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Measure Title: RELATING TO CANNABIS FOR MEDICAL USE.  

Report Title:  
Medical Cannabis; Telehealth; Background Checks; 
Packaging; Law Enforcement; Medical Cannabis Registry 
and Regulation Special Fund; Reciprocity; Written 
Certification; Manufactured Cannabis Products  

Description:  

Amends the reciprocity program, subject to certain 
safeguards, reporting and transparency requirements, 
and payment of a visiting patient certifying fee. Extends 
the maximum period of validity of a qualifying patient's 
written certification of a debilitating medical condition. 
Allows a bona fide physician-patient or advanced 
practice registered nurse-patient relationship to be 
established via telehealth. Adds certain devices that 
provide safe pulmonary administration to the list of 
medical cannabis products that may be manufactured 
and distributed. Increases the tetrahydrocannabinol limit 
per pack or container of certain manufactured cannabis 
products. Exempts from the background check 
requirement employees of a dispensary or 
subcontracted production center or retail dispensing 
location without direct access, contact, or exposure to 
any cannabis or manufactured cannabis product. 
Conditions the department of health's mandatory 
disclosure of information and documents of dispensaries 
and production centers, for purposes of verifying 
qualifying patient information, only upon receipt of a 
legally authorized subpoena.  

Companion:  HB2729  
Package: None  
Current Referral:  CPH/PSM, JDC/WAM  
Introducer(s): BAKER (Introduced by request of another party) 
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 Testimony COMMENTING on S.B. 2718 
RELATING TO CANNABIS FOR MEDICAL USE 

SENATOR ROSALYN H. BAKER, CHAIR 
SENATE COMMITTEE ON COMMERCE, CONSUMER PROTECTION, AND HEALTH 

 
SENATOR CLARENCE K. NISHIHARA, CHAIR 
SENATE COMMITTEE ON PUBLIC SAFETY, 

INTERGOVERNMENTAL, AND MILITARY AFFAIRS 
Hearing Date: Tuesday, February 6, 2018 Room Number:  229 

 

Fiscal Implications:  None determined. 1 

Department Testimony:  Thank you for the opportunity to COMMENT on this bill.  The 2 

Department SUPPORTS some provisions with clarifications, definitions, and recommended 3 

language changes and OPPOSES other provisions. 4 

In summary, the bill: 5 

1. Allows but does not require the Department to accept written certifications of 6 

debilitating medical condition for up to 3 years if the condition is chronic in 7 

nature; 8 

2. Defines bona fide patient-provider relationship as including a relationship 9 

established via telehealth; 10 

3. Adds vaping instruments as an allowed product; 11 

4. Increases milligrams of products sold in multiple dose packs to 1,000 ml; 12 

5. Exempts certain persons from background check requirements; 13 
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6. Provides a provision for reciprocity where the dispensary verifies the out-of-state 1 

(OOS) patient qualifications; and 2 

7. Requires disclosure of dispensary information to law enforcement only upon 3 

receipt of a subpoena. 4 

Regarding accepting medical certifications for up to three (3) years, the department 5 

supports the intent of this provision with the understanding that the department will likely take a 6 

more cautious approach based on standard medical practices and recognizing that the language 7 

gives the department the authority to accept multi-year certifications but does not require it.   8 

Standard medical practice normally requires annual visits to physicians or APRNs to 9 

continue receiving ongoing prescriptions for chronic conditions.  This ensures the medical 10 

condition is in fact ongoing and determines whether specific medication or medication dosing 11 

needs to be changed.  Medical cannabis was authorized by the Legislature for medical purposes 12 

and its continued access should be consistent with other medical practices.  Otherwise, the 13 

department could be accepting certification for medical use of cannabis for a time period that 14 

exceeds the debilitating condition. 15 

Regarding patient-provider relationships, the bill seeks to redefine bona fide patient-16 

provider relationship as including a relationship established via telehealth.  The Department 17 

supports the use of telemedicine to be consistent with its support for telemedicine in the medical 18 

community and especially in rural areas with physician/APRN shortages.  However, the bill 19 

defines "telehealth" by cross-referencing to Section 453-1.3(j), HRS, and that creates an 20 

inconsistency with Section 453-1.3(c), HRS, which requires an in-person consultation to 21 
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establish a physician-patient relationship.  The department could SUPPORT this provision as 1 

long as the legislature addresses the above inconsistency. 2 

Regarding adding devices that provide safe pulmonary administration to the list of 3 

allowed manufactured products, the Department requests the Legislature define “safe pulmonary 4 

administration” and “sub-combustion temperature” and amends the bill language to ensure 5 

against the use of vaping devices for vaping or smoking of tobacco or tobacco products.   6 

The Department offers an amendment as follows to ensure against the use of devices for 7 

consumption of tobacco consistent with the Department's anti-smoking policy (amended 8 

language is underlined):  “Devices which provide safe pulmonary administration, provided that 9 

the device is distributed solely for use with single use, disposable, pre-filled and tamper-resistant 10 

sealed containers that do not contain nicotine or other tobacco related products and is used to 11 

aerosolize and deliver cannabis orally, the heating element of the device is made of inert 12 

materials such as glass, ceramic, or stainless steel, and not of plastic or rubber, and there is a 13 

temperature control on the device to ensure a sub-combustion temperature.”  Dispensaries would 14 

be required to provide signage and packaging inserts consistent with the above and Department 15 

inspections will determine compliance. 16 

Also, inserting the language on devices that provide safe pulmonary administration in this 17 

section of the current statute would require the dispensaries to manufacture the devices.  The 18 

Legislature should clarify whether the intent is to require dispensaries to manufacture the devices 19 

they sell or if they could buy manufactured devices and sell them. 20 
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Regarding multi-dose packs, the Department SUPPORTS this as cost beneficial to 1 

dispensaries and patients as long as dispensing limits are not exceeded.  Department inspections 2 

will determine compliance. 3 

Regarding exemptions from background checks, the Department recognizes that 4 

dispensaries will continue to be required to log-in and -out persons who access the properties 5 

whether the person is required to have a background check or not, and written logs can be 6 

verified during Department inspections.  However, as long as cannabis remains a Schedule I 7 

controlled substance and remains illegal under federal law, background checks should remain a 8 

requirement as part of the state’s robust regulatory requirements. 9 

Regarding reciprocity, the Department OPPOSES the proposed system.  This system 10 

would place dispensaries in a conflict of interest position of self-validating patients to whom they 11 

would sell products.  Other questions are unanswered by the bill, namely: 1. Would this simply 12 

allow an individual to purchase medical cannabis from a dispensary, or would it provide the 13 

state’s legal protection for an out-of-state individual to possess and use cannabis?;  2. Do out-of-14 

state individuals have to meet the state definition of qualifying patient including a debilitating 15 

medical condition recognized by the state?; and 3. Would the reciprocity proposed in this bill 16 

require changes to other state statute?  17 

A reciprocity program for medical cannabis is complex and requires the discipline of 18 

more independent and objective verification processes. 19 

One final comment on reciprocity is that reciprocity at this time could also jeopardize 20 

