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Dear Senators and Representatives,
Fully cognizant of my role as the state’s attorney and chief law enforcement officer, and
not as one of its policymakers, I have waited for some time to wade into the debate regarding the legalization of marijuana for medical use. However, after months of careful
consideration and study, and at the request of several members of the Legislature, I write
to inform you that I oppose legalization.
First, I have a significant threshold concern: state laws that allow any use of marijuana,
medical or recreational, are in direct conflict with duly-enacted and clearly-constitutional
federal law. 1 Thus, state marijuana statutes enacted in violation of federal law are damaging to the rule of law itself—a costly precedent that I urge you to bear in mind.
Beyond this unambiguous federal-preemption problem, I am deeply troubled by the parallels that experts have identified between our current opioid crisis and the rapid entrée
by many states into legalizing marijuana for medical use. 2 Shortly after I took office,
Governor Ivey asked me to cochair the Alabama Opioid Overdose and Addiction Council.
Months later, I initiated lawsuits on behalf of the State of Alabama against major opioid
manufacturers and distributors. Through these ongoing efforts, I have spent hundreds of
hours developing expertise on the pervasive effects of the opioid crisis and how it might
be solved. It is from this platform, and this specific perspective, that I feel compelled to
address my concerns with you regarding marijuana.
Throughout the course of our multistate, multibillion-dollar lawsuits, the driving force
for me has been the fact Alabama has been harder hit by opioids than most other states.
Remarkably, our state has seen one of the highest prescription rates for opioids in the
nation. According to Blue Cross Blue Shield, their members in Alabama were twice as
likely to be on a long-duration opioid regimen than the national average. This is relevant
to the marijuana debate, given the foreboding similarities between the origins of the opioid crisis and today’s aggressive campaign to legalize marijuana for medical use. Furthermore, experts have warned against the hazardous outcomes of mixing opioids with
marijuana 3—something that a state with our rate of opioid prescriptions simply cannot
afford to ignore.
I will not attempt to restate for you everything that I have reviewed or discussed with
national authorities, including the U.S. Surgeon General, but instead I will outline six
key concerns here. To wit:
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Addiction
As with opioids, marijuana is an addictive drug. 4 Marijuana is categorized as a Schedule
I drug in the Federal Controlled Substances Act due, in part, to its “high potential for
abuse.” 5 Approximately one in ten adult users of marijuana develops an addiction. 6 In
fact, there are more marijuana addicts in the United States than those addicted to cocaine,
heroin, hallucinogens, inhalants, methamphetamine, and prescription pain relievers—
combined. 7 Furthermore, just as patients build up a tolerance to opioids over time (resulting in increased dosage), “[t]olerance and dependence . . . and desensitization of type 1
cannabinoid receptors occur with repeated exposure [to marijuana].” 8 As tolerance increases with opioids, patients require progressively higher doses to obtain the same levels
of pain reduction that he or she has become accustomed to—and the same is true of marijuana. 9 Correspondingly, marijuana dosing (like opioid dosing) will have to be increased
over time to produce the same result. 10 Not surprisingly, as with opioids, a distinct withdrawal syndrome caused by cessation of regular or long-term marijuana use is “wellrecognized” by experts. 11 While the scientific community works to find safer alternatives
to opioids, we should be loath to embrace or promote another substance that is both psychoactive and addictive.
Treating Opioid Addiction with Marijuana
Existing evidence does not support the claim that medical marijuana is ameliorating the
opioid epidemic, 12 nor does it support the claim that access to marijuana reduces opioidoverdose deaths. 13 Though some version of these claims continue to be repeated in the
media and in policy debates around the country, they have been debunked by medical
research. As noted by the director of the National Institute on Drug Abuse, “scientific
evidence does not support claims that marijuana helps people kick opioids.” 14 Researchers
from Columbia University determined that people do not substitute marijuana for prescription opioids. 15 New and widely reported research from Stanford University revealed
that states with medical-marijuana laws experienced an increased rate of opioid overdose
deaths by 22.7%. 16 Further, the study uncovered no evidence that either broader marijuana
laws or more restrictive ones were associated with changes in opioid overdose mortality
rates. 17 As one of the Stanford researchers told the Washington Post in June, “[The] big
takeaway for me here is, if policymakers are pursuing cannabis legalization as a way to
address the opioid crisis, it’s probably going to be disappointing.” 18 Notably, in late November, it was announced that the federal government would withhold federal grants to
states for opioid treatment if the treatment involved marijuana because “there’s zero evidence” that marijuana can treat opioid addiction. 19
Long-Term Use
As with opioids, medical marijuana is often advertised for short-term use or for the terminally ill, yet data from across the country demonstrates that it is disproportionately
“prescribed” for chronic pain—a condition that leads to long-term, even lifelong, treatment. 20 In fact, less than 5% of people in medical-marijuana programs around the country
have cancer or HIV. 21 As with opioids, we do not know what the outlook is for patients
who use marijuana for extended lengths of time. 22 Long-term marijuana exposure is associated with cognitive impairment, development of addiction, abnormal brain development, and symptoms of mental-health conditions. 23 Amazingly, at the inception of the
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opioid crisis, no studies had been conducted involving the long-term outcomes of opioid
use, nor was there evidence that opioids would improve patients’ pain and function for
