Harnessing Medical Discord to Influence Marijuana Policy
Daniel M. Bruggebrew”

The dividing line in medicine, even between use and abuse, is so zigzag and
invisible that common mortals, in groping for it, generally stumble beyond it.'

I. The Medicolegal History of Alcohol Till Repeal
At the time of the discovery of distillation, the action of alcohol on the human
system “could be judged only by its seeming effects,” and “[a]s these were pleasing, it
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”* Healers proclaimed

was supposed that a great medical discovery had been made.
alcohol “a panacea for all . . . ills, . . . if not the very aqua vitae itself.”® Hence, “[a]lcohol
[was] a widely counseled, readily available, and relatively cheap remedy for thousands of
years.”4
In Colonial America, alcohol still was “universally honored as a medicine for
almost every physiological malfunction, whether temporary or permanent, real or
imagined.” Of course, medicinal alcohol is no less enjoyable than any other alcohol, and
“as time advanced, people began prescribing it for themselves, until its use both as
medicine and beverage became almost general.”

In 1774, a Quaker intellectual argued—in his pamphlet, The Mighty Destroyer
Displayed—that alcohol “was the cause of most afflictions of the body, the soul, and

human society.”” The pamphlet impressed Dr. Benjamin Rush, surgeon general of the

Revolutionary Army, who became the first American physician to scientifically gather
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data “correlat[ing] the drinking of liquor to ‘vices, diseases . . . suicide, [and] death

... However, Rush’s prescription for alcoholics—that they should abstain from
ardent spirits and instead take in regular dosages his compound of wine and opium—
indicated a failure to understand that “the terrors of whiskey or rum could be evoked as
forcefully by plain wine if the drinker were adequately motivated.”

In 1851, Chicago physician Dr. Nathan S. Davis presented his research to the
American Medical Association (AMA or the Association) “show[ing] that alcohol,
instead of . . . promoting nutrition and strength, actually produced directly opposite
effects . . . ."° The Association rejected Davis’s conclusions as “opposed . . . to the
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generally accepted teachings of the day.” " But, in 1871, the Association did resolve that

alcohol should be “classed with other powerful drugs, and . . . prescribed . . . with
conscientious caution, and a sense of great responsibility.”"?
In the 1880s, the Women’s Christian Temperance Union (WCTU or the Union)

campaigned for state laws mandating “scientific temperance instruction” in public

schools."® The Union subsidized the publication of two textbooks—The Child’s Health

Primer and Young People’s Physiology—and organized “an examining committee of

medical experts,” which included two past presidents of the AMA.'* The committee
reported that the Union’s textbooks contained “no errors . . . [and] [n]o statement . . . at
variance with the most reliable studies of especially competent investigators.”"
Medicinal alcohol, however, had a deleterious effect on the WCTU’s campaign

against alcoholic beverages: “[t]he wide-spread belief in the necessity and efficacy of

alcoholics as remedies [was considered by some to be] the greatest hindrance to the
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success of the temperance cause.” ~ Indeed, despite the resistance of many physicians to

prescribe it, “[t]he medical use of alcohol [was] the great bulwark of the liquor traffic.”"’

In 1917, at the annual meeting of the House of Delegates (HOD)—the AMA’s
principal policy-making body—the WCTU presented a letter asking that the Association

warn the public “against alcoholic liquors” so as to “strengthen the hands of . . .
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temperance organizations . . . combating the liquor evi The Union argued that a

“chief cause[]” of alcoholism was the false claim of brewers and distillers that their
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products were “endorsed and recommended by physicians . . . Hence, “[t]he medical

profession owe[d] it to itself and to the public to offset this dangerous and misleading
advertising by a statement of the truth.”*° Responding quickly, the HOD considered a
resolution “declar[ing] it[self] opposed to the use of alcohol by individuals either as a

medicine or as a beverage.”