Hawaii patients’ access to medical cannabis.  Only half of the dispensaries have begun to sell 21 

medical cannabis products, and the Department continues to be responsive to dispensaries’ 22 
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requests to conduct inspections when they are ready for the next phase of cultivation or 1 

manufacture or retail sales, and the Department has also been responsive to dispensaries' requests 2 

for increased plant counts.  We have seen news stories that local dispensaries have run out of 3 

retail product.  The Department’s focus continues to be on improving access of local medical 4 

cannabis for local patients.  Creating this or any other reciprocity program at this immediate 5 

point in time could strain the availability of medical cannabis for local patients. 6 

Regarding disclosure of information to law enforcement, the Department OPPOSES this 7 

provision as problematic in the event law enforcement needs to take immediate action.  8 

Requiring subpoena could slow down law enforcement, jeopardize criminal investigations, and 9 

invite more rigorous enforcement of federal and state criminal laws. 10 

Finally, the Department respectfully requests that the exempt status of the dispensary 11 

licensing supervisor position and inspector positions be made permanent to aid in the 12 

Department’s recruitment and retention efforts.  Without permanence, the exempt status requires 13 

the positions to be renewed annually and makes it difficult for qualified persons in other 14 

permanent positions to want to apply. 15 

In summary and in closing, the Department SUPPORTS THE INTENT on parts of this 16 

bill as long as clarifications, definitions, and language changes are made, and OPPOSES other 17 

parts of the bill as potentially diminishing the state’s robust regulatory processes, potentially 18 

inviting federal law enforcement intervention, and risking access to medical cannabis by 19 

Hawaii’s local patients. 20 

Thank you for the opportunity to testify on this bill. 21 
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TESTIMONY OF 
THE DEPARTMENT OF THE ATTORNEY GENERAL 
TWENTY-NINTH LEGISLATURE, 2018                                       
 
 

ON THE FOLLOWING MEASURE: 
S.B. NO. 2718, RELATING TO CANNABIS FOR MEDICAL USE. 
 
BEFORE THE: 
SENATE COMMITTEES ON COMMERCE, CONSUMER PROTECTION, AND 
HEALTH AND ON PUBLIC SAFETY, INTERGOVERNMENTAL, AND MILITARY 
AFFAIRS  
 
DATE: Tuesday, February 6, 2018   TIME:  12:45 p.m. 

LOCATION: State Capitol, Room 229 

TESTIFIER(S): Russell A. Suzuki, Acting Attorney General, or   
  Jill T. Nagamine, Deputy Attorney General 
 
 
Chairs Baker and Nishihara and Members of the Committees: 

 The Department of the Attorney General provides the following comments on this 

bill, including our comments in opposition to sections 7, 8, and 9. 

 This bill would (1) amend the funding sources of the medical cannabis registry 

and regulation special fund to include fees derived from the certification of patients 

visiting Hawaii; (2) amend the definition of "written certification" in section 329-121, 

Hawaii Revised Statutes (HRS), to authorize the Department of Health (DOH) to allow a 

certification to be valid for up to three years for those patients whose certifier states their 

debilitating medical condition is chronic in nature; (3) amend section 329-126, HRS, to 

allow a bona fide physician-patient relationship or advanced practice registered nurse-

patient relationship to be established via telehealth; (4) amend section 329D-10, HRS, 

to add certain types of pulmonary administration devices to the types of medical 

cannabis products that may be manufactured and distributed; (5) amend section 329D-

11 to increase the allowable potency of manufactured cannabis products that are sold in 

packages of multiple doses and containers of oils from 100 milligrams of 

tetrahydrocannabinol (THC) to 1000 milligrams of THC; (6) amend section 329D-12, 

HRS, to exclude some dispensary employees and others from background check 

requirements under certain conditions; (7) amend section 329D-13, HRS, to delete the 

authority of the DOH to establish a registration process for qualifying patients from other 
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states and replace it with a method for dispensaries to determine whether a person from 

out-of-state qualifies as a patient, and to establish purchase limits for out-of-state 

qualifying patients; and (8) amend section 329D-20, HRS, to prohibit the DOH from 

disclosing information, documents, and other records in its possession to any state, 

federal, or county agency engaged in a criminal investigation or prosecution of 

violations of laws related to the operations or activities of a medical cannabis dispensary 

unless that agency obtains and provides a subpoena. 

Comments on Section 4 (page 4, line 20, through page 6, line 7) 

 This section would amend section 329-126, HRS, to allow a bona fide physician-

patient relationship or advanced practice registered nurse-patient relationship to be 

established via telehealth.  For this section to apply as intended, the word "subsection" 

at page 6, line 4, should be changed to "section."  Additionally, the definition of 

"telehealth" is cross-referenced to section 453-1.3(j), HRS, and that creates an 

inconsistency with section 453-1.3(c), HRS, which provides "For the purposes of 

prescribing opiates or medical cannabis, a physician-patient relationship shall only be 

established after an in-person consultation between the prescribing physician and the 

patient."  If the committees are inclined to advance this section, we recommend that 

these inconsistencies be resolved. 

Comments on Section 5 (page 6, line 8, through page 7, line 10) 

 This section would amend section 329D-10, HRS, to allow for the production of 

“[d]evices that provide safe pulmonary administration,” which have a temperature 

control “to ensure a sub-combustion temperature” (page 7, lines 4 through 9).  These 

terms are not defined.  If the committees are inclined to allow for the production of these 

devices, we suggest they define the terms “safe pulmonary administration” and “sub-

combustion temperature,” in order to clarify the type of devices that may be 

manufactured. 

