J RN LUIvL vutririt |

11838 SENATE JUDICIARY



that the drug effects of marijuana are causally linked to the subsequent abuse of other illicit
drugs.” What the gateway theory presents as a causal explanation is a statistical association
between common and uncommon drugs. People who have used less common drugs, such as
heroin, cocaine and LSD, are likely to have also used marijuana Maost marijuana users never use
any other illegal drug. Indeed, for the large majority of people, marijuana is a terminus rather than
a gateway drug (Zimmer & Morgan, 2002, p. 32).

"(5) a high percentage of adults arrested in this state for domestic violence test positive for marijuana at the time of
arrest;”

This would be a meaningful statement only if the percentage of people anested for domestic
violence who test positive for marijuana metabolites were significantly higher than the percentage
of people in the general population who would test positive. Another meaningful comparison
might be between domestic violence arrestees and people arrested for other types of offenses.
But in the absence of any appropriate comparison, this statement conveys essentially no
information. To suggest that marijuana use causes violence is completely contradicted by a large
body of research, addressed in more detail by Dr. Earleywine in his testimony. Almost all human
and animal studies show that marijuana decreases rather than increases aggression.

“(6) marijuana use by children is associated with an increased risk of attempting suicide;

(7) marijuana consists of over four hundred different chemicals and can affect almost every organ and system in the
body, including the Ivinph system, the heart, and the lungs; marijuana can disrupt memory, attention, judgment,
and other cognitive functions and can impair motor coordination, time perception, and balance, especially In

children;”

| believe that other witnesses are speaking specifically to these points, so 1would simply like to
remind the Committee to pay careful attention to any statement such as Finding #6, that
marijuana use IS associated with some particular harm. A statistical association is not, by itself,
evidence that marijuana caused the harm. Only a longitudinal study that randomly assigns
people to either smoke marijuana or not smoke it can produce evidence of causation. Obviously
that has not been done, to we’re forced to try and draw conclusions from retrospective
association studies, which is much more difficult.

Finding #7 is an interesting example of the way the authors of this bill play fast and loose with
the facts. The statement that “marijuana...can impair motor coordination, time perception, and
balance, especially in children” sounds consistent with what we know about the short-term
effects of marijuana in adults—but in fact, no study has ever been conducted in which children
were given marijuana and tested for motor function, etc.!' The reference to children can only have
been added to the bill text in order to sensationalize.

“(Iﬂﬁwarijuqna smoke contains more carcinogenic hydrocarbons than tobacco smoke and a person who smokes
several marijuana cigarettes a week may be taking in as many cancer-causing chemicals as ..omeone who smokes a

full pack of tobacco cigarettes every day;"

This assertion, that marijuana smoke contains approximately 20 times the concentration of
carcinogenic hydrocarbons found in tobacco smoke, sounds like a gross exaggeration--the source



per cent of those admissions ir the U.S. last year were ordered by judges, and the proportion of
people entering treatment as a result of a court order has risen substantially. This reflects a sea-
change in U.S. criminal justice. Since 1990, there has been an explosion in the number of U.S.
“drug courts” which allow individuals charged with some drug offences to avoidjail if they follow
a carefully supervised treatment program. At the same time, the idea of “therapeutic justice," as
it is sometimes called, has been widely «dopted by regular U.S. courts. Ar a result, Americans
charged with marijuana possession today , *routinely given a choice between punishment or
treatment. Not surprisingly, most choose treatment. Add to this the numbc rs of high school
students required to seek treatme as part of school disciplinary action and workers directed
into treatment programs as a result of workplace drug testing, and the increase is readily
accounted for. What must be emphasized is that in the vast majority of these cases, treatment
occurs without there having been a clinical diagnosis of marijuana abuse.

Regarding the disproportionate number of treatment admissions among Alaska Natives, the
foregoing should make it clear that it would be readily explained by a higher arrest rate for
marijuana possession among Natives. Data by ethnicity are not available, but generally speaking,
it appears that the rural arrest rate for marijuana is higher than that for the Anchorage census area.
That in tum suggests a disproportionately higher marijuana arrest rate for Alaska Natives.

"(11) Alaska consistently ranks in the top 10 states, and occasionally in the top five states, nationwide, in the
amount of marijuana illegally grown indoors, and large amounts of marijuana grown in this state are sold
throughout the state and exported to other parts of the United States; the price of high-quality marijuana is hundreds
of dollars per ounce and thousands of dollars per pound; testimony received by the legislature in 1999 and
confirmed in 2005, shows that marijuana often sells for $500 or more per ounce;”

The most prominent effect of the prohibition of any popular commodity is inflated pricing.
Interestingly, marijuana use has been found to be extremely unresponsive to price (Pacula et al.,
2001). The elasticity of demand with respect to price was -0.06. That is, a 1% increase in price
results in only a 0.06 percent decline in demand. Another way of saying this is that a 16.67%
increase in price is required to reduce demand by just 1%. The most recent study a\ailable
(DeSimone & Farrelly, 2003) found that “adult marijuana demand was not related to its own
price” and that forjuveniles, price was also irrelevant. This is further demonstration that
increased criminal penalties are not an effective means of reducing consumption.

“(12) a large percentage of persons arrested in this state, including adults and juveniles who commit violent
offenses, have marijuana in their system at the time of arrest;”

Exactly the same comments apply to this finding as to Finding #5: it would oe a meaningful
statement only if the percentage of people arrested for violent offences who test positive for
marijuana metabolites were significantly higher than the percentage of people in the general
population who would test positive. Furthermore, it contradicts the vast literature showing no

association between marijuana use and aggression.

“(13) marijuana use by a parent has been, and will continue to be, a major contributing factor to children having
easy access to and using marijuana;”



General Accounting Office. Youth lllicit Drug Use Prevention: DARE Long-Term Evaluations
and Federal Efforts to Identify Effective Programs, Jan 16, 2003. (GA0-03-172R)

Institute of Medicine. Marijuana and Medicine: Assessing the Science Base (Washington DC:
National Academy Press, 1999)

Pacula RL, et al., In: Risky Behavior among Youth: An Economic Analysis. Ed. J Grubf \ Chicago,
University of Chicago Press. 2001:271-326

Tashkin DP, et al., J Clin Pharmacol. 2002 Nov;42(1 1 Suppl):71S-81S

Zimmer L, Morgan J. Marijuana Myths, Marijuana Facts: A Review of the Scientific Evidence,
(New York: The Lindesmith Center, 1997)
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STATEMENT REGARDING S.B, 74 AND H.B. 96
MITCH EARLEYWT "E, PHD., Associate Professor of Psychology, University of

Southern California; author, Understanding Marijuana (Oxford University Press, 2002)

Like the language in S.B. 74 and H.B. 96, many media reports suggest that
cannabis (marijuana) has increased in potency quite dramatically in recent years. These
reports have generated considerable debate, and in fact the magnitude of the increase is
difficult to document and is most likely greatly exaggerated. In addition, the assumption
- clearly implied in the bills' findings -- that increased marijuana potency translates into
greater danger from the drug is untrue.

Reports ofa stronger drug actually began over 30 years ago. By the middle of the
1980s, some authors suggested that marijuana’s potency had increased by a factor of 100
(MacDonald, 1984). These claims clearly suffered from exaggeration or misinformation.
Other arguments about increased potency arose from the University of Mississippi’s
Potency Monitoring Project, a program that reports the average THC content of cat ibis
taken in drug arrests. Estimates were extremely low in the 1970s, sometimes below 1%.
But these figures are inherently suspect, because cannabis with this little THC has no
impact on subjective experience - that s, it does not produce a "high." The idea that a
drug with no effects would increase dramatically in popularity over the years, as
marijuana clearly did during the 1960s and 1970s, makes little sense. Thus, these

estimates from the 1970s were probably inaccurate reflections of the amount of THC in

nr ‘'uana available at the time.
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Investigators hypothesize that the data from the Potency Monitoring Project
underestimate the true amount of THC in marijuana from the 1970s. First, the estimates
were based on very few samples of seized cannabis. In some years there were no more
than 50 samples to ancy x (PMP, 1974-1996). In addition, police may have stored the
marijuana in hot lockeis that allowed the THC to degrade rapidly (Mikuriya & Aldrich,
1988). Despite the small samples and poor storage, the average THC content in 1976 was
2% (EISohly, Hoilev, & Turner, 1984).

An altemat’ve source of potency information, an independent laboratory in
California, analy ed many more samples than the Potency Monitoring Project. This
laboratory found a large range in THC concentration. In 1973 this laboratory tested over
100 samples and found that marijuana had an average of THC content of 1.6 %
(Ratcliffe, 1974). iwater analyses ranged up to almost 8% THC (Perry, 1977). Thus, the
idea that all, or even most, cannabis of the 1970s had less than 1% THC seems unlikely.
Ratcliffe’s (1974) estimate of an average potency level of 1.6% may be conservative but
credible; the 1976 estimate of 2% may be closer to the truth. And clearly, marijuana
much stronger than 2% was available in the mid-1970s

Potency data from the 1980s through the middle of the 1990s suggest that THC
content continued to vary dramatically from strain to strain and sample to sample. With
improved storage techniques and much larger samples, the Potency Monitoring Project
found THC concentrations varied from 2% to almost 4%. Average concentrations
approached 4% THC in 1984, 1988,1990, and 1991 (PMP, 1974-1994). Trends in the
rest of the 1990s showed comparable THC content, with a peak around 4.5% THC in

1997. Other cannabinoids like cannabinol and cannabidiol have not increased in
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concentration over the years (EISohly, et al., 2000). Thus, claims of 1000% (Cohen,
1986) or 10,000% (MacDonald, 1984) increases in marijuana potency are clearl]
inaccurate. A threefold elevation from approximately 1.5% in the early 1970s to 4.5% in
the late 1990s may be closer to the truth. A simple doubling from an average of 2% to an
average of 4% also seems the most plausible.

Although many media reports warn that increased potency translates into greater
danger, scientific data suggest otherwise. Recent alarms about increased mentions of
marijuana in emergency rooms have received a great deal of attention, with many authors
positing that stronger cannabis has created more emergency room visits. In fact, the data
that allegedly support these allegations are extremely questionable. Emergency rooms
have no estimates of the strength of the canna  used by those who appear for treatment.
The purported increase in reports of cannabis use in emergency rooms likely stem from
improved assessments by emergency room personnel or a gradual decrease in the stigma
associated with use of the plant, not from ill-effects caused by mariiuana use. Previous
work suggests that emergency room assessments ofdrug use wcr; wildly inaccurate
(Roberts, 1996). Because marijuana appears incapable of causing fatal overdoses, it is
implausible that the reported increase in ER "mentions" of marijuana is due to life- or
health-threatening reactions caused by cannabis.

Marijuana with greater amounts of THC is probably less hazardous than weaker
cannabis. First ofall, acute administration of the drug is essentially non-toxic. No one has
ever died from THC poisoning. Smoking enough cannabis to ingest a lethal amount of
THC may be physically impossible. Estimates of a fatal dose of any drug arise from some

rather gruesome animal research. Different groups of animals receive large amounts ofa
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drug until a particular dosage kills 50% ofthem. Researchers refer to the dose that is
lethal for 50% of the animals as the LD 50. Investigators then extrapolate from these data
to estimate a lethal dose for humans. The LD 50 for THC is approximately 125
nr'ligrams for every kilogram of body weight (Nahas, 1986). Thus, a 16<J pound
(approximately 73 kilogram) person would need 9,125 milligrams of THC to have a 50%
chance ofdying. A typical marijuana cigarette weighs one gram and contains roughly 20
milligrams of THC, suggesting that a lethal overdose would require smoking roughly 450
joints in a briefperiod . Furthermore, at least 50% ofthe THC is destroyed in the burning
process or lost to sidestream smoke. Given this loss, 900 joints would be a more
appropriate estimate of a fatal amount (Doweiko, 1999). The 900 joints would weigh
roughly 2 pounds. Although experienced users tell many exaggerated tales about smoking
large amounts of cannabis, this dosage exceeds 100 times the quantity typically
consumed by the heaviest users.

