-

fects, tight regulations and strong warnings against illicit or excessive use
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are in place. In fact, “preventing drug abuse” is tantamount to preventing
the use of drugs for pleasure or recreation. Pain killers, antidepressants,
and cannabis—drugs that make patients “feel better”—constitute a spe-
cial problem not only for medical practitioners, but also for law enforce-
ment officials. It is precisely because marijuana is used recreationally for
pleasure that many, including Andrea Barthwell, oppose its medicinal ap-
plications; there is something amiss if patients actually enjoy taking their
medicine.

Punishment for misbehavior among children has often been referred
to as “taking one’s medicine” —something that authority figures have long
contended is good for us, but certainly not something to be understood as
pleasurable. As Susan Sontag observes, the idea that real medicine should
not be pleasant is related to the persistent, if irrational, belief that “illness
reveals, and is punishment for, moral laxity or turpitude.”*® Like sickness
itself, medical treatments are widely perceived as punitive: diagnostic pro-
cedures are often painful, humiliating, and costly; pharmaceuticals may
produce distressing physical and mental side effects; surgical operations
are only bearable by virtue of often-risky anesthetics. Corrective treat-
ments of all sorts are expected to be objectionable and perhaps only ef-
fective to the degree that they are unpleasant; the most “heroic” interven-
tions are also the most horrific.

Certainly nobody “abuses” protease inhibitors or cytostatic chemother-
apy agents. Indeed, as any cancer or AIDS patient will tell you, the drugs
used in the treatment of their disease frequently do not make them feel
better in the short run, even if they permit a respectable percentage of
patients to survive in the long run. Cancer and AIDS patients routinely
become nauseated and distraught at the very thought of their treatments,
even before the drugs themselves are administered. Susan Sontag, who
battled cancer, reported “a common cancer hospital witticism, heard as
often from doctors as from patients: “The treatment is worse than the
disease’”*® John Paul Taylor, a WAMM member living with HIV, com-
plained that the simple act of opening his pillbox in the morning would
produce the dry heaves. Writer Dan Shapiro, like numerous other cancer
patients, became physically sick in the car on his way to his chemotherapy
treatments.”” Dr. Barthwell would perhaps be more accurate if she were to
state that just because something is called “medicine” doesn’t mean it will
make you feel better.

Second, Nora Volkow’s idea that pharmaceutical purity necessarily
minimizes side effects is a phenomenally misleading statement, as anyone
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who has ever taken prescription drugs of virtually any kind can easily un-
derstand. Rare, indeed, is the prescription medication unaccompanied by
a lengthy warning about risks of use and predictable side effects. From
the hair loss and debilitating nausea associated with chemotherapy ad-
ministered to cancer patients to possible kidney and liver damage result-
ing from the use of antiviral medications by HIV patients, serious side
effects are all but a foregone conclusion in the use of many prescription
and over-the-counter drugs. Antiinflammatories are notoriously hard on
the stomach; erectile-dysfunction drugs—rushed to the market in antici-
pation of their immense profitability—were subsequently linked to risks
of heart failure and blindness; even popular arthritis medications have
been recently withdrawn from the market due to harmful side effects. In
fact, each year, more than two million Americans experience adverse re-
actions to prescription drugs and more than a one hundred thousand die
of them.*®

It is not obvious, then, that the transformation of marijuana into a
pharmaceutical drug through the extraction or manufacture of single
components would necessarily increase the drug’s safety. Indeed, instead
of ensuring safety and reducing the risk of side effects, pharmaceutical
purity might actually increase the risk of harm to users. As Lester Grin-
spoon, a physician and researcher at Harvard University, observes, “As
drugs are purified, they become potentially more dangerous. As we create
single compound drugs from cannabis, we are likely to find that we have
created more dangerous drugs.”*’

Contrary to what Ms. Volkow suggests, the essential reason for regula-
tory insistence on the “purity” of pharmaceuticals is to facilitate measure-
ment and control over dosage, not to eliminate side effects. There are, of
course, considerable marketing advantages to the packaging of drugs in
precisely measured doses. It might be difficult to know how many doses
an ounce of marijuana will provide; no such sloppiness is permitted in
the pharmaceutical industry, where Marinol, a synthetic cannabinoid, can
cost thirty dollars per pill. In terms of safety and effectiveness, standard-
ized dosage is more a matter of balancing the intended primary thera-
peutic effects of synthetic chemicals with their harmful but predictable
side effects than it is a question of preventing the harmful side effects in
the first place. Yet federal regulators continue to insist that, in order to
be safe, drugs must be simple chemicals or very simple combinations of
chemicals, mainly synthesized in laboratories, and provided in reliably
measured doses.
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From Isolation and Standardization to Complexity and Synergy

Measures of purity and standardized dosage serve as sentries protecting
the status of pharmaceuticals as “real medicine” and keeping botanical
remedies outside the gates. A clear statement of this position was made
during the 1986 DEA hearings first examining the possibility of resched-
uling cannabis for medical use. In his testimony, Dr. Norman Farnsworth
argued that “the problem of using natural substances as drugs is that it is
difficult to regulate the doses of the active constituents and the presence
of other potentially active constituents in the natural substances. . .. As a
result, most natural drugs and their crude extracts cannot meet present
quality control standards in the United States.”*°

Indeed, plants are not uniform; the quality of seed, the location and
climate in which the plant is grown, and the time of harvest all affect the
strength of medicinal herbs.®' But the necessity for precise measurement
presumes that the substance is dangerous at different strengths. While
consistency is desirable in herbal remedies, minor variability would ap-
pear to pose no substantial risk with a plant as nontoxic as marijuana.
As DEA Administrative Law Judge Francis Young concluded, “Marijuana,
in its natural form, is one of the safest therapeutically active substances
known to man.”*?

While the desire for a precise and standardized dosage may be use-
ful to regulators attempting to distinguish botanical from pharmaceutical
drugs, it appears to be relatively unimportant to medical marijuana pa-
tients seeking effective relief. Although a patient might never receive two
measurably identical doses of the drug, most report that, because mari-
juana smoke produces its effects very rapidly, it is relatively easy to regu-
late dosage through titration: taking one or two hits from a joint or from
a vaporizer and then pausing to gauge the effect. WAMM member John
Paul Taylor would awaken in the morning unable to swallow his medica-
tions, never mind eat breakfast. “A puff or two” on a joint was usually all
he required to ease his morning nausea. On other occasions, when symp-
toms were more severe, John would smoke more, sometimes a whole joint
to secure full relief. The only “dangerous side effect” from higher “doses”
was the altered state of consciousness so appealing to recreational users.

It is possible that the drive to isolate and synthesize active components
in marijuana may be less about the need to establish a fully standardized
dosage than it is to select out certain “desirable” effects from “undesir-
able” ones (most notably the psychoactive properties of the plant).** This
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possibility is suggested in the IOM’s explanation for their preference for
cannabinoid pharmaceutical products over whole plant medicine: “Use of
defined cannabinoids permits a more precise evaluation of their effects,
whether in combination or alone. Medications that can maximize the de-
sired effects of cannabinoids and minimize the undesired effects can very
likely be identified”**

As the IOM suggests, extracting cannabinoids to create standardized
pharmaceutical products may prove to be important in developing con-
centrated medications for the treatment of specific conditions in certain
patients. For other patients, however, the herbal form of the medicine
may be entirely adequate and even preferable, both in terms of cost and
effect. It is, in any case, at best disingenuous to suggest that the variability
of botanicals necessarily makes them inferior as a medicine to the stan-
dardized dosage of an isolated chemical available in the form of a pill.

But the notion that synthetic drugs are inherently superior to plant
medicines is reinforced in the language used to distinguish “pure pharma-
ceuticals” from “crude botanicals” In the IOM report, for example, they
observe that “marijuana refers to unpurified plant substances including
leaves or flower tops”*® The implication is that botanical medicines are
somehow impure even when they are composed of nothing but clean,
organically grown plant matter. Here “purity” is a quality that can only
be produced by isolating and extracting (or synthesizing) specific active
compounds.