Comments on Section 7 (page 8, line 1, through page 9, line 10) 

 This section would exempt employees of a medical cannabis dispensary, 

subcontracted production center, or retail dispensing location, as well as “[a]ny other 

person approved for access and entry by the department,” from complying with the 
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background check requirements in section 329D-12, HRS, when the employee or 

person “will have no direct access, contact, or exposure to any cannabis or 

manufactured cannabis product, and the person (not an employee) is “accompanied at 

all times on the premises by an authorized employee of the dispensary” (page 8, line 8, 

through page 9, line 5).  While the section limits the exemption to individuals who will 

not have “direct access, contact, or exposure to any cannabis or manufactured 

cannabis product,” in practice, the DOH does not have the resources to ensure that the 

individuals who use the exemption maintain distance from cannabis.  Because cannabis 

is a Schedule I controlled substance and still illegal under federal law, we recommended 

that this section be deleted from the measure so as to prevent unauthorized access, 

contact, or exposure to any cannabis or manufactured cannabis product. 

Comments on Section 8 (page 9, line 11, through page 11, line 8) 

 This section would amend section 329D-13, HRS, to delete the authority of the 

DOH to establish a registration process for qualifying patients from other states and 

replace it with a method for dispensaries to determine whether a person from out-of-

state qualifies as a patient, and to establish purchase limits for out-of-state qualifying 

patients.  It would impose requirements on dispensaries to verify and copy all 

documents presented by the out-of-state patient and enter information about the patient 

into the computer tracking system to ensure compliance with dispensing limits provided 

for out-of-state qualifying patients.  The dispensaries would be required to make 

reasonable good faith efforts to verify whether the visitor's photo identification and 

medical cannabis card or written certification has not expired, and that the certifying 

physician's license is in good standing within the applicable jurisdiction. 

 It is unclear what would constitute reasonable good faith efforts, but it is unlikely 

that dispensaries would be able to reliably verify the validity of a person's medical 

cannabis card without accessibility to a computerized database, such as the DOH's 

medical cannabis registry.  Currently, there is no means for dispensaries to access out-

of-state registry data, so assigning the heavy responsibility of determining who is 

entitled to the medical use of cannabis to a dispensary will create a risk of diversion of 

cannabis to people who are not entitled to have it, and that, in turn, may create a risk to 
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the State of federal intervention to enforce laws against controlled substances.  We 

recommend that this section of the bill be deleted in order to allow a more cautious and 

reliable approach to reciprocity. 

Comments on Section 9 (page 11, line 9, through page 12, line 2) 

 This section would amend section 329D-20, HRS, to prohibit the DOH from 

disclosing information, documents, and other records regarding medical cannabis 

dispensaries and production centers to any state, federal, or county agency engaged in 

a criminal investigation or prosecution of violations of laws related to the operations or 

activities of a medical cannabis dispensary unless that agency obtains and provides a 

subpoena.  By requiring a subpoena for all disclosures of records pertaining to the 

operations or activities of a medical cannabis dispensary, without exception, this section 

would impede both the DOH and law enforcement from doing their jobs.  If in the 

process of monitoring the activities of licensed dispensaries, the DOH was to suspect 

that illegal activity was occurring, the DOH would need the ability to openly share 

information with law enforcement for the purpose of preventing illegal activity, but this 

section would prevent that.  Similarly, sometimes exigent circumstances require law 

enforcement to act quickly without taking the time to get a subpoena, but the proposed 

amendment would not allow any exceptions for emergency situations.  We recommend 

that this section of the bill be deleted to prevent interference with DOH's monitoring 

activities of licensed dispensaries and with the duties of law enforcement. 

 Thank you for considering our comments. 
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Dedicated to safe, responsible, humane and effective drug policies since 1993 

 
TO: Senate Committee on Commerce, Consumer Protection and Public Health 

FROM: Carl Bergquist, Executive Director 

HEARING DATE: 6 February 2018, 12:45PM 

RE: SB2718, RELATING TO CANNABIS FOR MEDICAL USE, SUPPORT/COMMENTS 

 

Dear Chair Baker, Vice Chair Tokuda, Committee Members: 

 

 The Drug Policy Forum of Hawai’i (DPFHI) supports this measure to reform the medical 

cannabis registry and dispensary programs that are administered by the Hawai’i Department of 

Health (DOH). Among the provisions are several that would directly benefit current registered 

patients as well as help encourage prospective patients to register with the state. While these reforms 

are essential, there are additional provisions that are detailed in other bills before the legislature. 

Many of those provisions were recommended to the legislature by a majority of the Act 230 

Legislative Oversight Working Group.  

 

We particularly support the following provisions in this bill:  

 longer valid certification periods for patients (up to 3 years in cases of chronic conditions); 

and  

 allowing telehealth certification by expanding the definition of what constitutes a “bona fide” 

relationship between the patient and his/her health care professional; and 

 allowing the sale of certain new devices for easier ingestion of medicine; and 

 increasing of the tetrahydrocannabinol (THC) limit per pack or container of certain 

dispensary products; and 

 the outlining of a reciprocity system for out of state patients, which will ultimately also 

benefit Hawaii’s patients when they travel. 

 

In addition, we want to make the committee aware of key provisions in the other main omnibus bill, 

SB2248, which has a double referral to CPH/JDC/LBR & WAM. The instant bill would be improved 

by incorporating the following from SB2248, or stand-alone bills like e.g. SB168 (repealing 

 

https://www.capitol.hawaii.gov/measure_indiv.aspx?billtype=SB&billnumber=2248
https://www.capitol.hawaii.gov/session2018/bills/SB168_.htm


unnecessary felony penalties related to dispensaries) and SB2220 (prohibiting discrimination of 

registered patients by employers): 

 End of prohibition on interisland transportation for patients/caregivers; and 

 Protections for using medical cannabis, not including smoking, in places of public 

accommodation such as a cafe or restaurant; and 

 Making it easier for incapacitated or bedridden patients to get the necessary identification in 

order to become a medical cannabis patient; and 

 Adding “substance use disorder” as a qualifying condition; and 

 Amending the definition of “prescription drugs” to include state approved medical cannabis 

for purposes of workers compensation. 

 

 Thank you for the opportunity to testify. 

 

https://www.capitol.hawaii.gov/measure_indiv.aspx?billtype=SB&billnumber=2220


HAWAII EDUCATIONAL ASSOCIATION 
FOR LICENSED THERAPEUTIC HEALTHCARE 

 
To:  Senator Rosalyn Baker, Chair Consumer Protection and Health (CPH) 

Senator Clarence Nishihara, Chair Public Safety, Intergovernmental and Military 
Affairs (PSM) 

  Senator Jill Tokuda, Vice-Chair Chair Consumer Protection and Health (CPH) 
Senator Glenn Wakai, Vice-Chair Public Safety, Intergovernmental and Military 
Affairs (PSM) 
Members of the Joint Senate Committee 
 

Fr: Blake Oshiro, Esq. on behalf of the HEALTH Assn.  
 
