
October 1, 2015 
 
Dear Board Members and Ms. McGovern, 
 
Thank you for the opportunity to weigh in on this very important discussion about the Medical Board’s 
Policy Regarding Recommendations for Marijuana as a Therapeutic Option. These decisions by the 
Board are critically important to patients. I know this letter is lengthy, but I hope you’ll take the time to 
read it in its entirety. 
 
I must admit that I’m disappointed in the process by which you've come to these guidelines. As one who 
was consulted by the sponsors of SB15-014, I believe it was the understanding and intent of the 
language... 
 

THE BOARD, IN CONSULTATION WITH THE DEPARTMENT OF PUBLIC HEALTH AND 
ENVIRONMENT AND PHYSICIANS SPECIALIZING IN MEDICAL MARIJUANA, SHALL ESTABLISH 
GUIDELINES FOR PHYSICIANS MAKING MEDICAL MARIJUANA RECOMMENDATIONS. 

 
...that the Medical Board would take the opportunity to learn about medical marijuana by consulting 
with the expert physicians who are easing suffering and saving lives every day by recommending 
medical marijuana.  
 
It's unfortunate that the Medical Board has not used this opportunity to its fullest advantage. One thing 
we have learned when setting policy around marijuana is that by utilizing the process set forth by the 
governor in working through task forces, stakeholders meetings and working groups where all voices are 
brought to the table, even those that disagree, that good policy is made. It's worth taking the time and 
putting in the effort to get it right. I encourage the Board to step back, slow down, and really consult 
with the doctors and patients who will be most affected by these guidelines. Doing otherwise might 
question whether or not the process has truly fulfilled the legislative intent. 
 
An obvious point of confusion is whether these are guidelines for best practices or mandatory policies. 
Will physicians risk being investigated by the Medical Board and losing their license if they don't check 
off every box? Is every physician required to do complete risk and pain assessments on every patient? 
Are things like pregnancy tests, urine tests, x-rays and other tests required, whether the patient can 
afford them or not? What is the intent of these guidelines and how will they be used?  
 
I'm particularly concerned with the focus on "pain" in the guidelines. There is no mention of pain 
whatsoever in the final version of SB15-014, signed by the governor (attached). These guidelines were 
not meant to apply to pain specifically, but to give physicians comfort and guidance in recommending 
medical marijuana in general. I encourage you to read the bill, as signed by the governor, even do a 
search for "pain" in the document, and you will see that "pain" is not reflected in the language of the 
bill. To focus the guidelines on pain could be considered a serious overreach.  
 
Now I'd like to address specific points in the guidelines that are of greatest confusion and concern, 
starting with Point B on Page 1 of the draft guidelines. 
 
B. Competence. I agree that physicians should have an understanding of medical marijuana, but there is 
no clarity around what constitutes "competence" or how a physician might demonstrate that they are, 
indeed, competent. Are you talking about competence in a medical specialty or competence in 



recommending medical marijuana? I’m sure you’re aware that the endocannabinoid system and the use 
of medical marijuana is not taught in medical school. 
 
C. Physician-Patient Relationship. The guidelines require that "A bona-fide physician-patient 
relationship as defined in CDPHE Regulation 8.A.2 (5 CCR 1006-2) and Board Policy 40-3 must exist prior 
to any recommendation for marijuana as a therapeutic option." Amendment 20 doesn't require a prior 
relationship or a clinical setting, only that "the patient was advised by his or her physician, in the context 
of a bona fide physician-patient relationship."  
 
D. Setting. There is no definition of what constitutes a "clinical setting." Some recommending physicians 
make "house calls" to homes as well as assisted living and hospice centers, to see patients in the most 
grave of circumstances. Would that be considered a "clinical setting?" In much of the state, particularly 
where there are bans in place, there isn't a doctor in the area willing to recommend medical marijuana. 
Other recommending physicians travel to those areas to see patients, often renting space where they 
can for the day. Would that constitute a "clinical setting?" Without these doctors, patients in already 
underserved areas will have little or no access to doctors or to medical marijuana.  
 
It's unfortunate that tele-health isn't an option since so many patients have difficulty accessing a doctor 
willing to sign a recommendation. Allowing a tele-health option would give patients across the state 
better access while still providing quality medical care. It might even encourage better follow up with 
patients outside the Denver-metro area. 
 
