
NORML CONFERENCE 2014 TALK – the law regarding medicinal cannabis 

 Introduction 

The international treaties governing the treatment of cannabis in NZ are the 1961 Narcotics 

Single Convention, the 1971 Convention on Psychotropic Substances and the 1988 

Convention on the Illicit Trade of Narcotic Drugs.   
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The scheduling of cannabis under these Conventions lists cannabis in Schedule I and IV of 

the 1961 Single Convention on Narcotic Drugs.  

Schedule I contains substances that are deemed “highly addictive and liable to abuse” .   

Schedule IV is a subset of Schedule I and is deemed those drugs that have “particularly 

dangerous properties” and are of “little or no therapeutic value”.   

In other words, Schedule IV lists what the UN deem to be the most dangerous of all drugs 

and offering little or no therapeutic benefit. And this, they deem, despite all the many studies 

done, despite the many US States setting up medicinal cannabis regimes, despite the 

underwhelming results from Portugal’s decriminalisation of cannabis, even still, in 2014, 

remains the same as in 1975 to include cannabis! 

 

 



Medical Use under The Single Convention 

 

The Single Convention repeatedly affirms the importance of medical use of controlled 

substances. The Preamble notes that "the medical use of narcotic drugs continues to be 

indispensable for the relief of pain and suffering and that adequate provision must be made to 

ensure the availability of narcotic drugs for such purposes". Articles 1, 2, 4, 9, 12, 19, and 49 

contain provisions relating to "medical and scientific" use of controlled substances. In almost 

all cases, parties are permitted to allow dispensation and use of controlled substances under a 

prescription, subject to record-keeping requirements and other restrictions. 

The Single Convention unambiguously condemns drug addiction, however, stating that 

"addiction to narcotic drugs constitutes a serious evil for the individual and is fraught with 

social and economic danger to mankind". It takes a prohibitionist approach to the problem of 

drug addiction, attempting to stop all non-medical, non-scientific use of narcotic drugs. 

Article 4 requires nations to limit use and possession of drugs to medicinal and scientific 

purposes. Article 49 allows countries to phase out coca leaf chewing, opium smoking, and 

other traditional drug uses gradually, but provides that "the use of cannabis for other than 

medical and scientific purposes must be discontinued as soon as possible." 

The discontinuation of these prohibited uses is intended to be achieved by cutting off supply. 

Rather than calling on nations to prosecute drug users, the treaty focuses on traffickers and 

producers.  

 

It should be noted that under the Single Convention, Cannabis leaves (as opposed to buds) are 

a special case. The Canadian Health Protection Branch's Cannabis Control Policy: A 

Discussion Paper found that, while the Single Convention requires nations to take measures 

against the misuse of, and illicit traffic in, cannabis buds, a ban is not required on licit 

production, distribution, and use of the leaves.  

The Single Convention defines "cannabis" as the flowering or fruiting tops of the 

cannabis plant (excluding the seeds and leaves when not accompanied by the tops) 

from which the resin has not been extracted. (Art. 1, s-para. 1(b)) It is generally 

accepted that this definition permits the legalization of the leaves of the cannabis 

plant, provided that they are not accompanied by the flowering or fruiting tops. 

However, uncertainty arises by virtue of paragraph 3 of Article 28 which requires 

parties to the Convention to "adopt such measures as may be necessary to prevent the 

misuse of, and illicit traffic in, the leaves of the cannabis plant." In summary, it 

appears that parties are not obliged to prohibit the production, distribution and use of 

the leaves (since they are not drugs, as defined in the Convention), although they must 

take necessary, although unspecified, measures to prevent their misuse and diversion 

to the illicit trade. 

The scheduling of cannabis under Schedules I and IV of the 1961 Single Convention has 

been much criticised and, in particular by the Canadian Senate Committee whose Report in 

2011 stated: 

At the U.S.’s insistence, cannabis was placed under the heaviest control regime in the 

Convention, Schedule IV. The argument for placing cannabis in this category was that 

it was widely abused. The WHO later found that cannabis could have medical 
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applications after all, but the structure was already in place and no international 

action has since been taken to correct this anomaly. 

Today, many countries have rejected the scheduling of cannabis under the Single Convention 

as scientifically untenable and have established legal regimes recognising the medicinal 

properties of cannabis and its compounds. The WHO already recommended moving THC to 

a lower control schedule under the 1971 Convention, and the Expert Committee will soon 

also reconsider the current classification of cannabis under the 1961 Convention.  

Meanwhile, in practice, some jurisdictions have given medical schemes more legal discretion 

regarding recreational use, by permitting relatively easy access to cannabis for a wide range 

of physical and psychological complaints. 

What many regimes have to remember to take in to account in legalising cannabis is 

that Articles 23 and 28 of the Single Convention on Narcotic Drugs require cannabis-

producing nations to have a government agency that controls cultivation.  

Cultivators must deliver their total crop to the agency, which must purchase and take physical 

possession of them within four months after the end of harvest. The agency then has the 

exclusive right of "importing, exporting, wholesale trading and maintaining stocks other than 

those held by manufacturers." 

In the United States, the National Institute on Drug Abuse fulfills that function. NIDA 

administers a contract with the University of Mississippi to grow a 1.5 acre (6,000 m²) crop 

of cannabis every other year; that supply comprises the only licit source of cannabis for 

medical and research purposes in the United States.   

Similarly, in 2000, Prairie Plant Systems was awarded a five-year contract to grow cannabis 

in the Flin Flon mine for Health Canada, that nation's licit cannabis cultivation authority but 

there was provision for licensed individuals to grow up to 6 plants for their own medicinal 

use.  Under the new licensing scheme medicinal cannabis  users have to buy from federally 

authorized producers, individuals are disallowed from growing it themselves or having 

someone grow for them — a system the government said was open to abuse. 

Seizure of equipment 
Under Article 37, "Any drugs, substances and equipment used in or intended for the 

commission of any of the offenses . . . shall be liable to seizure and confiscation."  This 

Article has been incorporated in to NZ law initially by way of section 18 of the MoDA with a 

search warrant issued under the Summary Proceedings Act but now under the Search and 

Surveillance Act 2012 without one. A subject in itself which I won’t touch on today more 

than this brief mention. In terms of medicinal cannabis, the expensive equipment and the 

medicine itself is always taken by police which to our quiet-living, solo GC patients has been 

equivalent to unknown men entering your house, tipping everything out of your drawers then 

disappearing with your life support system.  The justification for entry has been to claim they 

could smell cannabis from the neighbours house or the road. The truth is that people “trade” 

their own offences for cannabis information to the police. For example, in the second case, a 

homeless man whom the GC patient took in for a few days dobbed him in having seen the 

patient’s 4 or 5 plants growing in the washhouse. 
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Hemp 
Medicinal cannabis also includes hemp which has medicinal value and is on the GC list for 

further exploration since it has negligible THC but is high in other non-psychotropic 

cannabinoids which are very valuable to the endocannabinoid system and human health. 

