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1. I JAMIE‘ 'SHAW Busmessperson of #204 1481 E 4th Ave Vancouver Br;trsh : o
_"_:;'__iCOIumb|a V5N ’iJS MAKE OATH ANB SAYAS FOLLOWS THAT T

2 oy esﬁent and Chlef Operatmg OfF cer of the Canadtan Assocsa:'on of ;
Me, ical Cannabss stpensanes (CAMCD) and am the Commumcatlons Coer
S for the Bnt;sh Columbla Compassnon Club Society (BCCCS) and that as such F

N -ﬁ;have personal knowtedge of the matters and facts herelnafter deposed__to save and




|cal cannabts dtspensary in San Francrsco Cahfom;a US Feder

k “andr rards by the Drug Enforoement Agency Ied te this . c]ub bemg closed in 1994
_;Over the_next few years, many clubs, mostly growers’ co—ops be;ng run by the .
' ;.patrents themseives began openmg Every time federal taw enforcement closed_,;r- R

ew 'nes wou!d open.. Now produced and marked as" Exhl’ort *‘A” tc this my""’
T Affidavit:is a"‘document entrtled “Medrcal Maruuana Socral constructron of al_Myth
o Theones' F.'ndmgs Future by Fabro Bemaber ECAD Seminar Kﬁlamey, !reland:—

o .:.,_Oakland and San Francrsco began regulatlng thlngs irke personal growmg, and_-f-__ 3
% zédlspenserles as welt as flghtmg the US Federal government to stop the ctosures of S o

- dispens nes_ and declar;ng a: hea!th emergency over: HIV Now produced and -'
arked s_Exhlbtt “B” to. thrs .my- Afﬁdawt is a. copy of the “Medrcal Cannabls‘ '
'rspensmg Coltectrves and Local Regu!atron” by Amer:cans for Safe Aocess L

s While th:s certarnly drd not change the. !egat status of cannabas in Canada 4 or. 5-;?_: B
i drspensanes began operatmg across Canada this same year 3 of them were: m BCr '

'.‘_;ivvn';ch'wes also expenencmg a health crlses related. to HIV. The tocu'_ of"these g
: dlspensanes was on provndmg those with medloal need access to safe aﬁordablei
:cannabrs In 1997 the BC Cempassron Ctub became the flrst dsspensary te be B

reoognszed as a tega! ent;ty as an mcorporated nonprot‘ t soc;ety under the laws of"

';-‘Bntxsh Co!umbla even though they were. engaged ;n provrdrng E;a controll
'~,jsubstance wrthout government approva} aithough to medlcatly approved patrents,_ff

200—1‘1 some courts in Canada ruled that the government needed to provrde:_a""
nay: benefit.from

. ) med;cal :exemptron to. those medrcaily approved patrents who"
R L medlcai cannabls and rt was suggested by some in response that the govemment
.-:._Ioek at Ccmpassnon Clubs as a possrble model and as a sources of knowiedge and

rt"e_ zn the ﬂeld of medrcai cannabis The number cf medrcai‘"’cannabls':ji"



. "'i'.j_'-_‘d:spensanes remamed fa;rly constant over the next few years w1th about 7"'
‘f_,operatmg in 2008 In 2011 when I began workmg wrth CAMCD there were an:-‘

- estimated: 30 drspensanes across Canada marnty m BC Now produced and "

| :marked as’ Exhrbrt “C” to thrs my Aff davnt isa copy of the Harm Reductlon JournaIA A
_'.f‘:}—f_}“Regulatren Compassron an overvrew of Canada s federal medrcal cannabrs potzcy;
':‘f-.‘:::.t,_and practice" by Phltlzppe Lucas R I P

: See;ng the need to regu!ate rtself 9 of these drspensanes founded the Canadlani::";

_,.;t}ase-hne standards between dispensanes

e These dlspensanes and others were consukted by Hea!th Canade whrle they weref:{..:-'. -
- ‘.f':deveiopmg:the Marrhuana for Medrcal Purposes Regulatrons (MMPR) but with the
no ncement of - ‘the. proposed reguiatrons Heaith Canada ‘egan deny:ng
consult:hg wrth drspensanes Over the course of 2012 and 2013 a handful of
"}_drspensanes ciosed tryrng to f nd a way fo 1ntegrate wathtn the new system Whr!e
Heatth Canada stated many ttmes that drspensanes were not !ega! st becarne
‘fi'apparent _rat the ma;orrty of drspensanes felt the new system woutd not serve the;r

| :'_'-".--;f-:membershib (mam|y due to the oost the drfﬁcultses of those wrth; ' o f xed address
. '-,.,r;\.;the Iack':of edibies or other forms of cannabrs and the lack of face—to-face rnteractlon;.: :

- equn’e : "by some patrents) and srmply contmued operatmg

arch 2014 when the MMPR were slated to take effect the number

ensari s{'.ln Canada was still- estimated at around 36 Over the Iast year th Y
o ;"f'number has mcreased exponentra!ly, and is now esttmated at around 103 across
| .-_;'.'.:-Canada (With the majonty of _growth rn BC) thle Vancouver rs _responsrbte_fo
l.‘-abou"'so;_of those the rest of BC also has been seerng rapld gr wth wrth many
- Vi"smalier oommun;ttes host to 3 or 4 d:spensanes eech L

10 Whlle Hahfax does not currently have a drspensary, I.t lS a caty where when one
sed,. hortly after a new one opens The Iast one was closed on!y a few months




‘l‘i Torento has ma;ntamed the same number ef drspensarles (4 or 5) and whrl &

: K ;Montreal showed the brggest rnmal loss of dlspensarres in 2014 rt rs now bac r_p'to"
o 4 or 5 drspensarres as well ' ERRRETER

: "lt is: ;mportaot to note that many of the patients drspensanes serve may access other ';: '

;spe aaes and have -also. maybe enrolled in each successrve Health Canadav--'

'program Some atso currently grow for themselves and use drspensarres as;_

Y ‘-j'resources to galn knowledge 1nformatren or access to strams other than ones they:

R “5-"":"13 V-AMCD ls non~prof‘ t socrety registered in Ontarlo Member dtspensanes .select
desrgnate to represent them and these desrgnates may. be elected to serve on the
_ Board of: Dlrectors As such CAMGD has become a central focal pomt of knowiedge.

egardlngj the medlcai cannabis dispensary rndustry i Canada and i’ ln a umque
osition o'_i;;be aware of- both the number of dlspensarres |n Canada and the ;seues
:,they’ face-.-_.We also are, Ilke drspensanes themselves a go—to source of mformatlon

14 Now produced and marked as. Exhlbrt “D" T of this'my ef_ﬁdavttgare.\fc;opigsj‘%gf .tlﬁ_é—;" i

the_foliownng

BEh S jp'_f; o VV'A list of the. current Board-of Dlreetors of CAMCD |
“E” A document settmg out The Mission, Vlsmn and Ob;ectlves of CAMCD

| JAMCD DlSpensary cerl:lﬁcation ‘standards followed by Exampies wrth
“respect to patient ellgrbllrty and age of patrerrt issues.. o

Co “G _,‘ “CAMCD document entrtled Steps to Certrfrcatton R
R CAMCD document entltleci Certlt" catton Tlmellne & Cost Breakdo
B e '"{A document on the Estlmated number of Dispensanes in Canada




- ';_15 I swear thls aﬁ" dawt as my evidence i in chief for the Plamtiffs in these proceedmgs to -
o _::‘, inform the court wnth respect to the exnstence and regulatson of Compass:on Ciubs"
and Dtspensar;es in Canada mvolved sn the medical manhuana f eld

BN _'VSWORN BEFORE ME at the Ctty )
..~ of Vancouver ;. in the Province of | )
* British Columbla thls 8*" day of y
: ;January, 2015 R ) T
)
)

r.the Province 6f Brifish Columbia ) -

MATTHEWJ JACKSON
.t Barrister and Solicitor
7 Suite 540220 Cambie Stréet -
R Vancouvet, British Columbm _
g _ WSB 2M9 o




R Thls is Exh:blt ”A” referred to in the Afﬂdawtf:::ii R

' ‘Aof }AMIE SHAW sworn before me at-
'Vancouver, BC this 8th d'_

A com msssmne{for takmg aff’ dav;ts
' - For Br;tish Columbla

anuary, 2015.?. b




2102 1) AeW - puelel| - AousEiiy
- Jeulwss avol

. _ _mnmﬂhﬁm O_Qmm |

o 353& ‘sBulpuly ‘saLi0dl]

SA B JO UoIpoNISUO0I [ej208
~ euenfuep [ed1pa




~ oouaos jou ing mmmEm:m ‘SOIH|Od S
wmmo._:m JO }S94 98U} 10} Joop yoeq e ‘Aje}] ¥
T ssauisng JoAd }sabbiq ay] '¢
 waysAs (yjjesH jou) me-] epeue?) ‘g

vsn ui BuiuuiBaq [eauioysiy ayL |

WA € JO UOBONIISUOD [e190S “BUBN(LIE| [EJIPSIN



'966 w_ @5 ut mE._o%__mo ul _,mvm uoisodaid, Aq [ebe| aweoaq Aiojesusadsi(]

Q:_Q m‘_m?m m_nmccmo,, mE ‘ojdoad MoIs 10} \cowmwcmamﬁ 1811} @y} psuado

uouad '5,0661 Alies _,___mc..__.. uj 8sessip AlH JoI IA 84} younejds uolied siuuaq

®

el Cmmmmm oy} ._m_oc_: w@_\ZQ. uQ Jepp ayl uels ~C®E®>O_2H Sjusied 24| ‘0861

.@Emmo.._oEmc:_wmg alojeiay) pue }i nmaE:me_ Qﬂw oy} Inq |jod

9y} uom >> m_._.:_w__mm_\/____m_w___c>>o§ ‘anneiziul euenluey oosouel4 ues 226l Ul

Josuajep

?mwmomc _moﬁmE m;”_ Buisn unod ur uom pue euenfuew Bunealno

@

10J _omﬁmmtm mm>> mEoosm_m WioJ) paJsyns oym ‘|lepuey Heqoy ‘Gi6l U]




5 .E e wo :o_wuiumcou _macm .m:m:_.:ms_ _mu__ows_

N o B} HRp AKNE Y B Ta G E %;m,;q IHRGLE DT
sjuaRed 1o sogdasie ,, W%M, @ wﬂmmwwmgx&& : : s
HEL S QINGT SOHOURIR Paloslad) pooig Ul DHLL PRIDElE o

SEIUE :Qw ,w._ﬂ_w%,ﬂ%gﬁ

"

SWWE BUBRIIE BIB1S




.. - | g _._38_:0:0_“03.;

Q) S 6 18igesn 20 0S% guirzeiocmamieves OO Juousie ‘st

UIR|S| BPOLRY 'SV

am._:awEE__ : _
a ICE. {9g9) 23 ansesyy OFeE uaBiaagy ¥

(meuog £i-52 D8O

vi-apl 611 I8 ejRURg

LAADLLIN |

BLBFION "6

o sbhupeds ﬁ ,@Emé ﬂcﬂn w‘mm_gm% Z0 w DLEICZS (9nZ0} Bl SAGREUL
RS & mmmamé o0 gmmﬁuﬁ%

GLE004S

sutel @

_ e gEg it 8
BlgESN 70§ ﬁﬁﬁﬁm o "asnou areme|ag 9

R

mwwﬁmﬁn%&ﬁ..., "ﬁm ‘Bﬁﬁamaﬁ T

- (ouypwi € "SImew g)- Sjueyd 9 teiqesn 20 Z

K b ,””_,_.”A.__._mmmﬁmmaﬁu
BUGEMY T

WGBS IO ST GL0GEE (362305} £0Z WomSpADLg

g 210

sme| /| ‘se)els L} :V¥SN



WAl 5 10 UojionsUas 181298 SUBNiEA IE9IPAE

waysAg euenfue

A




S169K G Ul SIGNOP O} SB[ES WIN B} SHEXS By 1

“eiBeIA ‘UIDIpBW JZiid

SU} J0 JEI[Op JO SUOHIW (06 PUE UOI[Iq | "SA Jeak e

SIEjop 4O Suoljiw Q0 PUE UOIIq | I 4O SSleS

i Aep yoes oooomw Eonm si Asesuadsip
oifuis e jo oid abesoae sy} pue SYONGIEIS

uey) solesuadsip NN 810w dJe 8idy) elulo|e) U

‘WISIAJOE [eonijod pue sOJWOUOJ8 pue S$Sauisng
sigeuued  ‘@ousids  pue- Aoisiy ‘me|  sigeuues

‘uonesado bmm:mam_v._w”co__umzu._:o Ansnpul AN

]

Ul sjuspnis sufel}  ANISISNUN WEPIBISYEQ, (0002

ssauisng dyL,,

INIA




‘$994N0S }8)Jew Yorjq wWolj

..m:.oﬁmE: 1ayy wmm;u._sa o} sjuaijed Auew psdsioj snyj pue ‘siqeuued jedipsul
jo Ajddns jua1o1yns e mojje jJou pip suolje|nbal assy) jey} punoj 1nod ay |

‘900z ‘Aenuep Ul epeue) JO LNOY |eispa4 8y}
AQ mm:o_u_ammcooc: _ucsoh alem Ajddns uo suoljoulsel um#mumc pue uonenbaijeyl

R Emﬁ.\ﬁw yyjesH [euoijen ayi ybnouyy nmusn_:mﬁ S sigeuue? ay)
vgm t:oo EmE:m m£ %o co_zman, ay] sAaqo EmEEmBm m_omcmo ‘1007 |udy U]

‘leuonnsuooun se palejpap aq pINod SSIMIBYI0
mmEn uo. Bmw mﬁ mmcmso ow usWLIBA0B uelpEUR) BUj) v@_mp_o UNOD awes ay]

_ ,_ 2 "s1ybL mE paje|olA siy) pue
uosud sy Ucm E_mmc m_c cmmEmQ 9s00UD 0} Pa2I0j SEM JUBPUBISP 8Y) HNo2 8y} 104

‘euenluew _mo__omE B co;mN__mmm_ 8yl ‘000z Ainp uo umhm_omn HNoo m&ma:w ey

199U919S 8y} JOU LNoJ swaldng ayj ‘epeued



“EPERED YR Emmggmﬁ%ﬁ%ﬁﬂﬁ%@ £

R ‘ ,...,,.%E%ﬁ%ﬁmﬁ@?ﬁ&%%&ﬁu%m@ﬁmﬁ%@ﬁ@ﬁ@ﬁ%&m&%ﬁﬁ&
] %%Eﬁiaﬁ&@ o uuioy

pupojpddy {7 SUBTIERER SMNEG] Of BIUBIFT 48] ﬁﬁma%% 50 E@m
1D jj pem ok pue syuepd W Eﬁgﬁ o mﬁﬁ@m@mmﬁm_&%ﬁg

m&mﬂ@m@ :ﬁmﬁ mgga Eﬁmﬁw ﬁ
£§§Ema§

éﬂm % %.m u _E% 25 pa _m m um wﬁ

aaga_.w_muﬁmﬁé euEn! rmmmﬁ_mmmu_wmm e e )
. _3 %mﬁgcﬁﬁq ,ﬁ _‘m_a:mm%mﬁ S T SUo :.m m : mwm mw000< E E
v E\_o...___ . epeue)

- ., oy s e BH




L Z epeue’




A S ‘ _ , %gﬁgggiwéﬁ
SRR m%ﬁmggggﬁ ﬁﬁgﬁﬁpﬁsmgﬁ_ 4] iy o GREL e %&uﬁmm%ﬁ.m
o DY RS B 18 ﬁagwmﬁ%&ﬁm

, . ﬁﬁﬂ.@ﬁﬁ aﬂgﬁﬁwﬁ&é E-agéﬁgﬁg}%gﬁgﬁ nod sope suopEpdey egf T
C . . : LA GOS8

W R SR, s Ad BIOGREY 1T

SEannipye ARAEUS [1

8 6 .aﬁm:m ]
asEand pRrmENT G I SEeTIEus Sy

BT B Ageu BB0d B s m_.u.”. s o i
T i oo e uononpiig ma mwﬁ,w

QEB“_ T 4

_ mm

E%aﬁ@&iagﬁﬁmﬁ gy o | _ 2
%Eﬁﬁﬁﬁﬁﬁﬁgnﬁﬁ;ﬁﬁﬂuaﬁﬁﬁ%ﬁsﬂgggggg&%

S _ SR

o %&Ewﬁ%ﬁﬁ%ﬁgé%&%mﬂgih
, gz Sy p SaUEpESR mﬁﬁnﬁ W |
o smﬁwmaﬁmﬁag@afﬁmﬁ@ﬁf&% EUBAASIDS EUEme Fonpasd ag wed | gm:ﬁm%%%& £



5 L e mmm,w ,n.,_.m ]
@m%m%@ﬁﬁcm_mm THEN] AL @wﬁ%m@ﬁm _ﬁ_nm, :m o _E S]ETH mﬁ_&an A u%m.u ..mﬁﬁgé&%m%ﬁﬁ T

o ﬁwmm“m m_,,. g uy Emmumm | ﬁ%ﬁmm ﬂémzm

- aoEmm_.nﬁmzm_uma_”_a AgeiEny :mﬁ.._mu_ﬁoi.
op 83817 404 coﬁu_anﬁ. Gl

qd E.._E

i
>m:uoa>: _Sonm JeyM mco;mmsmmm S$S929V NN
| o - tepeued



hw B JO UONONIISUOD [BI90S ‘BUENILEIN EOIPON




euenfuepy |esipa o} usdo st /'y 8y} SMOYS

yoseasal swes oy} | Ng euenluew jo uonezijebs)
jsutebe si suelje) Jo ‘g9 dYl moys jjod sedsun3

uoiuido 91jgnd 8y} Bunsseas
‘a]qeojwo9 si 1 Ng ‘Aes Asy) ‘ABsjesis
Aseuonnjonsl s 98U} 89 0} SWSaS S|

sBnIp JIo1j1 JO UONEZIESIPAW JO 1IOS ©
' OOIP3IN OffoPOINl, BU} S! 18414

| ‘uolezijeba) sbnip sy}

106 0} saibajels ulew sa4y} ay)

uiejdxs suadss apimpliom Aesse jey; uj
‘owsiuoiziqiodd |1 uoo ejseg

‘ayboui( 9| @ |edipel | :G661 Sy} Ul jenuew
jueniodwi ue a10um Alied jeolpey jeuojieusuel) 8yl

Absjelsis [edIpaN 8y}
~ :uoyezijeba sbnuq [N} e SpJemo



& yhw e o _n_o__wun.‘__um:ou___m__oo”m :euenflie [eo1pajy

20uajUas oBpn € 0} BNnp
110Z 18G0100 Ul Aje}] Ul s8sop
euenlliew |eoipaul 1sily sy}

suoloe |eba

uled ajanes pue 1uoJyd Joj NI
ozijeba| 01 jjIq B pajusssid [1ounod
jeuoiBay Aueosnj jo siequisl

smeT] |euoibay

Ajey ui osje NN 921eBa] 0} salbajes)s omi ay L



Giflo mzﬂiﬁd gm B _u&&E *E

. __m 1j HISOU _mﬁ QEE m amﬁwni

i) ..éoxcua

YRYALEVA Y1730 [P0 15 U0 SUOISIII Ben

JOLLARAY AL OSNTTNS § )
ALSOJSIH

Sl o
msmgcmu

BUN UOD BIOBLLE}
luaa sad (ruaibay

asﬁ_gma: I a%m __m_:
m&ﬁmﬁmmﬂ%ﬁgﬁr x

. Yroads ‘weif oaupnBosuco |1
| 4 AR - gﬁmﬂmg ﬂﬁmﬂmmﬂ.{. 3

i3 ﬂa_uE 1-Jadd oma_aﬁ.%a..
YNHI s a_ :bw_ :

,ngbmmﬂ.:_
bied yenb sad aiapap |
| ‘BuipalL SeRsE B |
© 0 bopusiaud 18D0F A0 |

} aasodosg o omussy |

m:m:EmE_

omeBuaa  wspem, siqeauwa v] il ayssaad 9sI0ska A A -

12E0GYs PO LANHSE ekl Jad EagnaIns
ENIFIRL gﬁmuﬁﬂﬁ&&ﬂﬁﬂﬂﬁﬁuﬂ%ﬁ%

‘egeana 2aa “ojomn anbuniend ¢ Seoenliepg

%ngguuﬂ_%uumﬁé%ﬁmnnﬁ
ONVIGIIHD

¢ V19070301 0 INOISSVdINOI

g) espzZ|eBa) oUoBOA reuoIboy 1iBISUOD

~3qF01p ofjap AecKEAAAL] B apetado

FOUEOEL

o ..,muu opEamEfedal 8P EEE 7 FORVGEOIGD  DOOIZEioyme
<11 A ¢ YOIV SUOEEIZHCIGE PUE OJDURA0 AP PZH S[RGOTING
. gﬁ%ﬁﬁggﬁﬁi%g%

%ﬁgggﬁﬂgﬁﬁnma%
¥ CORZEDOMY oI e uvv (VATV} GO (Al RURETE PEEGATV.]