But, in fact, this sort of synthetic purity is not always superior to the
natural complexity of plants. Certainly, isolating specific components al-
lows for greater human control over exactly what is ingested and in what
quantity; but it also effectively eliminates “synergy” in which naturally co-
occurring components interact. That interaction can offer unique benefits
that enhance therapeutic effects or diminish undesirable side effects. Dr.
Andrew Weil, whose research with whole plant medicines, including can-
nabis, has spanned decades, observes, “We have no reason to believe that
a synthetically manufactured product will be as safe or as effective as the
natural product. Indeed, my studies indicate that the synthesis of natural
plant products into pharmaceutical preparations invariably increases the
potential for adverse effects, but may not enhance therapeutic action”*®
Research by Dr. Norman Zinberg, who conducted some of the first stud-
ies on the medicinal use of marijuana in the 1960s, appears to bear this
out; in the case of botanical marijuana, he discovered an increased ef-
fectiveness of the whole plant medicine compared to synthetic THC and
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ascribed this to marijuana’s natural chemical complexity.’” Similarly, in
2004, neurologist Dr. Ethan Russo, a longtime researcher on the medic-
inal effects of marijuana, argued, “There is increasing evidence that the
biological effects of cannabis are not produced by THC alone, but rather,
that the herbal synergy of the whole cannabis extract yields pharmacolog-
ical results greater than the sum of its parts.”®® This synergistic interaction
Russo calls the “entourage effect”>

Even Nora Volkow, director of NIDA, was compelled to acknowl-
edge during congressional hearings on medical marijuana that, in some
instances, “combinations appear to be better than just a single [compo-
nent]”® Representative Souder quickly “clarified” her point by interject-
ing, “So you could take a component of marijuana and maybe find an-
other one somewhere else that wasn’t even in marijuana to combine with
something that you find inside marijuana to make a more effective pill”**
Volkow’s response reflected an awkward attempt to both support Souder’s
position while simultaneously acknowledging evidence of the value of
naturally occurring synergy: “Correct. And there are naturally occurring
compounds that, for example, in the case of amphetamines, which we
used to treat children with ADHD (Attention Deficit Hyperactivity Disor-
der), there are actually really two components to it, and it has been shown
that both of them exert slightly different effects.”®?

As Volkow notes, naturally occurring combinations can have beneficial
effects; these may be difficult to mimic using synthetic pharmaceuticals.
In 2006 researchers studying breast cancer among women taking estrogen
following hysterectomies were puzzled when they found that estrogen-
replacement therapy, known to fuel the growth of many breast cancers,
did not produce increased risk among the subjects in their study.®® One
hypothesis for the lower-than-expected rates of cancer was that the form
of estrogen used by the women in the study, Premarin, contains natural
hormones. As the lead researcher noted, Premarin “consists of a complex
mixture of hormones, some of which mimic human estrogen” making it
possible that it “contains hormones that protected against cancer as well
as ones that spurred its growth, effectively leading to a neutral effect”**

This recognition of the therapeutic value of natural complexity is fun-
damental to some non-Western medical approaches, including traditional
Chinese medicine. American researchers studying a plant extract, Trip-
terygium wilfordii Hook E used in Chinese medicine to treat rheuma-
toid arthritis, discovered that “although the main active ingredient of this
extract, triptolide, has been identified, it was shown to be toxic unless
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given as part of the root extract, suggesting that other unidentified extract
components increase its safety and, possibly, efficacy”® Researchers con-
cluded that it is the “enormous propensity of plants to synthesize mixtures
of structurally diverse bio-active compounds with multiple and mutually
potentiating therapeutic effects” that may create an advantage for some
botanicals over single-compound synthetic medicines.*®

In Western Europe, where botanical medicine has been much more
fully integrated into conventional care than in the United States, the com-
plexity of botanicals is increasingly accepted as an advantage rather than a
problem to be overcome. In a 1999 paper drafted for the European Union,
the European Herbal Practitioners Association observed that “plant medi-
cines invariably comprise a multiplicity of chemical components whose
overall effect cannot simply be assumed by reference to perceived active
components. In practice, apparently unimportant fractions of a plant may
act in vivo to buffer or amplify the principal pharmacological characteris-
tics of a plant”®” Similarly, naturopathic practitioners argue that “despite
our many medical technological advances, medicine is far from achieving
the ability to mimic natural medicines in their native states . . . rarely does
one nutrient achieve what many working in combination will”®®

This process may explain why taking vitamins appears to produce fewer
health benefits than consuming the fruits and vegetables in which they
are found. In the 1990s vitamin E, for example, appeared to play a role in
reducing heart disease and cancer; but subsequent scientific studies sug-
gested that, in isolated form, the vitamin might not provide any overall
protective benefit. As the New York Times reported, “Many scientists and
health advisory groups who still have high hopes for the vitamin as it oc-
curs naturally in vegetable oils, nuts, and leafy greens have begun to pan
the pills”®® Indeed, according Dr. Ilya Raskin, professor of plant science
at Rutgers University, researchers are increasingly interested in the addi-
tive or synergistic effects of components found within plants and plant
extracts.”®

While proponents of pharmaceutical medicine base their preference
for synthetic drugs on a belief that such substances are not only more
effective but safer than “natural remedies,” the public has increasingly
embraced botanical therapies, in part because of a belief “that natural is
healthy and that plant products are safe””* Medical marketing researcher
Patricia Tam observes that there has been “a popular backlash to the in-
creasing syntheticization of modern life. Not only is ‘choosing natural” an
aesthetic and lifestyle choice, many consumers consider this a protective
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measure against the hazards of scientific progress, such as genetic modifi-
cation, antibiotic abuse and drug side effects”’> The notion that so-called
crude botanicals might be as safe and effective as some pharmaceuticals,
and may even have some advantages over manufactured single-compound
pharmaceuticals, runs contrary to many core beliefs of contemporary
Western medicine. But it is an idea that resonates with a growing segment
of the public that appears to be increasingly interested in “natural rem-
edies” and other alternative therapies.

Golden Bullets

The strong and growing support for the use of botanical marijuana as a
medicinal drug has been dismissed by federal prohibitionists such as Rep-
resentative Mark Souder (R-IN) as no more than evidence that a “large
and well-funded pro-drug movement” has duped the American public.”
If so, it is not clear that the “pro-drug” people have received their money’s
worth. According to the nonpartisan public research organization Public
Agenda, 64 percent of Americans in 2005 still believed that the nonmedi-
cal use of marijuana should remain illegal.”* This suggests the possibility
that widespread popular support for medical marijuana at the turn of the
twenty-first century is less a reflection of changing views on drug prohibi-
tion than it is of changing attitudes toward medicine.

For much of the twentieth century, Americans expressed deep confi-
dence in the power of modern medicine. As late as 1994, for example,
34 percent of all Americans believed that modern medicine could “cure
almost any illness for people who have access to the most advanced tech-
nology and treatment””* In contrast, only 11 percent of Germans held the
same belief.”® Americans persist in this unrealistic belief despite research
findings that, while more than thirty thousand diseases have been clini-
cally described, “less than one-third of these can be treated symptomati-
cally, and only a few can be cured”””

In the mid-twentieth century, licensed physicians, armed with newly
effective and carefully regulated drugs, appeared to work miracles. But, by
the end of the century, conventional medicine was beginning to lose some
of its magic. In 1971 President Richard Nixon confidently declared a “War
on Cancer.” But, within fifteen years, with cancer rates rising, the New Eng-
land Journal of Medicine acknowledged, “We are losing the war”’® While
astonishing breakthroughs are being made in many areas of medicine (for
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example, in the treatment of AIDS), Harvard Medical School professor
John Abramson observes that “the overall death rate from cancer was ex-
actly the same in the year 2000 as it had been in 1971, when the ‘war’ was
declared.””