 

Article 28 specifically excludes industrial hemp from these regulations, stating, "This 

Convention shall not apply to the cultivation of the cannabis plant exclusively for industrial 

purposes (fibre and seed) or horticultural purposes."  

Hemp-growing countries include China, Romania, France, Germany, Netherlands, UK, and 

Hungary.  

 

Rescheduling 
The Commentary to the 1961 Single Convention points out the theoretical possibility of 

removing cannabis from Schedule IV from the Single Convention 

Those who question the particularly harmful character of cannabis and cannabis 

resin may hold that the Technical Committee of the Plenipotentiary Conference was 

under its own criteria not justified in placing these drugs in Schedule IV; but the 

approval of the Committee's action by the Plenipotentiary Conference places this 

inclusion beyond any legal doubt. Should the results of the intensive research which is 

at the time of this writing being undertaken on the effects of these two drugs so 

warrant, they could be deleted from Schedule IV, and these two drugs, as well as 

extracts and tinctures of cannabis, could be transferred from Schedule I to Schedule 

II. 

The intensive research was carried out in the late 1960s and did not support the Single 

Convention’s Scheduling of cannabis.  

Richard Nixon, the orchestrator of the war on drugs, however, dismissed it despite the fact 

that in 1964, scientists from the Hebrew University of Israel had isolated THC from cannabis 

and found it did indeed have therapeutic properties, and which discovery had initiated many 

scientific studies in to the medicinal benefits of cannabis to follow. Despite this there was no 

rescheduling of cannabis under the 1961 Single Convention but a new Convention was 

drafted which is a treaty designed to control psychoactive drugs such as amphetamines, 

barbiturates, benzodiazepines, and psychedelics.  
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[Slide 2 – Scheduling under the three UN Conventions] 

 

The Single Convention on Narcotic Drugs of 1961 could not ban the many newly discovered 

psychotropics, since its scope was limited to drugs with cannabis, coca, and opium-like 

effects. 

The 1971 Convention, which contains import and export restrictions and other rules aimed at 

limiting drug use to scientific and medical purposes, came into force on 16 August 1976.   

Its major relevance to medicinal cannabis is that it isolated THC from cannabis and renamed 

it dronabinol. 

 

This new UN treaty was called the 1971 Convention on Psychotropic Substances 

 

Dronabinol is described as the International Nonproprietary Name (INN) for a pure isomer of 

THC, (–)-trans-Δ
9
-tetrahydrocannabinol, which is the main isomer found in cannabis. It is 

sold as Marinol (a registered trademark of Solvay Pharmaceuticals). 

Dronabinol was listed in the 1971 Convention on Pyschotropic Substances as a Schedule I 
drug first of all.  
In 1991, a recommendation by the WHO (World Health Organisation) to the CND 
(Commission on Narcotic Drugs) was adopted that decided that Δ9-tetrahydrocannabinol 
(also referred to as Δ9-THC) and its stereochemical variants should be transferred from 
Schedule I to Schedule II of that Convention– being of moderate or low therapeutic value. 
Thus dronabinol (as THC was now named) moved to Schedule II of the 1971 Convention. 
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At its 33rd meeting, in 2003, the World Health Organization Expert Committee on Drug Dependence 
recommended transferring THC to Schedule IV of the Convention – a drug of high therapeutic value - 
citing its medical uses and low abuse potential. The CND requested more evidence.   
In 2006,  the WHO again recommended to the CND that it be rescheduled as a Schedule IV drug 
under the 1971 Convention  based on scientific evidence, but this has never happened.  Indeed, 
WHO have openly stated that the CND give preference to political considerations over scientific 
evidence.  
The CND have kept dronabinol off the agenda ever since 2006.  
In 2013 they indicated it would be reevaluated in 2014.  
The 2014 CND conference take place this month – dronabinol is not on the agenda for reevaluation 
however; what is on the agenda is “Planning evaluation of cannabis” – no doubt planning for the 
2016 Plenipotentiary Conference when the International Conventions regarding cannabis are to be 
completely reviewed with a view to evaluating the rescheduling of cannabis and other Schedule IV 
and I controlled drugs of the Single Convention and dronabinol under Schedule II of the 1971 
Convention. 
 
The curious thing about dronabinol being the active ingredient of Marinol (Marinol being dronabinol 
in sesame oil then put in to a gelatine capsule) is that Marinol was reclassified in 1999 by the Food 
and Drug Administration (FDA) in the United States under the Controlled Substances Act as a 
Schedule III drug – a drug or other substance that has a currently accepted medical use in 
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treatment in the United States, available by prescription, considered to be non-narcotic and to have 
a low risk of physical or mental dependence.  
 
Efforts to get cannabis rescheduled as analogous to Marinol have not succeeded thus far. As a result 
of the rescheduling of Marinol from Schedule II to Schedule III under the Controlled Substances Act, 
refills are now permitted for this substance.  
Marinol has been approved by the U.S. Food and Drug Administration (FDA) in the treatment of 
anorexia in AIDS patients, as well as for refractory nausea and vomiting of patients undergoing 
chemotherapy and which has raised much controversy as to why natural THC is still a schedule I drug.  

An analog of dronabinol, nabilone, is available commercially in Canada under the trade name 

Cesamet, manufactured by Valeant Pharmaceuticals. Cesamet has also received FDA 

approval and began marketing in the U.S. in 2006.  

 

Nabilone is a synthetic cannabinoid similar to THC. Its suggested medical use is in the 

treatment of nausea and vomiting in patients undergoing cancer treatment. 

 

Approval Status 

Originally approved by the FDA for use in the US in 1985, but removed from the market 

until re-approved by the FDA on May 15, 2006 and made available in US pharmacies on 

Aug. 17, 2006. Also approved in United Kingdom and Australia (1982), Canada (1981), and 

Mexico (2007). 

 

On May 15, 2006, the FDA approved safety labeling revisions for nabilone (Cesamet 1-mg 

capsules) to advise of warnings and precautions related to its use, such as its potential to 

affect the mental state of a patient. 

 On Feb. 22, 2007, Valeant announced the submission of an Investigational New Drug 

application to test Cesamet as a treatment for chemotherapy-induced neuropathic pain. 

 

Nabilone/Cesamet  is a Schedule II drug. 