J mpony -oodome U] 19 ROUmMRLS Sucmzemjes of = (yed

Ly spEpapd weadam vITRp ORATDNOD 3 (LT BT AT 1T

SOGTPRT OPERIERER
MO PESIOTOER 3 MO D 3 20[0fES P([¢ OSNED 3% EURGM] 2UD
‘appEAnnl © OIETRSOR QTIIL SISgME] unE anpoid wy erealiem
AP RO 9 'SEMEDyTUEGfEp] ERD AMpem osm | winoddng

| +OII98 OIODNA0S CIPIGS VRSSHE 3 PRIOMI (V(IY) WHRTSNIIpY

SN PUE POOT ¥ “WSLY IDEIRRT WP ORBUEIS0N00T | 1ad T
HH3 OISIA

“HDUOLTDN OLBINDE DUFISIS 18P OILLNI  “LOUNILE
p 2yauDp ‘vpoveLnf w) BHeR{LOw % 280k
v ouopadasd ays  «ayoynsdf” g
«prowguinD? 1 35U D» «31 |
2 poumanfs 1p vppuss vy dad 98
g0 j1 opuiavderd ouunys ﬂ,qnanm

o
s.:hi.s_s ..8238&

E E‘po‘:o_ﬁmN:mmm-_ ay} dojg 0} suonoy




W79)7
eibojodo
eISIUIS
ISLID B|[EP 2410SN 3
aljew 9 24933€q 13d

eueniliew ay) b_._o_mE_mEm__._ma
JO SJaquiew pue saljied [eonljod

jioddns [eoiijod swos j0B AqqoT euenfie oid



\EQQ_ mcm:_.:mE oa oy] Jo sJauoddns
UMOUD| [[BM 8U} JO OM] B.e
101008 UBdQ SIY YlM SOI0S

ab1099) pue ‘A21jo4 Bnig Uo UOISSILILIOD

[Bqojs) Siy Yim ‘uosuelg pleyory

A1s1508¢

AOTTOd DU NO

NOISSTWINOD TVEOTO

poddns [ejoueuyy job Aqqon euen(liey oid




: -
jeaipaui jesauab ioj euenfuew jo
Aoeaye 4o Majes oy papioddns
BlEp UBWINY JO JRWIUE OU PUE
‘Soje)S pajiun 8y} Ul puswiesl)
Joj eueniiiew jo osn [ealpoul
payioddns S8ipnN}s oyHUSIIS -
punos ou jey} papnjouod (YaiN)
asnqy Bru( 40] 8INYISUf jeuoleN
pue (YSHWNYS) uohedsiuupy . .

SO2INIBS Y)jedH [RIUBIA pue asngy
aouB)Sqns ‘(Y a-) uonelsiuiupy

Bniq pue poo 8ty Butpnjou]
‘sgousbe (QHH) $8oIM8S
uewni pue Yjee jo uawupedsq

[eioaes Aq uonenjess jsed y -

- ‘InjuLiey sy euenfiieul payows Jjey} euspine pUNos Apue.Ling st a4ey) ‘aioulIeyn

I o uojsiaedns [eajpaw Jepun 8sn 1o} A1a4es pojdaaoe jo 3o e sey pue ‘S8lejs
pajiun 8y} Ul Jusiluiea) ui-asn jespawi paydssse Anua.uns ou sey ‘asnqe Joj fepusjod ybiy e sey euenjuepy
. "8inpeyos ,o\c__o_._‘.awg,ﬁ.m_oE oy} (YSD) 1oV $82UBISGNS PIJfOAU0D BY] JO [ 8INPaYDS Ul Po)sl] S euenfliepy

- ___Agom.._mt__%s juswelels va4 - uohessiuwpy sbnig pue pood

95u910g woly Joddns Aue 396 J,uop euenlLiep



- 8uldIpsi & ION
~ 9N¥a ¥l pue snosabuep e si euenfie




~ yeBoipouoiealasso@iaqeulaq
- oelow.iod

e n_:o:cuﬁm InoA Joj noA yuey|



1 ElelT “B”

-_AThls is. Exhlblt “B" referred to in the Afﬁdawt"}"g;
“| of JAMIE SHAW sworn before meat . 1
,'-—Vancouver BC thas 8th pof january, 2015.', il

- A comm:ss:oﬁ'er for takmg affi davnts _: B
For Bnt:sh Columbia o




SafeAccess

Advancing Legal Medical Marijuana Therapeutics and Research




EXECUTIVE SUM MARY

INEFOAUCLION 1vor s sses s s ssiss s isssss s sesssnassssnsssessessranees OO ..261
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California's original medical cannabis law, the
Compassionate Use Act'of 1996 (Prop. 215),
encouraged state and federai governments -
to develop programs 4 for-safe and affordable

- distribution of medical cannabls (marljuana)
. Although self-regulated medical cannabis -

dispensing collectives {dispensaries) have,
existed for more than 14 years in California,
the passage of state legislation (5B 420) in
2003, court rulings in People v. Urziceanu
(2005) and County of Butte v. Superior Court
(2009), and guidelines from the state
Attorney General, all recognized and
affirmed their status as legal entities under
state law. With most of the 300,000 cannabis
patients in California relying on dispensaries
for their medicine, local officials across the
state are developing requlatory ordinances
that address business licensing, zoning, and
other safety and operational requirements
that meet the needs of patients and the
community.

Americans for Safe Access, the leading
national organization representing the
interests of medical cannabis patients and
their doctors, has undertaken a study of the
experience of those communities that have
dispensary ordinances to act as a guide to
policy makers tackling dispensary regulations
in their communities. The report that follows
details those experiences, as related by local
officials; it also covers some of the political
background and current legal status of
dispensaries, outlines important issues to
consider in drafting dispensary regulations,
and summarizes a recent study by a
University of California, Berkeley researcher
on the community benefits of dispensaries.
In short, this report describes:

Benefits of requlated dispensaries to
communities include:

. provndmg access for the most senoust il '

~“and mjured

- ;_—_0 offerang a safer enwronment for patlen’ts :

‘than havmg to buy on the illicit market,
" & improving the health of patients through
social support,
-® helping patients with other social
services, such as food and housing,
® having a greater than average customer
satisfaction rating for heaith care.

Creating dispensary regulations combats
crime because:

e dispensary security reduces crime in the
vicinity,
e street sales tend to decrease,

* patients and operators are vigilant;
any criminal activity is reported to police.

Regulated dispensaries are:

e legal under California state law,

¢ helping revitalize neighborhoods,

e bringing new customers 1o neighboring
businesses,

® not a source of community complaints.

This report concludes with a section outlining
the important elements for local officials to
consider as they move forward with
regulations for dispensaries. ASA has worked
successfully with officials across the state to
craft ordinances that meet the state's legal
requirements, as well as the needs of
patients and the larger community.

Please contact us if you have questions:
888-929-4367.

For more information, see www.AmericansForSafesccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.
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T ABOUT THIS REPORT
Land-use decisions are now part of the |mp|e-
 mentation of California's medical marijuana,
or cannabis, laws. As a result, medical cannabis
dispensing collectives (dispensaries} are the
subject of considerable debate by planning
and other local officials. Dispensaries have
been operating openly in many communities
since the passage of Proposition 215 in 1996.
As a compassionate, community-based
response o the problems patients face in try-
ing to access cannabis, dispensaries are cur-
rently used by more than half of all patients in
the state and are essential to those most seri-
ously il or injured. Since 2003, when the legis-
lature further implemented state law by
expressly addressing the issue of patient col-
lectives and compensation for cannabis, more
dispensaries have opened and more communi-
ties have been faced with guestions about
business permits and land use options.

In an attempt to darify the issues involved,
Americans for Safe Access has conducted a
survey of local officials in addition to continu-
ously tracking regulatory activity throughout
the state (see AmericansForSafeAccess.org/reg-
ulations}. The report that follows outlines
some of the underlying questions and pro-
vides an overview of the experiences of cities
and counties around the state. In many parts
of California, dispensaries have operated
responsibly and provided essential services to
the most needy without local intervention,

For more information, see www. AmericanstorSafeAceess.org or contact the ASA office a1 1-888-929-4367 or 510-251-1856.
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but city and county officials are also consider-
ing how to arrive at the most effective regula-
tions for their community, ones that respect
the rights of patients for safe and legal access
within the context of the larger community.

ABOUT AMERICANS FOR SAFE ACCESS

Americans for Safe Access {ASA) is the largest
national member-based organization of
patients, medical professionals, scientists, and
concerned citizens promoting safe and legal
access to cannabis for therapeutic use and
research. ASA works in partnership with state,
local and national legislators to overcome bar-
riers and create policies that improve access to
cannabis for patients and researchers. We
have more than 50,000 active members with
chapters and affiliates in all 50 states.

THE NATIONAL POLITICAL LANDSCAPE

A substantial majority of Americans support
safe and legal access to medical cannabis.
Public opinion polls in every part of the coun-
try show majority support cutting across politi-
cal and demographic lines. Among them, a
Time/CNN poll in 2002 showed 80% national
support; a survey of AARP members in 2004
showed 72% of older Americans support legal
access, with those in the western states polling
82% in favor. The two largest physician-based
professional organizations in the U.S,, the
American Medical Association and the




American College of Physicians, have urged
the federal government to reconsider its reg-
ulatory classification of cannabis.

For decades, the federal government has
maintained the position that cannabis has no
medical value, despite the overwhelming evi-
denice of marijuana's medical efficacy and the’
broad public support for its use. Not to be
deterred, Americans have turned to state-

- based solutions. The laws passed:by voters -
and legislators are intended to mitigate the
‘effects of the federal government's prohibi-

~ tion on medical cannabls by allowmg quali- -
- fied patlents to use lt'Wlthout state or. !ocai

mterference e

Fifteen states’ have adopted medlcal maruua— '

na laws in the U.S. Beginning with California
in 1996, voters passed initiatives in nine states
plus the District of Columbia—Alaska,
Arizona, Colorado, Maine, Michigan,
Montana, Nevada, Oregon, and Washington.
State legislatures followed suit, with elected
officials in Hawaii, Maryland, New Jersey, New
Mexico, Rhode Island, and Vermont taking
action to protect patients from criminal penal-
ty. Understanding the need to address safe
and affordable access to medical cannabis,
Arizona, California, Colorado, Maing, New
Jersey, New Mexico, and Rhode ksland all
adopted local or state laws that regulate its
production and distribution.

Despite Gonzales v. Raich, a U.S. Supreme
Court ruling in 2005 that gave government
the discretion to enforce federal cannabis
laws even in medical cannabis states, more
states continue to adopt laws each year.

With the election of President Barack Obama,
a new approach to medical cannabis is taking
shape. In October 2009, the Justice Depart-
ment issued guidelines discouraging U.5.
Attorneys from investigating and prosecuting
medical cannabis cases. While this new policy
specifically addresses enforcement, ASA con-
tinues to work with Congress and the
President to push for expanded research and
protection for all medical cannabis in the U.5.
The public advocacy of well-known cannabis

patients such as the Emmy-winning talk show
host Montel Williams and music artist Melissa

Etheridge has also.increased public awareness A

and helped to create political pressure for

changes in state and federal policies.

'HISTORY OF MEDlCAL CANNABIS IN

CALIFORNIA .
Since 1996, when 56% of Callforma voters

approved the Compassionate Use Act (CUA)

public support for safe and legal access to -

- medical cannabis has steadily increased. A -~
.- statewide Field poll in 2004 found that. “threei B R
i four voters (74%) favors-implementation. of © B R

. the law." In 2003, the state legislaturé recog-
nized that the Compassionate Use Act’ (cua)y -

gave little direction to local officials, which
greatly impeded the safe and legal access to
medical cannabis envisioned by voters.

Legislators passed Senate Bill 420, the Medical
Marijuana Program (MMP) Act, which provid-
ed a greater blueprint for the implementation
of California's medical cannabis law. Since the
passage of the MMIP, ASA has been responsi-
ble for multiple landmark court cases, includ-
ing City of Garden Grove v. Superior Court,

. County of 5an Diego v. San Diego NORML,
- and County of Butte v. Superior Court. Such
| cases affirm and expand the rights granted by

the CUA and MMP, and at the same time help
local officials better implement state law.

In August 2008, California’s Attorney General
issued a directive to law enforcement on state
medical marijuana law. In addition to review-
ing the rights and responsibilities of patients
and their caregivers, the guidelines affirmed
the legality of storefront dispensaries and
outlined a set of requirements for state law
compliance. The attorney general guidelines
also represent a roadmap by which local offi-
cials can develop regulatory ordinances for
dispensaries.

WHAT IS A MEDICAL CANNABIS
DISPENSING COLLECTIVE?

The majority of medical marijuana (cannabis)

; patients cannot cultivate their medicine for

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-928-4367 or 510-251-1856.
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themselves and cannot find a caregiver to
grow it for them. Most of California’s estimat-
ed 300,000 patients obtain their medicine
from a Medical Cannabis Dispensing
Collective (MCDQ), often referred to as a "dis-

~ pensary.” Dispensaries are typically storefront
_ facilities that provide medical cannabis and
- other services to patients in need. As of early

2011, ASA estimates there are approximately

.2,000 medical cannab;s dispensaries in

California.

' Dispensaries operate with a closed member-
“- ship that allows only qualified patientsand

T e ~primary- caregivers to obtain cannabis, and.
s '-onEy after membership is approved (upon.ver-
~ification. of patient documentation). Many dis-

pensaries offer on-site consumption,

providing a safe and comfortable place where
patients can medicate. An increasing number
of dispensaries offer additional services for
their patient membership, including such serv-
ices as: massage, acupuncture, legal trainings,
free meals, or counseling. Research on the
social benefits for patients is discussed in the
last section of this report.

RATIONALE FOR MEDICAL CANNABIS
DISPENSING COLLECTIVES

While the Compassionate Use Act does not
explicitly discuss medical cannabis dispen-
saries, it calls for the federal and state govern-
ments to "implement a plan to provide for
the safe and affordable distribution of mari-
juana to all patients in medical need of mari-
juana” (Health & Safety Code § 11362.5). This
portion of the law has been the basis for the
development of compassionate, community-
based systems of access for patients in various
parts of California. In some cases, that has
meant the creation of patient-run growing
collectives that allow those with cultivation
expertise to help other patients obtain medi-
cine. In most cases, particularly in urban set-
tings, that has meant the establishment of
medical cannabis dispensing collectives, or dis-
pensaries. These dispensaries are typically
organized and run by groups of patients and
their caregivers in a collective model of patient-

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.

directed health care that is becoming a proto-

type for the delivery of other health services.

MEDICAL CANNABIS DISPENSARIES ARE
LEGAL UNDER STATE LAW

In an effort to dlarify the voter initiative of

1996 and aid in its implementation across the

state, the. California legislature passed the -

Medical Mar:]uana Program Act (MMP), or
Senate Bill 420, in 2003, estabhshmg that qual-
ified- patlents and primary caregivers may col-

.iectlveiy or cooperatively cultivate and
distribute cannabis for medical: purposes (cal. b
Health & Safety Code section 11362.775). The -
At aiso exempts collectives and cooperatives
“from criminal sanctions-associated with "sales”:
‘and maintaining a place where sales occur..

in 2005, California's Third District Court of
Appeal affirmed the legality of collectives and
cooperatives in the landmark case of People v.
Urziceanu, which held that the MMP provides
collectives and cooperatives a defense o mar-
ijuana distribution charges. Another landmark
decision from the Third District Court of
Appeal in the case of County of Butte v.
Superior Court (2009) not only affirmed the
legality of collectives but also found that col-
lective members could contribute financially
without having to directly participate in the
cultivation.

In August 2008, the State Attorney General
issued guidelines declaring that "a properly
organized and operated collective or coopera-
tive that dispenses medical marijuana through
a storefront may be lawful under California
law.” The Attorney General provided law
enforcement with a list of operational prac-
tices for collectives to help ensure compliance
with state law. By adhering to a set of rules—
including not-for-profit operation, the collec-
tion of sales tax, and the verification of
patient status for collective members—dispen-
saries can operate lawfully and maintain legit-
imacy. In addition, local officials can use the
Attorney General guidelines to help them
adopt local regulatory ordinances.