Evaluation. It's clear from the evaluation guidelines that medical marijuana patients are being treated 
like opiate patients, when there is a clear difference between the two substances. I understand that you 
want a model to work from, but treating marijuana like pharmaceutical painkillers, and patients like 
potential drug abusers and addicts, is wholly inappropriate and offensive. These are patients, not 
criminals and drug addicts at high risk for abuse, and should be treated with the respect any patient 
deserves. 
 
I'm sure you realize that we have a serious health problem with opiate addiction in this country. To 
illustrate this point, I'd like to draw your attention to a paper published at drugabuse.gov, America’s 
Addiction to Opioids: Heroin and Prescription Drug Abuse presented on May 14, 2014 by Nora D. Volkow, 
M.D. to the Senate Caucus on International Narcotics Control. “The number of prescriptions for opioids 
(like hydrocodone and oxycodone products) have escalated from around 76 million in 1991 to nearly 207 
million in 2013, with the United States their biggest consumer globally, accounting for almost 100 
percent of the world total for hydrocodone (e.g., Vicodin) and 81 percent for oxycodone (e.g., Percocet).” 
Rather than it being a gateway drug, many patients use medical marijuana as an exit drug to reduce 
their use of opiate painkillers and other drugs, which ultimately saves lives. 
 
Risk Assessment: Other than potential interactions with pharmaceuticals or specific health conditions, if 
there are any, it is unreasonable that any of these "risks" should preclude a patient from using medical 
marijuana. In addition, I have to wonder what sort of "aberrant drug-related behavior" you're expecting 
to see.  
 
A study published in July 2015 in the Journal of Pain, Cannabis for the Management of Pain: Assessment 
of Safety Study (COMPASS), evaluated the safety of cannabis use by patients with chronic pain over one 
year. "The study found that there was a higher rate of adverse events among cannabis users compared 
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to controls but not for serious adverse events at an average dose of 2.5g herbal cannabis per day...There 
were no differences in secondary safety assessments." 2.5g equates to approximately 5 joints per day.  
 
Pain Assessment: In addition to my concern regarding the focus on pain overall, I question the necessity 
of requiring a pain assessment for conditions not involving pain specifically.  Also, there is an assumption 
that patients don't deserve medical marijuana until they've tried everything traditional medicine has to 
offer first. If marijuana is indeed medicine, and not necessarily the medicine of last resort, why do 
patients have to suffer through treatments and medications that may not work and actually have 
adverse side-effects? Patients, in consultation with a physician, should decide what the best course of 
treatment is, including medical marijuana. 
 
Patients choose medical marijuana to address pain because it works with far fewer unwanted side-
effects. A recent meta-analysis of research on the effectiveness of marijuana states that “there was 

moderate-quality evidence to support the use of cannabinoids for the treatment of chronic pain and 
spasticity.” 
 
In an online survey of over 1,300 fibromyalgia patients conducted by the National Pain Foundation and 
published in the National Pain Report, sixty-two percent who have tried cannabis said it was very 
effective at treating their fibromyalgia symptoms, that's compared to 10% or less who said the 
pharmaceuticals approved for treating fibromyalgia were very effective. Why shouldn’t these patients 
be allowed to try medical marijuana first? 
 
Review the PDMP: Due to the legal status of medical marijuana at the federal level, reporting to the 
PDMP, if allowed, would put thousands of patients across the state of risk of reprisal by the DEA and 
other agencies. This is especially worrisome in light of the change in administration after the upcoming 
presidential election in 2016. Also, as I understand it, the PDMP is limited to "prescriptions" of Schedule 
2 substances and does not include "recommendations" for medical marijuana.  
 
Imaging Studies or Laboratory Testing: This is particularly concerning for patients, considering that 
medical marijuana is not covered by insurance. All expenses are paid 100% out of pocket. Insurance 
restrictions, particularly HMOs, are one of the main reasons many doctors do not write 
recommendations for medical marijuana. Tests are expensive. Will a patient be denied a medical 
marijuana license if they refuse a test because they can't afford it? Why are such tests needed if a 
diagnosis has previously been made by another physician? 
 