 

 

 

So we see that between the US-led UN Conventions and the US Controlled Substances Act, 

there is a degree of conflict regarding the scheduling of cannabis and its psychoactive 

ingredient THC,  pharmaceutical preparations of THC and analogs of THC. Although they 

are all essentially the same substance they have been listed in different schedules and thereby 

ranked differently with regard to their therapeutic value! Ironically, it is the psychoactive 

substance THC as found in its raw form, cannabis, which psyochactive properties are 

tempered and subdued by the other cannabinoids, is considered the most highly dangerous 

and with little or no therapeutic value and ranked Schedule I and IV!  
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In a 2002 letter from the Drug Enforcement Association to prominent activist and petitioner 

for the rescheduling of cannabis, Dr Jon Gettman,  the DEA  attempted to distinguish 

dronabinol, marinol and THC in the following way:  

 

“In a letter dated June 28, 1999, the Administrator of DEA clarified . . . the point that 

"dronabinol" is the United States Adopted Name for the substance (-)-Δ-9-(trans)-

tetrahydrocannabinol (also designated (-)-[Delta-9]-(trans)-THC), which is generally 

accepted as the primary psychoactive ingredient in marijuana. See 21 C.F.R. § 1308.12(f)(1). 

Marinol is the brand name of a specific pharmaceutical product approved by the Food and 

Drug Administration (FDA) that contains synthetically manufactured dronabinol in sesame 

oil and encapsulated in a soft gelatin capsule. Id. Dronabinol is the active ingredient in 

Marinol. The specific product formulation along, Marinol (dronabinol in sesame oil and 

encapsulated in a soft gelatin capsule), remains in schedule III. See 64 FR, 35928, 21 C.F.R. 

§ 1308.13 (g)(1). Dronabinol, in its pure form, is a Schedule I controlled substance since it is 

one of the tetrahydrocannabinols and it has no currently accepted medical use in the United 

States. See 21 U.S.C. § 812(b)(1); 21 C.F.R. §1308.11(d)(27). “ 

 
In plain English, the DEA explains that for regulatory purposes THC has been renamed 

dronabinol, and that it only has an accepted medical use when it is mixed with sesame oil and 

placed in a capsule. This semantic exercise allows the DEA to deny that THC has an accepted 

medical use in the United States. THC, according to DEA, is the same chemical as dronabinol, 

which has an accepted medical use when it is placed in a gelatin capsule and referred to as 

Marinol. Despite the fact that THC, dronabinol, and Marinol all refer to the same active 

ingredient, DEA insists that the name of THC be changed twice-over before it can be referred to 

as a drug with accepted medical use. While this is precisely correct in legal and regulatory 

contexts, DEA's semantic exercise begs reference to Shakespeare's famous observation: "That 

which we call a rose, By any other name would smell as sweet."  

 

 

 

On two occasions cannabis  advocates have petitioned the DEA to reconsider the 

classification, citing the medical benefits of cannabis. They also noted that 16 states and the 

District of Columbia have opted to allow medical use of cannabis in some instances. 

But the DEA turned down the most recent petition last year and made no change in the 

classification schedule. By way of explanation, the agency said there was not a scientific 

consensus on the medical benefits of cannabis. It also said cannabis has many "chemical 

components" that are not well understood. 

In 2012 a medical marijuana advocate urged a federal appeals court to require the U.S. 

government to relax, or at least rethink, a more-than-40-year-old rule that treats cannabis as a 

highly dangerous drug with no medical value.  

A Justice Department lawyer said the government remained convinced of the danger of 

cannabis. "It's the most widely abused drug in the United States," said Lena Watkins, the 

government lawyer. 

 

The case was heard by a veteran panel of three judges who questioned whether they were in a 

position to reject the DEA's determination. 

"Don't we have to defer to their judgment on what the medical studies show?” asked Judge 

Merrick Garland. "We're not scientists. They are." 



"The real question is to what extent we have to defer to the agency," added Judge Harry 

Edwards. The two judges said they could not overturn the DEA's decision unless they found 

it to be "arbitrary and capricious." 

Joe Elford, counsel for Americans for Safe Access, responded that the judges should send the 

case back to the DEA to require the agency to hold a hearing to consider research over the 

last decade on the benefits of cannabis. 

Judge Karen Henderson, the third member of the panel, noted that changing the classification 

of cannabis would not decriminalize it. "It would still be illegal," she said.” 

:-D  It is plain that the US Federal Courts are unwilling to take on the DEA. 

With NZ a lapdog to the US, it is no wonder then that the Courts here have steered well away 

from any proactive stance on the interpretation of cannabis laws, and that the domestic law in 

NZ regarding cannabis and the two prescription medicines, THC and CBD,  are also similarly 

confused and conflicting.  

 

 

NZ Domestic Law 

The domestic law governing the use, possession and supply of the plant cannabis in New 

Zealand is contained in the Misuse of Drugs Act 1975 and its 1977 Regulations. The 

legislation governing the prescription medicines THC and CBD are contained in the 

Medicines Act 1981 and its 1984 Regulations.  

 

The MoDA does not distinguish between the recreational  and medicinal use of cannabis but 

makes any dealing, possession and use of cannabis illegal and a criminal offence under 

sections 6 and 7 of the MoDA unless:- 

 

(a)  a person is exempt under section 8 MODA from prosecution under sections 6 and 7 of the 

Misuse of Drugs Act:  

 

-   and under section 8 the possibilities of (i) a person being prescribed raw cannabis and (ii) 

obtaining a licence under section 14 MoDA have been examined and are currently being 

pursued by GreenCross and I will come back to this later in my talk  

(b) it comes within the exclusion of the definition of controlled drug which is “a medicine 

under the Medicines Act 1981”:   

 

- here the Medicines Regulations 1984 were amended in 2012 to include THC and CBD 

which is relevant to GreenCross’s pursuit to gain co-operation from doctors and their advisers 

and then the Ministry of Health to obtain lawul supply in terms of a licence and which I shall 

come to later in my talk; 

(c) it comes within the definition of a dietary supplement under the Dietary Supplements 

Regulations:   

 

- I will refer to this possibility later in my talk  



(d)  it comes within the definition of a herbal or homeopathic remedy under the Medicines 

Act 1981. 

 

- I will briefly refer to this possibility later also 

Under the Misuse of Drugs Act, the relevant exceptions for raw cannabis to be considered a 

lawful medicine is to obtain a licence to grow it for medicinal use relying on the support of a 

doctor either by obtaining a recommendation for cannabis or a prescription for THC and 

CBD from the doctor under section 25 of the Medicines Act 1981 AND the need for him/her 

to agree to a study (as required by the MoH) OR  

for it to be treated as an unapproved medicine or herbal or homeopathic remedy under the 

Medicines Act, OR 

a dietary supplement under the Dietary Supplements Regulations which are themselves 

issued under the Food Act. 

Otherwise, medicinal cannabis is confined to the currently unapproved pharmaceutical 

products offered and available in NZ under sections 25 and 29 of the Medicines Act (or 

maybe one day a standing order under the Medicines (Standing Order) Regulations 2002).  