Re: Testimony In Strong Support on Senate Bill (SB) 2718 

RELATING TO CANNABIS FOR MEDICAL USE   
 
Dear Chairs Baker and Nishihara, Vice-Chairs Tokuda and Wakai, and Members of the 
Committee: 
 
HEALTH is the trade association made up of the eight (8) licensed medical cannabis 
dispensaries under Haw. Rev. Stat. (HRS) Chapter 329D.  We support SB2718 as an 
important bill for the dispensary industry in order to enhance the medical cannabis 
dispensary program with additional patient access, product controls and safety, and 
provide improvements to the administration of the program.  

(1) Reciprocity program 

The current law, Haw. Rev. Statutes (HRS) 329D-13, provided for a start date of 
January 1, 2018 for a program where patients from other states would be able to legally 
purchase medical cannabis from dispensaries.  Unfortunately, that program has yet to 
be implemented.  

As such, the bill proposes to allow for these out-of-state patients to obtain medical 
cannabis similar to the way in which Nevada ran its reciprocity program.  By keep the 
purchase limit low (basically half of what a Hawaii resident is able to obtain), this should 
help to minimize the concern about an out-of-state patient obtaining a large quantify of 
product.  All purchases are to be logged into the state’s tracking system, and 
dispensaries would be held accountable for any improper or invalid sale.  

(2) Extend possible validity of a qualifying patient's written certification from 1 to 3 
years 

The current law authorizes a qualified patient’s written certification to be valid for up to 
one year.  However, because most, if not all, of the qualifying conditions under HRS 
329-121 are chronic debilitating diseases and conditions by definition, these conditions 
will likely be with the patient for a significant and ongoing time.  While their condition 
could be approached with many different types of treatment, the underlying condition 
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will likely still remain with the patient, and we believe that medical cannabis should 
always remain as part of, it not an option for, their ongoing treatment.  

(3) Telehealth relationship 

We believe that telehealth can be especially helpful for patients in rural communities 
and/or patients suffering from severe debilitating conditions that make even a physical 
face-to-face appointment or traditional patient-provider interaction relationship difficult.  
Therefore, this change will be especially helpful for patient access and for monitoring of 
a patient’s use of medical cannabis.  

(4) Add safe pulmonary administration to the list of medical cannabis products  

We support this addition to possible product offerings because of the ability for more 
precise dosage administration, safe inhalation of certain patients and their conditions, 
and the possible stigma associated with “smoking” cannabis.  

Our research has shown that administration through pulmonary inhalation, can be more 
effective for certain patients who have a low tolerance for, or resistance to, smoking the 
cannabis.  It is more readily absorbed, and its effects felt more quickly, so that the 
potential for taking too large a dose, is minimized.   

The language ensures that the device’s heating element would be made of inert 
materials, and there is a temperature control, so that there is additional safety against a 
device becoming unsafe and combustible.  

(5) THC limit per pack or container 

Because edibles are not an authorized cannabis product, there is little need for any 
package or container limit.  Should that product list ever change, then this provision 
should likely be revisited.  

(6) Clarify background check requirement to those with direct access to cannabis or 
manufactured cannabis product 

The current law requires all employees and any subcontractors to undergo a 
background check.  This requirement seems overbroad, for there are many employees 
and subcontractors who never come in contact with, or have any access to, cannabis 
product.  The bill does NOT seek to change the department’s authority to approve these 
individuals having access to the premises.  As such, we think that providing the DOH 
with authority to indicate when a background check should be conducted on any 
individual that does not have access to product, is reasonable.  

     (7)  DOH’s disclosure of information via a legally authorized subpoena 

With the changes and uncertainties of the current federal administration, along with 
even recent examples of local law enforcement using patient information for purposes 
unrelated to cannabis possession where the Honolulu Police Department had initially 
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required gun-owners with medical cannabis card to surrender their legally held guns, we 
are concerned with the existing law’s low threshold for law enforcement to obtain any 
information “upon request.”  While we can understand the need for law enforcement to 
verify that a person is a valid and qualifying patient under the law, and perhaps even to 
verify where that person may have obtained their cannabis or cannabis product, any 
other disclosure of personal health information, should only be disclosed via a lawful 
process, like a subpoena.  
 
Thank you for your consideration. 
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Testimony of Aloha Green Holdings Inc. 

SUPPORTS OF SB 2718, RELATING TO CANNABIS MEDICAL USE 
Before the Senate Consumer Protection and Health and Public Safety and Military 

February 6, 2018 
 
SB 2718 fixes operational issues with State of Hawaii Medical Cannabis Dispensary 
Program (“Cannabis Program”), including establishing a framework for medical patient 
reciprocity, improvements to alleviate the labor requirements at the DOH Patient 
Registry Program, provide clarification on acceptable medical devices needed to 
accurate dosing, and logistical fixes.  
 
Aloha Green SUPPORTS SB 2718 because SB 2718 provides solutions to challenges 
not previously contemplated at the inception of the Cannabis Program.  
 
Tai Cheng 
COO 
Aloha Green Holdings Inc.  
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ON THE FOLLOWING MEASURE: 
SB2718, RELATING TO CANNABIS FOR MEDICAL USE 
 
BEFORE THE: 
COMMITTEE ON COMMERCE, CONSUMER PROTECTION, AND HEALTH 
DATE: Tuesday, February 6 TIME:  12:45PM 
LOCATION: Conference Room 229 
 
TESTIFIER: Brian Goldstein, CEO, Noa Botanicals 
 
POSITION: SUPPORT WITH COMMENTS 
 
Chair Baker, Vice Chair Tokuda and Members of the Committee: 
 
Noa Botanicals is a licensed medical marijuana dispensary in the City and County of 
Honolulu.  
 
Hundreds of our patients have been asking that we sell cannabis oil in pre-filled 
cartridges. It is the number one request that we receive.  

 

NO OTHER STATE IN THE NATION PROHIBITS MEDICAL CANNABIS 
DISPENSARIES FROM SELLING PRE-FILLED VAPING CARTRIDGES. 
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A survey of our patients before their visit (via a pre-registration form) shows that over 

52% of Hawaii patients are interested in vaping cannabis oil.  Since we are not allowed 

to sell pre-filled cartridge, we sell cannabis oil in dispensing syringes. It is then up to the 

patient to purchase an appropriate tool for vaporizing the cannabis oil and for filling the 

cartridge. This increases patient cost and complexity and can place undue stress on 

oftentimes fragile patients. 