Marijuana with larger percentages of THC actually has benefits. Stronger
cannabis leads to smoking smaller amounts. Smoking smaller quantities could provide
some protection against the health problems normally associated with inhaling smoke.
Smokers may take smaller, shorter puffs when using more potent marijuana (Heishraan,
Stitzer, & Yingling, 1989). Smoking less may decrease the amount of tars and noxious
gases innaled, limiting the risk for mouth, throat, and lung damage (Matthias, et al.,
1997). Obviously, avoiding smoke completely would eliminate these problems. Thus,

eating or vaporizing cannabis products may have fewer negative consequences than

smoking them.
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For the reasons outlined above, | believe it is inappropriate to base penalties for
marijuana-related offenses on purported dangers related to an increase in cannabis

potency.
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STATE OF ALASKA, SENATE BILL No 74 "An Act making findings relating to
marijuana use and possession,"

EXPERT WITNESS STATEMENT:

Kelly L. Drew, Ph.D.

Associate Professor

Department of Chemist / and Biochemistry
Institute of Arctic Biology

Box 757000

University of Alaska Fairbanks

Fairbanks, AK 99775-7000

ffkld@uaf.edu

Statement:

It is an honor and privilege to address the Alaskan State Senate about an issue that affects
a large number of Alaskans and their families. Our purpose is to assess risks of
marijuana use and ask if increased penalties are warranted based on these risks. First, |
would like to introduce myself and testify to my expertise in the area of drug abuse and
marijuana. Iam a life-long Alaskan. | moved to Alaska with my family in 1976. |am
an alumna of West Valley High School and UAF. 1left Alaska in 1981 for graduate and
post-doctoral training. | returned to Alaska in 1990 and have since been employed at
UAF where I'am currently an Associate Professor in the Department of Chemistry and
Biochemistry. I have devoted my life to the study of the brain and how drugs and
naturally occurring drug-like chemicals affect the brain. After receiving a Bachelor of
Science degree in psychology at UAF, 1 did graduate work at Mount Sinai School of
Medicine in New York, NY, and at Albany Medical College in Albany, New York. My
Ph.D. training and research was in neuropharmacology. Pharmacology is the study of the
theory and principles of drug action. Neuropharmacology is the study of the theory and
principles of drug action on the brain. | was trained by Dr Stanley Glick, an established
neuropharmacologist who has studied drug addiction and abuse and pharmacotherapies
for drug addiction for more than 4 decades. My Ph.D. thesis showed how learning is
involved in drug addiction. Learned, drug seeking behavior, is now recognized as a
primary target for treatment of addictions. | received three years of post-doctoral training
at the Karolinska Institute in Stockholm, Sweden in the laboratory of Dr. Urban
Ungerstedt, another preeminent neuropharmacologist who pioneered our understanding
of dopamine, a neurotransmitter now known to lie at the heart of addiction, motivation
and reward. | have published 33 peer reviewed papers and 5 book chapters regarding
addiction and aspects of drugs and the brain. | was a leader in establishing a
neuroscience program at UAF funded in 2000 by a $7.5 million grant from the National
Institutes of Health. Most recently 1am recognized as an expert on neuroprotection and
neuroplasticity in hibernation, a phenomenon my laboratory studies as a model of
tolerance to stroke and neurodegenerative disease such as Alzheimer’s and Parkinson’s
disease. Here I comment on findings purported by the legislature to suggest that
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marijuana poses a threat to the public health thatjustifies prohibiting its use and
possession in the state of Alaska, even by adults in private.

Legislative findings and witness s responses:

The legislature finds that:
(1) marijuana has t-?en for many years and continues to be the most commonly used illegal controlled

substance in the United States;

Estimates of the number of Alaskans who use marijuana emphasizes the numbers of
Alaskans who will be affected by this legislation. In addition to users of marijuana, their
families are affected by legal and health related consequences of marijuana use and
highlights the importance of rational and informed discussion of these risks.

(2) marijuana has many adverse health and social effects, and there is evidence that it has addictive
properties similar to heroin and other similar illegal controlled substances;

Addiction, operationally defined as drug-seeking behavior, is a combined effect of drug
reward and drug withdrawal. Reward, as well as desire to reduce unpleasant symptoms
of withdrawal, increases frequency of drug seeking behavior. Human epidemiological
data (i.e., statistical analysis of patterns of use) as well as animal data rank addictive
properties of marijuana below tobacco, alcohol, cocaine and heroin. Regarding human
use, evidence suggests that as few as 10% of individuals who experiment with marijuana
become daily users (cf. McRae et al., 2003), and others (Anthony et al., 1994) report that
dependence among users is highest for tobacco, followed by heroin, alcohol, cocaine and

finally cannabis.

Dependence
among users
Drug (%)

Male Female
Tobacco 33 31
Heroin 22 25
Alcohol 21 9
Cocaine 18 15
Cannabis 12 5

* Dependence is defined by DSM-III criteria, evaluated via a modified Composite
International Diagnostic Inten/iew. Adapted from Anthony et al., (1994).

Laboratory animal data is consistent with low addictive potential of cannabis
where positive-reinforcing and dependence-producing actions of THC, the active
ingredient in marijuana, have been difficult to demonstrate (reviewed by Tanda and
Goldberg, 2003). Three standard techniques, known as conditioned place preference,
intracranial self-stimulation, and self-administration, are used to assess addictive
potential. All three of these techniques have failed to show consistent, positive
reinforcing effects of THC. While Tanda and Coidberg (2003) argue that 3 decades of
negative findings regarding abuse potential of marijuana are due to su.boptimal conditions



of drug preparation and rates of intravenous administration, other drugs of abuse have not
been difficult to optimize for animal studies.

The low addictive potential of cannabis may be due, in part, to the fact that
abstinence seldom produces pronounced signs of withdrawal (Anthony et al., 1994;
Tanda and Goldberg, 2003). THC is stored in fat tissue, due to its high fat solubility and
then slowly released. This slow release likely prevents development ofa pronounced
withdrawal syndrome when cannabis use is abruptly stopped (Grotenhermen, 2003).
Overall, given the difficulty in training animals to self-administer THC and the absence
of pronounced withdrawal symptoms, the suggestion that marijuana has addictive
properties similar to heroin and other illegal substances is not warranted

Anthony et al, 1994, Experimental and Clinical Psychopharmacology, 2(3), 244-268.
Grotenhermen, 2003, Drug Disposition, 42(4), 327-360.

McRae et al., 2003, Journal of Substance Abuse Treatment, 24, 369-376.

Tanda and Goldberg, 2003, Psychopharmacology, 169(2), 115-34.

(3) in addition to concerns about marijuana use generally, the legislature is particularly concerned with the
rales of use of marijuana by young people and Alaska Natives, which exceed national averages, and.

(4) early exposure of children to marijuana increases the likelihood of lifelong health and social problems,
and makes it r ic.i more likely that the person will go on to use more potent illegal controlled substances,

A model known as the “gateway theory” of adolescent drug use was first proposed by
Kardel (1975). The gateway theory suggests that adolescents typically use tobacco or
alcohol before progressing to illicit substances including marijuana Later studies
showed that cigarette or alcohol use predicts subsequent illicit drug use for females while
alcohol use predicts progression to illicit drug use in males (reviewed in Helstrom et al.,
2004). After cigarette and alcohol use, progression may continue to marijuana, though
the cause of this progression is unknown. The simplest explanation for the observed
progression is that access to and use of cannabis may reduce perceived barriers against
the use of other illegal drugs and provide access to the illicit market of more addictive
drugs of abuse such as heroin, cocaine and methamphetamine (Lynskey et al., 2003).

Kandel, 1975, Science, 190,912-914
Lynskey et al,, 2003, JAMA. 2003;289:427-433
Helstrom et al., 2004, Prevention Science,Vol 5(4), 267-277

(5) a high percentage of adults arrested in this state for domestic violence test positive for marijuana at the
time of arrest,

To interpret the relationship between positive tests for marijuana and arrests for domestic
violence one would need to know, first, what analytical tests were used and, second, if
these individuals also tested positive for alcohol. Marijuana intoxication reduces
incidence of violence (Hoaken and Stewart, 2003) so a causal relationship is unlikely.
Marijuana persists in fatty tissues and consequently plasma where the half-life for
elimination varies between 20 to 57 hours (Grotenhermen, 2003).

Grotenhermen, 2003, Drug Disposition, 42(4), 327-360.



Hoeken and Stewart, 2003, Addictive Behaviors, 28, 1533-1554.

(7) marijuana consists of over four hundred different chemicals and can affect almost every organ and
system in the body, including the lymph system, the heart, and the lungs, marijuana can disrupt memory,
attention, judgment, and other cognitive functions and can impair motor coordination, time perception, and

balance, especially in children,

Marijuana contains a large number of chemicals because it consists of the leaves and
flowers of plants. Plants are complex mixtures of chemicals. Tobacco, for example is
equally as complex, however, nicotine is the primary active ingredient in tobacco.
Similarly, delta-9-tetrahvdrocannabinol (THC) is the primary active ingredient in
marijuana. THC is a chemical that affects the body by interacting with receptors.
Receptors are specialized docking sites on cells and drugs bind to these receptors.
Receptors that recognize THC are called cannabinoid receptors. There are two types of
cannabinoid receptors, CBI and CB2. Marijuana or THC will have effects where ever
these receptors are located. Distnoution of these receptors in the brain explains why
marijuana intoxication is associated with effects on memory and motor function.
Recently, it was found that activation of cannabinoid receptors on immune cells
(microglia) in the brain prevents Alzheimer’s disease pathology (Ramirez et al., 2005).
Activation of CBI receptors is also known to have therapeutic potential in Parkinson’s

disease and stroke.

Two other chemicals found in marijuana are cannabinol and cannabidiol. These
compounds have some properties similar to THC, but cause less psychoactive effects.
These chemicals do, however, have beneficial effects because they, like THC, are
antioxidants (Hampson et al., 2000). We consume complex mixtures of chemicals in the
foods we eat everyday and sometimes worry that they may cause cancer or other adverse
effects. Most evidence on marijuana, however, is pointing to positive effects. Like the
complex mixture of chemicals in blueberries, red wine, and chocolate, the mixture of
chemicals in marijuana may have beneficial effects on health. Research is focused on
identifying the key beneficial components so that these may be isolated and developed as
drugs. Most evidence suggests that THC, the ingredient that causes the high also causes
positive effects elsewhere in the body through activation of CBI receptors.

Ramirez et al., 2005, J. Neuroscience, 25(8), 1904-1913
Hampson et al., 2000, Ann N 'Y Acad Sci. 2000;899:274-82.

(8) marijuana smoke contains more carcinogenic hydrocarbons than tobacco smoke and a person who
smokes several marijuana cigarettes a week may be takirg in as many cancer-causing chemicals as
someone who smokes a full pack of tobacco cigarettes every day;

The real health risks associated with chronic marijuana use may include chronic
bronchitis, impaired lung function and increased risks of some types of cancers of the
respiratory tract (Moore et al., 2005). Prohibition may be fhe greatest barrier in
identifying these real health risks because prohibition interferes with accurate reporting

of marijuana use.

Moore et al., 2005, J Gen Intern Med.,20(1), 33-7



(5" the potency of marijuana in the 1960s and 1970s was ven low compaicd to the potency in 2003, the
average amount of delta-9-tetrahydrocannabinol (THC), the main psychoactive ingredient, nationwide, was
less than one percent in the 1960s and 1970s, but has increased steadily in the 1980s and especially the
1990s, and by 2003 was more than six times that level, at 6.4 percent, in addition, marijuana grown in this
state is often more potent than national averages, and has been tested with THC levels of over 20 percent,
marijuana of the potency generally available in 2005 is a strong hallucinogenic drug that can command
hundreds of dollars per ounce on the illegal market; the increasing potency of marijuana corresponds to an
increase in the number of persons seeking emergency medical are fori arijuana-related incidents

Incieased potency does not mean that increased amounts are consumed. People (and
animals) typically tal e less ofa drug if the drug is more concentrated. This means that
more potent marijuana will likely cause people to smoke less and this will decrease risk
of respiratory complications. When research animals are enticed to self-administer THC
(Justinova et al., 2003) the amount administered decreases as concentration is increased
until animals stop taking the drug at all because the high concentrations produce
unpleasant side-effects.

Justinova et al., 2003, Psychopharmacology, 169(2); 135-40.

(11) Alaska consistently ranks in the top 10 states, and occasionally in the top five states, nationwide, in the
amount of marijuana i, gaily grown indoors, and large amounts of marijuana grown in this state are sold
throughout the state and exported to other parts of the United States; the price of high-quality marijuana is
hundreds of dollars per ounce and thousands of dollars per pound, testimony received by the legislature in
1999 and confirmed in 2005, shows that marijuana often sells for $500 or more per ounce,

The cost of marijuana seems irrelevant to the public health risks unless high costs are
driving users to crime to pay for marijuana. In contrast to heroin, cocaine and
methamphetamine abusers, no evidence exists to suggest that a significant proportion of
marijuana users resort to crime to pay for the drug. This is consistent with a low
addictive potential of marijuana.