 

These possibilities are what GreenCross NZ have been pursuing, developing and working 

with since Billy McKee enveigled me in to working for GreenCross after his court case about 

this time last year. This work calls upon the imagination because you are working with 

legislation that has never considered the possibility of raw cannabis as a lawful medicine and 

I have always enjoyed this sort of work. Add the philosophical hooks of the insult to human 

rights, the libertarian principles of freedom and the non initiation of force  and Billy’s aim to 

have me work with him for CLR and GreenCross was not really so difficult.  

But the moral and intellectual pursuit for CLR was not all that hooked me. As time went on, 

my emotional drive took the lead as I grew to really love Billy and the people who are our 

GreenCross members and my concern for their circumstances and medical conditions would 

have made me almost a criminal had I turned my back on this after all I learned from and 

following  Billy’s appeal case.   

 

GC Members 

 

Almost every GC member is in chronic pain, dying of cancer, suffering seizures, allergic , 

resistant, intolerant or even tolerant to the pharmaceutical medicines they have been on for 

years, a victim of medical mishap, a victim of extreme violence or an accident leaving them 

with serious brain or physical injuries, depressed ...  and almost all of these people suffer 

suicidal ideation – mainly due to being in constant pain - they don’t have a constant supply of 

cannabis - and that terrible feeling of hopelessness and despair at their lives.  Almost all the 

women I have got to know have been victims of either one or more instances of sexual, 

physical and emotional abuse as children and as adults they are suffering  many diseases of 

the autoimmune system and disorders of the nervous system. Collectively, these people are 

probably the most vulnerable, desperately lonely, alone and unsupported people I have ever 

met. Some are working (with the greatest of difficulty and their work is often disrupted at 

times due to their ill health) but most are on an invalids benefits and ACC and live alone. 

They are the most vulnerable people I have ever met but they are also some of the best people 

I have ever met: deeply moral, compassionate, humble and kind. 

 

These are people who have tried everything their doctor has offered them but who know that 



it is cannabis that helps them get out of bed and lead functional lives by relieving pain, 

seizures, sleep disorders, PTSD and without the permanent nasty side effects of 

pharmaceuticals as well as helping them to forget (for forgetting is a surprising but factual 

function of the endocannabinoid system as discovered in 1988 and for which cannabis offers 

supplementary cannabinoids to stimulate the cannabinoid receptors when the body fails to 

produce its own.  

 

As I said earlier, it was in 1964 that the Israeli scientists at the Hebrew University in 

Jerusalem discovered  and isolated THC and other cannabinoids in the plant cannabis and 

found these to possess certain medicinal qualities.  More than 60 different cannabinoids and 

over 400 active components have been identified in samples of cannabis.  Later, in 1988, the 

endocannabinoid system was discovered in humans including its two cannabinoid receptors 

CB1, governing human mental health, and CB2, governing human physical health.  

 

Although humans are capable of creating their own cannabinoids, it is understood that in 

some humans – and in fact it is many - this process and their bodies are deficient of 

cannabinoids or the receptors are malfunctioning and it is cannabis that can provide 

cannabinoids as a dietary supplement or to stimulate the human body to create its own 

endocannabinoids again or to stimulate the cannabinoid receptors and rectify failing human 

health.    The CB1 receptor is densely distributed in areas of the brain related to motor control, 

cognition, emotional responses, motivated behaviour and homeostasis. Outside the brain, the 

endocannabinoid system is one of the crucial modulators of the autonomic nervous system, 

the immune system and microcirculation.  

Four physiological processes of the endocannabinoid system that are pertinent to all our 

GreenCross members include     

appetite,   pain-sensation,    mood, and    memory.  

 

So spurred on by the reading of all the many thousands of scientific studies about cannabis 

and its incredible dietary benefits for humans including  cannabinoids which are a necessity 

for a deficient human endocannabinoid system – and even a preventative for illness in a 

healthy and functioning one -  but also its proven therapeutic and healing properties in both 

animals and humans and the call of justice to protect these very, very sick people from any 

legal misfortunes that might befall them, Billy and I set about with enormous determination 

to find a way forward that would not require a change to the law since people had been 

begging the government for this for over 30 years without any success.   
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Many different cannabinoids are found in the leaves of the cannabis plant – in fact the 

cannabinoids are created in the leaves and migrate to the flowers - and it is possible that the 

law relating to dietary supplements could be manipulated so as to offer a dietary supplement 

provided that there were no therapeutic claims made of the product and that the cannabinoids 

listed as prescription medicines were not contained in the leaf/product. The other argument to 

support cannabis as a dietary supplement is that it is THCA is found in the unheated, undried 

cannabis plant. It only becomes THC – the prescription medicine – upon drying and/or 

heating. So if that argument was sustainable, cannabis leaves could be juiced or put in 

capsules or processed in some new way to ensure that the cannabinoids retained the acid in 

the compound to avoid being the prescription medicines CBD and THC but remained THCA 

and CBDA. Food for thought for the Dietary Regulations!  

Since lawful supply would require a licence to grow and to deal, however, it is more likely 

(given the Ministry of Health’s reluctance to issue licences – none so far) that any dietary 

supplement of cannabis would require its being made overseas and imported which would 

mean the need for an importing licence. 

 

Homeopathic and herbal remedies are also possible but, again, these remedies can not include 

anything that contains a prescription medicine (THC or CBD) so the same argument would 

apply here and also ned to be tested as to whether it was acceptable.   

Ministerial consent is only required for the distribution of a herbal remedy which is sold with 

a recommendation for use for a therapeutic purpose, and to make it in NZ the co-operation of 

government for lawful supply of cannabis in this country and so would require importing. 

 

Returning to the Schedules, now, you can see that cannabis is either a Class C or Class B 

controlled drug.  

 

(Read these through) 
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The consequences under the current law, should any of our sick and dying GC patients be 

discovered using cannabis as a medicine that the govt does not recognise as such in its raw 

form of the plant (though it does, ironically, recognise the constituents of cannabis, THC and 

CBD as medicines  – and which point I will return to) would mean that any cannabis charge 

could bring these patients either:- 

 

 up to 10 years or 14 years imprisonment  for dealing in a Class C or Class B offence 

respectively ; or  

 

up to a 6 month period of incarceration plus up to $500 in fines for possession or use.  

 

This is what these sick people must risk in order to pursue their rights to life, health and self-

determination – and this only after they have already been treated like criminals by the police, 

received little respect from their lawyers and suffered the additional stress and costs of court 

proceedings on top of their pre-existing illnesses, pain and despair.    

In less than one year three extremely ill GC members have been dragged through the court 

system and experienced all this.  And there have been two other cases I have read about in the 

newspaper.  