Vaporizing cannabis is a safe delivery system. Not just safer but safe. This is 

demonstrated in the peer reviewed, clinical study (attached) Vaporization as a 

Smokeless Cannabis Delivery System: A Pilot Study. According to this study “CO levels 

were reduced with vaporization. No adverse events occurred. Vaporization of cannabis 

is a safe and effective mode of delivery of THC.” 

This bill also limits background check requirements to those individuals that have direct 

contact with cannabis plants.  

This section is important for several reasons; 

• REDUCE INDSUTRY STIGMA AND INCREASE ACCESS TO BANKING 
SERVICES - The medical cannabis industry in Hawaii lacks access to banking 

services, cash transport and vaulting services, has limited access to insurance 

services, and needs additional MDs and APRNs willing to certify patients. A 

critical tool that dispensaries can use to reduce stigma and educate bank and 

insurance executives, MDs and APRNs is to have them visit our facilities and see 

that we are professionally run companies. Numerous bank executives have 

expressed interest in visiting our facility, but none are willing to go through the 

time and trouble to get fingerprinted and go through the background check 

process. 

• REDUCE PATIENT COSTS – Current rules require that every person that enters 

a dispensary or production facility be fingerprinted and background checked. This 

include cleaning people, electricians, HVAC repair persons, etc. This requirement 

limits the pool of available people and as a result increases costs. 

This bill modifies the reciprocity system to one that is workable and does not require 

DOH rulemaking. In 2015 the legislature determined that Hawaii dispensaries should 

begin accepting qualifying patients from outside of Hawaii beginning January 1, 2018 

(reciprocity system). Unfortunately, DOH never issued the necessary rules to implement 
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a reciprocity system. The reciprocity system described in this bill limits purchases and 

provides a framework for a safe and fair system for accepting out-of-state patients.  

Medical cannabis dispensaries in Hawaii have very high operating costs due, in part, to 

the stringent requirements of the Hawaii medical cannabis program.  Currently, the 

number of qualifying patients in Hawaii is relatively small and growing at a slow pace. 

This can result in medical cannabis product costs that are higher than they would 

otherwise. The best way to reduce product costs is to increase demand for medical 

cannabis. A well-run reciprocity program will provide additional revenues to the 
state and decrease product costs to Hawaii patients. 

 



Vaporization as a Smokeless Cannabis Delivery
System: A Pilot Study
DI Abrams1,2,3, HP Vizoso1,3, SB Shade1,3, C Jay4,5, ME Kelly1,2,3 and NL Benowitz3,6

Although cannabis may have potential therapeutic value, inhalation of a combustion product is an undesirable delivery

system. The aim of the study was to investigate vaporization using the Volcanos device as an alternative means

of delivery of inhaled Cannabis sativa. Eighteen healthy inpatient subjects enrolled to compare the delivery of

cannabinoids by vaporization to marijuana smoked in a standard cigarette. One strength (1.7, 3.4, or 6.8%

tetrahydrocannabinol (THC)) and delivery system was randomly assigned for each of the 6 study days. Plasma

concentrations of D-9-THC, expired carbon monoxide (CO), physiologic and neuropsychologic effects were the main

outcome measures. Peak plasma concentrations and 6-h area under the plasma concentration–time curve of THC

were similar. CO levels were reduced with vaporization. No adverse events occurred. Vaporization of cannabis is a

safe and effective mode of delivery of THC. Further trials of clinical effectiveness of cannabis could utilize vaporization

as a smokeless delivery system.

The Institute of Medicine (10 m) report on Marijuana as
Medicine published in 1999 concluded that ‘‘scientific data
indicate the potential therapeutic value of cannabinoid drugs,
primarily THC, for pain relief, control of nausea and
vomiting, appetite stimulation; smoked marijuana, however
is a crude THC delivery system that also delivers harmful
substances’’.1 The report recommended that clinical trials of
cannabinoid drugs for symptom management should be
conducted with the goal of developing rapid onset, reliable,
and safe delivery systems. While acknowledging therapeutic
potential, the IOM report stressed that cannabis is not a
completely benign substance, but a powerful drug with a
variety of effects, but ‘‘except for the harms associated with
smoking, the adverse effects are within the range of those
tolerated for other medications.’’ The report comments that
‘‘because of the health risks associated with smoking, smoked
cannabis should generally not be recommended for long-
term medical use. Nonetheless, for certain patients, such as
the terminally ill or those with debilitating symptoms, the
long-term risks are not of great concern.’’ The Institute of
Medicine sends a clear message suggesting that smoking is
not a desirable delivery system for the potential therapeutic
effects of cannabis.

Cannabis vaporization is a technology for delivering
inhaled tetrahydrocannabinol (THC) and other cannabinoids
while reducing toxic byproducts of smoked cannabis primarily
caused by combustion.2,3 By heating cannabis to a tempera-
ture between 180 and 2001C, it is possible to vaporize the
cannabinoids that reside on the trichomes on the surface of
cannabis flowers and leaves, while avoiding combustion
(which occurs at 2301C and above) and attendant smoke
toxins. Vaporization is a relatively new technology. Various
vaporizer designs are currently under development. The
feasibility of vaporization of THC has been demonstrated in
a series of laboratory studies involving different vaporizer
designs.2 An electric vaporizer was shown to release substantial
amounts of the THC while producing no measurable amounts
of the benzene, toluene, and naphthalene, which are generated
when marijuana is smoked. Reductions in carbon monoxide
(CO) and tar generation were also observed under vaporiza-
tion compared to smoking. Although no measurements were
made of other smoke toxins, it is quite possible that the
vaporizer eliminated or substantially reduced the polycyclic
aromatic hydrocarbons and other combustion-generated
toxins commonly found in cannabis smoke, as they form at
the higher temperatures of pyrolysis.
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A recent evaluation of the Volcanos vaporizer device used
herbal cannabis or pure cannabinoid ethanolic solution
preparations to test the efficacy and reproducibility of THC
delivery into the balloon receptacle.4 Cannabinoids were
measured in the THC-containing materials before and after
vaporization, and in the vapor that was generated by the
device and collected within the balloon. The results validated
the Volcanos vaporizer as an efficient and reproducible
mode of delivery of D-9-THC. On average, 54% of the
applied dose of THC was recovered in the balloon receptacle.