(12) a large percentage of persons arrested in this state, including adults and juveniles who commit violent
offenses, have marijuana in their system at the time of arrest;

Marijuana intoxication is known to decrease violent behaviors (Hoeken and Stewart,
2003) suggesting that other drugs, most likely alcohol, are responsible (Parker, 2004).

Hoeken and Stewart, 2003, Addictive Behaviors, 28, 1533-1554.
Parker, 2004, J Psychoactive Drugs, Suppl 2,157-63.

(13) marijuana use by a parent has been, and will continue to be, a major contributing factor to children
having easy access to and using marijuana;

Legal and financial hardships incurred by parents as a result of the penalties for
possesjing marijuana may cause substantially greater detriment to families than does the

increased risk of marijuana use by children (Robertson et al., 1996).

Roberson et al., 1996, BrJ Gen Pract., 46(412), 671-4.



Summary and Conclusions:

In summary, evidence does not support the assertion that marijuana poses a threat to the
public health thatjustifies prohibiting its use and possession in this State, especially by
adults in private. Issues regarding access to children warrant further investigation into

the impact ofaccess through illicit channels.
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STATE CE ALASKA. SAVTE BILL No -/ Act kg g e

EXPERT WITNESS STATEMENT:

PROIFEdSSOR LESLIE LARS IVERSEN, PhD, FRS, University of Oxford,
Englan

Professor Leslie Iversen. PhD, FRS Brief Curriculum Vitae:

Visiting Professor of Pharmacology, University of Oxford 1999- _

Director ofthe Wolfson Centrefor Research on'Age Related diseases at Kings
College London (1999-2004). _

ng%cmr ofthe Neuroscience Research Centrefor Merck & Co Inc in the UK (1983-
Director ofthe Medical Research Council Neurochemical Pharmacology Unit in

Cambridge. England (1970-1983)

Well knownfor his research on how drugs interact with chemical messengers in the
nervous system and has published more than 300 scientific papers on this topic.
Fellow ofthe Royal Society of London, and Foreign Associate Member ofthe US
National Academy ofSciences.

Acted as Scientific Advisor to the UK House ofLords Select Committee on Science &
Technology review of Cannabis (1998-2000)

Author o1 "The Science ofMarijuana " Oxford University Press. 2000

Member ofthe UK Government “Advisory Council on the Misuse ofDrugs" _

Member ofthe UKRoyal College ofPhysicians Working Party on medicinal cannabis

2004-2005.

Statement:

As a scientist with expert knowledge of the medical and scientific literature on
cannabis (marijuana? | feel that the statements in Senate Bill No 74 give an _
inaccurate picture of the scientific data about marijuana. | wish to make the following

comments:
Increased potency of modem marijuana:

It is frequently stated that modern-day marijuana is 10-20-times more potent than that
available in the 1960’s or 1970’s. But the available evidence does not support this
conclusion. Scientists at the University of Mississti Potency Monitoring project in
the USA have heen measuring the THC content o mariljuana seizures since the
1970's. They have reported an increase of approximately 3-fold in the potency of
herbal marijuana in the E/?St 3 decades, and this is still by far the most widely used
product. The European Monitoring Centre for Drugs and Drug Addiction published an

overview of cannabis potency in Europe in July 2004, and reached similar
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conclusions in Europe. Some samples originating from Cannabis Blants grown under
optimal conditions indoors may contain as much as 15-20% THC but these remain
relatively rare and account for only a minority of marijuana use.

Adcictive miture of MaMjuana;

It is recognized that some frequent heavy users of marijuana can become
psychologically dependent on the drug, but few scientists would rate this in the same
category of addictiveness as heroin, cocaine or amphetamines. Unlike heroin
addiction, dependence on marijuana affects a minority of regular users (approximately
10%) and most dependent marijuana users are able to quit. I would rate marijuana as
more similar to alcohol than to heroin in addictive potential.

Asociation of mavijuana Lse with conestic vidlence:
This is an unusual allegation; in most instances intoxication with marijuana is not
associated with violent aggressive behavior - although this may occur in rare

examples. The abuse of alcohol is far more likely to be a cause of public and
domestic violence.

Marijuana contains more then 400 different chemicals:

All plant derived foods or drugs contain complex mixtures of chemicals. Tomato
juice, for examPIe, contains more than 400 different chemicals - but this does not
make it harmful. The leaves and flowers of the Cannabis plant émarijuana) contain
more than 70 complex organic chemicals known as cannabinoids. But of these only
one -delta-9-tetrahydrocannabinol (THC) - is capable of activating the cannabinoid
receptor in human brain. The other cannabinoids have no known pharmacological
activities and are generally regarded as harmless.

Marijuana impairs higher brain fundiions;
Mari%uana temporarily impairs memory and other aspects of cognitive brain function,

but this is no different from any other Intoxicant drug - for example, alcohol. There is
no evidence that marijuana use leads to significant long term damage to the brain.

Marijuana smoke is CATINCORNIC:

Marijuana smoke contains a similar mixture chemicals to that found in tobacco
smoke, including some known carcinogens. Although a single marijuanajoint delivers
more tar to the lungs than a tobacco cigarette it is very difficult to see how someone
smoking several mari%uanajoints a week could be thought to equate to a cigarette
smoker consuming a full pack each day. The arithmetic simply does not add up.
Furthermore, although there is a hypothetical risk of lung cancer from marijuana
smoke, there is no evidence for such a relationship in fact.
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Summary and Conclusions:

Marijuana contains an intoxicant dru% (THC) that has modest dependence liability;
the smoke can irritate the lungs and there is a potential risk, as yet unproven, of lung
cancer. Nevertheless, | conclude that the medical risks associated the marijuana use
do not equate to those of “harder” drugs such as heroin, cocaine or amphetamines. In
my view marijuana o a relatively safe drug, and its use does less medical/social harm
than alcohol or tobacco.
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Testimony of Gregory T. Carter, MD

This document is provided in regards to Alaska State Senate Bill No. 74 and
House Bill 96, which intend to re-criminalize marijuana. 1wish to comment on a number
of scientific inaccuracies in the “findings” section of these bills. 1am a practicing
physician and medical researcher, studying the medicinal uses of marijuana (cannabis). |
have published and lectured in this area extensively. This is all documented in my
curriculum vitae, which I have also made available.

The overall health consequences of recreational maij'uana use -- even heavy,
chronic use -- are fairly minor, particularly if one avoids smoking. This is something an
increasing number of marijuana users are doing by use of relatively simple devices known
as vaporizers. The addiction and dependence potential of marijuana is relatively low,
much lower than tobacco and alcohol. According to an Institute of Medicine study in
1999, the addiction rate of marijuana is less than half that of alcohol and less than one-
third that of tobacco. A proportion of regular users of cannabis will develop some
tolerance. A number of studies have demonstrated that acute cannabis smoking produces
minimal effects on complex cognitive task performance in experienced cannabis users.

Marijuana does not cause aggression or violent behavior jut rather tends to reduce
it. In contrast, alcohol is well documented to lead to aggression in some people.
Statements in SB 74 legislation (section 2.5) such as, “A high percentage of adults
arrested in this state for domestic violence test positive for marijuana...” are misleading
and meaningless without a complete analysis of the dependent and independent variables
involved in the episodes. To the degree that such statements are intended to imply that
marijuana is a cause of violence, the research overwhelmingly suggests that such a
conclusion is simply wrong. This is much akin to the early links purportedly found
between coffee drinking and cancer, which later turned out to be spurious. They simply
reflected the fact that many coffee drinkers also s 'ked tobacco.

Indeed marijuana is a complex plant, with several existing phenotypes, each
containing over 400 chemicals. Approximately 70 are chemically unique and classified
as plant cannabinoids. There are also naturally occurring cannabinoids produced in the
human body and these are part of our natural physiology controlling mood, pain, and
appetite, among other functions. Delta-9 tetrahydrocannabinol (THC) is the most
powerful psychoactive ingredient in marijuana, and this is the active ingredient in
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dronabinol (Marinol). The Food and Drug Administration (FDA) First licensed and
approved dronabinol in 1986 for treatment of nausea and vomiting associated with
chemotherapy. The indication was expanded in 1992 for the treatment of anorexia
associated with weight loss in patients with AIDS wasting syndrome.

Dronabinol was initially made available by prescription as a schedule Il drug, the
most restrictive category of drugs that are legal for medical use under federal law.
However, since there has never been a reported overdose or serious, life-uireatening side
effect, the United States Drug Enforcement Administration, in cooperation with the Food
and Drug Administration, reclassified the scheduling status of dronabinol from a
Schedule 11 (CIl) to a Schedule I (CI1I) controlled substance. Under this less-restrictive
schedule, dronabinol prescriptions can now be phoned in, with multiple refills authorized
on a single prescription. Dronabinol is 100% THC, the strongest ingredient in natural
marijuana, and the Federal government licenses it with minimal prescribing restricticns.
The strongest natural marijuana— which is only seen relatively rarely— would only
contain 25-30% THC by weight. Frorn a pharmacological perspective, marijuana is
actually remarkably safe, with relatively low toxicity, notably lower than that of many
legal medicinal and recreational drugs. Lethal doses in humans have never been
described. The theoretical lethal dose in 50 percent (LD50) is estimated to be 1to 20,000
or 1t0 40.000. In plain English, that means, it would require 1500 pounds of cannabis
smoked in fifteen minutes to induce a lethal effect. In contrast, you can quite easily kill
yourself with a bottle of extra-strength Tylenol or aspirin.

The claim that today’s marijuana is so much stronger and more dangerous than it
was in 1975 (made in section 2.9), implying that it is effectively a different drug, is
scientifically preposterous. The same, ridiculous argument could be made regarding
today's coffee, comparing a triple shot espresso drink of today with the Maxw ell House
of yesterday. The only difference between this example and marijuana is that one can
overdose on caffeine and there are potentially serious health consequences of extreme
caffeine intake, including .ardiac arrhythmia, acute hypertension, and stroke. With
marijuana, no such consequences have heen documented.

Further, according to the Federal Government’s ow n website
(WhiteHousedrugpolicy.gov), which was last updated on October 16, 2004. the average
potency of marijuana today stands at approximately 5 percent THC. Indeed, this figure is
an increase over past years. THC content averaged 4 percent in the 1990s, and just under
3 percent for the 1980s. However, in terms of drug strength, this increase is nearly
inconsequential. Marijuana poses no risk of fatal overdose, regardless of THC content,
and studies indicate that recreational pot smokers readily distinguish between
high and low potency marijuana and moderate their use accordingly just as an
alcohol consumer would drink fewer ounces of ( .igh potency) bourbon than
they would ounces of (low potency) beer.

With regard to the increase in people allegedly in treatment for “marijuana abuse
(mentioned in section 2.10), this is reflective of the increase in marijuana arrests, as the
majority of such admissions are court mandated. This is a sign of more aggressive law
enforcement, not proofofaddiction. Since 1995, approximately 5.5 million Americans
have been arrested on marijuana charges. Nearly 90 percent of them were charged with
possession only, and approximately one out of three were first-time, youthful (age 14
to 19 years old) offenders. Naturally, mostjudges are hesitant to sentence these
defendants to jail or saddle them with a criminal record. Their only alternative is drug



treatment.

What is the end result of all this? Admissions to drug rehabilitation clinics among
adolescent marijuana users have increased dramatically since the mid-1990s. However,
this rise in marijuana admissions is due exclusively to a proportional increase in teens
referred  drug treatment by the criminal justice system. In fact, since 1995, the
proportion if admissions from all sources other than the criminal justice system has
actually declined, according to the federal Drug and Alcohol Services Information System
(DASIS). Consequently, DASIS reports that today, "over half (54 percent) of all
adolescent marijuana admissions [are] through the criminal justice system," with an
additional 25 percent coming from referrals from schools and substance abuse
providers.

Although recent science has provided truly astounding evidence about cannabis
and its relative dangers and benefits, government studies from around the world have
affirmed this for over a century. As far back as 1894, The Indian Hemp Drugs
Commission concluded, “the moderate use of hemp drugs is practically attended by no
evil results at all.” In 1925: The Panama Canal Zone Report concluded, “The influence
of marijuana has apparently been greatly exaggerated. There is no evidence that it has any
appreciably deleterious influence on the individual using it.” In 1944 the LaGuardia
Commission Report concluded “there is no direct relationship between the commission of
crimes of violence and marijuana. Marihuana does not lead to morphine or cocaine or
heroin addiction.” In 1969, the British Wooten Report stated, “we think that the dangers
of marijuana use as commonly accepted in the past have been overstated. There is no
evidence that in Western society serious physical dangers are directly associated with the

smoking of cannabis.”