GreenCross has now intitiated a policy where any GreenCross patient who faces cannabis 

charges will receive assistance in the form of  a standard letter to the patient’s lawyer 

explaining the political history of cannabis and includes quotes from the Canadian case R V 

Parker where the Judge very forcefully criticised the government for its racist, ignorant and 

unconstitutional, unjust laws. This case was responsible for intitiating Canada’s current 

medical marijuana laws and system. This initial letter is quickly followed up with a phonecall 

from me about why the patient’s medical condition would benefit from medicinal cannabis 

and I then email the lawyer some scientific studies from reputable journals to provide 

supporting evidence for the benefits of cannabis to his/her particular medical condition and 

justifying the patient’s use of cannabis as a medicine.  This information is only valid for the 

sentencing however in a non-jury trial. The patients have reported that they have received 

greater respect and a better treatment and motivation from the lawyer once he or she has been 

educated in this way however and that is important.  The other importance of this policy, 

though, is to further educate an educated and relevant profession who are actively involved in 

the law itself and who talk amongst one another. 

I should acknowledge that the first cannabis charges laid since I joined GreenCross were in 

respect of a man with severe brain injuries as a result of being violently and unexpectedly 

attacked as a young man court case was in Dunedin. He suffered in many ways but cannabis 

relieved his terrible constant  headaches, helped his sleep and avoided the nightmares where 

he relived the attack and, as we later discovered, there were numerous studies that promised 

repair to his brain injury.  We sought the excellent help from Julian Crawford who also 

involved Geoff Noller – and both of whom actively assisted our GC patient. Julian and Geoff 

generously attended the consultations with his lawyer and educated him. This was my first 

experience of a desperately sick man being treated without any compassion or kindness by 

police and legal authorities. We contacted his local MP’s office to make known the problem 

he had suffered and to also explain that as a result this poor man was having to leave his flat 

in Balclutha to move to Dunedin because of these charges. We requested, somewhat naively, 

that the MP request that the police be persuaded to drop the charges. But of course that didn’t 

happen. (They were very sympathetic though.)  



 

It was after that case that we created the new policy. I am pleased to say that lawyers have 

proven to be very sympathetic and supportive once they understand the truth about these 

unjust laws, read R v Parker,  are provided reputable evidence of studies involving medicinal 

cannabis and learn about the only fairly recently discovered endocannabinoid system. 

 

Acting for Billy McKee at the Court of Appeal, I learned that the Judges did not seem to have 

any sympathy with our attempts to use the court as a platform to interpret the law in 

accordance with human rights to legitimise the growing or supply of medicinal cannabis to 

make the accepted exemption for prosecution for its user, logical.  In addition, the rights to 

life, liberty, self determination and health raised in our Appeal Submissions were entirely 

ignored in their CA Judgement and dismissed with the claim that our interpretation was not 

the intention of Parliament. Given the date of the legislation – 1975 – this was obvious but we 

were seeking the approach recommended by the only NZ Judge ever to have had the wit to 

enter the House of Lords, Lord Cooke of Thorndon who said that legislation must be 

interpreted in a fluid way of the times and ALWAYS bearing in mind the UN Declaration of 

Human Rights.  Our appeal to the Supreme Court, although initially prepared to hear our case 

on the grounds that our Submissions had been ignored at Step 1, later denied our appeal’s 

progression. 

The 30 year struggle with the government to change the laws with regard to medicinal 

cannabis has also been dismissed on dubious and outdated evidence in the Select 

Committee’s recent majority decision following the petition by William Rea. I should point 

out that one of the members of this Select Committee did however make a gallant attempt in 

his minority view to speak the truth and subtly corrected the errors of the majority view. 

Thank you Kevin Hague. 

 

Prior to the Select Committee’s decision, I learned that the reluctance from government to 

acknowledge the therapeutic benefits of cannabis extends to its Ministry of Health also who 

declined an Application for a licence to grow cannabis for one of our very, very crippled 

GreenCross patients – a victim of medical mishap - despite the Application being 

accompanied with written support from her doctor, our providing numerous scientific studies 

backing up the benefits of cannabis to her medical conditions, and offering a study in an 

almost identical form as one currently accepted as a “study” – which is a condition to any 

licence being granted -  being undertaken in Colorado by a doctor. The only difference 

between our “study” and the doctor’s accepted study in Colorado were the range of numbers 

offered to the patient for their subjective assessment on a range of medical symptoms. We 

offered 1-10; the Colorado study offered 1- 100. However, small success - we did manage to 

have the Ministry of Health identify to us in writing how they interpreted the word “study” 

given that this word is not defined in the Act. They said that they would define “study” as “A 
detailed investigation and analysis of a subject or situation.”   

 

So we decided then to change the GreenCross Application Form to include in the Second Part 

of the Application - where the doctor states that he would support his  patient’s use of 

cannabis – his agreement that if the patient were able to have cannabis lawfully supplied he 

would agree to a detailed investigation and analysis of the effect of cannabis on his patient’s 

health. We also offered the support of GreenCross in any preparation of questionnaires or 

other thing that the doctor might require for his study. With our offer to do the dogsbody 

work, we considered that the request for his agreement to perform the study as required by 



the MoH in order to get a licence to grow, was no more than to ask a doctor to perform his 

ordinary supervisory medical role.  

In addition to this, we also asked that the doctor complete a prescription for THC and CBD in 

the form of raw cannabis at specified dosages per day to support the Application to the MoH 

for a licence to grow on the basis that only upon the licence being issued would the 

prescription be approved by the Minister of Health and able to be lawfully prescribed and 

supplied in one go.  

One of our GreenCross patients who has a serious brain injury has for several years been 

given prescriptions for various cannabis products from his GP and specialist and which 

cannabis products he imports. The Ministry of Health are aware of this. He was also charged 

with cannabis offences – presumably identified by Customs and reported to the police - but 

all his charges have been dropped, including a charge for possession and use of hashish. 

 

 However, both these requests of the doctors have not been met with quite the co-operation 

we expected. The two problems that have arisen are  

(a) that although the patient’s GP is happy to sign the form, he is part of a wider practice 

and other GPs in the practice are not happy for him to do so on the basis that they will 

at times be required to fill in for the doctor when he is away and they do not feel 

knowledgeable or competent or comfortable about cannabis as a medicine; and 

(b)  
 (b) The Medical Protection Society when consulted have advised doctors not to write 

the prescription or sign the Form claiming that it would be illegal to do so; however 

they offer no legal rationale for this.  

Thus we have now had to write to the Medical Protection Society. The Medical Protection 

Society is a non-profit organisation that provides indemnities for doctors. Basically they are 

insurers or any malpractice. We have written  a detailed summation of the Medicines Act 

1981 and the basis of our analysis why both our requests are legitimate,  being the 

relationship between section 25 of the Medicines Act (writing prescriptions for the 

procurement of an unapproved medicine ) and the fact that THC and CBD are prescription 

medicines listed in Part 1 of the Medicines Regulations 1984 – both of which are found in 

raw cannabis and that the remainder of the compounds that make up cannabis are innocuous 

vitamins, minerals and other non-psychotropic cannabinoids which reputable studies show 

are synergistic in the efficacy of both THC and CBD for therapeutic benefit to the patient’s 

particular medical complaint. For each particular patient whose doctors have been so advised 

by the MPS we have included reference to the best scientific studies and clinical trials 

backing up the therapeutic value of cannabis for that complaint and evidence for the lack of 

side effects or concerns for the patient and that he or she is fully informed.  We have also 

referred to the Medical Guidelines and shown how these would not be contradicted nor the 

registration of the doctors threatened because of the excessive quality information and 

evidence to justify the doctor’s  issuing of the prescription.  