This study investigated vaporization using the Volcanos

device compared to smoked cannabis. This is the first
pharmacokinetic and pharmacodynamic evaluation conducted
in humans to determine whether the Volcanos may be an
appropriate system for use in clinical effectiveness studies.

RESULTS
Baseline characteristics of study subjects

A total of 68 patients were screened for eligibility between
August 2004 and May 2005. Of these, 47 were not enrolled
(33 patients were unavailable to commit to a 6-day
hospitalization, 10 patients were excluded as a result of their
medical history or concurrent illness, and four patients were
excluded because of active substance abuse). Twenty-one
patients were randomly assigned; however, three patients did
not complete the intervention of the study phase (one patient
for non-adherence to the General Clinical Research Center
(GCRC) rules of comportment, one patient for acute
influenza, and one patient withdrew consent), leaving 18
total patients for analysis.

Participants were predominately men (83%), Caucasian
(72%), with some college education (94%). All of the partici-
pants were active marijuana users (median 5–6, range 3–10
marijuana cigarettes in the past 30 days). None had used the
Volcanos device, although one participant had previously
experienced vaporized marijuana using a similar device.

Primary outcome measure

The mean and 95% confidence intervals (CIs) for the plasma
concentrations of THC at each time point for each strength
of THC using both vaporization and smoking are presented
in Figure 1. The vaporizer resulted in higher plasma
concentrations of THC compared to smoked marijuana at
30 and 60 min at each strength (Table 1). The two modalities
were not significantly different from one another at any of the
three strengths in the 6-h area under the plasma THC
concentration–time curve (AUC), or for the peak THC
plasma concentrations measured at 2 min.

There was evidence of decreasing bioavailability and/or
titration of THC intake with increasing strength of THC. The
plasma THC AUC derived from the vaporizer normalized for
the THC strength was highest at 1.7% THC (27.1 ng h/ml/%)
and was progressively lower at higher THC strengths (3.4%
THC: 20.5 ng h/ml/% and 6.8% THC: 14.3 ng h/ml/%;
Table 1), suggesting higher bioavailability and/or more
intensive puffing at lower THC potency. This decline was

statistically significant (ratio: 0.87; 95% CI: 0.84, 0.90;
Po0.001 per 1% increase in THC strength) and did not
appear to differ between vaporization and smoking (ratio for
interaction: 0.92; 95% CI: 0.79, 1.05; P¼ 0.25) in a mixed
model which included fixed effects for randomization, a
linear term for THC strength, and a term for the interaction
between these effects.

There was also evidence of titration of intake of THC with
increasing THC strength based on puffing behavior. The
number of puffs taken using smoked marijuana remained
stable with increasing strength THC (mean puffs, 95% CI: 6.1
(4.8, 7.3), 5.9 (4.9, 6.8), and 6.4 (5.3, 7.6) for 1.7, 3.4, and
6.8% THC, respectively; mixed model analysis ratio: 1.01;
95% CI: 0.96, 1.05; P¼ 0.81). The number of puffs taken

Figure 1 Plasma THC using vaporizer and smoked cannabis by THC

strength (mean and 90% CI).
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using vaporized marijuana tended to decrease with increasing
strength of THC, but the trend was not significant (mean
puffs, 95% CI: 10.1 (8.8, 11.3), 9.2 (8.2, 10.1), and 8.6 (7.7,
9.4) for 1.7, 3.4, and 6.8% THC, respectively; mixed model
ratio: 0.97; 0.92, 1.01; P¼ 0.17).

Secondary outcome measures

The levels of exhaled CO increased very little after vaporiza-
tion; mean¼�1.9 p.p.m.; 95% CI: �4.4, 0.6 for 1.7% THC;
mean¼�1.8 p.p.m.; 95% CI: �3.7, 0.7 for 3.4% THC; and
mean¼�0.5 p.p.m.; 95% CI: �1.9, 0.9 for 6.8% THC),
whereas there was a substantial increase after smoking
marijuana (mean¼ 15.5 p.p.m.; 95% CI: 11.0, 20.1 for 1.7%
THC; mean¼ 11.9 p.p.m.; 95% CI: 6.8, 17.1 for 3.4% THC;
mean¼ 7.0 p.p.m.; 95% CI: 4.0, 10.0 for 6.8% THC)
(Figure 2). This difference was statistically significant

(Po0.001) at each THC strength. The increase in CO (AUC
for CO) decreased during smoking (P¼ 0.003 for trend), but
not vaporization (P¼ 0.25) with increasing THC strength. The
expired CO AUC per puff is an indicator of how much smoke
is inhaled per puff for the smoked marijuana. The CO AUC
per puff decreased progressively (1.7% THC: [mean, 95% CI]:
2.8 (2.2, 3.3); 3.4% THC: 2.1 (1.1, 3.0); 6.8% THC: 1.2 (0.6,
1.9); Po0.001 for trend), consistent with taking smaller puffs
with increasing THC content in the marijuana.

Subjective and safety observations

Self-reported high did not differ during vaporization com-
pared to smoking overall (6-h AUC) or at any observation
after consumption of cannabis (Figure 3). Self-reported high
did increase significantly during both vaporization and
smoking with increasing strength of THC (Po0.001).

Table 1 THC pharmacokinetics for vaporized cannabis and ratio of vaporized vs smoked cannabisa,b