More recently, in 1970, the Canadian LeDain Commission Report found that
“physical dependence to cannabis has not been demonstrated and it would appear that
there are normally no adverse physiological affects occurring with abstinence from the
drug, even in regular users.” In 1972 the National Commission on Marihuana and Drug
Abuse, also known as the Nixon Commission, concluded “there is little proven danger of
physical or psychological harm from the experimental or intermittent use of natural
preparations of cannabis. Moreover, existing social and legal policy is out of proportion
to the individual and social harm engendered by the drug.” In 1972, the Dutch Baan
Commission found that “cannabis does not produce tolerance or physical dependence.
The physiological effects of the use of cannabis are of a relatively harmless nature.”

In 1977, the Commission of the Australian Government concluded, “one of the
most striking facts is that its acute toxicity is low compared with that ofany other drugs.
No major health effects have manifested themselves in the community.” In 1982, the
National Academy of Sciences Report observed “over the past 40 years, marijuana has
been accused of causing an array of antisocial effects including, provoking crime and
violence, leading to heroin addiction, and destroying the American work ethic in young
people. "These beliefs have not been substantiated by scientific evidence.” In 1995, the
report by the Dutch Government concluded, “cannabis is not very physically toxic.
Everything that we now' know leads to the conclusion that the risks of cannabis cannot be
described as ‘unacceptable.” In 1999, the Institute of Medicine published a series of
reports on marijuana, documenting it’s low toxicity and high therapeutic potential.

Arguably marijuana is neither a miracle compound nor the answer to everyone’s
ills. Yet itis notacompound that deserves the tremendous legal and societal commotion



that has occurred over it. Over the past 30 years, the United States has spent billions in an
effort to stem the use of illicit drugs, including marijuana, with limited success. Some
very ill people have had to fight long court battles to defend themselves for the use ofa
compound that has helped them. There is no evidence that recreational marijuana use has
increased in states that allow for its medicinal use. Moreover, prohibition strategies have
never proven terribly effective at limiting the use of a substance for any reason, whether
alcohol or other compounds. In my opinion, the medicinal marijuana user should never
be considered a criminal in any state. Most major medical groups, including the Institute
of Medicine, agree that marijuana is a compound with significant therapeutic potential.
Over a decade ago the Drug Enforcement Administration (DEA) studied the medicinal
properties of cannabiS (re marijuana rRescheduting petition. United States Department of
Justice, Drug Enforcement Administration, Docket No. 86-22, 9/6/1988]. After
considerable study, Administrative Law Judge Francis L. Young concluded that
marijuana should be transferred to schedule Il to make it available to doctors and patients,
stating:

“There are those who, in all sincerity, argue that the transfer of marijuana

to Schedule I Will scnd a signat that marijuana is -0« generally for

recreational use. This argument is specious. It presents no valid reason

for refraining from taking an action required by law in light of the

evidence ... .The evidence in this record clearly shows that marijuana has

been accepted as capable of relieving the distress of great numbers of very

ill people, and doing so with safety under medical supervision. It would

be unreasonable, arbitrary and capricious for DEA to continue to stand

between those sufferers and the benefits of this substance in the light of

the evidence in this record.”

Judge Young’s recommendation was ignored. Marijuana remains in schedule 1.
During the past thirty years, researchers, mostly funded by the federal government, nave
studied every' conceivable way that marijuana might be harmful to individual users and
society. They have found very little evidence of any major physiological, psychological
or social harm that can be direcMy attributed to marijuana. Despite all this, over a decade
later the DEA and the rest of the federal government persist in their policy of total
prohibition.

The scientific process continues to evaluate the therapeutic effects of marijuana
through ongc ig research and assessment of available data, and the trend is clearly toward
greater appreciation of marijuana's beneficial effects and relatively low toxicity. Our legal
system should take a sirnila- approach, using science and logic as the basis of policy
making rather than political views and societal trends that are more reflective ofa
paranoia over perceived potential harmful effects of recreational marijuana use, whick, in
fact, are not substantiated by the med'cal literature.

While Alaska does have a medical marijuana law, my understanding is that
patients have great difficulty obtaining their medicine, and some have already testified
that they fear this legislation will make their already-difficult situation even worse. That
alone should be reason to look upon this legislation with great skepticism.

Respectfully submitted.
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“This 1s Not a War on Drugs—it’s a War on People.”

Jack Cole knows about the war on drugs from several perspectives.
Cole retired as a Detective Lieutenant after a 26-year career with the
New Jersey State Police. For twelve of those years Cole worked as
an undercover narcotics officer. His investigations spanned the
spectrum of possible cases, from street drug users anu mid-level drug
dealers in New Jersey to international “billion-dollar" drug
trafficking organizations. Cole ended his undercover career living
nearly two years in Boston and New York City, posing as a fugitive
drug dealer wanted for murder, while tracking membersof a terrorist
organization that robbed banks, planted bombs in corporate
headquaiters, court-houses, police stations, and airplanes and
ultimately murdered a New Jersey State Trooper.

After retiring, Cole dealt with the emotional residue left from his participation in the unjust
war on drugs by working to reform current drug policy. He moved to Boston tocontinue his
education.  Cole holdsa B.A. in Criminal Justice anda Masters degree in Public Policy.
Currently writing his dissertation for the Public Policy Ph.D. Program at the University of
Massachusetts, his major focus is on the issues of race and gender bias, brutality and
corruption in law enforcement. Cole believes ending drug prohibition will go a long way

toward correcting those problems.

Cole has taught courses to police recruits and veteran officers on ethics, integrity, moral
decision-making, and the detrimental effects of racial profiling. He has also presented papers
at international conferences and spoken on drug policy reform in the European Parliament, as
well as over 300 times to students, educators, professional, civic, benevolent, and religious
groups in Australia, Canada, Central America, Europe, New Zealand, and across the
United States. Cole is passionate in his belief that the drug war is steeped in racism, that it is
needlessly destroying the lives of young people, and that it is corrupting our police. Cole's
discussions give his audience an alternative prospective of the US war on drugs from the
view of a veteran drug-warrior turned against the war.

To book a speaker contact
Mike Smithson, Speakers Bureau Coordinator
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fax: (315) 488-3630  cell: (315) 243-5844


http://www.leap.ee
mailto:speakers@leap.ee

Jack A. Cole

27 Austin Road, Medford, MA 02155-3721

(781)393-6984 Cell: (617) 792-3877 jackacole@leap.cc

EXPERIENCE:

March 2002 to
Present

June 2001 to
Present

May 2001 to
June 2001

March 2000 to
August 2000

Ma" 1998 to
July 1999

October 1996 to
September 1999

June 1997 to
January 1998

June 1996 to
September 1996

LAW ENFORCEMENT AGAINST PROHIBITION FLEAP
Founding member and executive director of 2,000 member
international, nonprofit educational, organization giving voice to
police, judges, prosecutors, ‘“Tractions officials, and former DEA
agents, who are working to lower the incidence of death, disease
and addiction by enqu< drug prohibition. LEAP has a bureau of 85
Law-Enforcement Speakers and membership in 48 countries.

RECONSIDER: Drug Policy Forum, Syracuse, New York
Public speaker on the failed current drug policies, offering
alternative reform policies driven by theconcept of “harm reduction.

Regional Community PoIicin_P Institute of New England .
Coptracted to teach “Bui dmg Trust: -~ Community  Policing
Philosophy" to all members of Providence, Rhode Isfand Police
Department.

Northeastern University, Center for Criminal Justice Policy
Research , S , ,
Created interactive multimedia presentations on compact disks to
be used by the Regio™l Community Policing Institute n te,achm{g a
course titled “Buil |n%~| Trust: Eth|call¥ Based Community/Police
Partnerships to police throughout New England.

McCormack Institute, University of Massachusetts .
Process evaluator for the Office of Community Oriented Policing
Service, U.S. Department of Justice. Evaluated the first year start-up
R‘rocess for the Regional Community Policing ‘Institute of
ew England.

Massachusetts Criminal Justice Training Council .

Public policy consultant engaged in evaluating and certifying all of

the police academies and ‘academy instructors in Massachusetts.
Installed and maintained LAN and WAN computer networks to

;%rowde access for_Police Academies throughout Massachusetts.
aught courses in Ethics and Moral Decision”Making to entry-level
police officers at Norwood Police Academy.

Streamline, Inc. and NGMMOS, Inc. , ,

Public policy consu ant on law enforcement issues during, the
creation of “Policing in Massachusetts: The Beat Goes On," an
interactive multimedia program to frain police instructors on the
Massachusetts Criminal Justice_Training. Council's new curriculum
and pedagogy for “Policing in @ Demacratic Society.

Mayor Thomas Menino’s Commission on the Boston Municipal
Police Served as public poth consultant assisting in evaluating the

effectiveness and efficiency of the Boston Municipal Police.
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October 1964 to
March 1991

Special
Assignments:

1974 to 1984

1976 to 1984

EDUCATION:

MILITARY:

SPEAKING
VENUES:

New Jersey State Police, Retired, Lieutenant

Duties included;  Supervising.  Alcoholic  Beverage ~ Control
Enforcement  Unit, M[SSIan Person Unit and Child Sexual
Exploitation Squad, Fugitive Unit, and various cases of International
Narcotic Trafficking: creatmgi, the first statewide-computerized
tracking systems for the Fugitive and Missing Persons Units and
software for laptop computers capable of streamlining the control of
the evidence handling at crime scenes. Investigative Tuties included
case management “and computer Iﬁ)rogr,ammm, surveillance,
undercover activities, and intelligence analysis dunn% fourteen years
in the Narcotic Bureau. Other responsibilitiés mclu,de,d,trammgf police
from Florida, Michigan, New Jersey and Virginia in Tugitive
apprehension and missing person recovery.

International - Billion Dollar - Cocaine Conspiracy ,
Originated and directed a three-year investigation”of a Colombia-
based cocaine-trafficking organization. Worked eighteen months
with the Drug Enforcenient Administration and thé Office of the
United States’ Attorney in Brooklyn, New York, preparing that case
for a prosecution, The case resuilted in the first official acts of drug-
policy diplomacy between the US and Colombia.

National Terrorist Investigation _
Deep cover operative and mtelhgence officer for a three-year State
Police investigation responsible for the capture of all members of a
terrorist organization that robbed banks, planted bombs in corporate
headquartérs, court-houses, police_stations and airplanes and in
1981 murdered a New Jersey State Trooper.

Battered Person's Resource Center, Inc. ,
Cofounder, Treasure, grant writer, and public speaker. Trained
personnel  from law-enforcement, courts, hospitals, welfare
agencies, and the public, about issues of domestic violence.

Jersey Battered Women's Service
A founding member with served five years on the Board of Trustees
and headed the speakers bureau for the first federally-funded

battered women'’s shelter in New Jersey.

University of Massachusetts

Doctoral Candidate in Public Policy Program, 1994 to present
Master of Science in Public Policy;” 199

Bachelor of Science in Criminal Justice, 1994

United States Marine Corps - Four years

Spoke on drug-policy reform around the world at over 340 venues
including . civic, ‘professional, religious, and educational
organizations—appearances__on 58 Tadio and 19 television
Brograms and interviews in 57 newspapers, as well as a tes,ﬂfqu
efore 6 State legislative committees and the European Parliamen

In Brussels, Belgitim.
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Brian Hove

Michael W. Macleod-Ball [nwm @ akclu.org]

From:
Wednesday. April 20, 2005 11:21 AM
_ Brian Hove
Subject: AKCLU testimony
Attachments: testimony-mwmo05411.doc
testimony-mwm054
Il.doc {31 KB)...

Brian -

In today®"s hearing, | told the committee that 1°d submit my written testimony. I*m not sure
that you have it. The Chairman referenced my written testimony when he was discussing the
exhibits with Mr. Parker - but he may have been referring to my written testimony to HESS. The
points for Judiciary are somewhat different. I have attached my written testimony intended for
Judiciary to this email and would appreciate your making it part of the record inaccordance

with my comments to the committee earlier today.

Also, the Chairman said that the Committee would be notifying the parties when the bill was due

to come up again. Will we be included in that group or was he simply referring to the
administration folks to whom he was speaking at the time?