That may slowly be improving. For the first time since 1930, cancer
deaths declined, by about 2 percent in 2003 and in 2004.%° John Bailar III,
who studies cancer trends at the National Academy of Sciences, argues,
however, that “this is largely the pay off from increased attention in recent
years to cancer prevention and early detection. Treatment results remain
disappointing”®' As the New York Times reports, “Cancer has the greatest
chasm between hope and reality . . . life extensions usually are measured
in weeks or months, not years. True cancer cures are still exceptionally
rare”®> Public perceptions of the power of modern medicine are not fully
matched by reality, as Dr. Steven Hirchfield, an FDA medical officer, ob-
serves: “There are all these myths having to do with cancer drugs. That
they’re very targeted, when in fact all these drugs have multiple targets.
That they’re nontoxic, when in fact the latest ones have their own set of
side effects. And that they’re cures, when they are not”®* It appears that
a final victory over cancer and other life-threatening illnesses may be as
elusive as victory in Nixon’s other domestic battle, the War on Drugs.**

Not only are cancer cures rare and treatment often grueling, but
therapies are typically incredibly expensive; the New York Times reports
that these high-tech drugs cost patients, on average, $250,000 a year.*’
Americans” disenchantment with modern medicine also may be fueled by
a dawning awareness that health care is much more expensive and less
available in the United States than elsewhere. According to a 2005 study,
Americans pay more for health care per person than citizens anywhere
else in the world, 53 percent more than any other industrialized country.®
Furthermore, this extremely expensive health care system delivers less to
the public at large: the United States ranks only forty-sixth arnong nations
in life expectancy.®’

Health care remains an unaffordable luxury for many; approximately
forty-five million Americans had no health insurance in 2005, and, ac-
cording to the Institute of Medicine, as many as eighteen thousard deaths
each year are the direct result of that lack of coverage.*® Even those Amer-
icans with insurance are feeling the pinch of the profit-driven system as
health care premiums continue to rise. Moreover, modern medicine is in-
creasingly dependent on expensive pharmaceutical drugs. A 2004 Kaiser
Family Foundation study revealed that prescription drug purchases have
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increased by 74 percent since 1992.* Forty-four percent of all Americans
now take at least one prescription drug.”® And that usage spans across all
age groups. While some might blame the steep increase on aging baby
boomers, a recent federal study found that, though prescription drug use
does increase with age, almost a quarter of Americans under the age of
eighteen are taking at least one prescription medication.”*

These already-expensive prescriptions are becoming increasingly unaf-
fordable. Prescription drug costs have risen at least 15 percent every year
since 1998.”> According to the former editor of the New England Journal
of Medicine, Dr. Marcia Angell, the pharmaceutical industry “has con-
sistently ranked as the most profitable in the United States—by a long
shot”®® In 2002, for example, the combined profit of the ten drug com-
panies in the Fortune soo was higher than the profits of the other 490
combined.”

The growing dependence on an ever-more-expensive prescription drug
habit has begun to color Americans’ perception of the drug industry and
the practice of modern medicine. By the late 1990s, according to health in-
dustry journalist Fran Hawthorne, “News stories showed grandmas forced
to choose between food and medicine, or elderly couples taking turns fill-
ing their prescriptions each month because they couldn't afford two sets
of pills. Then, in the same newspapers and magazines, the business pages
reported that the pharmaceutical industry was raking in profits of 17 or
18%, making it the most profitable industry in the United States.”*®

These growing profits have been matched by growing public dissatis-
faction with the pharmaceutical industry (“Big Pharma”). In 1997, the first
year the Harris Poll began polling on this subject, 79 percent of all adults
thought the pharmaceutical industry was doing a “good job”; by 2004
that figure had dropped to 44 percent.®® The only industries that ranked
lower were health insurance, managed care companies, and the tobacco
industry.”’

Natural “Cures”

Dissatisfaction with corporate-controlled medical care has contributed to
a growing interest in alternative approaches to healing, especially those
that allow patients to sidestep the pharmaceutical industry and to take a
more direct and active role in their treatment. It is telling, for instance,
that the second-best-selling book in the United States in the summer of
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2005—just behind Harry Potter and the Half-Blood Prince—was Natural
Cures “They” Dont Want You to Know About. According to the author,
Kevin Tiudeau, “These are the natural cures the drug companies, the
FDA, the FTC, the American Medical Association, and government agen-
cies DO NOT want you to know about because it would cut into the prof-
its of the multinational pharmaceutical corporations.”® The popularity of
Trudeau’s book suggests not only that the public has equally unreason-
able expectations for natural “cures” as it does for pharmaceutical ones,
but also that a widespread belief exists that organized medicine is aligned
with the pharmaceutical industry and federal regulatory agencies to pro-
tect the for-profit nature of the enterprise. In this context, federal opposi-
tion to the medical use of a botanical such as cannabis actually may be
contributing to its popularity.

Growing interest in alternative therapies like medical marijuana may
also reflect the fact that the rate of discovery of pharmaceutical “wonder
drugs” has fallen off in recent years. Observers of Big Pharma report that
by the late 1990s, “The industry as a whole seemed to be having a harder
and harder time coming up with breakthrough drugs—drugs that were
significantly different from what was already on the market, that worked
better, that had fewer side effects, that targeted ailments that had had no
cure before this”*® This current situation contrasts starkly with the “first
great era of drug discovery” from 1935 to the mid-1960s, as well with as
the second wave of drug innovation (the so-called biotechnology revolu-
tion) in the late 1970s and 1980s.°° According to David Kessler, the for-
mer head of the FDA during the Clinton administration, of the many new
drugs approved from 1989 to 1993, most were so-called me-too drugs,
drugs comparable to and no better than those already available on the
market.'”" Marcia Angell concludes that “of the many events that con-
tributed to their [Big Pharma’s] sudden great and good fortune [of record
profits], none had to do with the quality of the drugs the companies were
selling”*?

It is not surprising then, that, according to a 2004 federal report, inter-
est in botanical remedies and other “natural cures” increased substantially
during the 1990s.'®® In fact, at the turn of the twenty-first century, more
than one-third of American adults reported using some form of “comple-
mentary and alternative medicine” (CAM)—that is, therapies used either
in conjunction with or as an alternative to conventional care. The federal
study on complementary and alternative medicine found that herbal and
botanical medicine was the most commonly used form of CAM. The
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Suzanne Pfeil next to her wheelchair, gardening. Photo
courtesy of Jean Hanamoto.

authors argued that this was the result not only of more sophisticated
marketing and increased availability of information on the Internet, but
also to “the desire of patients to be actively involved in medical decision
making, and dissatisfaction with conventional (Western) medicine.”***
Dissatisfaction was particularly profound among the seriously ill; the
authors observed that this may be “related to the inability of conventional
medicine to adequately treat many chronic diseases and their symp-
toms such as debilitating pain. Rates of CAM use are also exceptionally
high among individuals with life-threatening illnesses such as cancer or
HIV?'®* Similar findings were reported in an American Cancer Society
survey administered in 2000, which reported that over 8o percent of can-
cer patients had used at least one form of alternative therapy in conjunc-
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tion with their conventional therapies; of those using alternative therapies,
63 percent had used dietary or herbal supplements.’*® The 2004 federal
report on CAM suggests that the use of these alternative therapies is es-
pecially understandable for individuals suffering from chronic or recur-
ring pain: “The high prevalence of CAM use for these conditions is not
surprising when one considers that one-quarter to one-third of the adult
population might be suffering from one of these disorders in any given
year, yet many forms of chronic pain are resistant to conventional medical
treatment.”'®’

It is precisely in the area of palliative care, of comforting and healing
rather than “curing,” that the shortcomings of conventional medicine have
been most starkly revealed; a renewed interest in herbal medicines may
be related to that fact. Remarkably, according to British anesthesiologist
and medical researcher William Notcutt, only one new pain medicine has
been developed in the past thirty years.'*® Given this sobering reality, it is
not difficult to understand growing popular resistance to federal prohibi-
tions on the medicinal use of a nontoxic herb such as cannabis, one that
is inexpensive to produce, therapeutically promising, and primarily used
to relieve pain, enhance the quality of life, and ease passage into death.
WAMM member Suzanne Pfeil, living with severe post-polio syndrome,
insists:

I should have the right to relieve my suffering in the way that I choose.
It’s inhumane to force me to take pharmaceutical drugs, to make that my
only option. I'm just trying to maintain my health with the best possible
life I can live under the circumstances I have to deal with. And marijuana
really helps me to do that—to stay positive, to be functional, to stay out
of pain as much as I can with the least amount of side effects and the
least amount of harm to my body. The reality is that I'm in this for the
long haul and I can’t destroy my body with muscle relaxers and other
pharmaceuticals. I use them when I need to but not day in and day out.
They produce liver damage, kidney damage. So instead I use homeopath-
ics. I use vitamins. I use herbs. I grow chamomile, peppermint, aloe vera
and other medicinal plants. And, when I can, I grow marijuana in my
garden. It’s just wonderful to cultivate medicine in your garden, to nur-
ture it and watch it grow; to pick it when you think it's perfect. To me,
that medicine is systemic and endemic to me and my environment. I just
don’t understand how you can wage war against a plant.