In September 2010, the California Legislature




enacted Assembly Bill 2650, which states that
medical marijuana dispensaries must be locat-
ed further than 600-ft from a school. By rec-
ognizing "a medical marijuana cooperative,
collective, dispensary, operator,-establishment,.
- or provider that is authorized by law to pos-
- sess, cultivate, or distribute medical marijuana
and that has a storefront or mobile retail out-
“let which ordinarily requires a local business
license," the Legislature has expressed its
intent that storefront dispensaries and deliv-
oery semces are legal under Cahforma law

o ;WHY PATIENTS NEED CONVENIENT

' '_.}:_.'DISPENSARiES SRR
- While'some patlents w:th long-term illnesses

- or injuries have the time, space, and skill to

. cultivate their own cannabis, the majority of
patients, particularly those in urban settings,
do not have the ability to produce it them-
selves. For those patients, dispensaries are the
only option for safe and legal access. This is all
the more true for those individuals who are
suffering from a sudden, acute injury or iliness.

Many of the most serious and debilitating
injuries and illnesses require immediate relief.
A cancer patient, for instance, who has just
begun chemotherapy will typically need
immediate access for help with nausea, which
is why a Harvard study found that 45% of
oncologists were already recommending
cannabis to their patients, even before it was
legal in any state. It is unreasonable to
exclude those patients most in need simply
because they are incapable of gardening or
cannot wait months for relief.

WHAT COMMUNITIES ARE DOING TO
HELP PATIENTS

Many communities in California have recog-
nized the essential service that dispensaries
provide and have either tacitly allowed their
operation or adopted ordinances regulating
them. Dispensary regulation is one way in
which the cities can exert local control and
ensure that the needs of patients and the
community at large are being met. As of

January 2011, 42 cities and nine counties have
enacted regulations, and many more are con-
sidering doing so soon.

Officials recognlze their duty to implement
state laws, even in instances where they may
not have previously supported medical
cannabis leglslat:on Duke Martin, former-
mayor pro tem of Ridgecrest said during a city
council hearing on a local dispensary ordi-
nance, "it's something that's the law and |
will uphold the law.” e -

This understandmg of civic obhgatzon was '
echoed at the Ridgecrest hearing’ by then- &

Coundilmember Ron Carter, now: 'mayor pro

tem, who said, "1 want to makesure every- . a

thing is legitimate and above board. It's legal.
It's not something we can stop, but we can
have an ordinance of regulations.” '

Similarly, Whittier Planning Commissioner R.D.
McDonnell spoke publicly of the benefits of
dispensary regulations at a city government
hearing. "It provides us with reasonable pro-
tections,” he said. "But at the same time pro-
vides the opportunity for the legitimate
operations.”

Whittier officials discussed the possibility of an
outright ban on dispensary operations, but
Councilmember Greg Nordback said, "It was
the opinion of our city attorney that you can't
ban them; it's against the law. You have to
come up with an area they can be in.”
Whittier passed its dispensary ordinance in
December 2005.

Placerville Police Chief George Nielson com-
mented that, "The issue of medical marijuana
continues to be somewhat controversial in
our community, as | suspect and hear it
remains in other California communities. The
issue of 'safe access' is important to some and
not to others. There was some objection to
the dispensary ordinance, but | would say it
was a vocal minority on the issue.”

For more information, see www.AmesicansForSafeAccess.org or contact the ASA office at 1-888-920-4367 or 510-251-1856.
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DISPENSAR&ES REDUCE CRIME AND
IMPROVE PUBLIC SAFETY

~‘Some reports have suggested that dlspen-

saries are magnets for criminal-activity and

“other undesirable behavior, which poses.a- .

i probiem for the community. But the expen-
"~ enceof those cities with dispensary regula- :

- - tions says otherwise. Crime statistics and the ..
~accounts of Jocal officials surveyed by ASA’

indicate that crime is actually reduced by the
presence of a dispensary. And complaints

from citizens and surrounding businesses are
either negligible or are significantly reduced
with the implementation of local regulations.

This trend has led multiple cities and counties
to consider regulation as a solution. Kern
County, which passed a dispensary ordinance
in July 2006, is a case in point. The sheriff
there noted in his staff report that "regulato-
ry oversight at the local levels helps prevent
crime directly and indirectly related to illegal
operations occurring under the pretense and
protection of state laws authorizing Medical
Marijuana Dispensaries.” Although dispensa-
ry-related crime has not been a problem for
the county, the regulations will help law
enforcement determine the legitimacy of dis-
pensaries and their patients.

The sheriff specifically pointed out that,
"existing dispensaries have not caused notice-
able faw enforcement problems or secondary
effects for at least one year. As a result, the
focus of the proposed Ordinance is narrowed
to insure Dispensary compliance with the
law" (Kern County Staff Report, Proposed
Ordinance Regulating Medical Cannabis
Dispensaries, July 11, 2006).

The presence of a dispensary in the neighbor-
hood can actuaily improve public safety and
reduce crime. Most dispensaries take security

. for their members and staff more seriously

than many businesses. Security cameras are

- ~ often used-both inside and outside the prem-

ises, and security guards are often employed
10 ensure safety. Both cameras and security

3 -j.guards serve as a general deterrent to crimi-

#*"nal activity‘and other. problems on the street.
T "ose fikely to engage in such activmes tend

) '-':,'to move to a iess-momtored area, thereby
“ensuring a safe environment not only for dis-
- pensary members and staff, but also for neigh-

bors and businesses in the surrounding area.

Residents in areas surrounding dispensaries
have reported improvements to the neighbor-
hood. Kirk C, a long time San Francisco resi-
dent, commented at a city hearing, "! have
lived in the same apartment along the
Divisadero corridor in San Francisco for the

past five years. Each store that has opened in

my neighborhood has been nicer, with many
new restaurants quickly becoming some of
the city's hottest spots. My neighborhood's
crime and vandalism seems to be going down
year after year. It strikes me that the dispen-
saries have been a vital part of the improve-
ment that is going on in my neighborhood.”

Oakland city administrator Barbara Killey,
who was responsible for the ordinance regu-
lating dispensaries, noted that "The areas
around the dispensaries may be some of the
safest areas of Oakland now because of the
level of security, surveillance, etc...since the
ordinance passed.”

Likewise, former Santa Rosa Mayor Jane
Bender noted that since her city passed its
ordinance, there appears to be "a decrease in
criminal activity. There certainly has been a
decrease in complaints. The city attorney says
there have been no complaints either from
citizens or from neighboring businesses.”

For more infarmation, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-920-4367 or 514-251-1856.




Neighboring Sebastopol has had a similar

experience. Despite public opposition to med-

ical cannabis dispensaries, Sebastopol Police

Chief Jeffrey Weaver admitted that for more
than two years, "We've had no increased crime
~associated [with Sebastopol's medical cannabis
dispensary], no fights, no loitering, no increase
.in graffitz no increase in httenng, le

"The parade of horrors that everyone predicted
has not matenaiized The sky-has not fallen. To

, the contrary Catlforma _gunsdtcnons have

i shown that havmg medical cannabis in place
- does not tmpact pubhc safety -—San

- Franiisco Superwsor David Campos

Those dispensaries that go through the per-
mitting process or otherwise comply with
local ordinances tend, by their very nature, 1o
be those most interested in meeting cornmu-
nity standards and being good neighbors.
Many local officials surveyed by ASA said dis-
pensaries operating in their communities have
presented no problems, or what problems
there may have been significantly diminished
once an ordinance or other regulation was
instituted.

Several officials said that regulatory ordi-
nances had significantly improved relations
with other businesses and the community at
large. An Qakland city council staff member
noted that prior to adopting a local ordinance,
the city had received reports of break-ins.
However, the council staff member said that
with the adoption of Oakland's dispensary
ordinance, "That kind of activity has stopped.
That danger has been eliminated.” Assistant
City Administrator Arturo Sanchez, a nuisance
enforcement officer, affirmed that since 2004
he has "never received a nuisance complaint
concerning lawfully established medical mari-
juana dispensaries in Oakland...jor] had to
initiate an enforcement action.”

The absence of any connection between dis-

pensaries and increased local crime can be
seen in data-from Los Angeles and San Diego.
During the two-year period from 2008 to
2010 in which Los Angeles saw the proiifera-
tion of more than 500 dispensaries, the over- -
all crime rate in the city dropped considerably.
A study commissioned by Los Angeles Palice
Chief Charlie Beck, comparing the number of

crimes in 2009 at the city's banks and medical -

marijuana dispensaries, found that 71.rob-
beries had occurred at the ‘more “than 350 -

banks in the city, compared to 47 robberies at -

the more than 500 medical marijuana fac;ll-
ties. Chief Beck observed that, "barks are"

more likely to get-robbed ‘than medical mari- =

juana dispensaries,” and that the daim that

dispensaries attract crime "doesn't really bear * -
out.” In San Dlego where some officials have .

made similar allegations about increased
crime associated with dispensaries, an exami-
nation of city police reports by a local paper,
the San Diego CityBeat, found that as of late
2009 the number of crimes in areas with dis-
pensaries was frequently lower than it was
before the dispensary opened or, at worst,
stayed the same.

WHY DIVERSION OF MEDICAL CANNABIS
IS TYPICALLY NOT A PROBLEM

One of the concerns of public officials is that
dispensaries make possible or even encourage
the resale of cannabis on the street. But the
experience of those cities that have instituted
ordinances is that such problems, which are
rare in the first place, quickly disappear. in
addition to being monitored by law enforce-
ment, dispensaries universally have strict rules
about how members are to behave in and
around the facility. Many have “good neigh-
bor" trainings for their members that empha-
size sensitivity to the concerns of neighbors,
and all dispensaries absolutely prohibit the
resale of eannabis. Anyone violating that pro-
hibition is typically banned from any further
contact with the dispensary.

As Oakland's city administrator for the regula-
tory ordinance explains, "dispensaries them-
selves have been very good at self policing

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.
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against resale because they understand they
can lose their permit if their patients resell.”

In the event of an illegal resale, focal law
enforcement has at its disposal all of the
many legal penalties provided by the state,
This all adds up to a safer street environment
with fewer drug-related problems than -
before dispensary operations were permitted
in the area. The experience of the City of
Oakland is a good example of this phenome-
non. The city's legislative analyst Lupe. '
Schoenberger, stated that, "...[Pleople feel -

safer when they're walkmg down the street .
The level of marijuana street sales has sngmfr

cantly reduced "

"The areas around the dispensaries may be
some of the most safest areas of Oakland now
because of the level of security, surveillance, etc.
since the ordinance passed.”
—Barbara Killey, Oakiand

Dispensaries operating with the permission of
the city are aiso more likely to appropriately
utilize law enforcement resources themselves,
reporting any crimes directly to the appropri-
ate agencies. And dispensary operators and
their patient members tend 1o be more safety
conscious than the general public, resulting in
greater vigilance and better preemptive
measures. The reduction of crime in areas
around dispensaries has been reported anec-
dotally by law enforcement in several commu-
nities.

DISPENSARIES CAN BE GOOD NEIGHBORS

Medical cannabis dispensing collectives are
typically positive additions to the neighbor-
hoods in which they locate, bringing addition-
al customers to neighboring businesses and
reducing crime in the immediate area.

Like any new business that serves a different

customer base than the existing businesses in
the area, dispensaries increase the revenue of
other businesses in the surrounding area sim-

ply because new people are coming to access
services, increasing foot traffic past other
establishments. In many communities, the
opening of a dispensary has helped revitalize
an area.-While patients tend to opt for dis-

- pensaries that are close and convenient, par-
~ticularly since travel can be difficult, many
‘patients will travel to dispensary locations in

parts of town they would not otherwise visit.

-Even if patients are not immediately utilizing
. the services or purchasing the goods offered

by neighboring businesses, they are more like- -
ly to eventually patromze those busmesses .
“bec: user of conyenience. :

Kriss Worthington, longtime counciimember
in Berkeley, said in support of a dispensary
there, "They have been a responsible neigh-
bor and vital organization to our diverse com-
munity. Since their opening, they have done
an outstanding job keeping the building
clean, neat, organized and safe. In fact, we
have had no calls from neighbors complaining
about them, which is a sign of respect from
the community. In Berkeley, even average
restaurants and stores have complaints from

neighbors.”

‘Mike Rotkin, councilmember and former

mayor of the City of Santa Cruz, said about
the dispensary that opened there last year,
"The immediately neighboring businesses
have been uniformly supportive or neutral.
There have been no complaints either about
establishing it or running it.”

And Dave Turner, mayor of Fort Bragg, noted
that before the passage of regulations there
were "plenty of complaints from both neigh-
boring businesses and concerned citizens,”
but since then, it is no longer a problem.
Public officials understand that, when it
comes to dispensaries, thay must balance both
the humanitarian needs of patients and the

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-923-4367 or 510-251-1856.

CAGAS, survey of offlqals whose cities have - .
S passed dlspensary regulatlons found that the
= vast majority of businesses either adjoining or
‘near dispensaries had reported no problems

- associated with a dispensary opening after
the implementation of regulations.
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concerns of the public, especially those of
neighboring residents and business owners.

Oakland City Councilmember Nancy J. Nadel

‘wrote in an open letter to her fellow col-

!_eagués across the state, "Local government
has a responsibility to the medical needs of its

‘people, even when it's not a politically easy
choice to make. We have found it possible to
" build regulations that address the concerns of
- neighbors, local businesses, law enforcement
- -and the general public, while not compromis-
- 'ing the needs of the patients themselves,
We've found that by working with all inter-

ested parities in advance of adopting an ordi-
nance while keeping the patients' needs fore-

.most, problems that may seern inevitable

never arise.”

Mike Rotkin of Santa Cruz stated that since- the -

city enacted an ordmance for dispensaries,
“Things have calmed: down. The police are
happy with the ordinance, and that has made
things a fot easier.  think the fact that we took
the time to.give people who.wrote us respect- -

ful and detailed explanations of what we were
~doing.and why made a real difference.” -

DISPENSARIES PROVIDE MANY BENEFITS
TO THE SICK AND SUFFERING

Safe and legal access to cannabis is the reason
dispensaries have been created by patients
and caregivers around the state. For many
people, dispensaries remove significant barri-
ers to obtaining cannabis. Patients in urban
areas with no space to cultivate cannabis,
those without the requisite gardening skills to
grow their own, and, most critically, those
who face the sudden onset of a serious illness
or who have suffered a catastrophic iliness—
all tend to rely on dispensaries as a compas-
sionate, community-based solution as a
preferable alternative to potentially danger-
ous illicit market transactions.

Many elected officials in California recognize
the importance of dispensaries to their con-
stituents. As Nathan Miley, former Oakland
¢city councilmember and now Alameda County
supervisor said in a letter to his colleagues,
"When designing regulations, it is crucial to
remember that at its core this is a healthcare

issue, requiring the involvement and leader-
ship of local departments of public health. A
pro-active healthcare-based approach can

effectively address problems before they arise,

and communities can design methods for
safe, legal access to medical marijuana while
keeping the patients' needs foremost.”

West Hollywood Mayor John Duran agreed,
noting that with the high number of HIV-pos-
itive residents in the area, "Some of them
require medical marijuana to offset the med-
ications they take for HM."

Jane Bender, former mayor of Santa Rosa,
says, "There are legitimate patients in our
community, and I'm glad they have a safe
means of obtaining their medicine.”

And Mike Rotkin of Santa Cruz said that this
is also an important matter for his city's citi-
zens: "The council considers it a high priority
and has taken considerable heat to speak out
and act on the issue.”

it was a similar decision of social conscience

For more information, see www AmericansForSafeAccess.org o contact tha ASA office at 1-888-928-4357 or 510-251-1856.
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that lead to Placerville’s city counci! putting a
regulatory ordinance in place. Former
Councilmember Marian Washburn told her
colleagues that "as you get older, you know
people with diseases who suffer terribly, so

that is probably what I get down toraﬁer con—'

SIdenng all the other componen'ts

“There are Iegltsmate pat:ents inour -
- community; and I'm glad they have a safe
means of obtamzng their medtcme

r-;—ia_ng |
Bender Santa Rosa

While dispe‘nsari’eé 'pfOVide a un’ique way' for
patients to obtain the cannabis their doctors.
have recommended, they typically offer far
more that is of benefit to the health and wel-
fare of those suffering from both chronic and
acute medical problems.

Dispensaries are often called *clubs” in part
because many of them offer far more than a
clinical setting for obtaining cannabis.
Recognizing the isolation that many seriously
ill and injured people experience, many dis-
pensary operators choose to offer a wider
array of social services, induding everything
from a place to congregate and socialize to
help with finding housing and offering meals.
The social support patients receive in these
settings has far-reaching benefits that also
influences the development of other patient-
based care models.

RESEARCH SUPPORTS THE DISPENSARY
MODEL

A 2006 study by Amanda Reiman, Ph.D. of the
School of Social Welfare at the University of
California, Berkeley examined the experience
of 130 patients spread among seven different
dispensaries in the San Francisco Bay Area. Dr.
Reiman's study cataloged the patients’ demo-
graphic information, health status, consumer
satisfaction, and use of services, while also
considering the dispensaries’ environment,

staff, and services offered. The study found

that "medical cannabis patients have created
a system of dispensing medical cannabis that -
also includes services such as counseling, -

. entertainment and support groups, all impor-

tant components of coping with chronic ill-

- ness." She also found that levels of . S
satisfaction with the care received at dlspen~ -

- saries ranked significantly higher than those

-,reported for health care nationally. -

Pat:ents who use the dispensaries studled uni- - :

" formly reported being well satlsfied withthe
services they received, gwmg an 80%: sattsfac—’ A

tion: rating. The most important factors. fo’

- patients in choosing a medical cannabis: d:s~- B
-~ -pensary were; feeling comfortable and : secure, -

familiarity with the dispensary, and havzng a
rapport with the staff. In their comments,
patients tended to note the helpfulness and
kindness of staff and the support found in the
presence of other patients.

MANY DISPENSARIES PROVIDE KEY
HEALTH AND SOCIAL SERVICES

Dispensaries offer many cannabis-related serv-
ices that patients cannot otherwise obtain.
Among them is an array of cannabis varieties,
some of which are more useful for certain
afflictions than others, and staff awareness of
what types of cannabis other patients report
to be helpful. In other words, one variety of
cannabis may be effective for pain control
while another may be better for combating
nausea. Dispensaries allow for the pooling of
information about these differences and the
opportunity to access the type of cannabis
likely to be most beneficial.