Vaporizer Vaporizer/smoked ratio

THC, % outcome measure Mean 95% CI Minimum Maximum Odds ratio 95% CI* P-value

1.7%

AUC0–6 46.00 34.89, 57.11 15.59 98.08 1.26 0.94, 1.68 0.12

Cmax (=C2) 68.95 46.99, 90.91 6.00 186.20 1.01 0.65, 1.58 0.97

C30 18.94 10.57, 27.32 4.90 79.90 1.95 1.37, 2.80 0.001

C60 7.56 6.02, 9.50 3.70 16.50 1.56 1.26, 1.93 0.001

C180 3.05 1.99. 4.00 0.10 9.40 1.31 0.83, 2.06 0.25

C360 1.87 0.97, 2.77 0.20 8.20 1.17 0.82, 1.66 0.38

Puffs 10.06 8.81, 11.30 7.00 17.00 1.71 1.47, 2.00 0.001

AUC/THC % 27.06 20.52, 33.60 9.17 57.69 1.26 0.94, 1.68 0.12

3.4%

AUC0–6 69.76 52.91, 86.62 22.30 140.44 0.99 0.81, 1.21 0.95

Cmax (=C2) 112.45 84.55, 140.65 36.70 201.10 1.07 0.64, 1.80 0.80

C30 23.04 17.74, 28.35 28.35 43.20 1.50 1.29, 1.73 0.001

C60 12.58 9.46, 15.70 3.30 24.20 1.41 1.11, 1.79 0.006

C180 4.14 3.05, 5.24 1.40 10.10 1.24 1.06, 1.46 0.008

C360 2.94 1.55, 4.34 0.60 12.90 1.34 1.03, 1.75 0.03

Puffs 9.17 8.23, 10.10 4.00 13.00 1.58 1.36, 1.84 0.001

AUC/THC % 20.52 15.56, 25.48 6.56 41.31 0.99 0.81, 1.21 0.95

6.8%

AUC0-6 96.79 67.51, 126.06 18.98 278.20 1.22 0.98, 1.54 0.08

Cmax (=C2) 187.12 100.65, 273.59 22.50 813.20 1.19 0.86, 1.65 0.30

C30 28.80 22.19, 35.41 9.20 50.00 1.45 1.16, 1.82 0.001

C60 15.99 12.41, 19.58 4.60 29.40 1.38 1.13, 1.69 0.002

C180 4.81 3.65, 5.96 1.10 9.20 1.15 0.88, 1.52 0.31

C360 2.99 0.79, 5.20 0 19.50 0.88 0.53, 1.45 0.62

Puffs 8.55 7.72, 9.40 5.00 11.00 1.43 1.11, 1.85 0.006

AUC/THC % 14.23 9.93, 18.54 2.79 40.91 1.22 0.98, 1.54 0.08

AUC, area under the curve; CI, confidence interval; THC, tetrahydrocannabinol. aAUCs in ng h/ml; Cmax values in ng/ml. bAnalysis conducted using mixed models to adjust for
day of observation.
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Although blinded with regard to dose, eight participants
selected the day they received 3.4% THC (seven vaporized,
one smoked) as their most preferred treatment day; four
participants selected the day they received 6.8% THC via
vaporization, and six participants had no treatment day
preference. Overall, vaporization was the preferred method of
administration by 14 participants, smoking was preferred by
two, and two reported no preference. During the course of
the study, no adverse events were reported.

DISCUSSION

Our study provides novel data on the absorption of THC
from marijuana inhaled via the Volcanos vaporizer system

compared to smoking marijuana cigarettes. We found that
THC levels were generally similar over 6 h for the two types of
delivery. The vaporizer was associated with higher plasma
THC concentrations at 30 min and 1 h compared to smoking
at each THC strength, suggesting that absorption was faster
with the vaporizer.

Bioequivalence criteria developed for drugs require that
the CIs for the ratios of AUC for the test and reference
products be between 80 and 125% to be judged bioequiva-
lent.5 Using these criteria, we were not able to establish the
bioequivalence of vaporization and smoking of marijuana. A
much larger study would be needed to establish bioequiva-
lence in this setting.

Of interest was that the systemic dose of THC, as
estimated by the plasma AUC, normalized for the THC
content of the cannabis, varied with THC strength. The dose
of THC normalized for concentration of THC in the cannabis
was greater at lower compared to higher THC strengths, both

Figure 2 Expired CO at each time point for each mode of administration

and THC strength (mean and 95% CI).

Figure 3 Self-reported ‘‘high’’ at each time point for each mode of

administration and THC concentration (mean and 95% CI).
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for vaporized and smoked cannabis. This observation
suggests either dose-dependant bioavailability or self-titra-
tion of THC intake. Self-titration of drug intake means that
smokers adapt their smoking behavior to obtain desired
levels of THC from the particular delivery system, taking
more puffs and/or inhaling more efficiently at lower
compared to higher THC strengths. Supporting the idea of
titration was the trend to take more puffs at lower THC
concentrations of vaporized marijuana and the higher CO
per puff at lower THC concentrations of smoked marijuana.
The phenomenon of self-titration of psychoactive drug intake
from an inhaled delivery system is well documented for
nicotine from cigarette smoking,6 but to our knowledge has
not been previously reported for marijuana.

Whereas smoking marijuana increased CO levels as
expected for inhalation of a combustion product, there was
little if any increase in CO after inhalation of THC from the
vaporizer. This indicates little or no exposure to gaseous
combustion toxins. Combustion products are harmful to
health and reflect a major concern about the use of marijuana
cigarettes for medical therapy as expressed by the Institute of
Medicine. Although we did not measure other combustion
products such as polycyclic aromatic hydrocarbons and
oxidant gases, the observation of little or no CO exposure
suggests little or no exposure to these other compounds. The
vaporizer was well tolerated, with no reported adverse effects.
Most subjects preferred the vaporizer compared to marijuana
smoking, supporting its potential for medical therapy. Thus,
the Volcanos is an acceptable system and may provide a safer
way to deliver THC than smoking marijuana cigarettes.

In summary, we provide data indicating that the
availability of THC delivered by the Volcanos vaporizer is
comparable to that of marijuana cigarettes. Vaporization of
marijuana does not result in exposure to combustion gases,
and therefore is expected to be much safer than smoking
marijuana cigarettes. The vaporizer was well tolerated and
preferred by most subjects compared to marijuana cigarettes.
The Volcanos device is an effective and apparently safe
vehicle for THC delivery, and warrants further investigation
in clinical trials of cannabis for medicinal purposes.

METHODS

Study patients. Participants were healthy adults between the ages of
21 and 45 years who were current cannabis users and had smoked
cannabis within the past 30 days but in an amount totaling less than
10 cannabis cigarettes or the equivalent. Subjects with active substance
abuse (e.g., recurrent or continuous drug and/or alcohol use) or
diagnosed with marijuana dependence as defined in DSM-IV code no.
304.30. were excluded. Subjects were required to abstain from
smoking cannabis for 48 h before their admission into the GCRC at
San Francisco General Hospital (SFGH). The study was approved by
the Institutional Review Board at the University of California San
Francisco, the Research Advisory Panel of California, the Drug
Enforcement Administration, the Food and Drug Administration,
and the National Institute on Drug Abuse. Written informed consent
was obtained from all patients. The trial was monitored by an
independent Data Safety Monitoring Board (DSMB) established by
the University of California Center for Medicinal Cannabis Research.