Executive Director Alaska Civil Liberties Union P. 0. Box 201844

Michael W. Macleod-Ball,
Arfcprage, AK 520-1844
97P>58-0044

907-258-0288 (fax)
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Alaska Civil Liberties Union

An affiliate o fthe American Civil Liberties Union
P. 0. Box 201844
Anchorage. AK 99520
907-258-0044/907-258-0288 (fax)

Testimony of Michael W. Macleod-Ball. Executive Director, before the Senate
Judiciary Committee Regarding SB 74 (marijuana legislation)

Thank you Chairman Seekins for this opportunity to address the committee. I'd also like
to thank your staff for doing their best to keep us up to date on schedules and the like and
for keeping their good humor despite their many competing interests. My name is

Michael Macleod-Ball and I'm the executive director of the Alaska Civil Liberties Union.

Lhave submitted a written copy of my testimony before the Senate HESS committee for
your consideration. Today, 1'd like to address several other points that we believe lo be
important for this committee to consider.

History of legislation and case law

First, it’s important to fully understand the history - the context in which this debate
exists. The Ravin decision of 1975 has been much maligned as the decision that
legalized marijuana in Alaska. That reputation is unfair and only part of the story. Ravin
was much more about defining the scope of privacy than it was about legalizing
marijuana. The privacy amendment to the Alaska Constitution had only recently been
enacted at the time of the Ravin decision.

At its core. Ravin stood for the proposition that there are zones of privacy and if the
government makes a law invading that privacy zone, it needs to be for a compelling
reason. In that sense, the privacy right isjust like any other fundamental right free
speech, right to worship - restrictive legislation needs a strong justification....something
more than the basis for legislative action that doesn’t infringe upon a fundamental right.
You wouldn’t enact a law barring all public discussion of whether marijuana is harmful.
You wouldn’t enact a law barring all Presbyterians from worshipping. Similarly, you
wouldn’t enact a law restricting an individual’s right to be left alone.

Ravin declared that there is a protected zone of privacy in one’s home. Ravin also stands
for the proposition that an activity that doesn’t harm someone else is due greater
deference. In evaluating marijuana laws in light of the privacy amendment, the Ravin
court said that the risks of marijuana were not so great as to justify state infringement of

the zone of privacy.

It’s important to note what Ravin did not do. It did not bar legislation related to driving
under the influence. It did not bar legislation aimed at prohibiting commercial
cultivation. It did not bar legislation prohibiting sales of marijuana. It did not bar
legislation prohibiting use by minors. And no court decision since then has done any of



these things. So - all the talk by the administration about marijuana as a cash crop,
needing to bar sales to kids, etc., is irrelevant to the issues before you in this bill. Such
things are illegal now and will be illegal in the future.

After the Ravin decision, this body adopted legislation in effect codifying its terms. That
legislation was the origination of the four ounce threshold for personal possession in the
home, not the court decision. In 1990, a referendum attempted to recrimin. lize
marijuana. Just last year, an appeals court overturned that decision. Onctagain, the
decision was not about marijuana per se, but rather about the procedural means by which
a constitutional right can be restricted. A constitutional amendment requires a 2/3 vote of
the legislature plus the affirmative vote of the populace. It was logical that the court
would not permit the dilution ofa duly adopted constitutional provision based solely on a
referendum. To do otherwise would have discounted the right of the legislature to initiate
such constitutional provisions.

Because the referendum was not a valid procedure to change the constitution, the court
was left to determine the state of the law with respect to marijuana - and it was clear that
the law in effect immediately prior to the referendum would control. That law included
the four ounce limit for personal use and possession which this law seeks once again to

overturn.
Some risk isn’t enough

As noted previously, the Ravin court acknowledged that marijuana had some risks
associated with it. It considered a wealth of evidence, more in some ways than this panel
has, and concluded that there was debate about the risks of marijuana, some evidence
suggested greater risk than other evidence. That risk, however, was insufficient to justify
government intrusion into the privacy of the home. What’s more - the court even
anticipated ihe presence of children in the home and said that even with kids in the home
there was insufficient threat to public safety or welfare to justify a government invasion
of the privacy of the home.

Findings should match the facts and the state’s claims are exaggerated

Taking it all together, the obvious question is whether there is any wtv the legislature can
act to restrict marijuana use and possession in the home. We believe the answer is ‘no’
given the current state of the science and the nature of the right being infringed.

The risks associated with the private possession of marijuana for personal use in the
home simply haven’t been demonstrated to exist - if they even exist to any greater degree
than they did in the 1970’s. In this bill, the findings overstate the known risks of
marijuana in the hope that the courts will defer to these findings and agree that the slated
risks justify restriction. To counter those exaggerations, you will hear testimony from
internationally renowned experts who will ell you that the risks of marijuana are not
substantially greater than 30 years ago. You will hear them say that the findings do not



reflect the best science. You will hear them say that the administration’s testimony
exaggerates or misleads or takes scientific conclusion out of context.

Compare this to the administration’s overstatements: At a hearing last week, they
asserted that kids get their pot at home from family. But you look at the actual study
they rehed on to make that statement, you’ll sec that kids mostly get their pot from
friends. Only a small fraction get it from family members. And there is no indication
that when they get pot from the home, they’re getting it from adult family members. The
materials submitted to Senate HESS and the testimony provided there made the alarming
claim that 15% of rape suspects have smoked marijuana in the hours before the arrests.
But if you look at the study from which that claim is drawn, you’ll find that over 70% of
those same suspects have consumed alcohol in the hours before arrest. And you’ll find
there is no indication whether the marijuana smokers also drank alcohol...and you’ll find
that the authors of the study were so concerned with the alcohol correlation that they
provided much additional follow on information about alcohol use. And you’ll find they
deemed the marijuana link minor, perhaps trivial, in scientific terms...and deemed it
unworthy of more dctr.'led review. Those arc just two examples of the administration’s
overstatements - if you had more time to look at their information, you might just find

more.

If you want to be honest with the Alaskan public about this by adopting accurate findings,
you have to admit that the weight of the evidence does not support the findings and does
not justify a restriction on private possession of small amounts of marijua”a for personal
use in the home. The evidence may suggest driving while under marijuana’s influence
should be banned - but it already is and this legislation doesn’t change that. It may
suggest that commercial cultivation should be banned - but it already is and this
legislation doesn’t change that. This legislation does ban possession ofany amount, no
matter how small, even for private consumption in the home - and the findings are a
smokescreen, without any support relevant to that restriction.

Findings will be subject to judicial review

The end result of this will be another court challenge...and the court this time will be left
in the position not of defining the privacy right and not of explaining the proper way to
amend the constitution, but rather of revealing the fallacy of these proposed findings.
When a fundamental right is involved, the court will not simpl) defer to legislative
findings. Clarence Thomas, when on the appellate court, said that simply saying so
cannot make black into w'hite or slavery into freedom. In this case, simply saying there is
justification to invade the privacy of the home won’t make it so. Ifthis legislature
doesn’t wish to take the time to evaluate all the science methodically and with
impartiality, the courts will certainly do so. And they’ll find what other eminent and
impartial panels have found that marijuana has some risks, but far fewer than alcohol,

tobacco, and other substances.

Criminalization doesn’t help - it just creates more criminals and poverty



What should this legislatur do? If, as we suspect, there is a predisposition to ban
marijuana in public and in private, then a constitutional amendment is the only way to go.
We’d oppose such a movement, but there would be no doubt of the validity of the
process, if successful. Significantly, nothing has been offered to show that
criminalization works. The administration has decried the increase in usage rates - and
impliedly blamed the court’s privacy rulings. But as discussed earlier, wc had effective
prohibition for close to 15 years from the referendum until the decision negating that
vote. Ifthe administration’s claims of increased usage are true, they occurred in a
climate of perceived prohibition, if the concern of this legislature is really usage rates,
why not focus on things that have been shown to work for other substances. Focus on

education, focus on prevention.

At the very least, focus on all of the science presented to you today - if you look at it
with an open mind, we believe you will be unable in good conscience to approve the
findings you have before you in support of a restriction oz a fundamental right.

Thanks for your attention and I’ll be happy to answer questions.



Senator French:

I've printed lists of all cases from CRIMES that we received in 2003-2004 where the
most serious charge of conviction was for MICS 4, MICS 5 or MICS 6. | think the best
way of assessing sentences is to look at the most serious charge. It is possible to also
look at cases where the marijuana charge is a secondary offense to something more
serious, but I think that just adds a complicating factor to getting an handle on the typical

sentences imposed.

There were approximately 220 MICS 4 convictions per year, with by far the majority
being for possession of heroin, cocaine, methamphetamine and other dangerous drugs.
Of the 15% of MICS 4 convictions that involved marijuana, the vast majority of those
were for growing, selling or possessing with intent to sell one ounce or more, which is
not changed by the bill. There were only four MICS 4 cases per year (eight total cases
for the two-year period) of possession of one pound or more of marijuana. It appears that
all of them involved marijuana growing. Only one of those eight defendants received any
jail time, and that was only one month; live of the eight received SIS judgments. The
average period of probation was 32 months, with 24 months being the shortest and 40
months the longest period of supervision. It seems reasonable to conclude, for purposes
of fiscal note analysis, that judges will not impose sentence more severe than this if the
legislature makes it a MICS 4 offense to possess from 4-16 ounces of marijuana.

Of the approximately 70 MIGS,5 convictions annually, there was less than a handful each
year involving possession of Mto 1 pound of marijuana. The reason such cases are rare
is that persons with that much marijuana are usually convicted of MICS 4 or 5 for
growing, selling of possessing with intent to sell. Half of these defendants received no
jail time at all, and the other half received sentences of 10-30 days, with periods of
probation ranging from one to three years. Under the bill, these handful of offenders
would be prosecuted for MICS 4, and would likely receive sentences comparable to those
described in the preceding paragraph, that is, little or no jail time, and a probationary

sentence.

Of the approximately 500 MICS 6 convictions each year, the vast majority are convicted
as aresult of public possession. This is anecdotal, because of the way the MICS 6 statute
Is written. However, drug prosecutors in Anchorage, Fairbanks, and Kenai, who handle
67% of all MICS 6 cases, all independently told me that by far the most common
scenario, comprising upwards of 90% of the cases, is possession of marijuana in a motor
vehicle, as a result of the driver being stopped for a traffic violation. An analysis of the
sentences imposed in MICS 6 cases appears in the footnote.1

1 Ofthe 500 MICS 6 sentences, approximately 40 received active jail sentences (actual
imprisonment) of one to five days, another 10 got 6-10 days, 9 were sentenced to 11-20 days, 3
served 21-40 days, 3 got 41-60 days and only one got the maximum sentence of 90 days. The



MICS 6 cases involving in-home possession of four ounces to Vpound of marijuana are
quite rare, again because persons with that much marijuana are usually convicted of
MICS 4 or 5 for growing, selling of possessing with intent to sell.

MICS 6 cases involving in-home possession of less than four ounces of marijuana are
rare and are generally dismissed. We do not expect there to be any significant change in
the way police agencies deal with in-home possession of less than four ounces. As |
indicated in committee testimony, it is likely that such cases will never come to the
attention of prosecutors unless some other crime brings the police to the residence. In
any event, cases of in-home possession of less than four ounces would become MICS 5
under the bill.  As described in the preceding paragraph, MICS 5 cases involving
possession of Wto one pound ordinarily receive suspended sentences or only a very short
period of jail time, and we do not expect any significant change in sentences for amounts

less than four ounces.

In the committee today you also asked about the number of marijuana arrests. 1don’t
have the number of arrests, but I can tell you how many defendants were referred. In
2003 we received cases with 1480 defendants charged with at least one MICS 6 count,
184 defendants charged with at least one MICS 5 count, and — defendants charged with
at least one MICS 4 count. These numbers include cases in which there were other

charges, including more serious charges.
Let me know if you have questions.

Dean
April 20, 2005

remaining 86% (more than 430 defendants) received nojail time. |looked up the two defendants
who, between 2003-2004, received maximum sentences of 90 days, and found that both had
records of other convictions. As I was flipping through the list, and out of curiosity, | also
looked up the record of a person who got a sentence of 50 days, one Travis Smallwood. Aside
from vehicle theft, criminal mischief, driving with a suspended license and a previous conviction
for MICS 6, Mr. Smallwood was also charged with SAM2 and convicted of SAM3 in 2000, and
later two cases of failing to register as a sex offender were dismissed. In 2002 he was charged
with MICS 4 and convicted of MICS 5, apparently involving selling marijuana. Then in 2003 he
was convicted of MICS 6 and got 50 days. The prosecutor in the Smallwood’s SAM case?