These People Aren’t Potheads
Interview with “Betty, WAMM Caregiver

My mother got cancer really bad. She battled it for probably
ten years, through the chemo and the operations, and it kept coming
back. The last time it came back, she was so tired she just didn’t want to
deal with it anymore. And she couldn’t even eat.

I had been working as a nurses’ aide and there was a woman in the rest
home who had cancer. The nurses” aides would sneak her pot because it
made her feel so much better and she was able to eat. When my mother
heard that marijuana makes you hungry, she asked would I bring her
some. She had never used marijuana before in her life. But she had some
really good experiences with it. The first time she said that she sat in a
corner and watched a spider web for three hours. She said, “It was a really
neat experience and when I was done with it I was really hungry!” For al-
most a year she used the pot and it really worked. Her doctor backed her
up on it and this was fifteen years ago.

Now I caretake for a friend of the family, “Jay” He has stomach can-
cer, hepatitis B, and liver problems too. He can’t be more than fifty but
he is getting progressively worse. When he got the prescription for the
marijuana he came to me and said, “I got into this organization, it’s called
WAMM_.” I had heard of WAMM, but had never been involved with it or
anything. Anyway he says, “Everybody wants to be my caregiver. But they
all smoke and they are going to steal my pot. I know you don’t do mari-
juana, so would you do this for me?” At first I said, “No, I don’t think so”
A couple of weeks later he came back and asked me again. So I said, “T'll
tell you what—TI’ll go and check this out, but I'm not going to be sitting
around with a bunch of potheads. I'm really not into that, I might as well
be honest. But I'll go with you and check it out”

So I went and I was really surprised at what I found. These people
aren’t potheads. These people aren't drug addicts. They’re not derelicts. It’s
nothing like I had envisioned in my mind. I was very surprised. It was
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like, “Wow, this is really something. These people are really sick. And it’s
not like they ali sit around and get stoned.” I was amazed.

So I became his caregiver, the person responsible for volunteering
for him or for attending meetings and picking up his medicine when he
wasn't able. After going for a couple of months, the issue came up about
volunteering for certain things. Well, I cook for a living, so when they
brought up the baking thing, I thought well you know what, that might be
kind of fun. So I started to volunteer to make the muffins.

For the first few months that I did it, I really had no clue what I was do-
ing. I was kind of faking it. Now I've got it down. Now I bake roughly one
hundred muffins a week. One of the things that really convinced me to
keep doing it was when I was first baking the muffins, this guy came up to
me at a WAMM meeting and said, “I want to thank you because I'm hav-
ing a really hard time, and I don’t smoke pot, but the vanilla muffins are
perfect” He proceeded to tell me about getting ill and being on up to sixty
pills a day I think it was. And the pills were getting so bad he couldn't eat,
got really weak, couldn’t go to work, lost his job, the whole thing. But now
he says, with the muffins, he can do his pills and he’s feeling much stron-
ger. It’s stories like that that keep me going back. I wish people could see
exactly what goes on there because I'm sure a lot of people have the same
misconceptions that I did: that it's a bunch of potheads sitting around.

I enjoy going there. I enjoy the meetings and the other activities. I
know that Jay hasn't dressed up for Halloween since he was a kid, for in-
stance. But this Halloween we got him a costume, we got him dressed up,
and he went to the WAMM party. He’s the most antisocial person I know,
but he loves to go to WAMM. It's not just the marijuana part of this that
is good. It’s the whole concept of what they do—everybody helps every-
body. Everybody in there is sick. Everybody knows it.

Its really important for those of us who are caregivers to have that
community too. Like there is this guy R. and his wife, and his wife has
cancer. Shes up to the morphine too, just like Jay. And every week we
have a talk. You meet a lot of people going through the same thing, which
is something you’re not going to find just walking around town.

So I just can’t see the government coming down on these people; there
is no way you can look at some of those people in there and tell them
they can’t have marijuana. That’s absolutely absurd. As a taxpayer and a
voter, I can't see it. The funny thing is, I am antidrug, I really am antidrug.
But in this case, I don't feel that these people are doing drugs. I see it as
medicine that is helping them.
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Deserving Patients and Undeserving Potheads

Dorothy Gibbs is the sort of patient medical marijuana advocates hope
voters will think of when therapeutic access to cannabis is on the ballot.
At age ninety-four and confined to a bed in a Santa Cruz nursing home,
this WAMM member is hardly the stereotypical “pothead” many critics
believe to be hiding behind the medical marijuana movement. Cannabis,
for Dorothy Gibbs, has never been anything but a medicine, a particularly
effective analgesic that relieves severe pain associated with her post-polio
syndrome: “I never smoked marijuana before; I had no reason to. But the
relief I got was wonderful and long lasting and pretty immediate too. I
didn’t really have any misgivings about using marijuana; I figured it had
to be better than what I'd got. They had me on lots of other medications
but I couldn’t stand them; they made me so sick”

Most Americans (80 percent according to a 2002 CNN/Time poll*)
support the right of seriously ill patients like Dorothy Gibbs to access and
to use medical marijuana. This broad support is coupled, however, with
lingering concerns that medical marijuana may be largely “a kind of ruse,
as Time magazine suggests in a cover story on “The New Politics of Pot?
From this perspective, medical marijuana campaigns are really a cover for
drug-legalization efforts and most “medicinal use” is nothing more than a
recreational habit dressed up in a doctor’s recommendation.

Tensions between medical and social uses of marijuana are unavoid-
able in a political context in which nonmedicinal use is at once wide-
spread, formally prohibited, and often severely punished. Because of the
social and legal penalties associated with recreational use, it is reasonable
that some consumers would attempt to acquire a measure of legitimacy
and protection by identifying a medical need for marijuana. Medical mar-
jjuana users, then, become divided in the public mind between patients
like Dorothy Gibbs, who have never used marijuana except as a medicine,
and pretenders who have a social relationship to the drug. As with other
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discreditable identities (like the prostitute, the poor person, or the sin-
gle mother), a line can then be drawn between a small class of deserving
“victims” and a much larger group of the willfully bad who are unworthy
of protection or support.®

In fact, such divisions are both illusory and dangerous. In the case of
marijuana use, the identities of medical and social user are not neatly di-
chotomous. Even within the membership of WAMM —which clearly pres-
ents the legitimate face of medical marijuana, the sick and dying widely
seen as deserving of the drug—neat divisions between medical and social
users are unworkable. Most WAMM patients acknowledge that, earlier in
their lives, they did have experience with marijuana as a means of en-
hancing pleasure, before they had occasion to become familiar with its
potential in relieving pain. “Alicia,” a breast cancer survivor, for example,
admits, “I am a product of the seventies so of course I had smoked pot
before just recreationally. Then there was a period of my life when I was
busy being a mother, working, grad school, and it just wasn't part of my
circle at that point in time. Then I got very sick at the beginning of the
nineties, and that was the first time in many many years that I had it. And
I actually found it did help”

Much like Alicia, “Maria,” a fifty-two-year-old single mother living
with metastatic ovarian cancer, associated marijuana with her youth; at
the time of her diagnosis she had no current relationship to the drug. Her
past experiences with recreational use made it difficult for her initially to
accept that cannabis might have any therapeutic value: “I don’t even know
if I would have believed [that marijuana was medicine] if I hadn't tried it
for medical purposes myself. I hadn't smoked for many years since I had
my daughter. But a good friend said that they had heard it was really good
for the nausea [related to chemotherapy] and turned me on to WAMM.
... What an incredible difference; the pharmaceuticals don’'t hold a candle
[to marijuana] in terms of immediate relief . . . I don’t think I would have
believed it because it had always been recreational to me.”