Urine tests: What is meant by "Urine drug screens should be considered to ensure compliance with 
treatment recommendations?" What, exactly, are you looking for and what does “compliance” mean? 
Urine is historical, particularly when it comes to marijuana. That's why a blood test is required for a DUI. 
This sort of historical drug screening is unwarranted, unless you're actually looking for something else 
(like illicit drugs, maybe?). 
 
Pregnancy tests are equally unwarranted. Over the 28 years that I've dealt with the chronic pain of 
fibromyalgia, I've been prescribed all sorts of drugs: benzodiazepines, opiate pain killers, NSAIDs, 
antidepressants, muscle relaxers, sleep medication, and more. Not once, not ever, was I asked to take a 
pregnancy test. It seemed that answering the simple question, "Are you pregnant or are planning to 
become pregnant?" was sufficient, as it should be with medical marijuana. And still, for some women, 
medical marijuana may be the best option even during pregnancy. 
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H. Patient Education.  
Dosage: Amendment 20 specifically states that "The primary care-giver controls the acquisition of such 
marijuana and the dosage and frequency of its use by the patient" and a "'Primary care-giver' means a 
person, other than the patient and the patient's physician, who is eighteen years of age or older and 
has significant responsibility for managing the well-being of a patient who has a debilitating medical 
condition." 
 
It's important to understand that, unlike pharmaceuticals, medical marijuana is self-titrated by the 
patient to relieve symptoms of chronic conditions. Because the effects vary from patient to patient, 
strain to strain, and by means of consumption, finding the right balance is up to the patient. Managing a 
chronic condition day to day often requires daily adjustments in titration. Again, because of federal 
restrictions, medical marijuana is "recommended" rather than "prescribed" and asking physicians to 
specify dosage may not be allowed by law. 
 
Risk of Death: I'd like to remind the Board that there has never been a documented death attributed to 
the medicinal use of marijuana. Although patients may experience some unwanted side-effects that 
might affect driving, the risk is far less than alcohol or activities like texting or eating. Even GW 
Pharmaceuticals says that most patients using Sativex, a cannabis drug with both THC and CBD currently 
awaiting approval by the FDA, will adjust to any side-effects within 2-4 weeks.  
 
J. Collaborate with other Healthcare Providers. Is it optimum for patients when healthcare providers 
can work as a team? Of course it is. But when it comes to medical marijuana, collaboration isn't always 
an option and may actually put patients at risk. There are many reasons why it might not be in the best 
interest of the patient for the recommending physician to contact other providers. Patients have lost 
their health insurance, particularly HMOs, because they have a medical marijuana license. Patients have 
lost jobs, housing and benefits because employers discovered their status as a medical marijuana 
patient. Some patients may not want to reveal their use of medical marijuana because their spouse, 
family, or primary care physician is opposed. Recommending physicians need to protect patient privacy 
and should not be required to contact other providers and potentially put patients in jeopardy. 
 
K. Documentation. The documentation is extensive, more extensive than for typical doctor visits. By 
requiring all this documentation, it's assumed that all these procedures must be followed. So I again ask 
the question, are these recommended "best practices" or mandatory requirements that must be 
checked off for every patient? 
 
8. "Documentation of diagnoses, including rationale for classification as a 'debilitating condition' and 
the recommendation of marijuana as a therapeutic option;"  
 
Amendment 20 is very specific in defining what qualifies as a debilitating medical condition. 
 

(a) "Debilitating medical condition" means: 
(I) Cancer, glaucoma, positive status for human immunodeficiency virus, or acquired immune 
deficiency syndrome, or treatment for such conditions; 
(II) A chronic or debilitating disease or medical condition, or treatment for such conditions, 
which produces, for a specific patient, one or more of the following, and for which, in the 
professional opinion of the patient's physician, such condition or conditions reasonably may be 
alleviated by the medical use of marijuana: cachexia; severe pain; severe nausea; seizures, 



including those that are characteristic of epilepsy; or persistent muscle spasms, including those 
that are characteristic of multiple sclerosis. 

 
It is inappropriate for the Medical Board or a physician to second-guess the Colorado Constitution or the 
wisdom of the voters. A patient diagnosed with any of those conditions is considered debilitated for the 
purposes of medical marijuana. 
 