Hollis French.
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April 27,2005

Sent via fax (907-465-5241)
Original via rpgvdar.V, S-M

Senator Ralph Seekins _
Chairman, Senate Judiciary Committee
Alaska State Legislature

State Capitol, Room 125

Juneau, AK 99801-1182

RE: senate Bill 74- AN wpdairron fiuayVhgpesiis ey

Dear Chairman Seekins:

| am writing in regard to the above referenced wimand, in particular, the Senate Judiciary
Committee’s consideration of revised findings recently offered by the administration.

~Asyou are aware from testimony presented by the administration, the findings associated
with the biU are critical to its ability to survive judicial clialdcnge. Administration representatives
have recently put forward alternative findings, and in the course have acknowledged that the
original fmdlnﬁs were overstated, misleading, or deficient in some way. As you are also aware,
such was the thrust of the testimony of many of the opponents of the bill before your committee
as well as before the Senate Health, Education and Social Services (“HESS™) Committee

previously.

We are now faced with a new set of findings, %{et the opponents of the bill have not had
the opportunity to provide input on the new proposed findings. In manY ways, the new flndmﬁs
are as deficient as the originals. Given their importance to the bill, it is essential for the
committee to hear expert commentary on the new findings so that they can gauge their validity
and appropriateness. - In particular, while we believe it "vould be most appropriate for HESS to
evaluate these findings, in the absence of referrlng? the bill back to HESS and because the
corresponding bill has not received a HESS referral on the House side, it’s essential that the
Judiciary Committee commit to a full hearing on these revised findings.

~ We would agree to limit the presentation of testimony to the validity of the revised
findings alone. You are aware that we wanted additional time to make a more detailed
presentation on the findings in their original form. For purposes of this request, we would
restrict our expert testimony from delving into further discussion of the substance of the bill or
its constitutionality - except as it relates directly to the revised findings. As before, we continue
to maintain that a full understanding of all the scientific research about marijuana would take
months of hearings. However, we will gratefully accept any time the Committee is willing to



Senator Ralph Seekins
April 27,2005
Page 2

provide on the subject and will do our best not to waste the Committee’s time with superfluous
or irrelevant information. We will also work with the committee to establish a limited list of

witnesses to be invited to testify.

_Qur experts are scattered across the country, so some advance notice would be helpftil.
We will make do, however, with whatever f|EXIbI|IP/ you can provide. You should feel free to
contact me and | will in tum contact our team of experts to arrange their attendance at flic
appointed tune. My office number is listed above or you can reach me on my cell phone at 230-

0665.
Sincerely,

Michael W. Macleod-Ball
Executive Director

cc.  Sen. Charlie Huggins (by fax only - 465-3265)
Sen. Gene Thernault (by fox only - 465-3884)
Sen. Holllis French (by fax onlly - 465-6595)
Sen. Gretchen Guess (by fox only - 465-6615)



TIMOTHY HINTERBERGER, ASSOCIATE PROFESSOR. UNIVERSITY OF Al ASKA
Testimony on SB 74 before the Senate Judiciary Committee. 4 May 2005

['am an Associate Professor in the Biomedical Program and the Department of Biological
Sciences at the University of Alaska Anchorage. |have been the chair of the Nervous System
course in the medical school curriculum of the WWAMI Program at UAA since 1992, with an
affiliate appointment in the Department of Biological Structure at the University Of Washington
School Of Medicine. I'mention my university affiliations only to establish my credentials: my
statements are not intended to represent the official positions of the University of Alaska or the
University of Washington, their administrations, or their boards of regents.

The reason | have taken the time to testify against SB 74 and FB 96 is that, as a medical
educator, I find it extremely troubling that these bills attempt . disregard the existing scientific
consensus on the health, social, and economic effects of our current marijuana policy and replace
it with so-called “findings" that have little or no validity. In my previously submitted written
testimony, | tried to describe the process by which genuine scientific consensus is determined,
and I included a poinl-by-point rebuttal of the original findings, based on the best of these
published reviews and commission reports. You also received testimony from a number of other
independent experts who pointed out major errors in the findings of the bills.

On April 11before this Committee, the Asst. Attorney General admitted that the original
findings in SB 74 were so seriously Hawed that the Administration had no choice hut to
withdraw them and replace them with revised findings. On April 20 we received these revised
findings, and we were not sugn ised to see that they continue to adopt statements of alleged fact
that were utterly refuted in both written and oral testimony provided by multiple experts.
Although some statements in the original findings have been removed, they have been replaced
with new allegations that are equally unsupportable or illogical. In the interest of time, | will
concentrate on the entirely new statements in the revised findings.

binding |

The claim of "dramatically” increased potency rests the unbelievable value of 1% THC from the
"1960s and 1970s". The statement that "marijuana today...is often sold in smaller amounts..." is
evidence that any increase in potency is resulting in use of smaller quantities. The line about
teenagers' price range is ridiculous on its face: kids have always bought and sold pot in
quantities they can afford. The claim that large numbers of persons seek emergency medical
care due to marijuana related incidents is not supported by any peer-reviewed data. In fact, the
very latest clinical data show that use of cannabis is not independently associated with injuries
requiring hospitalization, according to the March 2005 issue of the Journal of Trauma Injury,
Infection, and Critical Care. A research team at State University of New York at Buffalo,
Department of Family Medicine, conducted a retrogression analysis of approximately 900
trauma patients with positive toxicology screens for drugs and alcohol. The authors found.
"Alcohol and cocaine use is independently associated with violence-related injuries, whereas
opiate use is independently associated with nonviolent injuries and bums. ...Associations of
positive toxicology test results for...cannabis...with injury type, injury mechanisms, and
outcomes were not statistically significant.”



Finding 2

The claim that hundreds of Alaskans undergoing treatment for marijuana abuse is evidence of
great harm we have already * hutted on three fronts: any “correspondence" between increased
potency and increased “treatment admissions" is entirely spurious, not evidence of causation;
“treatment admissions” arc overwhelmingly coerced; and “emergency medical care due to
marijuana-related incidents" deceitfully distorts the data. High rates ofcoerced treatment of
youngsters and Natives may simply reflect their greater exposure to legal and school disciplinary
actions, resulting from their lower socioeconomic status.

Finding 3

Regarding dependence on marijuana, we have heard testimony from Deputy Directorof
Behavioral Health Christi Wilier* that DSM-1V includes as evidence of “dependence” simply
getting caught! As a neuroscientist. 1am particularly annoyed to see completely misleading
references to basic neurochemistry. In fact. many, many behaviors “...affect some of the same
neurochemical processes” as does THC consumption, including eating, sex, and even shopping.
Regarding Marijuana Anonymous, it turns out that these “Anonymous"” organizations exist for
everything from gambling and overeating, to lip balm use and cluttering. There are Clutterers
Anonymous chapters in CA (16 chapters), DE, C'N. DC. MD. ME. MA. MI, MN, NE. NJ, NY.
OH. PA. TX, VA, and WA—is this “persuasive evidence” ofanything?

Finding 4

This revised finding makes claims that confuse correlation with causation and that were already
thoroughly rebutted. The latest issue of the journal Psychiatry Research reports that among
recent cannabis users, average age ofschizotypal symptoms significantly o receaca age of first
use of cannabis. When cases were analyzed individually, the authors affirmed that the majority
of respondents in the "Recently Used" |marijuana) group reported schizotypal personality
disorder symptoms, o . to their initiation ofuse. The authors WTole that “Although researchers
recognize an association between cannabis use and psychosis, whether or not cannabis
contributes to the development of psychosis remains less clear...The current study...suggests] a
temporal precedence of schizotypal traits verore Cannabis use in most cases. These findings do
not support a causal link between cannabis use and schizotypal trails."

Finding 5

The complex interplay between alcohol abuse and marijuana use was well addressed in previous
testimony, particularly that by Dr. Lester Grinspoon. Please note the term used here, “correlative
effect"— I challenge the Asst. Attorney General to define it. and 1 would not blame the
Committee members if they feel insulted by this attempt to befuddle them with meaningless,

pseudoscientific jargon.

Finding 6

As we have previously noted, the large variety of chemical compounds found in marijuana is of
no particular significance. No one disputes that THC binds to neuronal receptors— if it didn't it
would have no effect. The relative carcinogenic properties of cannabis smoke vs. tobacco smoke
have already been addressed, by me and by others. Regarding bacteria and fungus, there is no
evidence (other than anecdotal) that cannabis harbors pathogenic species*. Pesticide and fungal
contamination, to the degree that it exists, is an artifact of prohibition; under cannabis regulation



there would be standards limiting contamination, and enforcement thereof (as there are for Dutch
medicinal cannabis).

Finding 7

The claim that marijuana use is associated with violent crime we have already completely
debunked. Frankly I am amazed to see it still appearing in these revised findings. (People arc
not found to have “marijuana in their system” [sic], nor are they even found to have THC in their
systems— they are found to have THC’s inactive metabolites.)

Finding 8

This finding begins by again confusing correlation with causation, here regarding the
coincidence of parent and child use. It then goes on to misstate the data: the NSDUH Report
“How Kids Obtain Marijuana.” March 14. 2004. does .« say they most often “get marijuana at
home.” it says “they obtained it...inside a home, apartment, or dorm” as opposed to “in a public
building, outside in a public area, inside a school building, or outside on school property.” Since
“family member" is undefined in the report, it may very likely have been an older brother or
cousin who does not live in the same household. The lack of deterrent effect from criminal

penalties has already been addressed in prior testimony.

The references accompanying the revised findings are also deeply flawed. To give just one
example, under (3), the second bullet where it reads “Scientists have demonstrated ...” refers to a
July 1997 report in the journal Science wherein "Rats were treated daily for 2 weeks with the
potent synthetic cannabinoid HU-210. Withdrawal (wasj induced by the cannabinoid antagonist
SR 141716A". Nobody believes that this realistically models cannabis use by humans, as
explained by Grinspoon and others in a response in the August 1997 issue of Science. In the 7
years since the report, it has not been replicated or extended by any lab, including the authors'
own. nor did il influence the conclusions of the later British and Canadian commissions on

marijuana that we have cited.

Do the Committee members really want to burden themselves with having to weigh scientific
evidence ranging from neuropharmacologv to family dynamics? | respectfully suggest that
trying to hold hearings on complex medical and sociological studies is an inappropriate use of
Alaska legislators’ extremely limited and valuable time. If the Alaska State Senate truly wishes
to produce reliable findings on marijuana, they should do as many other legislative bodies
around the World have done and convene an expert commission, and then give it plenty of time
to do its work. lwould further respectfully suggest that. lbr now. the Senate has no alternative
but to remove all findings from this bill.

Ihesc revised findings before us today are just as bad if not worse than the original ones. Twice
now. the Administration has presented you with a set of findings that you would. I believe, have
been embarrassed to pass into law. How many chances are you going to giv the Administration
to work on them? The Legislature simply does rot have time to do thejob of screening multiple
sets of flawed findings brought to it by an Administration that wishes to “assist" “...the courts in
Alaska to come to different conclusions about state statutes...”



* It is worth noting that every one of the witnesses who has testified in support of this bill has a
vested interest in seeing laws against marijuana maintained and seeing this bill passed. With all
due respect to the Asst. Attorney General. Behavioral Health personnel, and members of the
federal Office of National Drug Control Policy, their livelihoods (and to a lesser extent, that of
the State Troopers) benefit from maintaining the perception that marijuana is a dangerous drug.
Our expert witnesses, on the other hand, are independent academics who have no financial or
other vested interest in one side of the issue or the other.

Furthermore, the opinions of Behavioral Health staffers regarding the need in rural
Alaska to increase penalties for marijuana possession are not the only opinions out there. Ihad a
chance to talk last month with the personnel director at the YKHC hospital in Bethel. He was
discussing their problems with turnover (40% annually) and the poor preparedness of high
school students for work or further education. |asked him about substance abuse as part of the
problem, and specifically whether increasing penalties for marijuana would make any difference.
He said it would not.