Cannabis-related services include making
cannabis available in other forms for patients
who cannot or do not want to smoke it. While
most patients prefer to have the ability to
medulate the dosing that smoking easily
allows, for others, the effects of extracts or edi-
ble cannabis products are preferable. Dispen-
saries typically offer a wide array of edible
products for those purposes. Many dispensaries
also offer classes on how to grow your own

For more information, see wwwoAmericansForSafeAccess.org or contact the -ASA office at 1-888-929-4367 or 510-251-1856,




~ cannabis, classes on legal matters, trainings for -

health-care advocacy, and other seminars.

Beyond providing safe and legal access tb

cannabis, the dispensaries studied also offer

~ important social services to patients, including
counseling, help with housing and meals, hos-

pice and other care referrals. Among the

‘broader services the study found in dispen- .

saries are support groups, incduding groups

for women, veterans, and men; creativity and
-art groups, induding groups for writers, quil-
- fers, crochet, and crafts; and entertainment
.';opt!ons, mcfud;ng bingo, open mic mghts L
© “poetiy readings, internet access, libraries; and :
. puzzles. Clothing drives and nelghborhood R

‘parties are among the activities that patients .-~

can also partacrpate in through their dlspensary

Exampkes of health services offered at dispen-:

saries across California:

e Naturopathic medicine

® Reiki

o Ayurvedic medicine

¢ Chinese medicine

e Chiropractic medicine

¢ Acupunciure

¢ Massage

e Craniosacral Therapy

e Rolfing Therapy

® Group & Individual Yoga Instruction
e Hypnotherapy

® Homeopathy

® Western Herbalists

¢ individual Counseling

@ Integrative Health Counseling

® Nutrition & Diet Counseling

¢ Limited Physical Therapy

¢ Medication Interaction Counseling
¢ Condition-based Support Groups

Social services such as counseling and support
groups were reported to be the most com-
monly and regularly used, with two-thirds of
patients reporting that they use sodial services
at dispensaries one to two times per week.
Additionally, life services such as free food
and housing help were used at least once or
twice a week by 22% of those surveyed.

"Local government has a responsibility to the
medical needs of its people, even when it's not
a' poiitiCally easy choice to make. We have found
it pOSSlble 1o build regulatzons that address the
~ concerns of nEIghbors Jocal businesses law
enforcement and the general public, while not
* compromising the needs of the patients

themselves We've found that by worklng with

all 1n‘terested partles in advance of adoptmg an
' 'r:‘?ordlnance while. keepmg the patlents needs

s foremost probIems ‘that may seem mev:table |

never arise.”
- —Nancy Nadel, Oakland

Dispensaries offer chronically ill patients even
more than safe and legal access to cannabis
and an array of social services. The study
found that dispensaries also provided other
social benefits for the chronically ili, an impor-
tant part of the bigger picture:

Beyond the support that medical cannabis
patients receive from services is the sup-
port received from fellow patients, some
of whom are experiencing the same or
similar physical/psychological symptoms...
It is possible that the mental health bene-
fits derived from the social support of fel-
low patients is an important part of the
healing process, separate from the medici-
nal value of the cannabis itself.

Several researchers and physicians who have
studied the issue of the patient experience
with dispensaries have concluded that there
are other important positive effects stemming
from a dispensary model that includes a com-
ponent of social support groups.

Dr. Reiman notes that, "support groups may
have the ability to address issues besides the
iliness itself that might contribute to long-
term physical and emotional health outcomes,

For more information, see www.AmericansforSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-253-1856.

295



P

such as the prevalence of depression among
the chronically ill."

For those wha suffer the most serious illness-
es, such as HIV/AIDS and terminal cancer,
‘groups of people with similar conditions can-
- also help fellow patiénts through the grieving

process. Many. patients who have lost or are-

losing friends and partners to terminal illness

report finding solace with other patients who

are also grieving or facing end-of-life deci- -
sions. A medical study published in 1998 con-
cluded that the patient-to-patient contact
associated with the social cdlub model was the
best therapeutic setting for ill people. .

Cannabis dispensaries have been operating - - Sl

successfully in-California for more than 14

After more than 14 years of existence, dispen-
saries are proving to be an asset to the com-
munities they serve, as well as the larger
community in which they operate. This is
especially the case when public officials
choose to implement local ordinances that
recognize the lawful operation of dispen-
saries. Since the Medical Marijuana Program
Act was enacted by the California legislature
in 2004, more than 50 localities have adopted
ordinances regulating dispensaries.

By surveying local officials and monitoring
regulatory activity throughout the State of
California, ASA has shown that once working
regulatory ordinances are in place, dispen-
saries are typically viewed favorably by public
officials, neighbors, businesses, and the com-
munity at large, and that regulatory ordi-
nances can and do improve an area, both
socially and economicalily.

Dispensaries—now expressly legal under
California state law—are helping revitalize
neighborhoods by reducing ¢rime and bring-
ing new customers to surrounding businesses.
They improve public safety by increasing the
security presence in neighborhoods, reducing
illicit market marijuana sales, and ensuring
that any criminal activity gets reported to the

appropriate law enforcement authorities.

More importantly, dispensaries benefit the
community by providing safe access for those
who have the greatest difficulty getting the
medicine their doctors recommend: the most
seriously ill and injured. Many dispensaries
also offer essential services to patients, such as
help with food and housing.

Medical and public health studies have also
shown that the social-club model of most dis-
pensaries is of significant benefit to the over-
all health of patients. The result is that
medical cannabis patients rate their satisfac-
tion with dispensaries as far greater than the
customer satisfaction ratings given to health
care agendies in general.

Public officials across the state, in both urban
and rural communities, have been outspoken
in praise of the dispensary requlatory schemes
they enacted and the benefits to the patients
and others living in their communities.

As a compassionate, community-based
response to the medical needs of more than
300,000 sick and suffering Californians, dis-
pensaries, and the regulations under which
they operate, are working.

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.




RECOMMENDATIONS F

years with very few problems. And, although .
“the legislature and courts have acted to make -
dispensaries legal under state law, the ques-

tion of how to implement appropriate 'zoning
~laws and business licensing is still coming - -

" before local officials all across the state: What By

follows are recommenidations on matters to
- consider, based on adopted code as well as

- ASA's extensive experience workmg with
community leaders and elected officials. -

COMMUNITY OVERSIGHT

In order to appropriately resoive conflict in
the community and establish a process by
which complaints and concerns can be
reviewed, it can often be helpful to create a
community oversight committee. Such com-
mittees, if fair and balanced, can provide a
means for the voices of all affected parties to
be heard, and to quickly resolve problems.

The Ukiah City Council created such a task
force in 2005; what follows is how they
defined the group:

The Ukiah Medical Marijuana Review and
Oversight Commission shall consist of seven
members nominated and appointed pur-
suant to this section. The Mayor shall nomi-
nate three members to the commission, and
the City Council shall appoint, by motion,
four other members to the commission...

Of the three members nominated by the
Mayor, the Mayor shall nominate one
member to represent the interests of City
neighborhood associations or groups, one
member to represent the interests of med-
ical marijuana patients, and one member
to represent the interests of the law
enforcement community.

Of the four members of the commission -

- appointed by the City Council, two mem-_
- bers shall represent the interests of City

. neighborhood associations or groups, one
- ‘member.shall represent the interests of
thée medical mari ljuana community, and -

" ADMINISTRATION OF DISPENSARY
'REGULATIONS ARE BEST HANDLED BY

HEALTH OR PLANNING DEPARTMENTS,
NOT LAW ENFORCEMENT AGENCIES

Reason: To ensure that qualified patients,
caregivers, and dispensaries are protected,
general regulatory oversight duties—indud-
ing permitting, record maintenance, and
related protocols—should be the responsibili-
ty of the local department of public health
(DPH) or planning department. Given the
statutory mission and responsibilities of DPH,
it is the natural choice and best-suited agency
to address the regulation of medical cannabis
dispensing collectives. Law enforcement agen-
cies are ill-suited for handling such matters,
having little or no expertise in heaith and
medical atfairs.

Examples of responsible agencies and officials:

¢ Angels Camp—City Administrator

* Citrus Heights—City Manager

e Cotati-~City Manager

® Dunsmuir-—Planning Commission

¢ Eureka—Dept of Community Development
e Laguna Woods—City Manager

¢ Long Beach—Financial Management
e Los Angeles—Building and Safety

e Malibu--City Manager

@ Napa—City Council

e Palm Springs—City Manager

For more information, see wawww.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856,
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¢ Plymouth—City Administrator

¢ Sebastopol—Planning Department

@ San Francisco—Dept. of Public Health

* San Mateo—License Committee

® Santa Barbara—Community Development
- Selma-—City Manager

e Stockton—City Manager

e Visalla——Caty Ptanner

ARBITRARY CAPS ON THE NUMBER OF
. DISPENSARIES CAN BE’ COUNTER—
,PRODUCT IVE .

b Reason: Pollcymakers do: not need to set arbi-
| trary Bmitations on the number of- dlspensmg

1 7o collectives allowed to operate because, as
L with other services, competitive market forces

“and consumer choice will be decisive.

. Dispensaries that provide quality care and
patient services to their memberships will
flourish, while those that do not will fail.

Capping the number of dispensaries limits
consumer choice, which can result in both
decreased quality of care and less affordable
medicine. Limiting the number of dispensing
collectives allowed to operate may also force
patients with limited mobility to travel farther
for access than they would otherwise need to.

Artificially limiting the supply for patients can
result in an inability to meet demand, which
in turm may lead to unintended and undesir-
able effects such as lines outside of dispen-
saries, increased prices, and lower quality
medicine, in addition to increased illicit-mar-
ket activity. '

Examples of cities and counties without
numerical caps on dispensaries:

e Dunsmuir

e Fort Bragg

® Laguna Woods
® | ong Beach

® Placerville

¢ Redding

e Ripon

e San Mateo

¢ Santa Barbara
® Selma

= Tulare

e Calaveras County

« Kern County

e City and County of San Francisco.
¢ San Mateo County '

® Sonoma County

RESTRICTIONS ON WHERE ‘[.)ISF.’ENVSAR}ES
CAN LOCATE ARE OFTEN UNNECESSARY
AND CAN CREATE BARREERS TO ACCESS

Reason: As descnbed in this- report regu!ated
dispensaries do not generally increase crime
or bring other-harm to their nelghborhoods

regardless of where they are. located. And . - .
since travel i difficult for many pataents cities

and’ countles should take care to avoid: unnecJ s g
essary restrictions on where dispensaries. can N

locate. Patients benefit from dispensaries
being convenient and accessible; especially if -
the patients are disabled or have conditions
that limit their mobility.

It is unnecessary and burdensome for patients
and providers to restrict dispensaries to indus-
trial corners, far away from public transit and
other services. Depending on a city's popula-
tion density, it can also be extremely detri-
mental to set excessive proximity restrictions
{to residences, schools or other facilities) that
can make it impossible for dispensaries to
focate anywhere within the city limits, thereby
establishing a de facto ban on dispensing. it is
important to balance patient needs with
neighborhood concerns in this process.

PATIENTS BENEFIT FROM ON-SITE
CONSUMPTION AND PROPER
VENTILATION SYSTEMS

Reason: Dispensaries that allow members to
consume medicine on-site have positive psy-
chosocial health benefits for chronically il
people who are otherwise isolated. On-site
consumption encourages dispensary members
to take advantage of the support services that
can improve their quality of life and, in some
cases, even prolong it. Researchers have
shown that support groups like those offered
by dispensaries are effective for patients with
a variety of serious illnesses. Participants active

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.




in support services are less anxious and
depressed, make beiter use of their time, and
are more likely to return to work than
patients who receive only standardized care,
regardless of whether they have serious psy-
chiatric symptoms. On-site consumption is also
important for patients who face restrictions to
off-site consumption, such as those in subsi-
dized or other housing arrangements: that
prohibit smoking. In addition, on-site con-
sumption provides an opportunity for : - -
patients to share information-about effective

‘use of cannabis and of specialized. del;very

methods, such as. vaporlzers whnch do not
requ:re smokmg L :

Exampies of Ioca!;tles that permlt on—s;te' con-
sumpftion (many stipuiate ventdatlon requ&re—
ments):

¢ Alameda County
® Berkeley

¢ Kern County

¢ Laguna Woods

® Richmond

® San Frandcisco

® San Mateo County
e South El Monte

DIFFERENTIATING DISPENSARIES FROM
PRIVATE PATIENT COLLECTIVES IS
IMPORTANT

Reason: Private patient collectives, in which
several patients grow their medicine collec-
tively at a private location, should not be
required to follow the same restrictions that
are placed on retail dispensaries, since they
are a different type of operation. A too-
broadly written ordinance may inadvertently
put untenable restrictions on individual
patients and caregivers who are providing
either for themselves or a few others.

Example: Santa Rosa's adopted ordinance,
provision 10-40.030 (F):

"Medical cannabis dispensing collective,”
hereinafter "dispensary," shall be con-
strued to include any association, coopera-
tive, affiliation, or collective of persons
where multiple "qualified patients”

andfor "primary care givers,” are organ-
ized to provide education, referral, or net-
work services, and facilitation or assistance
in the lawful, "retail" distribution of med-
ical cannabis. "Dispensary” means any’
facility or location where the primary pur-
pose is to dispense medical cannabis (i.e,,

marijuana) as a medication that has been

- recommended by a physician and where
medical cannabis is made available to

and/or distributed by or to two or more of

- the following: a primary caregiver andfor
- ‘aqualified patient, in strict accordance
““with California Health and Safety Code ' :

. ~Section 113625 et seq. A "d|spensary“ ) e
._shail not include dispensing by prlmary

_caregivers to qualified patients in the fol- R

lowing locations and uses, as long as the
location of such uses are otherwise regu-
lated by this Code or applicable law: a
dinic licensed pursuant to Chapter 1 of
Division 2 of the Health and Safety Code,
a health care facility licensed pursuant to
Chapter 2 of Division 2 of the Health and
Safety Code, a residential care facility for
persons with chronic life-threatening ill-
ness licensed pursuant to Chapter 3.01 of
Division 2 of the Health and Safety Code,
residential care facility for the elderly
licensed pursuant to Chapter 3.2 of
Division 2 of the Health and Safety Code,
a residential hospice, or a home health
agency licensed pursuant to Chapter 8 of
Division 2 of the Health and Safety Code,
as long as any such use complies strictly
with applicable law including, but not lim-
ited to, Health and Safety Code Section
11362.5 et seq., or a qualified patient's or
caregiver's place of residence.

PATIENTS BENEFIT FROM ACCESS TO
EDIBLES AND MEDICAL CANNABIS
CONSUMPTION DEVICES

Reason: Not all patients can or want to smoke
cannabis. Many find tinctures {cannabis
extracts) or edibles (such as baked goods con-
taining cannabis) to be more effective for
their conditions. Allowing dispensaries to

For more nformation, see www AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.
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carry these items is vital to patients getting
the best level of care possible. For patients
who have existing respiration problems or
who otherwise have an aversion 1o smoking,
edibles and extracts are essential.

. Conversely, for patients who do choose to
“smoke or vaporize, they need to procure the
tools to do so. Prohibiting dispensaries from

carrying medical cannabis consumption
““devices, often referred to as paraphernalia,
forces patients to go elsewhere to procure
these items. Additionally, when dispensaries
- do carry these devices, informed dispensary

1" staff can‘explain their usage, and different

S functions, to new pat;ents

' Examples of iocahtles allowmg dispensaries to
carry edibles _and. delivery devices:
s Albany
e Angels Camp
¢ Berkeley
» Cotati

« Citrus Heights
® Fureka
® Laguna Woods -
e Long Beach
¢ Los Angeles (c1ty of)
e Malibu
~® Napa
® Palm Springs
¢ Redding
® Richmond
e Santa Barbara .
¢ Santa Cruz
® Sebastopol
' SoUth Elf Monte -
e Stockton .
e Sutter Creek
e 'West Hollywood
¢ Alameda County
e Kern Coun’ty
e Sonoma County

'RESOURCES FOR MORE INFORMATION

A downloadable PDF of this report is online at
AmericansForSafeAccess.org/DispensaryReport

A model dispensary ordinance can be seen at
AmericansForSafeAccess.org/ModelOrdinance.

A regularly updated list of ordinances, mora-
toriums, and bans adopted by California cities
and counties can be found at
AmericansForSafeAccess.orgfregulations.

You can find ASA chapters in your area at
AmericansForSafeAccess.org/Chapters.

ASA Blog
AmericansForSafeAccess.org/blog

ASA Forums
AmericansForSafeAccess.org/forum

Medical and Scientific Information
AmericansForSafeAccess.org/medical

Legal Information
AmericansForSafeAccess.org/legal

Become a member of ASA
AmericansForSafeAccess.org/join

Contact ASA to order the DVD "Medical
Cannabis in California”~interviews with
elected officials and leaders who are imple-
menting safe and effective regulations.

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.




REGULATING DISPENSARIES
(as of February 201 i)

For-an updated hst go to

o "Crty Orc!mances (42)

Albany
Angels Camp
" Berkeley
Citrus Heights
Cotati
Diamond Bar
Dunsmuir
Eureka
Fort Bragg
Jackson
1 a Puente
Laguna Woods
Long Beach
Los Angeles
Malibu
Mammoth Lakes
Martinez
Napa
Oakland
Palm Springs
Placerville
Plymouth
Redding
Richmond
Ripon
Sacramento
San Carlos
San Francisco
San Jose
San Mateo
Santa Barbara
Santa Cruz
Santa Rosa

" CALIFORNIA CITIES AND COUNTIES THAT
~ HAVE ADOPTED ORDINANCES

. _AmencansForSafeAccess orglregu!atlons

Sebastopol
Selma

South-El Monte
Stockton
Tulare

Visalia

- West Ho!iywood

Whittier

. Yucca Vailéy

County Ordinances (9}

Alameda
Calaveras

Kern

San Luis Obispo
San Mateo
Santa Barbara
Santa Clara
Sonoma

U R

ror more information, see wwav, AmericansForsafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.
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ASA'S QUICK GUIDE FOR EVALUATING
“ PROPOSED MEDICAL MARIJUANA ,
'DISPENSARY ORDINANCES IN CALIFORNIA
‘This is a quick guide to what should and :
. should not be in-city and county ordmances S
. torbest. support safe access for medlcai L
~ cannabis patients: '

~What the ordmance MUST mclude
o Allowance for over-the-counter/storefront .

sales (sometimes called reimbursements,
contributions, or not-for-profit sales)

¢ Allowance for patients to medicate on-site

¢ Allowance for sale of cannabis edibles and
concentrated extracts

= Distinction between Medical Cannabis
Dispensing Collectives (MCD(Cs} and
private patient coliectives or cooperatives

What to look out for in proposed ordinances:

Is the general language and focus framed as a
medical or healthcare issue, rather than a
criminal justice or law enforcement problem?