Some WAMM members only discovered the reasons for the plants
popularity as a recreational drug after being introduced to it for a more
narrowly therapeutic purpose. “Jon,” for example, had resisted using any
illicit drugs, including marijuana, before beginning HIV treatment:

I grew up in the Bronx around people being arrested for having dope
and getting murdered for selling drugs. So I had this little thing in my
head that kept me away from drugs. I never judged people for smoking
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but for me it just didn’t seem right. But when I started taking my AIDS
drugs, the side effects were really acute for me and it was suggested that
I start using medical marijuana. I wasn't into it at first but, after being on
the meds for a year and a half, I decided that something had to change.
I just couldn’t do it any longer. So I did start the medical marijuana and
it did help a lot. Initially, I was still under my own neuroses about, “Oh I
don’t want to be a pothead” and all these negative stereotypes about what
marijuana does and how it affects people. But, in fact, it was the [AIDS]
cocktail [of antiviral drugs] that had me all whacked out. I discovered
that when I was on the medical marijuana, I could function much better.
I learned to trust that I could be stoned and be interactive and not dopey;
I love it.

In addition to those patients who had never used marijuana prior to
their illness and those who had consumed the drug for recreational pur-
poses in the past but who had long since stopped, there is a third group
who actively resist drawing a clear distinction between medical and social
use, describing instead a seamless transition between the two. “Regina,’
for example, a WAMM member in her mid-forties living with AIDS,

acknowledges,

I'm just going to be totally honest—it wasn't AIDS that introduced me
to pot. I had smoked marijuana as a kid and I liked it even then. When
I tested positive in 1991, I felt that it was kind of a benefit that I got to
use the term “medical marijuana” but I didn’t quite own it as medicine
because it had just been my lifestyle. But then, a few years ago, I traveled
out of state [without access to marijuana]. I spent a week traveling and
then went to Florida with my mom. By the time we got there, I was in
so much pain from the neuropathy I couldn’t get up. We went to Urgent
Care and they gave me morphine. The pain just wouldn't go away. I took
the morphine for a week until I got back to California. When I got home,
I started smoking pot again as normal and it took about three or four
days and I stopped taking the morphine. I realized I had probably kept
myself from having this really severe nerve pain for a long time by smok-
ing every day. It was like this big validation that I really was using good
medicine.
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Creating Community

Because of confusions about the legitimacy of marijuana as medicine
and of users as patients, provider organizations such as WAMM are of-
ten misunderstood as well. Even within communities largely tolerant of
marijuana use, such as Santa Cruz, suspicions remain about the role of a
provider organization. “Hal,” a seventy-year-old with severe neurological
pain from failed back surgery, remembers that when a friend suggested he
consider marijuana to manage his pain, he thought it was a scam: “Right,
‘medical’ marijuana, sure. But [after trying it] I couldn’t deny I felt better.
I didn’t know anything about WAMM; I'd never even heard of a canna-
bis-buying club. I just wasn’t in that world. I immediately jumped to the
wrong conclusion. I thought, ‘Youre a bunch of potheads who are scam-
ming the system. Right? So I'll be a pothead and scam the system. I don’t
care because I need it. I need it”

Hal’s suspicion that WAMM was largely a cover for drug dealing to
recreational users was only shattered when he attended his first weekly
membership meeting: “The first time I went to WAMM, with all these
misconceptions in my mind, I looked around the room and thought, ‘My
god, these people are really not well” I went home and said to my wife,
Tm going to have to rethink this whole thing. I'm going to have to stop
jumping to conclusions here because this was an incredible experience’”

Attending a WAMM meeting is indeed consciousness altering, but
not in the ways that new members typically expect. Patients often enter
expecting a room thick with marijuana smoke; instead they find a room
filled with human suffering and a collectively organized attempt to allevi-
ate it. In fact, no marijuana is smoked at WAMM membership meetings.
Rather the hour-and-a-half gathering is spent community building: shar-
ing news about the needs of the organization and the needs of the mem-
bership. News is often bad—beloved members die, important pieces of
legislation are defeated, donations are down. Announcements are made
not only about volunteer opportunities to work in the garden or the of-
fice, but also about members needing hospital visits, meals, or informal
hospice support. Get-well cards are circulated, memorials are planned for
those who have recently died, holiday parties are organized for those with
a desire to socialize and to celebrate. Information is exchanged about the
practical dimerisions of living with chronic or terminal illness and about
coping with the often-cascading challenges of pain, poverty, and social
isolation.
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Much of the weekly meeting is taken up by a monologue delivered by
Valerie, though members have ample opportunity to interject and make
announcements if they wish. Valerie interrupts herself frequently to per-
sonally acknowledge and welcome a member who has drifted in late. In
this atmosphere of controlled chaos, Valerie provides updates on medi-
cal marijuana legislation, offers social criticism and spiritual guidance,
and makes regular requests for donations of time or money. Occasion-
ally members complain that Valerie goes on too long and that meetings
seem too much like sermons or guilt-trips. And sometimes her message
is lost in the rising undercurrent of conversation among the many in at-
tendance who may only see each other this one time during the week.
The background rumble ebbs and flows, and sometimes has to be brought
under control. “Whoa, whoa,” Val calls out in an attempt to regain atten-
tion. Some members seem to find the meetings almost unbearably frus-
trating, while others experience them as essential and life affirming; for
many, they represent both an obligation and a critical lifeline. The meet-
ings conclude with members picking up their weekly supply of medical
marijuana. For some that is the only reason to attend. For many others,
however, the marijuana seems almost secondary. In fact, some members
who have completed their treatments and no longer need marijuana con-
tinue to attend the meetings for the community they provide.*

Until 2000 these weekly membership and distribution meetings took
place in the heart of downtown Santa Cruz at the local Needle Exchange
Drop-in Center. Occasionally on nights when the center was given over to
WAMM, someone would approach the door hoping to be able to procure
a clean syringe. Dennis, WAMM’s doorman, would politely turn them
away with an apology and a request to check back the next day. Dennis
has always been serious about his responsibilities at the door, and his im-
posing size gives him instant credibility. Although he knows most mem-
bers by sight, he sometimes has had to check identification at the door.
Once membership is confirmed, he becomes very welcoming, introducing
himself with a soft voice and a friendly smile.®

During the years that the Needle Exchange sheltered WAMM, mem-
bers often congregated as much as a half hour early, forming friendly
conversational groups on the sidewalk as downtown traffic crawled by.
By the summer of 2000, WAMM’s expanding membership meant that
a new Tuesday meeting place had to be found; the crowd outside the
Drop-in Center was no longer unobtrusive, and the numbers of people
milling around in front of the building began to capture the attention of
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downtown visitors. Even inside the building, space had become inade-
quate—the room quickly filled past capacity with members in wheelchairs
trying to negotiate around the furniture and groups of patients unable to
find seats. WAMM began to be a liability for the otherwise low-profile
Needle Exchange Center. The Santa Cruz fire marshal was sympathetic
but firm: the Drop-in Center was too small for so large a group.