9. Documentation of prior treatment modalities with outcomes; and 10. Documentation of alternatives 
to marijuana; 
 
Although most patients have tried numerous medical treatments before turning to medical marijuana, it 
should not be considered only as the medicine of last resort. Patients shouldn't be expected, or forced, 
to try everything else first. If, as Amendment 20 says, "the patient was advised by his or her physician, in 
the context of a bona fide physician-patient relationship, that the patient might benefit from the medical 
use of marijuana in connection with a debilitating medical condition," that should be sufficient to satisfy 
any requirements. There may not be prior treatment modalities or alternatives to marijuana to 
document. Physicians and patients shouldn't be penalized for that. 
 
Expanded plant counts. Requiring "documentation of a stepwise progression of efficacy" is 
unreasonable and does not consider that marijuana affects each patient differently, that titration is 
determined by the patient, or the wide variety of strains or means of consumption utilized. Many 
medicinal strains, like those high in CBD, do not produce much usable product and require a longer 
growing cycle. Patients choosing to consume edibles or to juice raw cannabis need more plant material 
than smoking or vaporizing. Producing concentrated oil, primarily used by pediatric epilepsy patients 
and late-stage cancer patients, also requires more plant material. Requiring a stepwise progression does 
not accommodate this variability.  
 
In a perfect world, we'd have lots of research into the efficacy of medical marijuana. Doctors would be 
trained in the medical use of marijuana in medical school. Physicians would be able to specialize in 
cannabinoid therapy. Patients and physicians wouldn't have to face stigma and additional scrutiny 
because they choose medical marijuana as the best option. Patients would be allowed to use medical 
marijuana in hospitals and hospice centers. Doctors across Colorado would feel comfortable 
recommending medical marijuana without fear of reprisal by local communities or the state.  
 
But this isn't a perfect world. 
 
Marijuana doesn't fit neatly into the traditional medical model. It suffers from decades of prohibition 
and conflicts in legal status with the federal government. Medical marijuana patients and doctors are 
discriminated against at every turn. Conducting quality research is nearly impossible. Doctors aren't 
getting the information they need. And yet, none of that precludes the medicinal benefits of marijuana 
for the patients who choose it; nor should it. 
 
In the modern version of the Hippocratic Oath, doctors are reminded that medicine is as much an art as 
a science. We may not have all the information and research we might like, but with over 113,000 
patients currently on the registry, we have living proof that medical marijuana is relieving suffering each 
and every day. The use of marijuana for medical purposes is a legal activity in Colorado, and should be 
treated as such. I am grateful for the brave physicians who have taken the bold step to serve patients by 



learning about and recommending medical marijuana as a treatment option because they are saving 
lives. 
 
I believe that, in 2000, when the voters of Colorado passed Amendment 20, their intent was to relieve 
suffering and provide healing to those who had been failed by the medical community. Please, don't fail 
patients now by implementing guidelines so stringent that doctors are discouraged from providing the 
relief to the thousands of patients across the state that depend on them. Please don't fail patients now 
by requiring unnecessary and expensive tests and assessments that patients, often those with the 
greatest need, cannot afford.  
 
I'd like to remind you of the quote from Epidemics, Book I, of the Hippocratic school: "Practice two 
things in your dealings with disease: either help or do not harm the patient." 
 
It is unfair to doctors and patients to continue to hold medical marijuana to a higher standard than other 
specialties. Overly restrictive guidelines may lead to unintended consequences that could reduce legal, 
safe and affordable access to medical marijuana for the patients across the state. Rather than helping 
patients, you will likely harm those who need cannabis most but can afford it the least.  
 
Let me commend you for taking on a task that is obviously outside your realm of expertise. You are at a 
distinct disadvantage in trying to write policies for a field of specialty you are unfamiliar with.  
 
I encourage you to carefully consider how you move forward with these policies so that Colorado can 
lead the way and continue to be a beacon of hope to desperate patients and parents across the state 
and the country. 
 
Thank you for your consideration, 
 
Teri Robnett 
Medical Marijuana Patient 
Founder / Executive Director 
Cannabis Patients Alliance 
720-351-8403 