the long term 24—and the same is true for marijuana. 25
Overstating Benefits, Downplaying Risks
As was true with opioids, money is driving the push to legalize marijuana and to promote
its use for an ever-expanding list of conditions—the benefits of which are largely unfounded. For context, before Purdue Pharma released OxyContin in the mid-90s, opioids
were used to treat severe pain over the short term with the exception of terminally-ill
patients. When Purdue launched OxyContin, it sought to broaden its use to chronic pain—
a more widespread condition that entails months or even years of treatment, and thus
increased revenue. We have seen a similar “broadening” of the promoted uses of marijuana. Across the country, states began by legalizing marijuana for treating individuals with
cancer, HIV, PTSD, and glaucoma. But now, as evidenced by the legislation introduced
in our own state last year, marijuana is being pushed as appropriate for treating addiction,
anxiety, schizophrenia, and sleep disorders. 26 Just as Purdue overstated the benefits of
opioids while hiding the lack of evidence supporting their use and omitting or mischaracterizing the adverse effects, a cursory look at the research on marijuana reveals that
many proponents appear to overstate its benefits and downplay or ignore its risks. Consider, for example, the use of marijuana for PTSD: the American Psychiatric Association
has concluded that not only does marijuana fail to deliver better outcomes for those with
PTSD, but it actually produces poorer ones. 27 Two notable studies published in the past
year found it unlikely that cannabinoids are highly effective medicines for chronic, noncancer pain; 28 moreover, an article published by the American Pain Society stated it a bit
more frankly: “[s]tate policy and public opinion regarding the therapeutic role of cannabis
for chronic pain . . . has rapidly outpaced the evidence.” 29 Another recent study found
that greater cannabis use is associated with poorer symptomatic outcomes in patients with
wide-ranging anxiety and mood diagnoses. 30
(In)Effective Regulation
As was true with opioids, the State of Alabama is not prepared to effectively regulate or
monitor marijuana. Alabama’s own opioid council has recognized, and our litigation has
underscored, that the state does not have the means or personnel for collecting the kind
of data necessary to aid public-health authorities (a traditional role of the Centers for
Disease Control and Prevention), to assist law enforcement in keeping dangerous substances away from vulnerable populations, or to ensure that dispensed marijuana is free
from contaminants (a traditional role of the U.S. Food and Drug Administration). As the
state’s opioid council concludes in its report, “A coordinated response to a public health
crisis is aided by rapid access to current data.” 31 A recent article published by the American Medical Association noted the disadvantages that states face in this context: “[S]tatelevel data and surveillance systems . . . are often not as accurate or useful [as the CDC]
for recognizing the magnitude of a brewing epidemic or producing reliable, real-time
estimates of the impact of an ongoing epidemic.” 32 For a state heavily reliant upon the
vast resources of the federal government, the problem of adequate regulation and monitoring is substantially exacerbated when these resources are absent. 33
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Mixing Marijuana and Prescription Drugs
As with opioids, the inability of health-care providers to track “prescriptions” for marijuana presents significant risks. Effective prescription-drug monitoring and management
has been identified as a critical tool in combatting the proliferation of opioids across the
country. As a result, improved and modernized prescription-drug monitoring is a central
tenet of Alabama’s opioid remediation plan and was the basis for a $1.1 million appropriation from the Legislature last session. Neither a patient’s primary health-care provider
nor the patient’s marijuana “dispenser” can hope to safely or responsibly prescribe/dispense without a firm grasp on the patient’s full medical and prescription history—including the prescriber, the dosage, and the supply. 34 This matters doubly because marijuana
can change how a patient’s prescription drugs work and can significantly and negatively
affect patient outcomes. 35 To make matters worse, there is currently no uniform system
that would allow providers to determine marijuana dosage. 36 Further, when marijuana is
added to an existing opioid regimen and the opioid dose is not subsequently decreased,
experts have determined that “it seems likely that the synergistic effects on psychomotor
slowing, depressed sensorium, and delirium would lead to an increased risk of motor
vehicle crashes, falls, trauma, and overdose mortality.” 37 Of course, since marijuana cannot be legally “prescribed,” a patient using both marijuana and opioids will not have a
single prescriber to monitor the drugs’ interaction. 38
* * *
As your partner in public service, I would view it as an abdication of my duty to you, and
to the public, to stay silent on this matter. While I do not question the motives or intentions of any member of the Legislature who does support legalization, the many unanswered questions and potential ramifications are undeniable. My fear is that while we
fight in court for funding to remediate the opioid crisis, we will exacerbate that problem
while creating a new one. We will work to provide access to recovery programs for those
with opioid addiction, while the number of those who need help grows and even expands
to those who develop a marijuana addiction. We will attempt to educate individuals about
the long-term effects of opioid use, while endorsing the use of another dangerous drug
with negative or, at best, nebulous long-term effects. We will bring in medication by the
truckload to treat opioid-use disorder, but it will have no impact at all on those who turn
to marijuana instead or who choose to combine the two drugs.
Before you proceed further in this debate, I humbly ask that you consider the foregoing
information and the lasting consequences of legalizing “medical” marijuana in Alabama.
Respectfully submitted,

Attorney General
State of Alabama
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