Three days later, the Reference Committee on Legislation and Political Action
amended the following language to the resolution, which was ultimately put and carried:

WHEREAS, We believe that the use of alcohol as a beverage is detrimental to the
human economy, and

WHEREAS, Its use in therapeutics, as a tonic or a stimulant or as a food has no
scientific basis, therefore be it

Resolved, That the American Medical Association opposes the use of alcohol as a
beverage, and be it further

Resolved, That the use of alcohol as a therapeutic agent should be discouraged.*

The delegate from the Section on Pharmacology and Therapeutics moved—
unsuccessfully—to substitute the Reference Committee’s language with the following:

“the question of the therapeutic value of alcohol which has been long in dispute remains



yet undetermined, and . . . hasty action . . . would not be wise, and would not reflect fully

the best therapeutic and pharmacologic opinions.”*

Soon thereafter, in the correspondence section of the Journal of the American

Medical Association, one doctor protested the Association’s political organ “dealing with

a matter . . . outside of its sphere and which belongs to the Council on Pharmacy and
Chemistry, which deals with matters therapeutic.”** He argued that the HOD did not have
“a right to pass dogmatic resolutions which differ absolutely from what thousands of

members of the Association believe to be true.”*’

But, other commentators favored the
anti-alcohol resolution. For example, one Dr. Charles E. Hawkes was “only one of a large
number of physicians who st[oo]d ready to sacrifice alcohol for other stimulants and
drugs, for the uplift of humanity.”*

“[T]he prohibition forces . . . made good use of the ill-advised resolution of
1917.7*" Congress passed the Eighteenth Amendment on December 18, 1917, and it was
ratified by the necessary thirty-sixth state on January 16, 1919.** Since the Eighteenth
Amendment lacked implementing language, Congress passed the National Prohibition
Act (Volstead Act), assigning enforcement responsibility to the Department of the
Treasury.”’ Despite the AMA’s express resolution “discourag[ing]” the use of medicinal
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alcohol,” the Volstead Act included an exception for “medicinal purposes when

prescribed by a physician . . . .”*' Notably, this was the only exception in the Act
authorizing the distribution of hard liquor.*
Hence, some “accuse[d] the [AMA] of being the main cause of the adoption of the

Eighteenth Amendment, and that its members ma[d]e an enormous profit through their

monopoly of prescribing alcohol for medicinal purposes.”™? And records do show that



“some physicians defied the AMA’s [1917] resolution and doled out alcohol more
frequently than ever before, quite likely in a bid to profit from their rare privilege.”**
Such a view, however, fails to comport with the tremendous resistance doctors
demonstrated to the burdens the Volstead Act imposed on their practice.”> As an
example, “[t]he new laws required [doctors] to use special prescription pads issued by the
U.S. Treasury Department and regulated how much liquor each patient could receive.”®
Many physicians denounced such limitations as “dispens[ing] with the[ir] judgment” and
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“interfer[ing] with the proper relation of the physician with his patient . . .
doctors were content with the limitation, concerned that many physicians were “willing
for a price to prostitute their ability and their profession by issuing as many prescriptions
for liquor as the law [would] allow and on the slightest pretext . . . .**

In 1920, the HOD tabled a resolution that would have reaffirmed the 1917 anti-

alcohol resolution—the first hint of the Association’s fast-approaching reversal on the

alcohol issue.*” In December 1921 , the editorial staff of the Journal of the American

Medical Association distributed a questionnaire to gather the opinions of 53,900
physicians on the therapeutic value of alcohol.*’ Fifty-eight percent of the questionnaires
were returned, representing the opinions of 31,115 physicians—twenty-one percent of
physicians nationwide.*' Fifty-one percent of respondents indicated that, yes, whisky was
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a “necessary therapeutic agent.”"” It was also noted that “[i]n practically every

community . . . moonshine [was] freely available, and that it was unnecessary to write
2543

prescriptions in order for patients to secure beverages for medicinal . . . purposes.

Thousands of respondents said they resented serving as the primary source of alcohol in



their communities—“they did not wish to be the ‘goats’ for the government in controlling

[the alcohol] problem, nor did they wish to serve as saloonkeepers or bartenders.”**

Unsurprisingly, in 1922, the House of Delegates unanimously resolved:

WHEREAS, The medical profession has been subjected to criticism and
unfavorable comment because of present conditions associated with the
enforcement of the Volstead Law, and

WHEREAS, The results of a referendum conducted by [JAMA], covering 54,000
physicians, indicates that fifty-one per cent. of physicians consider whisky
“necessary” in the practice of medicine, and

WHEREAS, The dosage, method, frequency and duration of administration of this
drug in any given case is a problem of scientific therapeutics and is not to be
determined by legal or arbitrary dictum, and

WHEREAS, The experience of physicians, as reported in [JAMA], indicates that the
present method of control, limitation of quantity and frequency of administration,
licensure, and supply of a satisfactory product constitutes a serious interference
with the practice of medicine by those physicians who are convinced of the value
of alcohol in medical practice, therefore be it