According to the lip Balm Anonymous Home Page, “Overuse ofa balm orjelly creates a crust
on the lips which traps bacteria and fungi creating a state of permanent inflammation/’
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"An Act relating to the retaining of certain privileges of a parent in a relinquishment

and termination of a parent and child relationship proceeding; relating to eligibility for

permanent fund dividends for certain children in the custody of the state; relating to

child-in-nced-of-aid proceeding? and juvenile delinquency proceedings; relating to

findings in permanency hearings in child-in-need-of-aid proceedings; amending Rule

17.2, Alaska Child in Need of Aid Rules of Procedure; and providing for an effective

date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

*Section 1. AS 25.23.180 is amended by adding a new subsection to read:

(j) In arelinquishment of parental rights executed under (a) of th " section, a
parent may retain privileges with respect to the child, including the ability to have

future contact, communicatio” and visitation with the child. A retailed privilege
must be stated with specificity in the writing, and, if a termination order is entered

-1-
New Text Underlined [DELETED TEXT BRACKETED]

CSSB 83( )



LO(D\IO')L)‘I-BOOI\)H

OOOOI\DI\JI\DI\JI\JI\.)I\JI\JI\J
e

:SSB83( )

WORK DRAFT WORK DRAFT 24-GS 1108\G

following the relinquishment, the court shall incorporate a retained privilege into the
termination order. A relinquishment may not be withdrawn or invalidated, nor may a
termination order be vacated, on the grounds that a retained privilege has been
withheld from the relinquishing parent or that the relinquishing parent has been

unable, for any reason, to act upon a retained privilege.

*Sec. 2. AS 43.23.005(f) is amended to read:

(f) The [IN A TIME OF NATIONAL MILITARY EMERGENCY, THE]
commissioner may waive the requirement of (a)(4) of this section for an individual

absent from the state
(1) in a time of national military emergency under military orders

while serving in the armed forces of the United States, or for the spouse and
dependents of that individual; or

(2) while in the custody of the Department of Health and Social
Sendees in accordance with a court order under AS 47.10 or AS 47.12 and placed
outside of the state bv the Department of Health and Social Services for purposes

of medical or behavioral treatment.

*Sec. 3. AS 47.10.020(a) is amended to read:

(@) Whenever circumstances subject a child to the jurisdiction of the court
under AS 47.10.005 - 47.10.142, the court shall appoint a competent person or agency
to make a preliminary inquiry and report for the information of the court to determine
whether the best interests of the child require that further action be taken. The court
shall make the appointment on its own motion or at the request of a person or
agency having knowledge of the child's circumstances. If, under this subsection,
the court appoints a person or agency to make a preliminary inquiry and to report to i,
or if the department is conducting an investigation of a report of child abuse or
neglect, the court may issue any orders necessary to aid the person, the agency,
or the department in its investigation or in making the preliminary inquiry and
report. Upon [THEN, UPON THE] receipt of the report under this subsection, the

court may
(1) close the matter without a court hearing;

(2) determine whether the best interests of the child require that further

-9-
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action be taken: or

(3) authorize the person or agency having knowledge of the facts of the

case to file with the court a petition setting out the facts.
* Set. 4 AS 47.10.020 is amended by adding a new subsection to read:

(e) Nothing in this section requires the department to obtain authorization

from the court before
(1) conducting an investigation ofa report of child abuse or neglect; or

(2) filing a petition.

* Sec. 5. AS 47.10.080(7) is amended to read:
(/) Within 12 months after the date a child enters foster care as calculated

under AS 47.10.088(0, the court shall hold a permanency hearing. The hearing and

permanent plan developed in the hearing are governed by the following provisions:
(1) the persons entitled to be heard under AS 47.10.070 or under (0 of

this section are also entitled to be heard at the hearing held under this subsection;
(2) when establishing the permanent plan for the child, the court shall
make appropriate written findings, including findings related to whether
(A) and when the child should be returned to the parent or

guardian;
(B) the child should be placed for adoption or legal

guardianship and whether a petition for termination of parental rights should be

filed by the department; and
(C) the child should be placed in another planned, permanent

living arrangement and what steps are necessary to achieve the new

arrangement;
(3) ifthe court is unable to make a finding required under (2) of this

subsection, the court shall hold another hearing within a reasonable period of time;
(4) in addition to the findings required by (2) of this subsection, the

court shall also make appropriate written findings related to

(A) whether the department has made the reasonable efforts

required under AS 47.10.086 to offer appropriate family support services to
remedy the parent's or guardian's conduct or conditions in the home that mad

¥ CSSB 83( )
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the child a child in neec ofaid under this chapter;
(B) whether the parent or guardian has made substantial

progress to remedy the parent's or guardian's cond"ct or conditions in the home

that made the child a child in need ofaid under this chapter; [AND]
(C) if the permanent plan is for the child to remain in out-of-

home-care, whether the child's out-of-home placement continues to be

appropriate and in the best interests of the child; and
(D) whether the department has made reasonable effort., to

finalize the permanent plan for the child;

(5) the cou;i shall hold a hearing to review the permanent plan at least

annually until successful implementation of the plan; if the plan approved by the court
changes after the hearing, the department shall promptly apply to the court for another
permanency hearing, and the couii shall conduct the hearing within 30 days after

application by the department.

*See. 6. AS 47.10 is amended by adding a new section to read:

Sec. 47.10.145. Expert witness testimony regarding absent parent,
guardian, or custodian. If thdvourt finds by clear and convincing evidence that a
parent, guardian, or custodian of a child cannot be located after a reasonable”earch lor
the parent, guardian, or custodian has been conducted by the department'the court
may conclude that the testimony of a qualified expert witness would support a finding
that continued custodv of the child by the absent parent. 3jardian. or custodian is

likely to result in serious emotional or physical damage to the child.

*Sec. 7. AS 47.10.990(16) is amended to read:

(16)  "mental health professional" hasthe meaning given in
AS 47.30.915, except that, if the child is placed inanother state bv the
department, "mental healthprofessional” al o includesa professional listed in
the definition of "mental health professional” in AS 47.30.915 who is not licensed
to practice bv a board of this state but is licensed by a corresponding licensing

authority to practice in the state in which the child is placed;

*Sec. 8. AS 47.12.990(10) is amended to read:

(10)  "mental  health professional® hasthe meaning given in

CSSB 83( ) 4
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AS 47.30.915, except that, if the minor is placed in another state bv the
department, "mental healtn professional also includes a professional listed in
the definition of "mental health professional™ in AS 47.30.915 who is not licensed
to practice bv a board of this state but is licensed bv a corresponding licensing
authority to practice in the state in which the minor is placed;

*Sec. 9. The uncodified law of the State of Alaska is amended by adding a new section to

DIRECT COURT RULE AMENDMENT. Rule 17.2(0, Alaska Child in Need

of Aid Rules of Procedure, is amended to read:

(f) Additional Findings. In addition to the findings required under paragraph

(e), the court shall also make written findings related to
(1) whether the Department has made reasonable efforts required

under AS 47.10.C86 or. in the case of an Indian child, whether the Department has
made active efforts to provide remedial services and rehabilitative programs as

required by 25 U.S.C. Sec. 1912(uj;
(2) whether the parent or guardian has made substantial progress to

remedy the parent's or guardian's conduct or conditions in the home that made the

child a child in need of aid: [AND]
(3) if the permanent plan is for the child to remain in out-of-home care,

whether the child's out-of-home placement continues to be appropriate and in the best

interests of the child: and
(4) whether the Department has made reasonable efforts to finalize

the permanent plan for the child.

* See. 10. The uncodified law of the State of Alaska is amended by adding a new section to

CONDITIONAL EFFECT. Section 5 of this Act takes effect only if sec 9 of this Act

receives the two-thirds majority vote of each house required by art. IV, sec. 15, Constitution

of the State of Alaska.
*Sec. 11. This Act takes effect immediately under AS 01.10.070(c).

5. CSSB 83( )
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State of Alaska

OFFICE OF THE GOVERNOR
JUNEAU

January 25, 2005

The Honorable Ben Stevens
President of the Senate
Alaska State Legislature
State Capitol, Room 111
Juneau, AK 99801-1182

D. j-President Stevens:

Under the authority of art. 11l, sec. 18, of the Alaska Constitution, | am
transmitting a bill relating to the retaining of certain privileges of a parentin a
relinquishment and termination ofa parent and child relationship proceeding,
relating to eligibility for Permanent Fund dividends for certain children in the
custody of the state, and relating to child in need of aid proceedings under AS 47.10
and juvenile delinquency proceedings under AS 47.12.

The bill would add language to AS 25.23.180 to permit parents to relinquish
their parental ghts to a child while retaining certain privileges, such as ongoing
communication or visitation with the child. This proposed amendment is in
response to a recent Alaska Supreme Court decision holding that current law
prohibits a parent frcm retaining any rights or privileges in a relinquishment. In
some cases, ongoing contact with the parentis in the child’s best interest,
particularly in cases involving adoption by relatives or family acquaintances. Before
the Supreme Court’s decision, retention of privileges in relinquishments was a
common practice. The proposed amendment would authorize retained privileges in

appropriate cases.

The bill would add language to AS 43 23 005 to allow children who are placed
temporarily by the Department of Health and Social Services (DHSS) outside of the
state—in out-of-state treatment facilities, for example—to maintain their eligibility for
Permanent Fund dividends. Some children require long-term treatment of a nature
that is currently unavailable in this state; such children are at risk of losing their
Permanent Fund dividend eligibility if they remain placed out of state for more than
a year and are unable to return to the state to meet permanent fund dividend
eligibility requirements. These Alaskan children should not lose the privilege of
dividend eligibility as a result of being placed by the DHSS in a treatment program

that is only available out-of-state.

The bill would add language to AS 47.10.020 to clarify that the court may
issue any orders necessary to aid the DHSS in its investigation of an allegation of
child abuse or neglect. Orders to aid DHSS are not prohibited by existing law;

AOAMMTTEECCPY
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The Honorahle Ben Stevens
January 25, 2005
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however, the proposed clarification would resolve any ambiguity regarding the
ability ofjudges to issue such orders.

The bill also would add a new provision to permit courts to dispense with
unnecessary and costly expert witness appearances in child in need of aid cases
involving parents who cannot he located or identified. Under existing federal law, in
order fora court to authorize the out-of-home placement of, or termination of
parental rights to, an Indian child, the court must consider the testimony ofa
qualified expert witness. In cases involving a parent whose whereabouts remain
unknown despite a diligent search, this federal law would appear to require that an
expert witness be called solely to support the sell-evident finding that placement of a
child with the parent who cannot be found is likely to place the child at risk of
harm. The proposed addition to AS 47.10 would permita court to conclude, as a
m atter of law, that the testimony of a qualified expert witness would support a
finding that placing the child with an absent parent would place a child at
substantial risk of serious harm. This provision will satisfy federal legal

requirements.

Finally, the bill would amend the definition of the term “mental health
professional” for purposes of child in need ofaid and juvenile delinquency
proceedings. In order to authorize placement of children in secure residential
psychiatric treatment facilities, courts must hear the testimony ofa “mental health
professional.” The current definition of that term, contained in AS 47.30.915,
excludes professionals who may be licensed to practice in other states, but not in
Alaska. The testimony of such professionals is often critical in cases involving
Alaska children who are already placed out of state by DHSS. Thus, expansion of
the existing definition is necessary to ensure that Alaska children who are placed
outside of this state receive the psychiatric treatment .iey need.

Each of the provisions of this bill constitutes a step toward making Alaska’s
children safer, healthier, and more secure, without unreasonably expanding

governmental powers.

lurge your prompt and favorable action on this measure.

Sincerely yours,

Prank H. Murkowski
Governor

Enclosure
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COMMITTEE
TO: SB 83

1 Page 1, line 4, following "delinquency proceedings;":

2 Insert "relating to findings in permanency hearings in child in need of aid
3 proceedings; amending Rule 17.2, Alaska Child in Need of Aid Rules;"

4

5 Page 3, following line 6:

6 Insert a new bill section to read:

7 "* Sec. 5. AS 47.10.080(/) is amended to read:

8 (/) Within 12 months after the date a child enters foster care as calculated under
9 AS 47.10.088(0, the court shall hold a permanency hearing. The hearing and permanent
10 plan developed in the hearing are governed by the following provisions:

11 (1) the persons entitled to be heard under AS 47.10.070 or under (0 of
12 this section are also entitled to be heard at the hearing held under this section;

13 (2) when establishing the permanent plan for the cnild, the court shall
14 make appropriate written findings, including findings related to whether

lj (A) and when the child should be returned to the parent or
16 guardian;

17 (B) the child should be placed for adoption or legal guardianship
18 and whether a petition fortermination of parental rights should be filed by the
19 department; and

AA20 (C) the child should be placed in another planned, permanent

21 living arrangement and whatsteps are necessary to achieve the new arrangei rent;



02/22/05 11:31 FAX BO7 465 2520 L&SA & LEGS/REGS

© oo N o ol A W N

10

*30
3l

(3) if the court is unable to make a finding required under (2) of this
subsection, the court shall hold another heanng within a reasonable period of time;

(4) in addition to the findings required by (2) of this subsection, the court

shall also make appropriate written findings related to
(A) whether the department has made the reasonable efforts

required under AS 47.10.086 to offer appropriate family support services to
remedy the parent's or guardian's conduct or conditions in the home that made the

child a child in need of aid under this chapter;
(B) whether the parent or guardian has made substantial progress
to remedy the parent's or guardian's conduct or conditions in the home that made

the child a child in need of aid under this chapter; [AND]
(C) if the permanent plan is for the child to remain in out-of-home

care, whether the child's out-of-home placement continues to be appropriate and

in the best interests of the child; and
(D) whether the department has made reasonable efforts to

finalize the permanent plan for the child;

(5) the court shall hold a hearing to review the permanent plan at least
annually until successful implementation of the plan; if the plan approved by the court
changes after the heanng, the department shall promptly apply to the court for another
permanency hearing, and the court shall conduct the hearing within 30 days after

application by the department.”
Renumber the following bill sections accordingly.