Discussions with a friend  threw  up a new possible solution to alleviate any personal interest 

that may well be the basis for their negative response and that is to have cannabis patients 

agree to waive any legal claims they might otherwise possess in relation to their doctor with 



regard to  medicinal cannabis in return for his support. GreenCross could then, if necessary or 

possible, agree to separately provide umbrella insurance for its patients in this regard. I do not 

agree with the MPS ‘advice’ – it wasn’t advice based on anything rational. It is possible that 

their kneejerk reaction is a simple response because there has been no actuarial assessment of 

the effects of medicinal cannabis built in to the insurance risk and premiums. If therefore, this 

risk was waived, they may respond differently.   

 

When we have their reply we will address their concerns if they raise any further objection.  

This is a crucial and sensitive point in our progress since we need the co-operation of the 

medical profession and these advisory boards may hinder this for reasons that have nothing to 

do with the issue being sought and the wellbeing and health of the patients. But we have to 

tread gently with all tentacles out feeling for the obstacles. They are not always stated so 

obviously. 

 

We will also be addressing the relevant Medical Colleges with our views and will incorporate  

any concerns I anticipate the MPS might raise and address these if they are relevant to the 

colleges. It is important to get this first letter absolutely right to the Medical Colleges of Pain, 

Pediatrics and Cancer (who will be our first approaches) hence the delay. As some of you 

may know I have been thinking about this and planning the letter for some months now. 

 

So while we continue to seek the co-operation from the medical profession to support the use 

of medicinal cannabis in NZ,  we are left with one of several pharmaceutical cannabis 

medicines that the government will allow its citizens to obtain lawfully – but not freely in 

every sense of the word since a bit of cash is required - and the first is Sativex.  

Sativex came to NZ in 2011. The law caught up with the reality by amending the Medicines 

Act in 2012 to include tetrahydrocannabinol  and cannabidiol in Part 1, Schedule 1 of the 

Medicines Regulations 1984 – i.e. adding THC and CBD to the list of prescription medicines.  

 

 

 

[Slide 10 : Part 1, Schedule 1 Medicines Act as amended in 2012 - Prescription 

Medicines now include tetrahydrocannabinol (THC) and cannabidiol (CBD) ] 



 

 

So here we see the government’s acknowledgement that the very same psychotropic 

substance that made cannabis illegal in the first place, that most dangerous of substances, 

THC, plus a non-psychotropic cannabinoid, CBD, have therapeutic value.   

 

Since cannabis contains over 80 cannabinoids (including THC and CBD) which studies have 

found to be synergistic in their medicinal properties,  the Medicines Act  1981 in confining 

cannabis to merely two of its cannabinoids, has had the effect of denying the full use of the 

raw plant as a medicine under this Act.  

 

Sativex at 50% THC and 50% CBD is the first cannabis based pharmaceutical to be approved 

for multiple sclerosis in NZ. Any other treatment using Sativex is not approved  

 

 

 

 

 

[Slide11:  Sativex and its description and make up of approximately 50% THC : 50% 

CBD] 



 

Sativex
®
  is a pharmaceutical product from GW Pharmaceuticals in the UK. It is an 

oromucosal (mouth) spray containing cannabis extracts that administers a metered, actuated 

dose. Each 100 microlitre spray contains 2.7 mg delta-9-tetracannabinol (THC) and 2.5 mg 

cannabidiol (CBD). 

In New Zealand Sativex
®

 is approved for use as an add-on treatment for symptom 

improvement in patients with moderate to severe spasticity due to Multiple Sclerosis who 

have not responded adequately to other anti-spasticity medication and who demonstrate 

clinically significant improvement in spasticity related symptoms during an initial trial of 

therapy. 

Any other use of Sativex
®

 is an unapproved use of this medicine in New Zealand. 

 

 

Sativex
®
 is considered to be a desirable and divertible pharmaceutical due to the inherent 

nature of its active substances. Because it is a cannabis preparation, Sativex
®
 is classified as a 

Schedule 2 Class B (1) drug product under Misuse of Drugs Act 1975. 

Sativex® can currently be prescribed under section 29 (Unapproved Medicine) of the 

Medicines Act 1981. . 



Approval required before prescribing 

Ministerial approval is required before Sativex
®
 can be prescribed by a New Zealand 

registered medical practitioner, for any use, under regulation 22 of the Misuse of Drugs 

Regulations 1977. 

As part of the approval process each application for approval must be signed by an 

appropriate vocationally registered practitioner ("specialist"). Specialist endorsement is 

limited to oncologists, neurologists, anaesthetists and palliative care specialists. 

Before making an application to prescribe Sativex
®
, prescribers are advised to familiarise 

themselves with the following information: 

The New Zealand Sativex® data sheet, available at: 
www.medsafe.govt.nz/profs/Datasheet/s/sativexspray.pdf (Adobe PDF document 167 KB) 
This data sheet provides contraindications and medicines that interact with Sativex which 
may result in the the Minister declining an Application. 

Application process 

To apply for approval to prescribe Sativex
®
 in a specified patient, practitioners must complete 

one of the following application forms: 

1. Application for approved use of Sativex® (FORM 1) (Microsoft Word document 96 KB)  
2. Application for unapproved use of Sativex® (FORM 2) (Microsoft Word document 114 

KB)  

To be eligible for unapproved use of Sativex the patient’s normal physician and a 
specialist must sign the form and declare that : 
(a)the patient must have trialled adequate doses of standard treatments for the 
specified condition for appropriate periods of time withut sufficient therapeutic benefit 
or the standard treatments are not tolerated by the patient, or are contraindicated in 
the patient. 
(b) The patient has one of the following specified conditions:  
(i) nausea, anorexia, wasting (cachexia) associated to cancer and AIDS; or 
(ii) chronic pain (including cancer pain) for which other pain relief treatments are 
ineffective or hav significant/severe adverse side-effects; or 
(iii) neuropathic pain (associated with conditions including multiple sclerosis, stroke, 
cancer, spinal cord injury, severe physical trauma, and peripheral neuropathy resulting 
from diabetes); or 
(iv) muscle spasm and spasticity associated with spinal cord injury. 

The patient must also sign his consent to the treatment and that he is fully informed of 
the risks and potential dangers attached to Sativex and if abusd or diverted the 
application is invalid and future applications will be declined. 