Resolved, That the [HOD] . . . appeals to the Secretary of the Treasury and to the
Congress of the United States for relief from present unsatisfactory
conditions . . . .*’

But AMA resolutions were not the only mechanism available to physicians
itching to resist the Volstead Act’s mandates. In Lambert v. Yellowley, Dr. Samuel W.
Lambert brought suit in federal court asking to enjoin the acting federal prohibition
director from limiting his ability to prescribe alcohol.*® In 1926, the Supreme Court
affirmed the Second Circuit’s reversal of the district court’s grant of the injunction.*” The
Court’s holding depended in part on the dissonance of medical opinion on the matter:
“[h]igh medical authority being in conflict as to the medicinal value of . . . liquors taken
as a beverage, it would, indeed, be strange if Congress lacked the power to determine that
the necessities of the liquor problem require a limitation of permissible

prescriptions . . . .*® One year later, the AMA announced its contrary opinion: “legislative



bodies composed of laymen should not enact restrictive laws regulating the
administration of any therapeutic agent by physicians legally qualified to practice
medicine.”*

Near the end of Prohibition, even the federal government ultimately accepted that
the restrictions placed on physicians were untenable.’® Senate Bill 3090—prepared by the
AMA’s Bureau of Legal Medicine and Legislation, and introduced to the Senate on
January 18, 1932—would have responded to these concerns by removing the “arbitrarily
fixed” number of prescriptions available to each physician.”’ But the bill came too late to
be of use; the Twenty-first Amendment was ratified on December 5, 1933, repealing

Prohibition.>?

I1. A Medicolegal History of Marijuana Through Modern Day*

For thousands of years, the leaves and flowering tops of Cannabis sativa “have
been used by many primitive societies as a folk medicine for a wide variety of ailments.”
Irish physician Dr. William B. O’Shaughnessy introduced marijuana into the Western
pharmacopoeia in 1839, where it was “promptly recommended for an utterly endless list
of disorders.”* Cannabis was legal to grow and consume in the United States until the
1910s, when several state legislatures set about to criminalize it.>> In 1931 alone—just
two years before alcohol prohibition ended—the introduction of sixteen drug-related state

bills and resolutions demonstrated “wide public interest in the narcotic problem.”*® The
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['The terms “cannabis,” “marijuana,” and “marihuana” are used interchangeably
throughout this paper. Where a term is used in a quotation, the original is retained.]



AMA’s Bureau of Legal Medicine warned “physicians to watch all such legislation, to
see that no unnecessary restrictions [were] imposed . . . .’
At the same time, the Association expressed its support of “all legitimate efforts

to prevent the diversion of narcotic drugs into illegitimate channels,”®

going so far as to
encourage states to “supplement” federal drug law, noting the “impotence of federal
activities . . . forcibly demonstrated by experience under the Eighteenth Amendment and
the [Volstead A]ct.”> The AMA and the American Bar Association jointly approved the
Uniform Narcotic Drug Act (UNDA), written by the National Conference of
Commissioners on Uniform State Laws.®® By 1936, twenty-nine states had approved the
original UNDA, or a strengthened form of the UNDA, which applied also to cannabis.®'
In 1937, the Federal Bureau of Narcotics (FBN)—an agency under the umbrella
of the Treasury Department—announced it had received evidence “that certain physicians
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played a part in facilitating the development and continuation of narcotic addition.
response, the Secretary of the Treasury “introduced a bill proposing to impose certain
restrictions on the production, manufacture and use of cannabis . . . .”* The AMA
opposed the bill primarily for two reasons: first, “[t]here [was] positively no evidence to
indicate the abuse of cannabis as a medicinal agent or to show that its medicinal use
[was] leading to the development of cannabis addiction;”64 and, second, cannabis had
therapeutic potential that could only be demonstrated by “a restudy of the drug by
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modern means.”® Notwithstanding the AMA’s—solitary**—opposition, Congress passed

the Marihuana Tax Act in August 1937.° The statute required “medical users to register

and pay a tax of $1/ounce,” and later regulations “designed [by FBN] to prevent
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diversion . . . dampened enthusiasm for pursuing medical applications.””” Finally, after



being removed from the United States Pharmacopoeia in 1942, Cannabis sativa “los[t] its
remaining mantle of therapeutic legitimacy.””