A scramble to find a new meeting place once again made clear that,
while medical marijuana was supported in principle in Santa Cruz, most
organizations were apprehensive about allowing marijuana distribution
to take place in their facilities. But finally a group—a local ethnic heri-
tage organization—offered WAMM use of its space for a small weekly
fee. The substantially larger facility, located in a less-visible part of town
but still easily accessible by car and public transportation, better met
the needs of the membership than the Drop-in Center; this space has
served as a weekly meeting hall and distribution center for WAMM since
2001.°

At the new location, as at the old, a half hour or so before the meeting
begins, Valerie arrives with the keys to the building and big plastic boxes.
Helpful hands carry the boxes inside while members surround Val, want-
ing a moment with her. Valerie gives and receives many hugs and kisses;
such displays are the norm in this organization.”

Valerie: I do have to set boundaries; sometimes, when people come up
and ask me for things, like I might try to suggest who else they could
talk to, to make that happen. That helps both of us to define our roles
as members of a collective. I used to think people wanted a piece of me,
but now I know its not that. What they want is to be loved. We all want
that. Sure, sometimes people drive me a little crazy, pushing their way in
front of somebody else . . . but even that, the childishness that we all have
in us, the second grader that demands, “What about me, me, me?” can
usually just be dealt with if I just say, “Hey, you know what? Somebody is
in front of you. It’s OK, there’s time. I have to stick around til 9:00. Stick
around and ask me later” And people will do that, they’ll go, “Yeah, yeah
of course. Duh. It just felt urgent”

Each Tuesday evening, members of WAMM quickly transform the
ethnic heritage hall into a medical marijuana community center. A small
group of volunteers sets up folding tables at the front of the room to hold
the containers of “Mother’s Milk” (a cannabis-infused soy beverage); the
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WAMM members picking up their medication at a weekly membership
meeting. Photo © Chuck Nacke—Woodfin Camp.

small brown, one-ounce bottles of tincture; and the bags of marijuana
muffins. Each of these products has been produced entirely through the
volunteer efforts of other members. The plastic boxes turn out to be filled
with manila envelopes, each one containing a baggie holding a few grams
of weighed and packaged cannabis. Every patient who picks up medical
marijuana has an envelope in one of the boxes, with their doctor’s name
and contact information printed on it. On any given Tuesday evening,
dozens of WAMM members numbering as few as 50 and as many as 150
attend for all or some part of the ninety-minute meeting. The gathering
quickly develops into a community conversation while some members
cheerfully greet friends and others walk slowly to their seats, concentrat-
ing on some hidden pain.
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Servant Leaders

Within the collective, Valerie’s loving and charismatic persona positions
her somewhere between selfless organizer and celebrated diva. During the
1999 Gay Pride celebrations in Santa Cruz, Valerie and Michael received a
proclamation from the city in appreciation of their efforts on behalf of the
community. Val, dressed in a black leather vest, black boots, and a pair of
tight, partially unbuttoned jeans with a sheath knife sticking provocatively
out of her back pocket, bowed theatrically and said, “Thank you. I am, as
ever, your servant.”

She serves in many ways.® As executive director, it is her job to manage
the organization’s always-impossibly tight budget; she is often preoccupied
with fluctuations in monetary contributions. To keep the organization
afloat, she applies for grants, organizes fund-raisers, and solicits financial
contributions using all manner of persuasive appeals. But Valerie remains
firm in her insistence that members’ access to the marijuana grown by the
collective be based entirely on medical need, not on ability to pay. Valerie
also manages to spend a great deal of time at the bedsides of seriously ill
members in their homes and at the hospital; she has been present at the
passing of many members, developing an unusual familiarity—intellectu-
ally, spiritually, and pragmatically—with death.

Though it is her vision that is expressed in the mission of the organiza-
tion and its weekly operation, she remains committed to encouraging a
sense of shared responsibility among the members. This has been a more
challenging process than she first had imagined.

Valerie: 1 have been so struck by the commitment we had in setting up
WAMM where members would take what they need and give what they
can, thinking that most people given the opportunity would rise to mest
that. What I've come to understand is that it takes a little cooking; it’s not
socially or culturally natural or conventional for humanity—or the piece
of it that 'm working with—to rise to the occasion in that manner. But
what I've found is that when we share our stories and experience each
other’s suffering, things do start to change, people do volunteer: “Here
take some of mine. You're short, let me help you. You need to have some
food made? I can cook you some food, I can spend a day or an afternoon
at your house” The Marxist premise of taking what you need and giving
what you can, is brilliant because it's empowering and it serves the greater
community, outside of myself. It's about how it creates the future.
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She wants WAMM to work, not because of incentives or constraints,
but because others believe in it too. Once, after missing a weekly meet-
ing due to illness, she reminded the group that they had survived her ab-
sence: “See, you don't really need me” But most members believe they do.
Her authority extends well beyond the group; Corral has emerged as one
of the most respected advocates and foremost authorities in the country
on the subject of medical marijuana.

Within WAMM, Valerie’s charismatic leadership is apparent, as patient-
participant “Rev. Sonny” acknowledges:

Val is an integral part of what WAMM is, without a doubt. She is the mo-
tivating force. Val has a vibrancy about her; she just touches everybody
she comes in contact with. She has an extraordinary gift, you know. She’s
blessed with a power about her. That’s what great evangelists have. But so
do entertainers like Cher and Madonna and professional athletes. They
all have that power. It’s just a question of where they choose to direct it.
Val directs hers into service. But while she’s important to WAMM, there’s
no reason in the world why this kind of organization couldn’t be created
in every city in California. The only problem I can see with replicating
this model is that you need the support of the sheriffs to keep those fed-
eral carpetbaggers off our land.

The Santa Cruz sheriff himself, however, is less convinced. According
to Sheriff Mark Tracy, “I don’t know about WAMM being a model. You're
not going to find someone like Valerie everywhere, so how are you going
to recreate what she’s trying to do? Where are you going to find people to
put their whole life in it? For me, knowing her for a few years, this is her
whole life. I just think that it would be hard to find people who would do
that everywhere””

The question of the role of charismatic leadership w1th1n a self-help
collective is also raised by the crucial contributions made by Michael
Corral. While less intimately involved in the day-to-day operation of the
organization, WAMM would not have thrived without the commitment
and particular skills Michael provides as agricultural director. Much like
Valerie, Michael’s energy and talents draw people to him. He is not only
extraordinarily handsome and personable, he is also one of the best mari-
juana cultivators in the country.

But unlike Valerie, Michael has clearly defined boundaries within the
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organization. He manages the collective’s garden but does little, if any,
hands-on caretaking of its sick and dying members. Still, his devotion
to the WAMM garden and his expertise in the cultivation of cannabis
have been critical to the group’s ability to produce an annual crop of ex-
tremely high quality, organically grown marijuana adequate to meet the
needs of over two hundred seriously ill patients using only a small plot of
land. That the garden is located on the Corrals’ property further cements
their close identification with the organization. By allowing the collec-
tive to grow its marijuana on their land, the Corrals face the very real
risk of losing both their property (under federal forfeiture laws) and their
freedom.

Valerie and Michael’s willingness to occupy such a central place in
WAMM has helped the organization to survive despite federal threats and
inadequate budgets. But it risks undermining the groups identity as a col-
lective of equals. As Dr. Mike Alcalay, the medical director of the Oakland
Cannabis Buyers’ Cooperative (OCBC), notes: “People like Jeff Jones [the
founder of the OCBC] and Valerie take it all very personally. For Jeft, it
was his club. For Val, it’s her organization. But, in fact, it’s our movement.
Pronouns are really important. I don't let people get away with that”

This tension between the rhetoric of collective endeavor and the reality
of unequally distributed risks and responsibilities is a constant challenge
within WAMM. “Cher;” a patient and former board member, observes,

In the beginning of WAMM 1 felt this incredible sense of ingratitude
from most of the patients. And because it was directed toward Valerie, it
really enraged me. I thought they were all just a bunch of whiners. At one
point we had so many complaints that we had a special meeting outside
WAMM for people who wanted to complain. Suzanne [another board
member] agreed to set it up and run it. Well, she did the first cne and she
was just sobbing. So I said, “OK, Suzanne, you created this but you are
too sensitive. I really think these people are assholes so they won't affect
me. I'll go” I went and I was appalled. But I was not devastated by it. I
just told them they were full of shit; and when we had the [complaints]
meeting the next week, nobody came. I was not patient with it. For one
thing, I was absolutely stunned. I thought that Valerie had taken on
something that, to my great shock, was going to be completely unreward-
ing. When she told me she was founding the organization, I was worried
—not because I thought the patients would be ungrateful, but because I
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thought the cops would get her. I was actually astonished that anybody
was anything but grateful. I had not anticipated it at all, but it was true.