Does the ordinance affirm that MCDCs should
be organized to serve patients and have a
"not-for-profit” business model?

Is there a cap on the number of MCDCs
allowed to operate that could negatively
impact accessibility, affordability and quality?
@ How was the MCDC cap number
determined (per capita, per pharmacy)?
¢ What criteria will be used to approve and
license MCDCs?
e Will quality through competition be
supported?
Zoning considerations:

e Will each MCDC be requ;red o apply. for a

-conditional use permit or does the
ordinance spec:fy MCDCs as an-
enumerated business? -+ ..

‘¢ Are there proximity restr:ctlons or "buffer _
~.zones™ from so-called * ens;tlve uses™.
whlch wilt make locatlng a dlspensary
csnerous? Do B

- e Has a map been prepared that shows
~where the ordlnance W;il requare MCDCS
to-locate?

Does the ordinance provide for a community
oversight committee tasked with any licensing
or appeals processes?

¢ Will the oversight committee include
patients, activists, MCDC operators, and
members of the local community?

What are the MCDC requirements for book-
keeping and records disclosure?

* Does the ordinance allow MCDCs to keep
identifying information about its
members off-site, to protect patient
identities? _

e Does law enforcement have unfettered
access to patient records or is a subpoena
required?

Are there caps on the number of patient-
members an MCDC can serve?

Is on-site cultivation prohibited for MCDCs?

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.




' ATTORNEY GENERAL, STATE OF
" CALIFORNIA, GUIDELINES FOR THE

SECURITY AND NON-DIVERSION OF
MARHUANA GROWN FOR- MEDICAL USE

August 2008

T 'GU!DELINES REGARD!NG COLLECTIVES
- AND COOPERATIVES -

Under: Cahfomla faw, med:cal mar:juana
patients and primary caregivers may "associ-
ate within the State of California in order col-
lectively or cooperatively to cultivate
marijuana for medical purposes” (§
11362.775) .The following guidelines are
meant to apply to qualified patients and pri-
mary caregivers who come together to collec-
tively or cooperatively cultivate
physician-recommended marijuana.

A. Business Forms: Any group that is collec-
tively or cooperatively cultivating and distrib-
uting marijuana for medical purposes should
be organized and operated in a manner that
ensures the security of the crop and safe-
guards against diversion for non-medical pur-
poses. The following are guidelines to help
cooperatives and collectives operate within
the law, and to help law enforcement deter-
mine whether they are doing so.

1. Statutory Cooperatives: A cooperative
must file articles of incorporation with the
state and conduct its business for the mutual
benefit of its members (Corp. Code, § 12201,
12300). No business may call itself a "coopera-
tive" (or "coop") unless it is properly organ-
ized and registered as such a corporation
under the Corporations or Food and
Agricultural Code (Id. at § 12311(b)).
Cooperative corporations are "democratically
controlled and are not organized to make a
profit for themselves, as such, or for their
members, as such, but primarily for their
members as patrons” (id. at § 12201). The
earnings and savings of the business must be

used for the general welfare of its membérs S L

or equitably distributed to members in the
form of cash, property, credits, or services.
(Ibid.) Cooperatives must follow strict rules'on

organization, articles, elections, and:distribu- -

tion of: earmngs .and ‘must report individual -
transactions from- mdmdual members éach::
year (id: at'§ 12200, et seq). Agncuitural COOP:

eratives are likewise honprofit corporate enti- .~ |

ties "since they are not'organized to make -

profit for themselves, as such, orfor their -~
mernbers, as such, but only for their members
as producers” (Food & Agric. Code, § 54033).
Agricultural cooperatives share many charac-
teristics with consumer cooperatives {e.q., id.
at § 54002, et seq). Cooperatives shouid not
purchase marijuana from, or sell to, non-
members; instead, they should only provide a
means for facilitating or coordinating transac-
tions between members.

2. Collectives: California law does not define
collectives, but they are commonly defined as
"a business, farm, etc., jointly owned and
operated by the members of a group.”
Applying this definition, a collective should be
an organization that merely facilitates the col-
laborative efforts of patient and caregiver
members—including the allocation of costs
and revenues. As such, a collective is not a
statutory entity, but as a practical matter it
might have to organize as some form of busi-
ness to carry out its activities. The collective
should not purchase marijuana from, or sell
to, non-members; instead, it should only pro-
vide a means for facilitating or coordinating
transactions among members.

B. Guidelines for the Lawful Operation of
a Cooperative or Collective: Collectives and
cooperatives should be organized with suffi-
cient structure to ensure security, non-diver-
sion of marijuana to illicit markets, and
compliance with all state and local laws. The
following are some suggested guidelines and
practices for operating collective growing
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operations to help ensure lawful operation. 1.
Non-Profit Operation: Nothing in Proposition
215 or the MIMP authorizes collectives, ccop-
eratives, or individuals to profit from the sale
or distribution of marijuana. (See, e.g., §
11362.765(a) ["nothing in this section shall -
authorize . . . any individual or group to culti-
vate or distribute marijuana for profit"].

2. Business Licenses, Sales Tax, and

Sellers’ Permits: The State Board of .

+ Equalization has determined that medical
marijuana transactions are subject to sales tax,

“regardless of whether the individual or group

- makes a profit, and those engaging in trans-

L aCthHS mvo!vmg medtcal man;uana must

*obtain a Seller's Permit. Some ¢itiés and coUn—
ties also require dispensing collectives and”
cooperatives 1o obtain business licenses.

3. Membership Application and _
Verification: When a patient or primary care-
giver wishes to join a collective or coopera-
tive, the group can help prevent the diversion
of marijuana for non-medical use by having
potential members complete a written mem-
bership application. The following application
guidelines should be followed to help ensure
that marijuana grown for medical use is not
diverted to illicit markets:

a) Verify the individual's status as a qualified
patient or primary caregiver. Unless he or
she has a valid state medical marijuana
identification card, this should involve
personal contact with the recommending
physician {or his or her agent), verification
of the physician's identity, as well as his or
her state licensing status. Verification of
primary caregiver status should include
contact with the qualified patient, as well
as validation of the patient’s
recommendation. Copies should be made
of the physician’s recommendation or
identification card, if any;

b) Have the individual agree not to
distribute marijuana to non-members;

¢) Have the individual agree not to use the
marijuana for other than medical
purposes;

d} Maintain membership records on-site or
have them reasonably available;

e) Track when members' medical marijuana
recommendation and/or identification
cards expire; and

)} Enforce conditions of membership by
excluding members whose identification
card or physician recommendation are
invalid-or have expired, or who are caught
diverting marijuana for non-medical use.

4. Collectives Should Acquire, Possess,
and Distribute Only Lawfully Cultivated
Marijuana: Collectives and cooperatives :
should acquire marijuana only from their con--
stituent members, because only marijuana
grown by a qualified patient or his or her pri-
mary caregiver may lawfully be transported
by, or distributed to, other members of a col-

- lective or coopérative (§§ 11362.765,

11362.775). The collective or cooperative may

“ then allocate it to 6ther members of the
" ‘group. Nothing allows marijuana to be pur-
‘chased from-outside the collective or coopera-

tive for distribution to its members. Instead;

~ the cycle should be a dlosed circuit of marijua- -

na cultivation and consumption with no pur-
chases or sales to or from non-members. To
help prevent diversion of medical marijuana
to nonmedical markets, collectives and coop-
eratives should document each member's con-
tribution of labor, resources, or money to the
enterprise. They also should track and record
the source of their marijuana.

5. Distribution and Sales to Non-
Members are Prohibited: State law allows
primary caregivers to be reimbursed for cer-
tain services (including marijuana cultivation),
but nothing allows individuals or groups to
sell or distribute marijuana to non-members.
Accordingly, a collective or cooperative may
not distribute medical marijuana to any per-
son who is not a member in good standing of
the organization. A dispensing collective or
cooperative may credit its members for mari-
juana they provide to the coilective, which it
may then allocate to other members (§
11362.765(c)}). Members also may reimburse
the collective or cooperative for marijuana
that has been allocated to them. Any mone-
tary reimbursement that members provide to
the collective or cooperative should only be
an amount necessary to cover overhead costs
and operating expenses.

6. Permissible Reimbursements and
Allocations: Marijuana grown at a collective
or cooperative for medical purposes may be:

a) Provided free to qualified patients and

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.




primary caregivers who are members of
the collective or cooperative;
b) Provided in exchange for services
" rendered to the entity;
") Allocated based on fees that are
- reasonably calculated to cover overhead
- costs and operating expenses; or d} Any
combination of the above.

. 7. Possession and Cultivation Guidelines:
If a person is acting as primary caregiver to
“more than one patient.under section

11362.7d)(2), he or she may aggregate the
- possession and cultivation limits for each

. patient.. For example, .applying the MMP's

. basic possession guidelines, if a caregiver is
- responsabie for three patients, he or she may

1 - possess up 16 24 oz. of marijuana (8 oz. per

‘patient) and may grow 18 mature or 36
immature plants. Simitarly, collectives and
cooperatives may cultivate and transport mar-
ijuana in aggregate amounts tied to its mem-
bership numbers. Any patient or primary
caregiver exceeding individual possession
guidelines should have supporting records
readily available when:

a) Operating a location for cultivation;

b) Transporting the group’s medical
marijuana; and

¢) Operating a location for distribution to
members of the collective or cooperative.

8. Security: Collectives and cooperatives
should provide adequate security to ensure
that patients are safe and that the surround-
ing homes or businesses are not negatively
impacted by nuisance activity such as loitering
or crime. Further, to maintain security, prevent
fraud, and deter robberies, collectives and
cooperatives should keep accurate records
and follow accepted cash handling practices,
including regular bank runs and cash drops,
and maintain a general ledger of cash trans-
actions.

C. Enforcement Guidelines: Depending
upon the facts and circumstances, deviations
from the guidelines outlined above, or other
indicia that marijuana is not for medical use,
may give rise to probable cause for arrest and
seizure. The foliowing are additional guide-
lines to help identify medical marijuana col-
lectives and cooperatives that are operating
outside of state law.

-+ that the individuals operating such: entities - o
may be subject 10 arrest and criminal prosecu- .
tion under California law. For example dis- -

1. Storefront Dispensaries: Although med-
ical marijuana "dispensaries” have been oper-
ating in California for years, dispensaries, as
such, are not recognized under the law. As
noted above, the only recognized group enti-
ties are cooperatives and collectives (8§

11362.775). It is the opinion of this Office that -

" a properly organized and.operated-collective

or cooperative that dispenses medical mari- -

‘juana through a storefront may be lawful

under California law, but that dispensaries -
that do not substantially comply with the
guidelines set forth in sections IM(A) and (B)

above, are likely operating outside the protec~ B

tions of Proposition 215 and the MMP, and-

pensaries that merely require patients to
complete a form summarsly designating the
business owner as their primary caregiver—
and then offering marijuana in exchange for
cash "donations” - are likely unlawful (Peron,
supra, 59 Cal.App.4th at p. 1400 [cannabis
club owner was not the primary caregiver to
thousands of patients where he did not con-
sistently assume responsibility for their hous-
ing, health, or safety]).

2. Indicia of Unlawful Operation: When
investigating collectives or cooperatives, law
enforcement officers should be alert for signs
of mass production or illegal sales, including
(2) excessive amounts of marijuana, (b) exces-
sive amounts of cash, (¢} failure to follow local
and state laws applicable to similar businesses,
such as maintenance of any required licenses
and payment of any required taxes, including
sales taxes, (d) weapons, (e) illicit drugs, (f)
purchases from, or sales or distribution to,

non-members, or {(g) distribution outside of
California.

For more information, see wwww.AmericansForSafeAccess.org o contact the ASA office at 1-888-929-4367 or 510-251-1856,
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MODEL ORDINANCE FOR COLLECTIVES
WHEREAS voters approved Proposition 21 5 in 1996 to ensure that seriously ill
Califormnians have the right fo obtain and use ¢annabis for medical purposes.and fo

encourage elected officials to |mp$ement 3 plan for-the safe and affordahie d‘;smbu— B
tion of medicing; and

WHEREAS the California State Leglsiature adopted Senate Bil 420, the Med[cal
Marfjuana Prograr Act, in 2003 to help, danfy and further implement Prcposmon .
215 in part by authorizing qualified panem's and primary caregivers to associate
within the State of California in order to cellecuveiy oF cooperatwety cultwate
canniabis for medical purposes; and

WHEREAS the Califomia Attomey General pubtsshed Gulc!elmes for the Secunty and
Non-Diversion of Marfjuana Grown for Medrcal Purposes in 2008, ackncmledgmg .

that "a properiy organized and cpera’ted cel!ectwe of cooperative that dispenses’

. medical marijuana through a storefront may | be lawfuf uirdér Cahfomta iaw, pmwd—'_f"

" ed the fa(:lhty substantialy complies with State law; and

WHEREAS crime statistics and the accounts of local officials surveyed byAmencans
for Safe Access indicate that arime is actually reduced by the presence of a Medical
Cannabis Dispensing Collective (MICDC); and complaints fram citizens and surround-
ing husinesses are either negligible or are significantly reduced with the implementa-
tion of sensible regulations; and

WHEREAS California courts have upheld the legality of MCDCs under stzte law;

including People v. Hochanade), 98 Cal.Rpte3d 347, and People v. Urziceanu, 132
Cal App.th 747;

THEREFORE, BE iT RESOLVED That
Purposes and Intent

does hereby enact the following:

{1} To implement the provisions of California Health and Safety Code Sections
11362.5 and 11362.7, et seq,, as described by the California Attomey General
in "Guidelines For The Security And Non-diversion Of Marijuana Grown For
Medical Use,” published August 2008, which states in Section M(C)(1} that "a
properly organized and operated collective or cooperative that dispenses
medicat marijuana through a storefront may be lawful under California law,"
provided the facility substantially complies with the guidelines.

(2} To help ensure that seriously i residents can obtain and use cannabis
for medical purposes where that medical use has been deemed appropriate by
a physidian in accordance with California law.

{3) To help ensure that the qualified patients and their primary caregivers who
obtain or cultivate cannabis sclely for the qualified patient's medical
freatment are not subject o armest, criminal prosecution, or sanction.

(4} To protect citizens from the atverse impacts of unregulated medical cannabis
distribustion, storage, and use practices.

(5} To establish a new section in the
distribution of medical cannabis in

code pertaining 10 the permitted
consistent with state law,

Nothing in this ordinance purports to permit activities that are otherwise iiegal
under state of Jocal lawe
Definitions
. The following phyases, when used in this Chapter, shall be construed as defined in
California Health and Safety Code Sections 11362.5 and 11362.7:
"Person with an identification card;”
"identification card;”
“Prirmasy caregiver;" and
"Qualified patient.™

'Condmonai Use Penmt pursuant to

The foliowing phrases, wher used in this Chapter, shall be construed as defined -
below:’ : '

_ “Miedical Cannabis Dispensing Collective™ or "MCDC". Qualifiedt p atients, persons

with identification cards and designated primary caregivers of qualified patients and . .

_persons with identification cards who asscdate, as an incorporated or unincorporat-
. exd assodiation, within

,in order to coliectively or cooperatively provide m_ed-‘
ical marijuana from a licensed or permitted location pursuant to this Chapter, for use

-~ exdusively by their registered members, in sirict acrordance with. Cailfomna Hedlth
" and Safety Code Sections 11362.5 and 11361.7, et seq :

"Director,” The Director of Pianmng or other person authorized 10 issue a
code,

'-".Cmes and counnes may 1ssue a busmess Ilcense ors Candmonai Use Permﬁ (CUP) ;
St regulate MCDCE Ha Junsdsct;on opts for 2 business icense model, the Ianguage ST
“inthe iollowmg sections may be replaced with tanguage aut!mnzmg the issuance of -
& husiness license by amending the appropriate code Sections: Conditional Use B
Permit Required, Application Procedures, and Findings.

Conditional Use Permit Required .

A Conditional Use Permit shall be required to establish or operate a Medical
Cannabis Dispensing Collective MCDC) in compliance with the requirements of this
Chapter when located in Commercial, Manufacturing, or Retail Zones.

Application Procedure

(1} In addition o ensuring compliance with the application procedures specified
in Section , the Director shall send copy of the application and refated
maierials to all other relevant City departments for their review and comment.

{2y A disdlaimer shall be put on the MCDC zoning application forms that shall
inchude the following:

a. A waming that the MCDC operators and their employees may be subject
10 prosecution under federal law; and
b A disclaimer that the City will not accept any legal lability in the
connection with any approval andior subsequent operation of an MCDC,
Findings
In addition to the findings required to establish compliance with the provisions of
Section , approval of a Conditional Use Permit for an MCDC shall require the
following findings:

(1) That the reguested use at the proposed location will not adversely affect the
ecenomic welfare of the community in which it is located;
(2} That the requested use at the proposed location is outside a Residential Zone;

(3} That the exterior appearance of the structure will be cansistent with the
exterior appearance of siructures already constructed or under construction
within the immediate neighberhocd, so as to prevent blight or deterioration,
or substantial diminishment or impairment of property values within the
neighborhood.

Location

The location at which an MCDC distributes medical cannabis must meet the follow-
ing requirements:

{1} The location must be in @ Non-Residential Zone apprepriate for Commerdial,
Manufacturing, or Retail uses, including health care use;

{2) The location must net be within a 660-foot radius of 2 school, as measured in
Section 11362.768 of the California Health and Safety Code;

(3} The Jocation must not be within 1,000 feet of another MCDC.

For more information, see www.AmericansForSafeAccess.org or contact the ASA office at 1-888-929-4367.or 510-251-1856.

306




Palice Department Procedures and fraining

{1) Within six months of the date that this Chapter becomes effective, the training
materials, handboaks, and printed procedures of the Police Department shall
be updated to reflect its provisions. These updated materials shall be made -

" available 1o pofice officers in the regular course of their raining and service.