Still, research rolled on. The psychoactive cannabinoid responsible for cannabis’s
euphoric effect, THC, was first isolated in 1942.”' Twenty-two years later, Israeli
chemists elucidated the chemical structure of THC, and performed the first total synthesis
of the molecule from commercially available starting materials.”* All the while, the AMA
did not consider the marijuana issue again until 1969.

In that year, an AMA policy reference committee considered Resolution 26,
which would “direct[] the [Association’s] Board of Trustees to have an appropriate
committee . . . study the problems relating to marihuana use and addiction in order to
present an official, clear statement that [would] inform the American people accurately of

the medical profession’s appraisal of the effects of its use . . . .”">

In response to the
resolution, the HOD adopted Report K—developed by the Council on Mental Health—
resolving that, because it is a “dangerous drug,” marijuana should “not be legalized.”™
But, additional research on marijuana “should be encouraged.”” Through “diligent[]”
research, the Board of Trustees anticipated that it would update its policy on marijuana
“as scientific evidence accumulate[d].””®

Congress reclassified marijuana as a Schedule I drug under the Comprehensive
Drug Abuse Prevention and Control Act of 1970 (Controlled Substances Act or CSA).”’
The Controlled Substances Act prohibited the manufacture, distribution and possession of

Schedule I narcotics, subjecting large-scale violators to punishments as severe as life

imprisonment.”® The CSA made clear that “Schedule I narcotics are not approved for any



medical use, [so] doctors cannot prescribe them . . . .””” But—importantly—the CSA did
not close the door on clinical research of cannabis as a therapeutic.

In 1972, the Association’s Board of Trustees adopted the findings of the Council
on Mental Health and the Committee on Alcoholism and Drug Dependence, which—as
required by Report K—had spent the last two years “continu[ing] to review evidence

. . . . .. 80
obtained from scientific research into [marijuana].”

The findings noted that marijuana
was “currently used primarily as a recreational drug.”®' While the AMA did “not condone
the production, sale or use of marihuana,” it “urge[d] that there be increased research” on
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the substance, its “therapeutic possibilities certainly deserv[ing] further exploration.
1977, the HOD encouraged—in the interests of both the individual and society”—the
“trend toward modifications of marihuana possession laws to reduce the severity of
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penalties . . ..”

However, it also recognized that “[m]arihuana is potentially damaging
to health in a variety of ways,” and can have “serious consequences for those individuals
who are especially vulnerable, [e.g., c]hildren and adolescents[, the] emotionally
unstable[, and] persons with physical illnesses or diseases who may suffer complications
through non-medical use of certain drugs.”*

Two years later, the AMA’s Council on Scientific Affairs recognized “a growing
number of states permitting physicians to utilize the drug in clinical research contexts,”
interpreting this to indicate public “pressure[] to accelerate investigation into the

therapeutic possibilities of marihuana . . . "

But, as a Schedule I narcotic, marijuana’s
use is “strictly criminally prohibited except as part of a research study preapproved by the

US Food and Drug Administration (FDA).”*® The Council noticed that the published

clinical research was performed by “physicians in private practice [who we]re not in a
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position to conduct adequate double-blind cross-sectional investigations.” " Hence, these

physicians were likely “providing treatment responsive to users’ self-reports of beneficial
effects, under a research guise necessitated by requirements of federal law.”™®
Nevertheless, the Council foresaw that as clinical research became more widely
available, “[t]he public may . . . come to realize more fully what pharmacologists have
known all along: that marihuana, as any other drug, has potential for harm as well as for
good . ...

Soon after the Council made its prediction, “[w]ell-designed clinical studies”
demonstrated the “superiority of THC over placebo” in the “treatment of extreme nausea
for patients who undergo cancer chemotherapy,” and in the reduction of intra-ocular
pressure in glaucoma.”® By the time of these publications, eleven states were participating
in FDA-approved clinical trials.”’ The AMA encouraged states contemplating
participation to be sure their statutes would not be “in conflict with rules and regulations
imposed by current federal laws [by] requir[ng] coordination with FDA, NIDA, DEA and
other relevant federal agencies|[;] . . . recogniz[ing] abuse potential[;] and provid[ing]
mechanisms to prevent diversion and misuse . . . .”*> And the AMA emphasized: “[t]he
fact that marijuana may prove to have therapeutic value in medical practice does not
indicate that is a safe drug for recreational use.””