The application and all correspondence is then sent to Sativex Applications, Medicines 

Control at the Ministry of Health.  

http://www.medsafe.govt.nz/profs/Datasheet/s/sativexspray.pdf
http://www.medsafe.govt.nz/profs/RIss/SativexForm1.doc
http://www.medsafe.govt.nz/profs/RIss/SativexForm2.doc


 

GW has partnered with Health Support Ltd for the supply of Sativex® to Pharmacies. 

 GW Pharma has submitted an application to Medsafe for consideration under section 23 

(Provisional Consent). 

Currently Sativex® is not funded by PHARMAC. At approximately $1,000 per month, the cost 
of Sativex is therefore prohibitive for most of our GreenCross patients. There are patients 
who have been offered Sativex by their GPs and who would otherwise be eligible but have 
not applied bcause they can not afford it. There are patients who have Applications 
completed and are awaiting approval. There is a parent of a child patient who has received 
approval and who began treatment for Dravets Syndrome recently which has been 
dramatically successful in reducing her numbers and intensity/length of her seizures and has 
begun to enable her to talk and respond to her parents.  He told me on Thursday that she 
has in fact had only one seizure in the last 11 days. Given that she spent most o the day 
having seizures this is a remarkable and wonderful conclusion. The parent of this child finds 
the costs exorbitant though and it is unfortunate that our laws do not allow home grown, 
virtually free, medicinal cannabis as they do overseas.  His  DHB have indicated to him that 
they may agree to subsidise the cost of Sativex after a few months if it is proven beneficial 
to the child. That is neither in writing or signed however. 
Other lesser problems with Sativex are that its ratio of CBD:THC is not always the best for 

the particular medical complaint/symptom;  it does not possess the more efficacious 

synergistic properties of raw cannabis; the ethanol in the spray can cause ulcers in the mouth; 

it takes 1 hour to take effect compared to between 30 seconds and 9 minutes of smoking or 

vapourising cannabis; it is difficult and timely  to acquire since it requires a lengthy 

bureaucratic process: knowledge/learning about cannabis and signed certification by two 

doctors on a number of important matters as well as the approval of the Minister of Health.  

A recent problem that arose, for example,  is when an Application was completed and sent to 

the MoH, but one of the signatories – the  specialist of the GreenCross patient -  then went 

overseas and the MoH required that the entire application process be repeated with a new 

specialist. Given these difficulties and particularly the cost, unsurprisingly, there have been 

very few Applications made for Sativex in NZ. About 8 from memory. 

Doctors seem to be cautious if not suspicious about medicinal cannabis and in general can be 

ignorant about its therapeutic value.  

 

[And no wonder when Medsafe warns about the use of Sativex as follows: 

 

It is unclear what proportion of patients who are chronically exposed to Sativex
®
 

(cannabinoids) will develop either psychological or physical dependence. At therapeutic 

doses, Sativex
®
 may produce side-effects that are interpreted as a euphoria or cannabis-like 

"high".  

As with all controlled drugs, prescribers should monitor patients who receive Sativex
®
 for 

signs of excessive use, abuse and misuse. Patients with a personal or family history of 

substance abuse (including drug or alcohol abuse) are at higher risk of addiction than other 

patients with chronic severe disease. 

 

Prescribers should be aware that the clinical safety and efficacy has not been fully 



investigated in other medical conditions and the long-term usefulness of this medicine has not 

been established. Irrespective of whether prescribing is for an approved or unapproved use, 

extended periods of treatment should be periodically re-evaluated to examine the long-term 

safety and efficacy of the medicine for the individual patient.] 

 

The fact is that no one has ever died from cannabis abuse, there are no permanent side-effects 

from cannabis use, cannabis is seen as much as a cure for psychosis now as it was once seen 

as a cause for psychosis/schizophrenia and there is no such thing as cannabis addiction – 

though there is such a thing as cannabis dependence. However, given the patients histories 

that I have become acquainted with, it is questionable whether any dependence on cannabis 

would be as bad as the erroneous actions humans did to them in the first place to put them in 

the unenviable position they are in.  And all credit to them that they have not sought refuge 

from their pain by drowning it in alcohol.  

Sativex is not the only cannabis medicine in the world however. We have already discussed 

dronabinol/marinol, napilone above.  

Hot off the press, however, Peter Dunne has recently advised the parents of children with rare 

medical conditions that include epilepsy that he will be making Epidiolox available in New 

Zealand classified and treated in the same way as Sativex. I.e., it will be an unapproved drug 

for Dravet Syndrome and Lennox-Gastaut syndromes. He has advised that Medsafe will have 

the forms ready to go very shortly. 

 

Epidiolex, is the purified cannabinoid CBD that comes in a liquid form and contains no 

tetrahydrocannabinol (THC), the psychotropic component in cannabis. Produced by the 

biopharmaceutical company GW Pharmaceuticals, Epidiolex is a Schedule I substance by the 

U.S. Food and Drug Administration (FDA) and is closely monitored and restricted by both 

the FDA and U.S. Drug Enforcement Agency. Epidiolex is currently being tested on children 

with a rare but debilitating form of childhood epilepsy, known as Dravet Syndrome. Children 

with this condition do not respond to any existing epilepsy drugs. 

 

As I mentioned at the start of my talk the other cannabis medicine is Dronabinol/Marinol 

which is an approved drug in the USA and Canada but not in NZ.  

 

 

 

 

 

 

 

 

 



[Slide 11  of Dronabinol] 

 

 

According to the DEA, dronabinol is the INN name for THC and remains a Schedule I controlled 

drug under the Controlled Substances Act 1971 in the US which is the toughest scheduling, a drug 

that can not be prescribed and is deemed to have no therapeutic value. Put it inside a gelatine capsule 

with sesame oil and call it Marinol and suddenly it has therapeutic value and is classed under 

Schedule III of the US Act as an approved prescription drug of therapeutic value. 

United States federal law currently registers dronabinol (the INN name for THC) as a Schedule III 

controlled substance, but all other cannabinoids remain Schedule I, except synthetics like nabilone 

which is listed under Schedule II.  

 

 

 

 

 

 

http://en.wikipedia.org/wiki/Schedule_III_controlled_substance
http://en.wikipedia.org/wiki/Schedule_III_controlled_substance
http://en.wikipedia.org/wiki/Schedule_I_controlled_substance
http://en.wikipedia.org/wiki/Nabilone


[Slide 12 Controlled Substances Act USA] 

 

Go through the slide then conclude:  

United States federal law currently registers dronabinol as a Schedule III controlled 

substance, (having therapeutic value) 

 

but all other cannabinoids remain Schedule I controlled substances (having no therapeutic 

value),  

 

except synthetics like nabilone which are Schedule II controlled substance (have currently 

accepted medical use in treatment in the United States) 

 

But the USA is not alone with these confused laws and scheduling regarding the confusion in 
trying to distinguish medicinal cannabis from recreational cannabis. 