Collective Contributions

“What do you think ‘collective’ means?” Valerie asks the membership one
Tuesday evening in 1998. “That you come in and collect? WAMM doesn’t
work that way. Donations are way down, but we’re giving away more pot
than ever, more than a pound a week. Giving pot away free is what we do;
but we need your assistance and support in order to be sure were here
next year, and not have this fizzle out, because it’s too much work for a
handful of people. You don't have to give money, but give energy”

Participation by members in WAMM has always been uneven, creat-
ing a source of concern for a largely volunteer-run organization. At every
membership meeting, Valerie pleads for even the smallest contributions
of time, money, or necessary materials: baking supplies, soy milk, plas-
tic baggies. But donations go up and down. And, as the organization has
grown, the effort and expenses necessary for survival have grown with it.
Even in the early years, it took dozens of volunteers to tend, harvest, and
clean the collective’s annual crop of cannabis; to package the dried ma-
terial; to transform it into medicinal baked goods and tinctures; to help
staff the membership distribution meetings; and to provide minimal of-
fice support.

In 2001-02 the organization hired a part-time human resources coor-
dinator, Gabriel Demaine, to undertake a systematic survey of the needs
and assets of the membership and to link each member to appropriate
programs within the collective. The predictable finding was that needs—
both of the membership and of the organization—far exceeded available
assets.

Gabriel: Fund-raising was an immediate priority. With WAMM’s non-
profit status taken away,” the organization didn’t have much success
with grants. There was no tax advantage to funding us and, in any case,
probably a lot of funding agencies were just too freaked out to be associ-
ated with marijuana. So I used my experience as an organizer to start
producing community events to raise consciousness and money. I orga-
nized teams to work at the events and to do media outreach; to work in
the office and the garden; to do what we called “kitchen help,” making
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medicinal products; and to participate in care teams [providing assistance
to members who were sick or dying].

In addition to the appeals by the human resource coordinator for vol-
unteer labor, Valerie also spends part of every weekly meeting reminding
members of the critical need for practical and material support and trying
to encourage a collective culture of cooperation and compassion. Fairness,
for her, is defined more by altruism than equity; if everyone does their
best, those who are most capable will contribute more than those who are
less capable; and, for Val, that is how it should be. Their extra effort allows
the group to support those who can do little or nothing.

But members know that their access to medical marijuana is not con-
tingent on material contributions of any kind. In answer to the question
“How little work can I do and still get my medicine?” or “How much
money must I give in order to get my medicine?” the organization replies,
“As much as you can afford” Because WAMM was founded with the ex-
plicit intention of catering to the needs of low-income and unemployed
people who are managing life-threatening illness, nothing is demanded
of the membership. Many are indeed limited in what they can offer; some
only become members when their resources are exhausted and death is
imminent.

On a number of occasions, the WAMM board of directors has dis-
cussed whether donations of time or money ought to be mandatory for
members. But the majority has never supported the idea. Various schemes
for encouraging participation have been considered, but in every case
it was concluded that no one in an organization composed primarily of
low-income people living with life-threatening or chronic diseases can
say with authority whether someone else is doing all they can. Like other
health-related organizations run by and for patients, poor health and the
poverty that often results from it will always prevent some members from
making material contributions.

Something like an honor system is at work in WAMM. No minimum
standards or proofs are required to determine who is too sick or too poor
to contribute. Members who choose not to participate are in no more
danger of losing access to their medication than those who are genuinely
incapable of participating. But somebody has to do the work, and in an-
swer to the question “Why should I do more when so many here do less?”
the collective answers, “Because you can . . . for now.”

“Andy,” a longtime member living with AIDS, survived several cycles
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of strength and weakness as his illness progressed. During periods of rela-
tive health, he put in many long days in the marijuana garden, weeding
and watering and leafing the plants. He worked at the distribution table
on Tuesday evenings, and one autumn he put in more hours cleaning the
harvested buds than any other member. His commitment to the organiza-
tion was never in question, but, as his illness progressed, he became un-
able to continue as a volunteer. In his final illness, a number of WAMM
members provided in-home hospice care, keeping him company and do-
ing his shopping, cooking, and cleaning. Valerie was at his side when he
died. Andy was very well liked and served as a reminder that the ability to
contribute can change drastically, that those most active in the organiza-
tion may not always be able to contribute, and that contributions to the
collective can have a return well beyond what is received in marijuana.
Many WAMM members will have to depend on the assistance of others
at some point, as Andy did; this realization has encouraged many to con-
tribute generously with time and energy while they can. WAMM defines
itself by this culture of cooperation and compassion.

Free Riding

Still, the problem of the “free rider”*® who doesn't contribute enough to
the collective is a recurring subject of conversation among the member-
ship. Reactions range from righteous indignation and shame to weariness
and indifference. Inevitably, perhaps, a few highly committed and hard-
working members of WAMM report feeling resentment toward others
whom they perceive to be holding out on the group.

For many WAMM members, the organization becomes a focal point,
providing a shared sense of camaraderie, acceptance, and empowerment
in lives damaged by disease. Yet a few find it hard to shed long-held habits
of individual self-interest in favor of the organization’s communitarian-
ism. Those members may come up short in the estimation of the deeply
committed.

The fact of the matter is that some members don’t want, or think that
they don't need, a demanding community and its attendant responsibili-
ties, efforts, and frustrations. These individuals would prefer to spend their
time and energy living their own separate lives. They do, however, want to
continue to receive their free or very affordable medical marijuana. The
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result is tension and resentment between those who give abundantly and
those perceived as doing less than they should.

“Alec,” for example, became resentful watching some members picking
up their medicine every Tuesday evening, members whom he believed
were capable but unwilling to help in the work. He eventually chose to
withdraw from the tiring labor performed by the garden crew. He con-
tinues to receive his medicine, but his identification with the collective
has been compromised by the feeling that free riders took advantage of
him. “Ricky;” a member who has devoted considerable time and energy
to the collective enterprise for many years, appeared before the board of
directors one evening to remind them that the marijuana patients receive
is not “free” It is produced through the hard work of a small group of
volunteer laborers. He urged Mike Corral to calculate production costs so
that members would know the monetary value of what they were being
given. Mike calculated the cost at about two dollars per gram—fifty-six
dollars an ounce. While that is less than one-sixth the cost of an ounce
of much inferior marijuana on the street, the majority of members make
donations that are only a fraction of that amount, if they donate at all.

During one Tuesday evening meeting in September 2000, Ricky took
the floor and asked the members in attendance: “If you had to do this
on your own, what would you do? You need to help the group more,
he scolded them, “and think less of yourself. It’s ‘we’ not ‘me.” Valerie,
sensing the hostility in the room, quickly interjected: “Please don’t any-
body take this personally. Don’t be hurt. But how can we resolve these
questions if we can’t even ask them?” While her comments elicited a few
nods in the room, many looked skeptical. For many, the burden presented
by a potentially deadly disease or pain that never goes away is explana-
tion enough for why the demands of the collective take a backseat to their
own immediate needs. “It’s all some of us can do to stay alive,” one man
argued. An exasperated voice replied, “We're all sick, but we have to work
anyway. Some became defensive; one member reported that she signed
up to volunteer but never received a call back.