In 1996, California voters passed Proposition 215—55.6% to 44.4%—making
California the first state to allow the use of marijuana for medical purposes outside of
federally regulated clinical trials.”* The AMA immediately expressed its direct opposition

to the legalization of marijuana for sale or possession.’” Then, on December 30, 1996, the

Clinton Administration “warned that physicians who tried to make use of the [Proposition
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215] could (1) lose their federal [DEA] license for prescribing controlled substances,
(2) be excluded from participation in the Medicare and Medicaid programs, and (3) be
subject to criminal prosecution.””®

In response, several California physicians and patients filed a federal class action
lawsuit, Conant v. McCaffrey, seeking an “injunction on First Amendment grounds
against federal enforcements of (or threats to enforce) statutes or regulations that would
punish or penalize physicians for communicating with patients about the risks and

27 The Administration clarified its position:

benefits of medical marijuana . . .
physicians were not under a “gag rule” preventing them from discussing how any
treatment might affect a patient’s health.”® Still, the Department of Justice forbade
physicians from “intentionally provid[ing] their patients with oral or written statements to
enable them to obtain controlled substances in violation of federal law.””” The AMA took
neither side in the litigation, declining an invitation from the plaintiffs to file an amicus
brief.'® But, the Association reiterated its support of the “free and unfettered exchange of
information” between patients and physicians, noting that the medical “principles of free
disclosure apply even if the effectiveness of a potential treatment . . . is not yet fully
proven.”101

The federal District Court for the Northern District of California preliminarily
enjoined the Government “from threatening or prosecuting physicians, revoking their

102
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licenses, or excluding them from Medicare/Medicaid participation . . .
court could not—for reasons of constitutional separation of powers—enjoin the

Government from prosecuting violations of federal criminal statutes.'” The Court of

Appeals for the Ninth Circuit affirmed the district court’s decision, issuing a permanent
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injunction and recognizing physicians’ First Amendment right to discuss marijuana as a
treatment option.'*

In 2009, the AMA updated its policy on medical marijuana, urging—for the first
time, then reaffirming its position in 2012—that Congress should review marijuana’s
Schedule [ status “with the goal of facilitating the conduct of clinical research and

195 The Association made clear that

development of cannabinoid-based medicines . . .
“[t]his should not be viewed as an endorsement of state-based medical cannabis
programs, the legalization of marijuana, or that scientific evidence on the therapeutic use
of cannabis meets the current standards for a prescription drug product.”'%

Despite the Association’s hesitancy, twenty-three states and the District of
Columbia have legalized marijuana for medical purposes,'®’ authorizing its use for the
treatment of glaucoma, Crohn’s disease, posttraumatic stress disorder, epilepsy,
Alzheimer’s disease, and chemotherapy-induced nausea and vomiting.'® It is expected
that “[b]oth the number of states and the number of approved indications for medical
marijuana [will] increase.”'® And while federal officials may criminally prosecute
patients for possessing medical marijuana recommended by a physician in accordance

with state law,’ 10

the Obama Administration published a memorandum indicating that the
federal government will be less likely to prosecute in states where the practice is
sufficiently regulated.'"!

Opponents of legalization describe medical marijuana as “a smoke screen[:] [t]he
only reason [for] the medical debate is because advocates want it legalized for
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recreational use.”’ “ They point to “respiratory problems” associated with smoked

marijuana, increased risk of “psychosis,” and “structural brain changes as well as a
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decline in IQ.”'" Others say these claims are unfounded “pseudoscien[ce].”114 This
conflict is resolving itself slowly because complex bureaucracy and limited federal
interest curtails research.' "

III.  Lessons for Policymakers and Regulators Considering Marijuana Research
or Medicalization

FIRST, all policymakers and regulators—both state and federal—should support
scientific research into the potential therapeutic value of cannabis. Whether or not to
legalize medical marijuana is a separate and distinct issue that is—for good reason—
political and open for debate.”

As a scientific matter, the medical community was not unified in its opinion of the
potential therapeutic effects of alcohol when the political matter—the ratification of the
Eighteenth Amendment—concluded.''® True, the AMA’s House of Delegates made its
official position clear in 1917: “the use of alcohol as a therapeutic agent [was to] be
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discourage But this position reflected political—not scientific—influences,''® as the

editorial staff of the Journal of the American Medical Association recognized when it

noted that “the question as to whether whisky is a necessary therapeutic agent is a
scientific one and cannot be decided by resolutions or by votes.”'"’
The Supreme Court’s 1926 holding in in Lambert v. Yellowley—sanctioning the

federal government’s authority to tightly regulate the prescription of alcohol—depended,

for its reasoning, upon this very discord in the medical community; indeed, the point was

['The author takes no position on the normative question as to whether medical or
recreational adult-use marijuana ought to be legalized.]
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made in the concluding sentence of the majority’s opinion.'?” The various state
legislatures also seem to have noticed the medical disagreement, propagating a wide
range of laws defining, without medical reason, whether—and what type of—alcohol

could be prescribed within their borders."!