{2) Medical cannabis-rekated activities shall be the Jowest possible priority of the

Police Department.
- (3} Qualified patients, their prmary caregivers, and MCDCs who come into
' contact with law enforcement shall not be cited or amested and dried
cannabis or cannebis plants in their passession shall ot be seized if they are
~in compliance with the provisions of this Chapter.
{4} Ql.iaiiﬁed patients, their primary caregivers, and MCDCs who come into
- tontact with kv enforcement and cannot establish or demonstrate their
status as a_qpaﬁﬁed patient, primary caregiver, or MCDC, bt are otherwise in
-compliance with the provisions of this Chaprer, shall not be dited or arrested

- and dried cannabis or cannabis plants in their possession shall not be seized if _' T
(1) based o the acn\uty and circurstances, the officer deterimines shat ‘(here e
Cismo. ewdence of grimirial activity; 2 the cla!m by a quahﬁed patient; ;mmary-; o

s ca;egwef or MCDC Is credible; and (3} proof of status as & qualified patient .
primary caregzuer, or MCDC ean be provided to the Police Depariment WI‘Ehln
three (3} busmess days of the date of contact-with law enforcement _

Operational Standards

{1} Signs displayed on the exterior of the property shall conform 1o existing
regulations;

(2} The location shall be monitored at all times by a dosed drcuit video recarding
systen for security purposes. The camera and recording systern must be of
adequate quality, color rendition, and resolution 1o allow the ready
identification of any individual committing a ciime anywhere on the site;

{3) The location shalt have a centrally-monttored alarm system;

{4) tnterior building lighting, exterior building lighting and parking area fighting
miist be in compliance with applicable regulations, and must be of sufficient
brightness and color rendition so as to allow the ready identification of any
individual committing a crime on site at a distance of no less thar 40 feet (3
distance that should allow a person reasonable reaction time upon recognition
of a viable threat);

{5} Adequate ovemight security shall be maintained so as to prevent
unauthorized entry;

{6} Absolutely no cannabis product may be visible from the buliding exterior;

(7) Any beverage or edible produced, provided, or sold at the MCDC containing
cannabis shall be so identified, as part of the packaging, with a prominent and
clearly legible watming advising that the product cortains cannabis and that is
it to be consumed only by qualified patients;

{8) No persons under the age of 18 shall be allowed on site, unless the individual
is & qualified patient and accompanied by his or her parent or documented
fegat guardian;

(9} At any given time, no MCDC may possess more cannabis or cannabis plants
than would reasoriably meet the needs of its registered patient members;

{10} A sign shall be posted in a conspicuous location inside the structure advising:
"The diversion of cannabis {marijuana} for non-medical purposes is a viclation
of state law and will esult in membership expulsion. Loitering at the location
of a Medicai Cannabis Dispensing Collective s alss grounds for expulsion. The
use of cannabis may impakr a person’s ability to drive a motor vehicle or
operate heavy machinery.;

{11} No MCDC may provide medical cannabis to any persons other than qualified
patients and designated primary caregivers wha are registered members of
the MCDC and whose status to possess cannabis pursuant to state law has
been verified. No medical cannabis provided 1o a primasy caregiver may be

supplied to any person(s} other than the qualified patlent{s) who desugnatec!
the primary caregiver;

{12} No outdoor cultivation shall occur at an MCDBC location tnjess if is: a) not
“visible from anywhere outside of the MCDC property and b) secured from
- public access by means of a locked gate and any other security measures
necessary to prevent unauthorized entry;

{13) No MCDC shall cause or permit the establishment or maintenance of the sak
or dispensing of alcoholic hevetagus for consumption on-the | premtses or off-
" site of the| premlses, -

{14 No dried medical cannabls shall be stored in stmcmres wnhout at Ieast four
walls and a roof, or stored in an unlocked vault or safe. or other unsecured
storage structwre: nor shall any dried medical cannabis be stored in a safe or
valt thé;t is nit bolted to the floor nr’_sﬁué;ﬂre_é{ the facllity; and

{15) Medical cannabis rday he consumed on-site ontly as follows:

a. The smoking or vaponzmg of medlcal cannahis shall be allowed provided
~Hhat appropnate seafing, restrooms; dz’mkmg water, ventilanon air '
- "punﬁcatmn system, and patient supewlsmn are 'pmv:ded in'a roorm o
. -enclused area separéte from other MCDC service areas. )

' : b The: maximurh nccupancy of the i on—stte cbnéumpt;on area shaii meet
: applxabfe occupancy requilrements. -

< The MCDC shal iise.an activated charcoal fiter, or other device sufficient
1o eliminate 2l odors assodated with medical cannabis use from
adjoining businesses and public wallways. The fan used to move air
through the filter shall have the capacity sufficient 1o ventilate the square
footage of the separate room or enclosed area in which medical cannabis
use is permitted,
{16} MCDCs must verify that each member (1} is fegally entitted to posses or
consume medical cannabis pursuant to state law; and (2) is a resident of the
State of California, :

(17) Alt MCDC operators, employess, managers, members, or agents shall be
qualified patients or the designated primary caregivers of qualified patients.
MCDC operators, employees, managers, members, or agents shall not sell,
barter, give away, or furnish medicine to anyone wha is not a qualified patient
or primary caregiver, registered as a member of the MCDC, and entitled to
possess cannabis undser state law,

£18) MCDCs shall maintain accurate patient records necessary to demonstrate
patient efigibility under the law for every MCDC member, including {1) a copy
of a valid driver's cense or Department of Motor Vehicle identification card,
(2) a patient ragistration form, and {3} a current valid letter of
recommendation for the use of medical cannabis witten by 3 state-ficensed
physician. All patient records shall be kept in a secure Jocation, regarded as
strictly confidentia, and shall not be provided to law enforcement withotst a
valid subpoena or court order.

{19} Operating hours for MCDCs shall not exceed the hours between 8:00 AM and
10:00 PM daily,

£20) MCDCs must have at least one security guard with a Guard Card ksued by
the California Department of Constimer Affairs on duty during operating
hours.

Severability

if any seciion, subrsection, paragraph, sentence, or word of this Articie is deemed to
be invalid, the invalicity of such provision shall not affect the validity of any other
sections, sub-sections, paragraphs, sentences, or words of this Artide, or the applica-
fion thereof; and to that end, the sections, sub-sections, paragraphs, sentences, and
words of this Article shall be deemed severable,

For more information, see www. ArmnericansForSafeAccess.org or contact the ASA office at 1-888-929-4367 or 510-251-1856.
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: Abstract

Bacliground

In response to a number of court challenges brought forth by Canadian patients who demonstrated that they benefited from the use of medicinal cannabis but
remalned vulnershle to arrest and persecution as a resylt of its status as a controlied substance, in 1999 Canada became the secend nation In the world to Inltlate a
centralized medicinal cannabis program. Over its six years of existence, this controversial program has been found unconstitutional by a number of courts, and has
. faced criticism from the medical establishment, law enforcement, as well as the patient/participants themselves.

. Methods

‘This eritical policy analysis is an evidence-based review of court decisions, government records, relevant studies and Access to Information Act data related to the
¢ three main facets of Health Canada’s medicinai cannabis pelicy — the Marihuana Medical Access Division (MMAD); the Canadians Institute of Health Research Medical

Marijuana Research Program; and the federal cannabis production and distribution program, This analysis aiso examines Canada's network of unregulated
community-based dispensaries.

! Results

. There is a growlng body of evidence that Health Canada's program is not meeting the needs of the nation's medical cannabis patient community and that the policies
of the Marihuana Medical Access Division may be significantly Emiting the potentiai individual and public health benefits achievable though the therapeutic use of

cannabis, Canada's community-based dispensaries supply medical cannabis to a far greater number of patients than the MMAD, but their work is currently

i unreguiated by any level of government, leaving these organizations and their cilents vulnerable 1o arrest and prosecution.

; Conclusion

. Any future success will depend on the government's ability to better assess and address the needs and legitimate concerns of end-users of this program, to promobe

and fund an expanded clinical research asgenda, and to work in cooperalion with community-based medical cannabls dispensaries in order to address the angoing
| Issue of safe and timely access to this herbat medicine.

1. Introduction

Although modern medicine has only recently begun to rediscover the therapeutic potential of cannabis, written records of medical use date back theusands of years.
‘fhe first known mention of cannabis as a medicine appears in the world’s oldest known medical text, the Pen Ts'ao Ching. Apparently composed by Emperor Shen-
¢ Nung around 2800 B.C., the oldest written copy dates back to the first century and suggests that cannabis may be useful in treating hundreds of conditions, including
rheumatism, menstrual fatigue, and malarla [1,2]. During the 17'h and 18™ centuries, western medical practitioners leared of its many therapeutic properties from
' the traditional practices of China and Indla. By the 19™ century, cannabis was comman in many widely used pharmaceutical preparations 3], and weli-known drug
© companies like Merck, Burrcughs-Wellcome, Bristol-Mevers Sqauibb, Parke~Davis and Eli Lilly manufactured cannabis-based treatments for pain, digestive conditions,
asthma, sleeplessness and depression. With the advent of injection drugs and semi-synthetic analgesics such as acetylsalicylic acid, cannabls feli out of popular use
¢ in Western medicing early In the 209 century [4,5].

hitprfiwww harmreductionjournal.com/content/s/1/5 13
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L In Canada, this coinclded with the rise of a morat entrepreneur named Emily Murphy who, in 1916, became the first female judge in the British Empire. Four years

: jater Mactean’s Magazine published a series of Murphy's sensationalist and xenaphobic articles en opium and cannabis use. This not only prompted major legal

* reform in regards to drug enforcement, but also ied to the addition of cannabls to Canada's list of prohibited substances in 1923 without any significant public debate
[£,7]. Over the next two decades, the international implementation of cannabis prohibition effectively put an end to nearly all research into its medicingl use.

With the popularization of cannabis as & recreational drug in the 1950's and 1960's, sclentific research into its potential harms and therapeutic uses slowly re-
emerged {8]. Despite the continued prohibition of its recreational use in most of 1:he world, three countries — the United States, Holland and Canada -~ have allowed
i very limited patlent access to cannabis through centralized national medical cannabis programs.

This paper examines the origin and evolution of three major components of the Canadian federal medical cannabis program: 1) Health Canada‘s Marihuana Medical
Access Division; 2) the Canadian Institute of Heaith Research Medical Marijuana Research Program; and 3} Prairie Plant Systems and the federal production
contract. In addition, this overview wiil also examine a community-based alternative to the centralized government monapoly en the production, fesearch and
distribution of cannabis Canada’s mformai network of medical cannabls dispensarles

1.1 Court—Ordered Compass:on. Canada's Federal Medlcinal Cannabis ngram

i In 1999 Heatth Canada mltnated a centralized federal medicinal cannabls program in response to an Ontario court challenge. This 1598 cuurt case focused on Jim
Wakeford, a persom living with HIV/AIDS who faced cannabis possession and cuttivation charges for attempling to grow a supply of medical cannabis to treat
symptoms of hig condntion "The Ontario Superior Court recognized his legal rlght to access cannabis wn:hout fear of arrest, and instructed Health Canada to create a
process allowing for-legal access to thls medicine, Health Canada responded by ;)omtlng to exisking ]eglslatfon - Section 56 of the Controlled Drugs and Substances

2 Act (CDSA) - that wnuid grant qualifled appﬂcants a federal exemption from the sectlon of the CDSA addressing cannal:ns possessmn (Wakeford V. the Queen,
! 1999, e : B '

The failowzng yea the Ontano Court of Appeals heard the case of a man named Terry Parker who, had been charged thh cannabss possessnon and cultivation. -
while Growing a_p rsonal supply to alteviate symptoms of his ep:lepsy “THe: appe te court struck: down the’ Sectlon 56 program as unconstitutional ‘when it was )
reveaied that’ the process was not subject to regulatory oversight and znstead graﬁted total” dlscretion £ approve or reject potential app!lcanrs 0 the Health Ministar.

“The court also struck’ down ‘Sectlon 4 of the CDSA as It relates to cannabis passess#on for alf Canadlans, but suspended the rulmg for éne yaar n ‘order to aliow the
government time to mtroduce fair and appropriate regulations enabling access to" medlcmai cannabis for those with a 1egitlmate medicat need (Parker v. the Queen,

2000). As a result of these legal challenges, the constitutional validity of Canada's drug control regulations is now legally dependent on L’he existence of a working
federal medicinal cannabls program

Since these inttial developments Heaith Canada has created the Marihuana Médical Access Division {or MMAD, formerly known as the Office of Cannabis Medical

Access, or GCMA) to act as the governing body overseelng the implementation of the Marijuana Medical Access Reguiations (MMAR), which replaced the "Section 55"
i exemption process in 2001 [9].

On January 9t of 2003 - In a ruling stemming from a Jawsuit inftiated by medicinal cannabis users and suppliers - the Ontario Supreme Court upheld the right for
patients to have access to a safe, legal source of cannabis and once again found the federal program unconstitutional for creating what provincial judge Lederman

called the “illusion of access." The court gave the government until July 90 of the same year to put forward a legal supplier for medical users authorized under the
Marijuana Medical Access Reguiations (Hitzig v. the Queen 2003).

. Onthe eve of luty 8P 2003, with the announcement that Health Canada would soon accept written reguests by federalty-registered users for the cannabis being

. grown under contract by Prairie Plant Systems {PPS), Canada became the second nation in the world to put in place a system for access to medical cannabis
through a centralized, government-administered program ({the first was the U.S. Investigationat New Drug (IND) program, which began supplying cannabis in 1979,
¢ but ceased taking applications in 1989). However, this did not save Health Canada’s program from being found constitutionaily deficient later that year. On Oclober

7%, the Ontario Court of Appeals declared five specific sections of the MMAR Invalid, including the restrictions on production that prevented compassion clubs from
operating as jegal entities:

[161] We have earlier described the ineffectiveness of the DPL {Designed Production License} provisions of the MMAR to ensure a licit supply to [federal license]
halders. That ineffectiveness appears to stem very largely from two prohibitions in the MMAR. First, a DPL holder cannot be remunerated for growing marihuana and
. supplying it to the ATP holder. Second, a DPL holder cannot grow marihuana for more than one ATP holder nor combine his or her growing with more than two cther

irDPL holders, These barriers effectively prevent the emergence of lawfully sanctioned "compassion clubs® or any other efficient forim of supply to ATP holders, (Hitzig
¢ v Canada, 2003)

Although the Ontario Court of Appeals decision Immediately struck down these five barriers, on December 171", 2003 Health Canada re-instated the limits on
¢ production verbatim, defending their actions by suggesting that:

i ...these limits on the production of marihuana are necessary to maintain control ever distribution of an unapproved drug product, which has not yet been
: demonstrated to comply with the requirements of the FDA/FDR; minlimize the risk of diverston of marihuana for non-medicel use; be consistent with the obligations
¢ imposed on Canada as a signatory to the United Nations' Single Convention on Narcotic Drugs...; and maintain an approach that is consistent with mevernent toward

¢ a supply model whereby marihuana for medical purposes would be subject to product standards, produced under regulated conditions; and distributed through
. pharmacies...[10]

‘7o date, a program allowing for pharmacy-based access to medicai cannabis has yet to be implemented, and by re-instating the regulations that the Ontario Court
i of Appeais had recently struck down, Heailth Canada once again brought this program into questionable constitutional standing. ’

¢ Despite ongoing controversy surrounding the administration of the federal medical cannabis policy, Canadians averwheimingly support its use. According o the

| Project Canada Survey Series conducted by socivlogist Reginaid Bibby since 1975, recent polling indicates that 93% of Canadians support the legal medical use of
. cannabis [11]. .

| 1,2 A Brief History of North America's Community-Based Medical Cannabis Dispensaries

. During the Jate 1980's, as rates of HIV and AIDS began to rise in San Francisco, a few underground dispensaries offering a safe source of cannabis to those needing
. it for medical purposes were established by compassicnate peopie living with RIV/AIDS and drug policy reform activists. With the successful passage of a siate

. baltot initiative called "Proposition 215" In 1995, California became the first LS. state to allow for the legal medical use and distribution of cannabis. Within a few

: weeks dozens of these "campassion clubs” opened, and akhough they often had varied policies and practices, their commaon goal was facilitating access to a safe

. supply of cannabls for medical users {12]. Since then, over 250 commupity-based medical cannabis dispensaries have opened up in California, and it is estimated

¢ that they currently supply over 200,000 state authorized patients [13]. Similar organlzations have emerged all over the world, and in Canada and the UL.S. these

| dispensaries remain the main soarce of cannabis-based medicines for therapeutic use.
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There are currently seven well-established compassion clubs or sacleties in Canada, the oldest and largest of which is Vancouver's ritish Columbla Corspassion

Club Society (BCCCS). The BCCCS opened in 19397 and now serves over 4000 members [14]. Taking & holistic approach to health, this non-profit erganization

operates a Weliness Center offering alternative treatments such as Traditional Chinese Meadicine, acupunciure, counseling, and herballsm at a reduced cost to

: members of the soclety, The Vancouver Island Compassion Society (VICS), which has been a registered non-profit society in B.C. since Qctober of 1999, has used
its knowledge and experience of cannabis and its therapeutic properties to implement an extensive research agenda. ’

Although the Canadian federat government has not jegally recognized any of the nation’s compassion clubs, many of these organizations have had the opportunity
to inform the public debate surrounding safe access to medical cannabls. Canadian compassion club operators were mwted in present before the Senate Spectiai
i Committee on Hlegal Drugs, which made the following recommendatmns in Chapter 9 of their final report:

+ Measures should be taken to support and encourage the development of alternative practices, such as the establishment of compassion clubs;
* The practices of these organfzations are in line with the therapeutlc indications arising from clinical studies and meet the. strlct rules on quai;ty and safe:ty,
+ The qualitles of the marfuana used In those studies rnust meet the standards of current practice in compassion clubs, not NIDA standards;

. The studies should focus on apphcauons and the spec;ﬂc doses for various medical conditions;

) Hea!th Canada shuuid at the earliest posssbie opportumty, undertake a clinical study i 1n cooperation with Canadian compassmn clubs. [j]

- Additionally, Hslary Black (Founéer of the BCCCS) and I were invited to’ represent compassion ciubs in & presentation’ before the OCMA Srake?\oider Advlsory
Committee in the Spring.of 2003, and made a number of recommendabons te improve the federal pregram, including the decenfralization of medical cannabiz
access in Canada, and the need to have the end-user costs of this rmedicine covered by provincial registries {18]. In & broager’ stakeholder consuitation ﬂrganlzed

.by the OCMA In 2004 representatives of the BCCCS and VICS produg:ed and distributed a document titted "Roadmap to Compassmn The Implemen{aﬁc' of a

. Working Medical Cannab:s Program in Caﬁaéa" [__“}, whlch exam:nad many of the’ _ongaing issues restrlctmg medlcal cannabls access- through Health Canada s T

program, and set DUt a 12-monti'| timeting for the’ decentrauzatlon of this Tederal pollcy and practice. In a section tltled "Potent%al Concems with a- Decentra]ized

Program”, “the authors respnnd to one’ of the key obgecﬂcns to'decentrailzat%on and communlty -based access to medtcai cannabls Canada s oft—crted intefnational
- treaty chligations: N

In the past, Health Canada has impiied that the decentralization of this program is restricted by our international treaty obligations, the most significant of ‘which are
the Single Copvention on Narcotic Drugs [(1961})], the Convention on Psychotroplic Substances [{1971)] and the relevant portions of the United Nations Convention

| against Bilicit Traffic in Narcotic Drugs and Psychotropic Substances [{1988)]. According to section (¢} of the original 1561 treaty; a signing country has the right to
produce any drug or substance so lopg as its use and distribution is: "Subject to the provisions of this Convention, to Hmit exclusively to medical and scieptlﬁc
purposes the production, manufacture, export, import, distribution of, trade in, use and possession of drugs.” In other words, there shouid be no doubt that the
trade, use and possession of drugs for medical or scientific purposes is permitted by the terms of this Convention.