Page 3, following line 28;
Insert new bill sections to read:
"™ Sec. 9. The uncodified law of the State of Alaska is amended by adding a new section to

read;
DIRECT COURT RULE AMENDMENT. Rule 17.2(f), Alaska Child in Need of

Aid Rules, is amended to read:
(f) Additional Findings. In aduition to the findings required under paragraph
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(), the court shall also make written findings related to
(1) whether the Department has made reasonable efforts required under

AS 47.10.08 j or, in the case of an Indian child, whether the Department has made active

efforts to provide remedial services and rehabilitative programs as required by 25 U.S.C.

Sec. 1912(d);
(2) whether the parent or guardian has made substantial progress to

remedy tl ; parent's or guardian's conduct or conditions in the 1 that made the child a

child in t jed of aid; [AND/
(3) if the permanent plan is for the child to remain in out-of-home care,

whether the child's out-of-home placement continues to be appropriate and in the best

interests of the child; and
(4) whether the Department has made reasonable efforts to finalize

the permanent plan for the child.
* Sec. 1C The uncodified law of the State of Alaska is amended by adding a new section to

read;
ONDITION’AL EFFECT. Section 5 of this Act takes effect only if sec. 9 of this Act

receive, ine two-thirds majority vote of each house required by art. 1V, sec. 15, Constitution ol

the Stat' if Alaska."

Renumber the remaining bill section accordingly.
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SENATE BILL NO. 83
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-FOURTH LEGISLATURE - FIRST SESSION
BY THE SENATE RULES COMMITTEE BY REQUEST OF THE GOVERNOR

Introduced: /26/b
Referred: Health, Education and Social Services, Judiciary

A BILL
FOR AN ACT ENTITLED
"An Act relating to the retaining of certain privileges of a parent in a relinquishment
and termination of a parent and child relationship proceeding; relating to eligibility for
permanent fund dividends for certain children in the custody of the state; relating to

child in need of aid proceeding/and juvenile delinquency proceedings; tnd providing

for an effective date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 25.23.180 is amended by adding a new subsection to read:

(j) In a relinquishment of parental rights executed under (a) of this section, a
parent may retain privileges with respect to the child, including the ability to have
future contact, communication, and visitation with the child. A retained privilege
must be stated with specificity in the writing and, if a termination order is entered
following the relinquishment, the court shall incorporate a retained privilege into the
termination order. A relinquishment may not be withdrawn or invalidated, nor may a

SB0083A SB 83
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termination order be vacated, on the grounds that a retained privilege has been
withheld from the relinquishing parent or that the relinquishing parent has been
unable, for any reason, to act upon a retained privilege.

* Sec. 2. AS 43.23.005(0 is amended to read:
(0 Ihe [IN A TIME OF NATIONAL MILITARY EMERGENCY, THE]

commissioner may waive the requirement of (a)(4) of this section for an individual

absent from the state
(1) in a time of national military' emergency under military orders

while serving in the armed forces of the United States, or for the spouse and
dependents of that individual; or
(2) while in the custody of the Department of Health and Social
Services in accordance with a court order under AS 47.10 or AS 47.12 and placed
outside of the state bv the Department of Health and Social Services for purposes
of medical or behavioral treatment
*Sec. 3. AS 47.10.020(a) is amended to read;

(a) Whenever circumstances subject a child to the jurisdiction of the court
under AS 47.10.005 - 47.10.142, the court shall appoint a competent person or agency
to make a preliminary inquiry and report for the information of the court to determine
whether the best interests of the child require that further action be taken. The court
shall make the appointment on its own motion or at the reuuest of a person or
agency having knowledge of the child's circumstances. If under this subsection,
the court appoints a person or agency to make a preliminary inquiry and to report to i,
or if the department is conducting an investigation of a report of child abuse or
neglect, the court may issue any orders necessary to aid the person, the agency,
or the department in its investigation or in making the preliminary inquiry and
report. Upon [THEN, UPON THE] receipt of the report under this subsection, the
court may

(1) close the matter without a court hearing;
(2) determine whether the best interests of the child require that further

action be taken; or
(3) authorize the person or agency having knowledge of the facts of the

SB &3 . -2- SBO083A
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case to file with the court a petition setting out the facts.
*Sec. 4. AS 47.10.020 is amended by adding a new subsection to read:
(e) Nothing in this section requires the department to obtain authorization
from the court before
(1) conductingan investigation of a report of child abuse or neglect; or
(2)filing a petition.
*Sec. 5. AS 47.10 is amended by adding a new section to read:
Sec. 47.10.145.  Expert witness testimony regarding absent parent,
guardian, or custodian. If the court finds by clear and convincmjpewde”c that a
parent, guardian, or custodian of a child cannot he located af«*r a reasonable search for
the parent, guardian, or custodian has beer conducted by tlVdcpartmcrjt*ne court
may conclude that the testimony of a qualified expert witness would support a finding
that continued custody of the child by the absent parent, guardian, or custodian is
likely to result in serious emotional or physical damage to the child.
*Sec. 6. AS 47.10.990(16) is amended to read:
(16)  "mental health professional” has ihe meaning given in
AS 47.30.915, except that if the child is placed in another state by the department,
" mental health professional” also includes a professional listed in the definition
of "mental health professional” in AS 47.30.915 who is not licensed to practice bv
a board of this state but is licensed bv a corresponding licensing authority to
practice in the state in which the child is placed.

*Sec. 7. AS 47.12.990( 10) is amended to read:
(10)  "mental health professional” has the meaning given in

AS 47.30.915, except that if the minor is placed in another state bv the
department, "mental health professional” also includes a professional listed in
the definition of "mental health professional” in AS 47.30.915 who is not licensed
to practice by a hoard of this state but is licensed bv a corresponding licensing
authority to practice in the state in which the minor is placed.

*Sec. 8. This Act takes effect immediately under AS 01 10.070(c).
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FISCAL NOTE

STATE OF ALASKA Fiscal Note Number 1
2005 LEGISLATIVE SESSION Bill Version: SB83
('S )Publish Date: 1/26/05
Revision Oate/Time (Nole If correction) Dept. Affected: Health & Social Services
Title RELATING TO CHILDREN IN NEED OF AID _RDU Children's Services

Component Front Line Social Workers

(RLS) BY REQUEST OF THE

Sponsor
GOVERNOR
Requester GOVERNOR Component No. 2305
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherw se noted below.
OPERATING EXPENDITURES FY 2006 FY 2007 FY 2008 FY 2009 FY 2010 FY 2011

Personal Services
Travel
Contractual
Supplies
Equipment

Land & Structures
Grants & Claims

Miscellaneous

TOTAL OPERATING 00 00 00 00 00 00

ICAPIIAL EXPENDITURES

(CHANGE IN REVENUES (0) |
FUNDFOURCE (Thousands of Dollars’
1002 Federal Receipts

1003 GF Match

1004 GF

1037 GF/Mental Health

Oiher(Specify Type-do not abbreviate)

Other(Specify Type-do not abbreviate)

TOTAL 00 00 00 00 00 00

Estimate of any current year (FY2005) cost:
Mark this box (X) if funding for this bill Is included in the Governor's FY 2006 budqget proposal:
POSITIONS

Full-time
Part-time

Temporary

ANALYSIS: (Attach a separata page if necessary)

This bill addresses a number of different issues related to children in the custody of the department. The

bill modifies various sections of Alaska Law by:

1. Allowing a parent to retain privileges of ongoing contact or communication with a child, when

appropriate, after relinquishment of parental rights;

2. Maintaining permanent fund dividend eligibility for Alaskan children temporarily placed outside the

state by the Department of Health and Social Services (DHSS)
3. Clarifying the court's authority to issue orders to aid the DHSS in its investigations of child abuse and

neglect:
Prepared by. Marcia Kennai, Deputy Commissioner Phone 465 3191
Division Office of Children's Services Date/Time 12/2~/20C4

Approved by: Joel S. Gilbertson. Commissioner Dale 12/29/2004
Agency Department of Health and Social Services
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ANALYSIS CONTINUATION

4. Modifying the circumstances under which the DHSS may assume emergency custody of a child in order to

better protect abused and neglected children;
5 Establishing a definition of "mental health professional” for purposes of child in need of aid and juvenile

delinquency proceedings, and
6. Allowing the court to make findings regarding the testimony of expert witnesses in cases where parents cannot
he located.

Passage of this bill will not have a fiscal impact on the department.
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Sectional Analysis of SB 83/HB 114 (Child in need of aid omnibus)
(Prepared by the DepartmentofLaw, February 11, 2005)

HB 114/SB 83 would allow certain privileges to a parent when relinquishing parental rights;
allow a child placed out of state while in custody of the Department of Health and Social
Services not to be disqualified from receiving a permanent fund dividend on that basis alone;
clarify the court’s authority with regard to the investigation of abuse or neglect of a child; allow
the court to rely on certain expert testimony in the case of an absentee parent, guardian, or
custodian; and  broaden  the  definition of  “mental  health  professional.”

l. Change to add parental privileges at relii quishment (AS 25.23.180) (Section 1):

Sec. 1. Section 1 provides that a parent may retain certain privileges with respect to a
child when relinquishing parental rights, including the ability to have future contact,
communication, and visitation with the child. A relinquishment cannot be invalidated, nor a
termination order vacated, if a retained privilege has been withheld from the relinquishing parent
or ifa relinquishing parent fails to exercise a retained privilege.

II.  Changes to statute regarding eligibility for a permanent fund dividend
(AS 43.23.005) (Section 2):

Sec. 2: Section 2 allows the commissioner of the Department of Revenue to waive the
pennanc.it fund dividend’s physical presence requirement for an individual who is in the custody
of the Department of Health and Social Services and placed outside ot the state for medical or

behavioral treatment.

[Il.  Changes regarding Department of Health and Social Services’ investigation of abuse
or neglect of a child (AS 47.10.020) (Sections 3 and 4):

Sec. 3: Section 3 amends the section regarding the investigation of the abuse or neglect
of a child to describe when the court shall appoint a person or agency to make a preliminary
mquii ~ and report for the information of the court,and to permit the court to issueorders
necessary lo help a person, agency, or the Department of Health and Social Services in its
investigation or in making the preliminary inquiry and report to the court.

Sec. 4: Section 4 adds a new subsection that states that nothing in the section requires the
Department of Health and Social Services to obtain court approval before investigating a report
of harm or filing a petition. This places in statute current practice.

A Changes to allow a court to rely upon certain expert testimony (Section 5):

Sec. 5: Section 5 adds a new subsection to the chapter regarding children in needof aid
(AS 47.10) to allow a court, in certain circumstances, to conclude that the testimony of a
qualified expert witness would support a finding that continued custody of a child by an absent
parent, guardian, or custodian is likely to result in serious damage to the child.



V. Changes to broaden the definition of “mental health professional” (Sections 6 and
7):
Sec. 6: Section 6 amends the definition of “mental health professional” in the chapter

regarding children in need of aid (AS 47.10) to include a professional who is licensed to practice
in a state other than Alaska when the Department of Health and Social Services has placed a

child in that state.

Sec. 7. Section 7 amends the definition of “mental health professional” in the chapter
regarding delinquent minors (AS 47.12) to include a professional who is licensed to practice in a
state other than Alaska when the Department of Health and Social Services has placed a child in

that state.
VI.  Effective date (Section 8):

Sec. 8: Section 8 provides that the bill would take effect immediately.