Fortunately, that same medical disagreement
appears to have discouraged any attempts to stifle research into the potential therapeutic
value of alcohol.

Today, too, the medical discord regarding marijuana’s therapeutic value is a
thumb on the scale in favor of continuing research and open discussion.'** The AMA
specifically distinguishes the issue of legalization—a “complex social and medical issue
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which should not be resolved by [vote]” ““—from the issue of regulated investigation,

which it strongly encourages.'**

And, when the AMA has yet to come down on one side of the medical marijuana
debate, a state legislator would be both cautious and reasonable in concluding that any
efforts to legalize medical marijuana would “essentially [be] legalizing recreational
marijuana but forcing physicians to act as gatekeepers for those who wish to obtain it.”'*
Indeed, similar concerns motivated some physicians to support the prescription
restrictions in the Volstead Act, noting that others in their profession were “willing for a
price to prostitute their ability and their profession by issuing as many prescriptions for
liquor as the law [would] allow and on the slightest pretext.”'*® So it is with marijuana
today as it was with alcohol in the early twentieth century: without a unified medical

opinion as to marijuana’s therapeutic value, politics can—and, indeed, should—break the

tie.
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That said, the AMA recently urged Congress to reconsider marijuana’s
classification in Schedule I to “facilitat[e] the conduct of clinical research and
development of cannabinoid-based medicines . . . .”'*” Congress should align itself with
the AMA on the research issue. And, in the meantime, policymakers—in states both with
and without medical marijuana laws—should work with the federal government to
encourage and participate in clinical trials to more quickly develop a science-based
understanding as to whether marijuana has genuine therapeutic value.

SECOND, policymakers and regulators should invite the early participation of the
American Medical Association when crafting medically relevant legislation; and they
should do so because of—not in spite of—the AMA’s internal scientific differences.

One year before the Eighteenth Amendment was ratified, the AMA expressed its
position that alcohol ought not to be encouraged as a therapeutic drug.'*® Entirely
contrary to the Association’s official disapproval, the Volstead Act included a “medicinal
use” exception for “patients who obtained a prescription from a licensed physician.”'
This infuriated the profession: “the great majority of physicians objected to being made
the main [agents] in the distribution of alcohol.”"*” And even for those who were
comfortable with the exception, its strict limitations on the number, size and duration of
alcohol prescriptions per physician were seen as an unacceptable “interfere[nce] with the
proper [physician-patient relationship].”"*'

After its experience with Prohibition, and with hints of marijuana classification in
the air, the AMA Bureau of Legal Medicine, in 1931, warned “physicians to watch all
[narcotics] legislation . . . to see that no unnecessary restrictions [were] imposed on their
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professional use.” °“ But rather than opposing state narcotics legislation, the
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Association—noting the “impotence of federal activities” during Prohibition—

133 In short, the

encouraged state legislators to develop well-crafted drug control policy.
Association is a highly organized, educated, opinionated and influential group—it is also
highly motivated to work collaboratively with legislators. Hence, legislators, lacking
medical and scientific training, should engage the Association at the outset of policy

development.'**

This will legitimize any policies developed, and ensure the support of the
Association, decreasing the likelihood that the Association—or an independent

physician—will fight the policy through direct democracy or judicial appeal.'*

Iv. Conclusion

During Prohibition, many state legislatures “pave[d] the way” for Congress to
repeal the Eighteenth Amendment by rescinding state alcohol prohibition laws."*® With
marijuana legal in twenty-three states and the District of Columbia, “legalization
advocates are understandably hopeful that history is repeating itself.”"*” And some
experts in alcohol policy believe that the United States has moved “beyond the tipping
point,” and that nationwide legalization—in some form or other—is inevitable.'*®

As clinical research regarding medical marijuana becomes more widely available,
“[t]he public may . . . come to realize . . . that marihuana, as any other drug, has potential

for harm as well as for good . . . .”'%

But, with the AMA suspending judgment pending
further research, policymakers and regulators should engage the Association to harness

its deep understanding, working alongside the Association to develop medically current

and politically accountable marijuana policy.'*
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