The report concludes that "the future of a successful medicinal cannabis program in this courtry should focus on the distribution modetf that has already proven itself
to be safe and successful: not-for profit distribution by community-based compassion societies”. Health Canada hag yet to acknowledge the experience and
expertise residing in the compassion clubs, and refuses to conslder the incorporation of this successful model Into its medlcal cannabis access program.

i Canada’s compassion clubs and societies provide over 11,000 critically and chronically il Canadians access to » safe supply of cannabis within an environment
conducive to healing. Since these organizations have developed policies reflective of thelr local socio-political environment, there can be some significant variation
in the scope and quatity of services offered by these dispensaries. The VICS and BCCCS have recently attempted to address these operational differences by
Introducing a set of regulations based on the best-practices of these organizations titled "Guidelines for the Community-Based Distribution of Medical Cannabis in
Canada” [18}. This document, reieased at the 2006 International Harm Reduction Association Conference in Vancouver, addresses the rights of both dispensaries
and thelr clienteles, is dasigned to inform both local communities and compassion ciubs of the roles and responsibiliies of such organizations, and aims to:

i. Provide a base-standard for seif-regulation of dispensaries based on current best practices in Canadian compassion clubs;

: 2. Suppart medical canpabls dispensaries in providing a high standard of care that clients can and should expect;

3. Help both distributors and end-users achieve maximum safety and therapeutic potential within a setting that is conducive 1o healing;

- 4. Formaiize the good reputation established by compassion clubs, thus ensuring those with medical need have continued access;

5. Promote an understanding of medical cannabis dispensary practices to a#i levels of government, the justice system, law enforcement, and communlty_ partners;

6. Allow for effective cooperation amongst dispensaries utilizing the same base-standards of operation.4

. 7. Grganize participating dispensaries into a more cohesive voice for the legitimization and legai acceptance of community-based cannabls production, research and
¢ distribution. (Chapter 4)

These guideiines are an attempt to introduce more transparency and accountability into the compassion club medel, and they have been endorsed by over 80% of

Canadian compassion clubs. Additionally, they are being used in the development of similar regulations in Washington State, Rhode Island, and many California
municipalities.

2. Health Canada’s Marihuana Medical Access B;wslcn

; The federal government's own poiling and research suggests that there are currently over 250,000 medical users in the province of British Columbia alone [19], and
yet between the Introduction of the federal medical cannabis program in January 1999 and September 2004, Health Canada only received 2838 applications from
across the nation. According to the MMAD there were 757 registered medical users in Canada in September 2004, suggesting a rejection or drop off rate of nearly

- 75% in the first year of the program [20].

Althaugh the Ontario Court of Appeals’ Hitzig decision was supposed to ease access to Health Canada's "compassionate” program by reducing the bureaucratic
burdens of the MMAR, the number of applicants per month declined steadity between April of 2002 and July 2005, with the QCMA only approving 47 of the 299

! applications recelved between January and September of 2004, In fact, participation In the program shrank by 34 people in the three months betwees July and
. October of 2004, dropping from 781 down to 747 authorized users [21].

The problem of access was well-noted by the Canadian Senate Speciai Committee on Iiegal Drugs in their final report on cannabis from 2002, which found that:

i while 2 process that suthorizes the possession and production of marfjuana has been established in Canada, this has not ensured that carnabis is suitably available
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, to those in need...we have come to the conclusion that the MMAR have become a barrler to access. Rather than providing a compassionaie framework, the
' regulations unduly restrict the availability of cannabis to those who may recelve health benefits from its use, [22]

According to this report, one of the malin reasons for the small number of applicants to the program I3 refuctance by physicians to act as gatekeepers to medicinal
- cannabis, Citing a perceived lack of information on dosage, side effects, and alternate routes of administration to smoking, a number of provincial medical colleges,
the Canadian Medical Association {CMA), and the Canadian Medical Protection Agency {which insures nearly 95% of Canada's physicians) have warned against the

therapeuttc use of cannabis, and have recommended that doctors not participate in the federai program. For example, a CMA press release dated July gth, 2003,
i declares:

: The CMA has consistently raised cencerns about the tack of evide_nce-based decisions to support the Medical Marijuana Access Regulations,” said Dr. Dana Hanson,‘
President of the CMA. "Our unease over use of medical martjuana has been ignored in this new policy. Physicians should not be the gatekeeper for a substance for
which we do not have sdequate scientific proof of safety or efficacy [23}.

i Although the C.M'A's position is now more supportive_ of the program,_these initial warnings were a particdiar'det-errent- for.Canada’s medical specialists, whose

‘ support was ln_ii:ia‘!ly necessary for all applicants to the program that were neither terminally Bl nor likely to dle in the next 12 months, such as those suffering from -
Ms, HIV/AIDS and hepatitis C {terminal patients only required the suppoi‘t of & singie physician). In adcl‘ition, specialists were simply not available in many smailer

rural communities, When compounded by the bureancratic hurdle of filling cUta 29-page application that sometimes ook In excess of 12 months for Health Canada

© process the chalienges to participation In this program. ranged from dnercrus to impossd}]e for many potential apphcants

Health Canada officialiy amended the MMAR application process in 2005 i:o remove the reqmrement of a suppdmve specialist for most rﬁedical cannabis users.
However, thig new "simpiified" application form was now 33 pages iong, and potentlal aphlicants continued to face resistance from the medical community, The
burden of this diffcuit application process is apparent in comparing the MMAD W|rh the state-run Gregcm Medlcal Marijuana Program {OMMPY, Aijthougt both
;prcgrams originai:ed in 1999 and have similar, medical reqmremenﬁ; for registration, Oregon 3 s:mpie i.wo page apphcatiun process has led to the reg:stratlon of
: he r]y 15'000 partscipants as-of October :i.St 2007 desplte ‘having a population one—tenth that of Canada l'____] i

; The Canadian Senate Speciai Committee addressed this probiem by suggesting that the proper rule of the physician in i:hls pregram shouid be to make a diagnoslsm
i 'uf the patlent‘s médical canditions or symptomns, after which "the paﬁent shoutd be autherized to use cannabis if the condition or symptom is one where cannabls:

has potential therapeutic applications" [25]. Health Canada has yet to heed thig’ advice or change its- policy accordingiy, 50 as of June 2007 only 1B16 Canadians
were benefiting from this federal program [28]. -

¢ Additionaily, potential and actual participants In the program have made Heailth Canada well-aware of their legitimate concerns by ﬁliﬂg official complaints with the
| MMAD. An "Access to information” request for copies of all "paper letters of complaint received by Health Canada or the OCMA regarding the federai cannabis

i program” resulted in over 2000 pages of documented complaints over the first six years of the program, which including problems accessing the federal program,
unexplained bureaucratic delays in processing applications and yearly renewals, and criticisms of quality of the federal cannabis supply [27].

In a federally~funded report ttled "Our Rights, Qur Choice” that examined the human rights, ethical and leqal challenges faced by people Hving with HIV/AIDS who
: choose to use medicai cannabis, the Canadian AIDS Society found that although betwean 14 to 37% of peopis living with HIV/AIDS used cannabis o address their
| condition, many had faced hurdies accessing the federal program [28]. The CAS report states thal:

...access to the federal program remains hindered by barriers such as a lack of awareness of the program’s existence, mistrust in the government, misinformation
about the program and difficulty in finding a physician to support thelr application. Thousands of seriously i Canadians must therefore choose between breaking the
law to use the therapy of their choice, or going without, which in many cases compromises their well-being and quality of life. {p.2)

: 3. The Canadian Institute of Health Research and the Medical Marihuana Research Program

i Since the cowrt-ordered implementation of a federal medical cannabls policy in 1999, Health Canada has aciively promoted its program to encourage and fund

i studies into the safety and effectiveness of medicinal cannabis, With the launch of the Canadian Institute Health Research's {CIBR's) Medical Martiuana Research

. Program (MMRP) and the establishment of & 5-year, $7.5 million clinical research grant in 2001, Canada had a unigue opportunity to become a world leader in

cannabis therapeutics; however, the government's rasearch agenda has proven to be rather anemic. Since the infroduction of the MMRP, only three clinical research

proposals have been approved for CIHR funding: a smoked-cannabis and chronic pain study initdated by McGill's Pain Center, an HIV/AIDS and appetite study by the
Cormmunity Resource Initiative of Toronto (CRIT) at S5t Michael's Hospital, and the recently announced COMPASS (Cannabis for the Management of Pain:
Assessiment of Safety Study), which is the first project of the CIRR Marijjuana Open Label Safety Initiative {(MOLSI).

* In March of 2003 the OCMA abruptly cancelled the funding for the Toronto-based CRIT research project, despite having already distibuted over $860,000 of a $2
¢ million research grant for the study. This led to the resignation of Dr. Gregory Robinson ~ & physician and patient-representative tiving with HIV/AIDS - from the

: OCMA's Stakeholder Advisory Commiiiee. He argued that Health Canada had created a "Catch-22" by Insisting on clinical evidence before approving cannabis as a
medicine, but then thwarting the dlinical rials needed to gather such evidence. As Robinson stated in his resignaticn letter to then Health Minister McLellan: "I no
longer have faith in your ability to understand compassion for sericusly ang chronically ilf patients,” adding that "as an AIDS patient, each moment is valued so

. much at this time in my life. My continuing commitment to the advisory committee would only be a waste of my time and advice" [29].

. Likewise, the $260,000 McGill chronic pain and smoked tannabis clinical study ~ which was approved in 2001 - has suffered delays largely due to bureaucratic
. problems in accessing a suitable supply of research cannabis from Health Canada. And although Health Canada announced in December 2004 that the large-scale,

¢ multi-center MOLSI study was finally underway and in its initial recruiting stage, very little information is available in regards to this research project, and no results
' have been made public o date.

Irt June 20604, the CIHR quietly posted a notice indicating that funding for the MMRP was "suspended until further notice” {30}. touise Dery, a Senfor Stratagic

: Sclence Advisor with the Office of Controlled Drugs and Substances, indlcated that with no guarantees of continuing funding past 2006, the OCMA would not accept
| any more requests for funding untii at least early 2003,

- However, in September 2006, the ruling Conservative party announced that it was cutting $4 million earmarked for the MMRP, effectively terminating this program

- and ending all federal financiai support for rmedical cannabis research in Canada. As a resuli, Health Canada’s initial commitment ta a five year, $7.5 million doliar
¢ research plan has in fact been reduced to a three year, two-study initiative.

¢ A few Canadian compassion clubs have attempted o remedy this paucity of research by designing and impiementing their own studies. Since 200%, the Vancouver
Island Compassion Soclely (VICS) and the British Columnbia Compassion Club Soclety (BCCCS) have initiated peer-reviewed, university-associated research into the
effects of cannabis on both hepatitis C {with the University of California, San Francisco), and nausea and pregnancy [31]. In addifon, the VICS was swarded a
$50,000 grant from the U.S.-based Marijuana Policy Project to undertake the first high potency, smoked cannabis and chronic pain double-blind clinical study in

" North America. This study has received Institutional Review Board approval, but Health Canada approval is still pending. The VICS has also officially participated in
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federaily-funded research, including a CIHR-funded sociofogicat examination of the patrons of compassion clubs, and the Canadian AIGS Soctety research project
i mentioned earfier in this paper. This CAS report states that:

| ..l 15 critical that clinicsl research be canducted, otherwise the federal medical cannabis program will remain a special access program rife with unnecessary

regulatory and bureaucratic barriers...research can be greatly enhanced by involving community groups or organizations such as AIDS service organizations or
compassion clubs, from the development of the research protocol to the dissemination of results from a clinical trial, [32].

- 4 Heailth Canada's Produchon and Supply Po[icy and Practice

In December 2000 Health Canada awarded a five-year, $5.7 mijlion contract for the preduction of a domestic supply of research- grade cannabis to Pralrie Plant
Systems (PPS), 2 Winmpeg-based company that proposed to grow the piants at the bhottom of a former 2ine and cnpper mlne i Flin ﬂon, Manitoba [33].

Thls single-source productmn pian has been a source of much controversy ever since Health Canada reluctantly began the dlsmbutlon of its- pmduct and as of June
2007 there were anly 356 authorized users purchasing thelr ‘cannabis from PPS, which i$ less than 20% of Canada’s authorized medical cannabis users, ‘By
companson 1288 of the 18 16 med;cal cannabis users authorized through the MMAD have chosen to produce thew own suppiy of cannabis [34].

- Initial concern over this productlon contract began with mvestlgat}ons intn the physical locatiun of the PPS facility. Accordmg to research conducted by’ independent
monitoring groups, as well as Environment Canada and Naturat Resources Canada, highlevels of heavy metal contammation are detectable’tn alf; water and soil’
‘sampies for over 100 squate ‘kilometers around the Fiin Flon mine, which Is the result of over 80 years of extensive mining-and, smeitmg in the area {3_5} When
concerns over the ;)otentiai for heavy metat contamination were raised by end-users and advocacy groups like -Canadians for Safe At;(:ess, Health Canada
{spokesperson Jirina Vik respcnded by suggesting that the levels of heavy metals In the federal cannabils supply: were" s:mllar to, what one finds in Canadian fobacco
‘i 'and are- well wlthin a!lowabie hmlts * However, when asked what the allowable llmlrs for tobacco were, she ccnceded that there are currently_no Cana 'an standards
|lmltmg heavy meta! content in eﬂ;her tobacco or cannabis [ﬂij : :

s The potency of the government—contracted PPS cannabis has also been called mto questlon in Juné 2004, Canadlans for Safe Access commissioned Py )
i Eetrahydrncannabmol {7 HC) testing of the Brg product through the Quebec Institite of Public Heaith 'i“oxlcology Iaboratory The resuits showed the prcductto be

i under 6%THC; rather than the 10% claimed by Health Canada [__] In fact, acccrcimg to a serles of 23 Gas Chromatﬂgraphy Mass Spectrometer {GCMS) tests

¢ commissioned by Health Canada and conducted by three different federally -licensed laboratories on the cannabis distributed to authortzeci medical users between
August 2003 and May 2004, thé THC content of this prcdud: never measured above 7.2%; averaging just over &. Z%THC well balow the 10% labeled on the product
[38]. No contrary test results have ever been released by the federat government,

A recent study by Ware, Bucruet & Robinson suggests medical cannabis users can readily and reliably distinguish between cannabis products based on THC content,
i humidity, grind size and smoking characteristics [38]. Comparing four different products — including the PPS cannabis sent to authorized users untl May 2004 - the
study determined the government-approved cannabis was 6.6%THC rather than the "10% THC blend” suggested by Heaith Canada. The study found that "Product

i 3..which had been originally shipped by Health Canada to authorized patients was rated poorly by the [8] subjects in this study™, with end-users finding it "worse
than their usual cannabis®. In May 2004 Health Canada began to distribute a more potent cannabis product fo end users containing 12%THC, and additional

improvements including increases in grind size and humidity have taken piace in subsequent batches. However, the lack of strain selection is a cancern that remains
unacknowledged ard uraddressed by Health Canada.

Additicnally, results from biological testing obtained through Health Canada continue to indicate high levels of mold and blological impurities prior to gamma-
irradiation, In six microbiological tests from 2004, the levels of aspergiltus and penicillium mold averaged 536.66cfus (colony forming units} and 3872.5cfus
respectively [40]. According to the U.S. Food and Drug Administration Center for Food Safety and Applied Nutrition, both Aspergillus and Penicilium mold produce
dangerous mycotoxins like aflatoxin and ochratoxin that cannot be destroyed by gamma irradiation [41,421. According to Dr. Dave Abramsan, a mycotoxicologlist
with Agricuiture and Agri-Food Canada, the only way to guarantee that a commodity Is free from a specific mycotoxin:

-.Is to sample the crop In a representative manner, and then perform a quantitative assay following a published and validated procedure. Depending on the crop
and place of origin, specific assays for several mycotoxins wouid be necessary to ensure product safety. [43]

When asked specifically about microbial contamination and inhalation as a route of ingestior, Dr. Abramson states that “environmental studies have shown that all

mycotoxins pose a very significant inhalation hazard,” adding "there is some evidence that certain mycotoxing would survive the high‘temperatures associated with
smcking, and remain potent in the vapor phase {43]."

Although Health Canada states that "the dried marihuana product meets Canadian requirements applicable to Natural Health Products {NHP) [44], these requlations
reguire that ali manufacturers of herbal medicines test for the presence of mycotoxins. However, neither Health Canada nor PPS performed or tommissioned any
such testing on the federal cannabis supply until May 2005 [45], despite having distributed this product to hundreds of critically and chronically HIl Canadians for over
20 months. Although the testing that eventually took place revealed that mycotoxins levels on all PPS crops were below detection, the MMAD's misleading or

unsupported statements In regards to the potency, safety standards and actual testing of this cannabis supply has caused justifiable concern and mistrust amongst
both authorized users and advocacy groups.

Additionally, the biclogical decontamination technique used an the federal cannabls crop may turn out to be a health concern in its own right. Gamma irradiation is a
highly controversial method of decontamination, and this researcher has been unable to find any studies assessing its safety on smoked or inhated materials
anywhere in the world. Research shows that along with molds and bacteria, it destroys beneficial terpencids ike myrcene, caryaphyliene and linalool {46,471 that
have known therapeutic properties and which may improve the bloavailability of some cannabinoids [48,49),

Further anecdotal evidence of the inadequacy of the government cannabis supply came from the actual end-users of this product, Including longtime authorized user
3im Wakeford whe stated to the press that the first batch of PPS cannabis was "totaily unsuitable for hurman consumption” [50]. Out of the 93 people who had
ordered the initial PPS product as of March 2004, nearly 30% returned it to Health Canada [51]. Although Health Canada cites much lower return rates for
subseqguent batches of cannabis, this may be the result of changes ta their refund pelicy, Inltially, dissatisfled end-users could return what was left of their package
to Health Canada/PPS for a partlai re-imbursement. However, under the current policy refunds are onty offered for unopened packages, therefore if end-users open
the sealed foil pouch In order to sample the PPS cannabis, they cannat return the product for a refund.