 
Compare NZ 

 

For example, in NZ the Medicines Act 1981 and its 1984 Regulations acknowledge the 

therapeutic value of THC and CBD in listing it as a prescription medicine.  

http://en.wikipedia.org/wiki/Schedule_III_controlled_substance
http://en.wikipedia.org/wiki/Schedule_III_controlled_substance
http://en.wikipedia.org/wiki/Schedule_I_controlled_substance
http://en.wikipedia.org/wiki/Nabilone


Yet the Misuse of Drugs Regulations confuses this acknowledgement by Regulation 22 

which does not allow a doctor to prescribe cannabis without the specific approval of the 

Minister of Health. Exceptions are listed in this section regarding the other prescription 

medicines that are controlled drugs i.e., cocaine, opium and morphine yet for some reason 

cannabis is excluded from this list.  

[Slide 13 Regulation 22] 

The MoDA also classifies THC specifically as a Class B drug and cannabis as a Class C drug 

– both being regarded of no therapeutic value and so dangerous as to warrant being criminal 

offences and those cannabis preparations that involve THC are deemed offences with 

penalties of up to 14 years imprisonment EVEN when being used for medicinal purposes by 

patients with the approval of their doctor in many cases (THC oil being a known and 

accepted effective treatment for nausea and pain in cancer therapy).  

The definition of controlled drug under the MoDA 1975 is similarly absurd and appears to 

contradict itself if you follow the definition sections of “controlled drug”, “controlled drug 

analogue” and then insert the listings under the Schedules pertaining to cannabis and read 

them together.   

Under section 2 of the Misuse of Drugs Act “controlled drug” and “controlled drug analogue” 

are defined :- 



 controlled drug means any substance, preparation, mixture, or article specified or 

described in Schedule 1, Schedule 2, or Schedule 3; and includes any controlled drug 

analogue 

controlled drug analogue means any substance, such as the substances specified or described 

in Part 7 of Schedule 3, that has a structure substantially similar to that of any controlled 

drug; but does not include—  

(b) any pharmacy-only medicine or prescription medicine or restricted medicine within the 

meaning of the Medicines Act 1981; 

 

The listings under Schedules pertaining to cannabis describe these Class B and Class C 

controlled drugs as follows: 

 

 [Slide 14 of the NZ laws re classification of cannabis as a controlled drug but excluding 

THC and CBD] 

 

 

http://www.legislation.govt.nz/act/public/1975/0116/latest/link.aspx?id=DLM436576
http://www.legislation.govt.nz/act/public/1975/0116/latest/link.aspx?id=DLM436586
http://www.legislation.govt.nz/act/public/1975/0116/latest/link.aspx?id=DLM436723
http://www.legislation.govt.nz/act/public/1975/0116/latest/link.aspx?id=DLM436767
http://www.legislation.govt.nz/act/public/1975/0116/latest/link.aspx?id=DLM53789


The conclusion when we put these together reads that  

 

a Class B controlled drug is any tetrahydrocannabinols or any preparation containing 

tetrahydocannabinols and includes any controlled drug analogues meaning any substance 

structurally similar to tetrahydrocannabinols but does not include tetrahydrocannabinol 

(and/or cannabidiol).   

Make sense to you?!  

 

Similarly: 

 

 a Class C controlled drug is the cannabis plant or seed including any controlled drug 

analogues meaning any substance structurally similar to cannabis plant but does not include 

THC or CBD.   

Make sense to you?! 

 

 

Does the government understand and acknowledge that Cannabis is THC and CBD?!  

And that THC is the psychoactive substance that caused all the fuss in the first place?!  

More than that, do they know that cannabis includes over 80 more cannabinoids of great 

therapeutic value also and that all these cannabinoids work synergistically for our benefit and 

better health so why confine the prescription list to THC and CBD?! 

There is no reason for them not to know this.  

 

At its most absurdly simple the Misuse of Drugs Act 1975 has this to say: 

 

That a certain class B controlled drug is any tetrahydrocannabinol including any substance 

with a similar chemical structure to tetrahydrocannabinol but does not include 

tetrahydrocannabinol. 

  

 

If this analysis is correct, it would remove THC and cannabis from the Schedules of 

controlled drugs on the basis the definition cancels itself out.  

If this were so, then our GC patients would not need a licence to grow.  

Doctors would not need the Minister of Health’s permission to prescribe THC and CBD in 

accordance with Reg 22 of the MOD Regulations!   

If this analysis is correct, imagine the pleasure in any discussion with a lawyer defending the 

next GreenCross member facing cannabis charges! 

 

GreenCross really needs to take this ludicrous state of affairs to court for a declaratory 

judgement as to whether cannabis and cannabis preparations are now actually even controlled 

drugs as defined under the Misuse of Drugs Act.  



I can think of three arguments the Court might throw at anyone making this claim. But there 

are also valid responses to this.  

Conclusion 
 
In conclusion therefore, what I have attempted to show you is that in NZ we have allowed the most 
terribly sick and vulnerable members of society to suffer from the ignorance and confusion of a 
contradictory set of international and domestic law. The confusion arises from the  scheduling of 
cannabis, on the one hand, in terms of its therapeutic value and, on the other hand, in terms of its 
deemed addictive nature and its dangerous properties under the UN 1961 and 1971 Conventions, 
the US Controlled Substances Act and, in NZ, with the Misuse of Drugs Act and the Medicines Act 
and all the range of penalties and incarceration that attend this misinformed, artificial and dishonest 
classification.  

 
People are suffering in terms of their health, security, lives and their freedom – all of which are 
fundamental rights under the UN Declaration of Human Rights which is supposed to govern all 
legislation in every country that has signed up to this Treaty. 
 The attempt to distinguish between cannabis as the dangerous psychoactive substance 
tetrahydrocannabinol under the Misuse of Drugs Act 1975 and cannabis, the therapeutic 
psychoactive substance tetrahydrocannbinol and cannabidiol under the Medicines Act 1981 is false 
and its flawed.  
 
In 2014 there still exists a stubborn and ignorant failure to acknowledge the 1964 discovery of THC 
and the other 80 plus cannabinoids at the Hebrew University, the many studies of cannabis that 
have followed and the discovery of its therapeutic value to humans by way of  how it contributes to 
and assists the endocannabinoid system as discovered in 1988 .  
 
This sort of outrageous injustice only exists when a government is not living in truth or justice and 
where ignorance, dishonesty, corruption  and a callous disregard for civil liberties, the rights to life 
and security of person under the UN Declaration of Human Rights and the protection of most 
vulnerable people are being ignored.  

 
 
 

 

 

 

 

 

 

 

 

 

 

 



 

  