Many in the group of regular attendees at Tuesday night meetings do
volunteer and have made contributions; they feel they shouldn't have to
listen to such criticisms. On the other hand, there may be some sense
of satisfaction watching those individuals believed to be “freeloading”
squirm. Michael Cheslosky, one of WAMM'’s most active members until
shortly before his death in 2005, observed,
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I feel a tremendous responsibility for WAMM, so it really bothers me
sometimes when people just come in, pick up and leave. We go to the
meetings faithfully every week and we are the ones who get yelled at.
Those of us who know it is a collective—we don't need to be yelled at
about the fact that others aren’t showing up. And then we stand in line
and watch somebody else just walk in at the very end. In fact, we joke
about it a lot. I know these two guys that invariably come in at 7:35 every
week and try to sort of melt into the line by coming up to you and say-
ing, “Hi! How are you doing?” I'm always tempted to say, “I don’t know
you; who are you? What is your name?” I watched one guy come in way
late who, of course, had a really high number [indicating his place in the
distribution line], something like 72. So what he does is he rubs off the
two and gets in line as if his number was a 7. It was so painfully obvious.
Everybody knew, and of course we'e all thinking, “How could you do
that? Everybody here is just as sick as you are” But, you know, if you're
going to go to that much trouble to do something like that, really all the
rest of us can do is laugh. I mean it’s really funny because I guess people
think that other people don’t know? But you better believe were going
to point you out to everybody else. “Oh, youre the one from last week
who rubbed off their number!” Those guys deserve to be talked about.
I guess they are getting whatever it is they need to get out of it but my
sense is that they’re not getting much. They’re certainly not getting ev-
erything I do from WAMM. But that is their business. So pretty much
with everybody, if they aren’t too obnoxious about butting in line, or not
helping put a chair back or something, then I try not to get too worked
up about it.

Not everyone is as successful as Mike at letting the problem of unequal
contributions roll off their back. George Hanamoto, a seventy-year-old
WAMM member, struggles with members’ obviously unequal investment
in the organization:

I get upset about people who take advantage of WAMM. I'm taking this
mindfulness class [at WAMM] to try to make myself not let that bother
me. But it does. I cant get it out of my mind that there could be this
one person who doesn’'t donate no time, no money, nothing, but gets the
most pot he can and takes up all of Val's time bitching at her for this
and that. And there might be another person, a nice member, who works
really hard for WAMM and only gets a portion of what that guy takes.
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I think someone should write down volunteer hours and whether they
donate and what the status of their health is, so that we could say, “Hey,
you haven't been to a meeting, you haven't volunteered, and you haven’t
donated no money. We're cutting you back to a minimum.” We need to
have an incentive; if they don’t cooperate, we need to be able to give them
a little push.

Another member, “Irv;” a seventy-seven-year-old who prides himself
on making a relatively large cash donation to the organization each week,
resents those who give little or nothing, believing this to be a reflection of
bad choices by those too cheap or too irresponsible to contribute:

A lot of clubs, the buyers’ clubs, are just using marijuana as a means of
making money. People can't go there and give nothing, or five dollars or
ten dollars, they pay really hard prices. People here ought to be thankful
and want to make sure that this organization survives. I've kind of raised
this question, you know, at meetings and it just fell on deaf ears. I mean,
people go to a movie. You can’t do anything these days without spending
money; why should this be such a low priority? Its just ridiculous. You
go out and buy a pack of cigarettes or something, it’s three dollars a pack.
Even a cup of coffee, you buy a latte or something and it’s two and a half
bucks or three bucks or four bucks. Don’t buy one of those things. Just
put the money aside. It really irritates me; it’s like beating a dead horse.
Its hard for me to believe that people have nothing.

But in fact, some members really do have little in the way of dispos-
able income. Susan Durst, a sixty-two-year-old breast cancer survivor, for
example, struggles with the challenges of living on a fixed and extremely
limited income:

I haven't gone to the last two WAMM meetings; I just can’t make any
donation at all. T know Valerie says we don’'t have to give anything but
I still feel uncomfortable about it. The thing is, I don’t have it. For the
last year I've been getting $712 a month and putting out $581 for rent
and storage. And then I have to pay PG&E [Pacific Gas and Electric]
and the telephone. And poor selfish me, I have to have a morning paper
and cable TV because I can’t afford to go to the movies or go anywhere
or do anything. Valerie is aware that I'm trying to live on $122 dollars
a month. Sometimes I really find myself thinking, “If T don’t open the
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curtains and go out the door today, I won't have to spend money” And
I'll go four or five days in a row and not leave the house. And I just look
to see how many more days til the first of the month. Thats a really
crappy way to live.

Dispensing with Intimacy

As these accounts suggest, the question of what constitutes a “free rider” is
a complex one in an organization composed of poor and seriously ill indi-
viduals. Anxiety within the organization ostensibly over uneven member-
ship contributions may in fact be less tied to that particular inequity and
instead may be more a reflection of the general unfairness of a life limited
by disease and suffering. Certainly, the level of physical, mental, and emo-
tional distress experienced by many WAMM members is extreme. Un-
der such circumstances, others may experience the modest contributions
some members make to the collective’s survival as an additional affront.
As Cher observes,

WAMM is not a group where we choose each other on the basis of liking
each other. It is a group that people join when they fall ill. So it’s people
who are pretty much devastated in their own lives. Whoever said that
suffering makes people noble has never suffered. They don’t have a clue.
I think the times in my life when I've been the least generous are the
times when the chronic pain was the worst. You feel like a victim because
you are one. In that sense, WAMM is a mixed bag. There is no common
denominator except for illness. I think there are always people who are
convinced that they aren’t getting enough, that they are being overlooked,
that they deserve more attention. But what I found most heartening and
astonishing is the way people have changed. What happens for most—
not all—of the people, is that they start connecting with each other and
get to the garden and start feeling useful, and then they really change.
At least people get a chance to. In terms of freeloading, there are some
people that freeload. But maybe I'm a little more sympathetic because I
really understand the radical poverty that many of the patients live with.
Anyway, for me, who cares about the people who are freeloading? I mean
all the people who are freeloading are in agony anyway. They are being
punished enough. Unless they do something that is hurtful to Val, I can’t
feel much of anything but sympathy for them.
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Patient participants may initially join WAMM for no other reason
than to access doctor-recommended medication. But it is difficult for
members to relate to the organization as nothing more than a dispen-
sary. Attendance at the ninety-minute participants’ meeting is generally
required to pick up a member’s weekly allotment. Minimally this require-
ment means that members—or, if they are too ill to attend, their caregiv-
ers—must become familiar with each other’s faces, witness each other’s
suffering, and confront repeated requests for assistance by both the or-
ganization and by individual participants. In other words, just because
the marijuana in WAMM is free doesn’t make it without cost, at least in

terms of emotional investment. For some, like Jon, the price feels very
high indeed:

I've had a strange relationship to WAMM because a dispensary is really
what I would have rather had it be. 'm a matter of fact kind of person
and if I have to have this condition, and I have to use a substance, I want
to be able to get it and go and not be a part of anything. I don't want to
know who my pharmacist is. Thats exactly how I feel about WAMM. I go
to the meetings because it is a requirement, but it'’s not necessarily what
I would opt to do. I bet everybody who goes just wants to pick up their
medicine and leave. Basically what we want is our medicine and to get on
with our lives.

Indeed those “with a life” and, perhaps more important, an income,
may well prefer a dispensary or buyers’ club to a demandingly intimate
self-help collective. As “Charles,” another member living with AIDS, ex-
plains, the intimacy and exposure can be uncomfortable: “The meetings
made me feel like I was coming out of the closet again and that was really
hard for me. All of a sudden, people knew who I was in terms of what I
had and that I had lost a partner. I felt like a sympathy case and I didn’t
really want that. So I didn’t like the meetings much at first”

But for many who remain members, marijuana becomes only one of a
number of threads tying them to the organization. “Joe,” a forty-year-old
with a severe seizure disorder, explains:

The medicine is actually turning into a secondary or tertiary part of what
WAMM is all about for me now. It's more about the group itself, the fel-
lowship that goes on, the ways we help each other. Actually that’s the big-
gest thing I want to rave about: that de-isolation that takes place.



104 “Potheads Scamming<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>