In February 2005 Canadian Press reported that according to Health Canada, 127 of the 278 patients ordering PPS cannabis from the government at the time were in
arrears, for & totat of $168,87% in unpald medical cannabis bills. Health Canada responded by sending collection agencies after those in arrears for more than 180
days, cutting off at least 19 authorized users from ordering medical cannabis from the nation’s onty legai supplier, and forcing these critically and chronically 1l
Canadians to resort to accessing their medicine from illicit sources [52]. In light of this, the Canadian AIDS Society has recommended that the federal government
give immediate consideration to "mechanisms for reimbursement of the costs of medicat cannabis for sertously il Canadians™ {531

However, this significant impadiment to medical cannabis access remains unaddrassed, and an internal Health Canada report titled "Audit of the Managemeant
Processes for the Medical Marihuana Program® from March 13, 2607 shows that although the federai government Is aware of the inability of many authorized users
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to pay for the cost of this medicine, the federal response has been o Increase pressure by ceasing shipments after 30 days!

The Departmental Audit Cotminitiee Risk provided support in 2065 ta clarify the supply policy for Marthuara for Medical Purposes and cease shipment to clients In
: arrears. Senior Management was aware that & client’s file may eventually be-sent to collections, The Programme Management Committee of DSCSP recentty
. appraved further refinement of the supply palicy to cease shipment to clients in arrears more than 30 days [541,

: Although the long-term impact of this policy change is unclear at this thime, the level of debt by end-users of the federal cannabis supply has increased drameticaily
© since 2005. As of Aprii 30th 2007, 229 authorized users who had ordered this cannabis supply had received notices that their accounts were in arrears, representing
$297,920 in unpald debt [55]. Upon recelpt of these notices authorized persons are only allowed to order one more shipment of cannabis before being cut-off from

. Canada's only Jegal supply for non-payment. Additionally, 22 accounts have already been sent to collection agencies, cuiting off these critically and chronically ik
Canadians from their supply, and adding unnecessary stress to their health and well-being.

. This is particularly vexing in fight of recent Infcrmatmn revealmg that Hezlth Canada significantly increases the retail price of this product as compared to the actual

: wholesale cost. An examination of the preduction 2nd supply contract extension between Health Canada and PPS covering the pericd from January 2006 to o -

September 2007 titled "A Review ef the Cannabis Cuitivation Comtract Between Heaith Cahada and Prairie Plant Systems” suggests that the federal government pays

PPS $328.75 pear kiiogram of cannsbis (approx;mately $10 per ounce), but then charges pat|ent5 $150 per ounce, constituting a 1500% . markup on a: product thiat

has already been paid for by Canadian mxpayers through an ongoing six year and nine month contract agreement totaling $10,278, 276 {561, The report goes onto
compare the approximate cost of producmg and supplying.medical cannabis user through PPS/Health Canada vs, the BCCCS for the fiscal year of Ncwemher 2005— )

Qctober 2006, Accordinig to Table 1, the Bntlsh Columbsa Compass;on Ciub Socvety supplies-a safe source of cannabis to over 3000 sick or suffering Canadians for -

approximately the same yearly costs as Health Canada curre.nt!y spends on the PPS productlon contract to supply just over 700 end-users, meaning that the tntai

{ operating cost per person supphed thmugh Health Canada/P?S is $3889 45 per person vs. $739 25 thmugh the BCCCS, The repor‘t tame to the foilowmg
: conciusi:ms : o : L

! gbte 1. Cost Comparrson of PPS *(:nntra= Extensicm for Gct 2006 Sept 007 to BCCCS Costs for Fiscat year of November 2005 October 2006

The 1509% mark-up o the cannabis afged to patients highllghts 'the nsk of Health Canada. creatjng a monopofy aver supply. Health Canada is req B
taxpayers and medical cannabis patlents 10 fund inefficient practuces, capital upgrades, and equipment for a private contractor, Instead of providing affordabie i
medicine to those in need, Health Canada has chosen a policy and program that seemingly credtes a windfall for one monogoly suppiler to the detriment of patients
and taxpayers. While community-based rmedical cannabis dispensarles provide a cost-effective alternative to Health Canada's centraltzed monopaly for cultivation
and distribution, the end-cast to patlents still remains problematic. The-cost of cannabis for these Tn medical need must be covered under Canada's unlversal health
care system as it is for other medicine. Canada's critically and chronically ill deserve the mast affordable and highest guality care.

. Furthermore, although nearly 80% of authorized users choose to cultivate their own supply, Health Canada has stated intentions to remove the right of patients to
cultivate their medicine or to nominate someone to do so for them [57]. The Canadian AIDS Society found that only 1.7% of the people living with HIV/AIDS whom
they consulted obtained theis cannabis from Mealth Canada, compared to 35.9% who obtained it through compassion clubs:

: Considering the current public attitude towards the government's cannabis, the fact that the government only provides one straln of cannabis to authorized persons,
and the government's expressed intention to eventuaily phase out licenses to produce, we are concerned that people living with HIV/AIDS will have to continue to
break the law to supply themselves with cannabis for their medicinal purposes...offering only one legal source and only one strain of cannabis for distribution to

_ authorized Canadizns may not be a constitutionally adequate alternative to the diverse supply currently avaitable to them through license to produce, unauthorized
! compassion clubs, or within the black market [58].

i This is supported by preliminary results from a survey study tited "Quality of Service Assessment of Health Canada’s Medical Cannabis Policy and Practice” showing
that oniy 8% of the 90 respondents — a sarmple size that represents over 5% of leqally authorized users in Canada - currentdy order cannabis frem Healdh Canada,

and on a numeric scale from 1 to 10 - with 10 being "Excelient”, and 1 being "Very Poor” - 76% of the respondents who had tried the Health Canada cannabis
: ranked it as being elther a 1 or 2 [59].

: Additional preliminary data from this study show that over 92% of respondents find that not all strains are equally effective at refieving their symptoms, and 97%

; say that they would prefer to obtain cannabis from a source that has a "large selection of different strains” rather than a single product, Finaly, over 90% state that
they'd prefer to purchase cannabis from a source that offers many different forms of ingestion, and given the option, over 81% of respondents would chose organic
methods of cultivation for their medical cannabis supply. Unfortunately, Health Canada's current supply policy and practice has been unable or unwilling to address

many of these end-user Issues, leaving medical users lite choice but'to obtain their medicine from the black-market or from Canada's network of community-based
dispensaries.

. 5. Community-Based Alternatives to a Centralized Medical Cannabis Program

"Ag far as the distribution of marijuana to gualified users is concerned, the government might consider creating properly regulated distribution centres or licensing
compassion clubs, as proposed in the recent Report of the Senate Special Committee on Illegal Drugs: Cannabis.”

- Ontaric Supreme Court Judge Lederman (Hitzig v. the Queen, Janvary 2003)

The Canadian Senate Speciai Committee on Iilegal Drugs and the Ontarie Court of Appeais have both suggested that Bealth Canada should seek to work with the
nation's compassion socleties with the goal of improving access to a safe supply of cannabls for legitimate users. Desplte these recommendations and court orders,
¢ the MMAD has resisted opportunities to decentratize this program, forcing compassionate distributors and their suppliers to continue risking arrest and prosecution In

an unregulated market. This risk is hardly theoretical; of the seven major clubs in Canada, more than half have been subjected to ralds and arrests by jaw
enfarcement.

Although police raids continue to significantly disrupt safe access to cannabis by medical users, the federal prosecution of compassion ¢lubs in Canada has been

Jargely unsuccessfui, Foliowing a raid on the VICS in 2000 and a lengthy legal battle, B.C. provincial judge Higinbotham granted this author an absolute discharge for
i trafficking in recognition that:

| L..while there is no doubt that Mr. Lucas offended against the law by providing marijuana to others, his actions were intended to ameliorate the suffering of others.

His conduct did ametiorate the suffering of others. By this Cowrt's analysis, Mr, Lucas enhanced other people's lives at minimal or no risk te society, although he did
it outside any legal framework. He provided that which the Government was unabie to provide - a safe and high quality supply of marijuana to those needing It for
medicinal purposes. (R. v, Lucas, July 55, 2002)

There are some clear philosophical differences between the federal program and the werk of compassionate distributors (Table }). Most of Canada's compassion
clubs focus on holistic care and harm-reduction, and many have used their unique experience and expertise to enhance consumer options in cannabis-based
therapies, So while Health Canada currently offers medical patients a single strain of pre-ground raw plant materiai, compassion clubs disiribute numerous different
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symptom-~specific strains and offer many alternative methads of Ingestion to smoking, including edibles, olis, tinctures, vaporizers, and sublingual sprays.

i After an intensive investigation of medicat cannabis access in Canada conducted by the Canadian AIDS Sodety, their final report supported the licensing of
compassion clubs, stating:

we favour a not-'fnr-pmﬁt, community-based maodel of distribution of medicinal cannabls and its related services...these crganizations aisc offer a number of
i different strains and aiternatives to smoking, and are currently serving more than 10,000 Canadians...we recommend that the government authorize compassion
i clubs that meet defined operational standards and recognize them as fegal dispensaries for medicinal cannabis [60].

Despite the significant potential to decrease the overall eperational costs of this federal program, and to increase efficiency and end-user satisfaction through
community-based access, Health Canada's Martheana Medical Access Division continues {o resist regulating and licensing Canada's compassion clubs and societies.

6. Discussion and Conclusion

. ¢ Since 1999 the Canadian government has spent over $30 mitlion in funding for the resea'rch,_productioh anq]'distrib'utien of medicinal cannabis {61], yet'there is a
growing body of evidence that Health Canada's program is not meeting the needs of Canada’s medical cannabis patient community, and that it rﬁey aciually be
acting as an impediment to safe and timely access. As a result, the policies of the Marihuana Medical Access Division may be significantly limiting the potential
?mdw:dual and publsc health benefits achievable ti'lough the timely and effective therapeuﬂc use of cannabus by sick and suffering Canadlans

‘Ongmaliy implemented io ensure legal access to medlcmal cannabis for %:he critically and chronicaily il who mlght beneﬂt from its use, Heaith Canada's MMAD has

instead limited participation I the federat program through obsiructive and arguably: unconstittitional regulat:cms, and restricted opuons to & safe supply of raw

cannabis and alternatlve methads of ingestions by entrenchmg & restrictive, non-beneficial monopoly on production and distribition. Desplte Heaith Canada's

N .. Insistence that’ more research needs to be conducted on the safety -and effectlveness ‘of cannabis, the gbvemment has only funded twe clinical cannabis studies

¢ gince 1999 and has recently terminated al) other federal financing for this emerglng a ,ea of health research Dlsturblngly, over the Iast ik years fewer than 1900

-appiicants have been abie to negotlate ‘the cumbérsome bureaucratic obstacles a]low;ng them to par‘:lmpate' ii5” federal program and prellminary results froim’ a
guality of service assessment of Health Canada’s medical cannabis policy and pracuce shnw that over 729% of thes study’s respondents cited: that they are
"somewhat” or "torally unsatisfied” with Health- Canada s program [62]. In'response to these engolng pmbiems, Canadian Member ¢ Parliamerit Libby Davies

. 7_{Vancouver East), Senator Pierre-Claude Nuiin, and the Canadian AIDS Sncsery have all called for a performance audlt of the MMAD by the Audltor General of
i Canada.

Meanwhile, Canada’s compassion clubs and societies continue to supply cannabis to more medical users than the MMAD, fo initiate and participate in more medical
cannabis research than CIHR, and to preduce a more varied cannabis supply than Health Canada; all at no cost o the nation's taxpayers. The following are five
steps that couid significantly improve medical cannabis access in Canada:

1. An iImmediate audit and review of entire federal medical cannabis policy and praciice.

i 2. Cost coverage of medical cannabis by federal/provincial healthcare programs, and debt forgiveness for current authorized users.

3. The re-impiementation of the Ontario Cowrt of Appeals changes to the MMAR in order for it to meet its minimum constituiional obligations.
4. The decentralization of the program fo allow for immediate access and legal protection with & heaith care practitioner's recommendation.

5. The development of a cooperative relationship between Health Canada and compassion clubs to improve access, increase supply/ingestions options, and jump-
! start research into the therapeutic potential of cannabls.

While the fate of the federal program remains undlear, evidence suggests that any future success will likelty depend on the government’s ability to better assess the
concarns and neads of the nation’s critically and chronically i, to promote and fund an expanded clinical research agenda, and 1o work in cooperation with Canada's

established network of community-based medical cannabis cormpassion clubs In order to address and remedy the ongoing issue of safe and timely access to this
herbal medicine.
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CANADIAN ASSOCIATION OF MEDICAL CANNABIS DISPENSARIES
ASSQCIATION CANADIENNE DES DISPENSAIRES DE CANMARBIS MEDICAL

CAMCD Mission

Promoting a regulated communtty-based approach to medlcal cannabis access and supporting
- medical cannabis dlspensanes to prowde the hlghest quallty of patient care.

" CAMCD Vision

Legaily permitted community-based medical cannabis dispensaries providing access to a wide

range of high guality cannabis medicines to those in need and regulated in a manner consistent
with the highest standard of patient care.

CAMCD Objectives

In support of CAMCD’s mission, vision and values, the objectives of CAMCD are:
¢ To establish and uphold standards for the certification of medical cannabis dispensaries;

¢ To support medical cannabis dispensaries in providing a high standard of care through
education, research and the promotion of best practices;

¢ To provide clients of medical cannabis dispensaries a mechanism to log and address
complaints about dispensaries;

® To conduct, encourage and facilitate research into the medical use of cannabis and methods
for its production, distribution and regulation;

® To work with the public, government, educational institutions, health care providers and law
enforcement agencies to increase understanding of medical cannabis dispensaries.
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DISPENSARY CERTIFICATION STANDARDS

The Certification Standards are organized into 7 key areas of dispen.safy{c')pérations and ©
practices. - ° AR TS

I, PATIENT ELIGIBILITY

Il. PATIENT INTAKE

1. PRODUCTS AND SERVICES

IV. DISPENSING

V. SUPPLY

VI. SAFETY, SECURITY AND PRIVACY

Vil, EFFECTIVE ORGANIZATION



| €ANADIAN ASSO’CIATION OF MEDICAL CANNABIS DISPENSAR]ES
 ASSQOCIATION CANADIENNE DES DiSPENSAIRES DE CANNABIS MEDICAL

Each Section contains multiple standards related to that area of dispensary operation and

practice.

For example:

I PATIENT ELIG!B.l‘i.-i;rY N o

1. AGE or PATIENT o
2. MEDICAL CONDITiONS AND SYMPTOMS

A DIAGNOS!S AND RECOMMENDATION FOR USE
B. SPECIAL CONSIDERATIONS
3. DOCUMENTATION |
A. HEALTHCARE PRACTITIONERS
B. REQUIRED INFORMATION
C. DATE OF DOCUMENTATION
i EXPIRY OF...
i, RENEWAL OF ...
D. DOCUMENT VERIFICATION
E. TYPES OF DOCUMENTATION
4. INELIGIBLE APPLICATIONS

Age of Patient



CANADIAN ASSOCIATION OF MEDICAL CANNABIS DISPENSARIES
ASSOCIATION CANADIENNE DES DISPENSAIRES DE CANNABIS MEDICAL

Fo’cus:' Addressing requirements re_tated to age of patien;

‘ Background

Typically, the parents or legal guardian prowde consent to treatment on behalf of patxents
under the age of majority and must be guided by what is in the best interest of the minor.
';However legisiation for consent to medical treatment ina number of provmces and-..

: :temtones in Canada is based on the person’s capacaty to consent to or refuse the treatment
regardless of age ', Despite the fact that a-minor may’ consent’ to treatment, d1spensar1es

Smust batance patient need for medicine with the current 1ega£ status.of cannabis-and pubhc

‘_‘_'-concems about age. Except for specific instances where the need for. med1c1ne outwelghs the
“public: concerns, for example palliative care, it'is: prudent for: daspensanes to abide by the " '

- legal age of majority in their province or terrltory for atl patients (Note‘ this does not apply
- to emancipated persons}). L :

Standard:

The dispensary accepts patients who have reached the age of majority in their
province/territory and minors who have written consent from a parent or legal guardian.

Tests for Compliance: _

1. The dispensary has documented policies and procedures to verify the age of patients.

2. The dispensary has documented policies and procedures to obtain parent or legal guardian
consent for applicants under the age of majority in their respective provinces.

3. Dispensary personnel verify the age of patients and obtain parent or legal guardian
consent if applicable before registering a patient.

Examples:

« The dispensary’s application and intake forms include patient’s date of birth.

- The dispensary will ensure that visitors from other provinces are of the age of majority in
the dispensary province.

« Photo identification with birth date is obtained from new patients and a photocopy is
kept on record.

» For any patients under the age of majority, the parent or legal guardian initials any place
where the patient is asked to sign or initial.

« The parent or legal guardian will sign and initial documents in the presence of two
dispensary personnel or have their signature witnessed by a legally accredited
professionai.

« The parent or legal guardian will provide documentation of their relationship to the
patient and a photocopy is kept on record.

Y eor example, http://fwww.bclaws.ca/EPLibraries/belaws new/document/iD/freeside/00 96223 01



" CANADIAN ASSOCIATION OF MEDICAL CANNABIS DISPENSARIES
_ ASSOCIATION CANADIENNE DES DISPENSAIRES DE CANNABIS MEDICAL )
= The dispensary utilizes a verification checklist for each patient that includes age, date of -
birth, and whether on not a written consent was obtained for those under the age of
majority. ' .
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L :-of JAMIE SHAW sworn before meat
'__' Vancouver, BC thts 8th day of January, 2015
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| Thisi 15 Exh:blt "H” referred 10 m the Affldawt "
L "of JAMiE SHAW sworn before me at’
B ,---Vancouver BC thls Sth day f January, 2015

- A commissiorf@r for taking_ a-fﬁdai{iis .
* For British Columbia . =
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= Vancouver « Rest of BC - Rest of Canada

* NB: These numbers were compied from various sources, ncluding personal cemmurications, news articles, and Internat sites such as
Best Leaf, Leafly, and LML it is important to note that Dispensaries currently exist outside a legal framewark, so there is no central
registry, and the exact number of dispensaries Fuctuates. These numbers o not include dispensaries that may be operating out of the
public eye.
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