Study medication. The National Institute on Drug Abuse provided
pre-rolled cannabis cigarettes, weighing on average 0.9 g and
containing 1.7, 3.4, and 6.8% D-9-THC, respectively. The cigarettes
were kept in a locked and alarmed freezer until they were dispensed
to a locked freezer in the San Francisco General Hospital General
Clinical Research Center where the in-patient study was conducted.
The cigarettes were bisected; one half to be smoked and the contents
of the other half to be vaporized. The half cigarettes were rehydrated
in a humidifier overnight before their use. Patients were housed in a
room with a fan ventilating to the outside. Research staff monitored
patients during smoking sessions, weighed the cannabis cigarettes
immediately before and after they were administered to patients,
and returned all leftover material to the pharmacy. To maximize
standardization of inhaled doses, patients followed the Foltin
uniform puff procedure where inhalation for 5 s is followed by a
10 s breath hold, then exhalation; the entire process is repeated after
45 s.7 Study participants smoked or vaporized cannabis once a day.
Subjects were instructed to continue puffing until they exhausted
smoke or vapor from the delivery device or until they had inhaled as
much as they could tolerate.

The vaporizer device. The Volcanos vaporizer was obtained from
Storz & Bickel GmbH & Company (Tuttlingen, Germany) and was
employed according to the manual provided. The device works as a
vaporizer that evaporates the active substances or aromas from plant
material by using a hot airflow (Figure 4). Cannabis placed in the
filling chamber is heated by the device to 1901C. The vaporized
compounds are collected in the inflatable, detachable bag fitted with
a mouthpiece and a one-way valve that allows the vapor to remain in
the balloon until inhalation. It required two to three balloon
inflations to vaporize each half cigarette. Subjects also followed the
Foltin puff procedure when inhaling the vaporization product.

Study design and procedures. The study was a 6-day ‘‘proof of
concept’’ pilot study to investigate the delivery of cannabinoids by
way of vaporization of cannabis compared to cannabis smoked in a
standard cigarette. The in-patient setting permitted us to measure
plasma THC concentration over time and to rigorously assess the
primary and secondary outcome variables in a controlled clinical
environment.

Screening visit. Once a subject for the protocol had been identified,
details of the study were carefully discussed and the subject was
asked to read and sign a consent form. Subjects were asked questions
about their medical history including psychiatric illness and
substance abuse. Subjects were asked to abstain from smoking or
ingesting cannabis 48 h before their hospitalization based on our
prior studies which indicated that after 24 h of abstinence, plasma
THC concentrations are sufficiently low so that the concentration-
time curve could be determined after the experimental exposure.8

GCRC in-patient hospitalization (days 1–6). Subjects inhaled three
strengths of cannabis (1.7, 3.4, and 6.8% THC) as smoked cigarettes
and three as vaporized cannabis using the Volcanos device. Half of
one cigarette was inhaled via one of the two delivery systems on each
of the 6 in-patient GCRC days. The uniform puff procedure
described above was utilized to attempt to standardize inhalation.
Blood was drawn at 2, 30, 60, 180, and 360 min after smoking on
each of the 6 inhalation days to measure the concentrations of THC.
Expired CO was measured using the Ecolyzers before inhalation,
and 2, 30, 60, 180, and 360 min after inhalation.

Subjects rated the subjective ‘‘high’’ they experienced using a
100 mm visual analog scale anchored by ‘‘none’’ and ‘‘highest ever’’.
On day 5 before discharge, subjects were asked to choose which in-
patient day they preferred. Subjects were asked to rate their
preferences from 1 to 5 with 1 indicating very satisfied and 5
indicating very dissatisfied.
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All adverse events were spontaneously reported by the subject or
observed by the study personnel and/or GCRC nursing staff,
documented along with any medical intervention, and evaluated
according to standardized criteria in terms of severity, frequency,
duration, and relationship to study drug. Adverse events were
graded using the NIH Division of AIDS table for scoring severity of
adult adverse experiences.9

Randomization. The order of administration of the six combina-
tions of THC strength and delivery method for the 18 participants
was randomized in three 6� 6 Latin squares. This ensured balance
in the sense that each of the six combinations occurred exactly three
times on day 1, exactly three times on day 2, and so on. In addition,
the orders were restricted so that the two delivery methods for the
same strength always occurred on consecutive days. This was to
prevent patients from developing an early preference for one
delivery method if it was used with a higher strength cigarette than
the other. Randomization was computer-generated, and study drug
distribution was managed by a research pharmacist. Subjects and
study personnel were blinded to the THC strength.

Statistical analysis. The 18-patient target sample size was based on
a standardized effect size to calculate sample size and power for the
study. With a sample of 18 subjects, we had an 80% power to detect
a true standardized effect size (E/S) of 0.70, using an a of 0.05, where
E is the effect size and S is the standard deviation of the paired
differences.10,11 This calculation assumes use of a paired t-test using
data at a single concentration of THC.

The primary outcome was the within-person ratio for the 6-h
area under the curve (AUC0–6) for plasma concentration of THC,
comparing the vaporizer with smoking cannabis cigarettes. AUC0–6

was computed using the linear trapezoidal method, assuming zero
THC concentration at baseline. This assumption was based on our
previous research that observed undetectable plasma concentration
of THC 8 h after smoking in all subjects.8 For each mode of
administration and THC strength, we plotted the mean and 95% CIs
of the observed values at each time point. To assess the within-
person ratio comparing vaporization to smoking, each outcome
(AUC0–6, C2, C30, C60, C180, C360, number of puffs, AUC0–6 per THC
percent, and AUC0–6 per puff) was log transformed for analysis
using mixed effects models. The overall effect of vaporization
compared to smoking for each parameter was assessed by fitting a
fixed effect term for randomization (vaporization vs smoking),
controlling for strength of THC (indicators for 3.4% THC and 6.8%
THC cannabis, relative to 1.7% THC cannabis). Each patient was
treated as a random effect. Another model was fit to assess THC
strength-specific effects of vaporization compared to smoking. This
model included fitting additional fixed effects for the use of the
vaporizer at each strength of THC (vaporization at 1.7% THC,
vaporization at 3.4% THC, and vaporization at 6.8% THC).

We also assessed the potential presence of order effects due to the
study day of observation, as well as potential practice effects due to
additional experience using the vaporizer. To assess the presence of
order effects, additional variables were added to both the overall and
strength-specific models to assess whether day of observation
impacted the outcomes, as well as whether there was a difference

Figure 4 Volcanos apparatus.
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in measurements taken on the first day of the study compared to
other study days. In these models, day of observation was treated
as a linear variable with and without an additional indicator
variable for the first study day. Similarly, to assess the presence of
practice effects, additional variables were added to both the overall
and strength-specific models to assess whether previous use of
the vaporizer impacted the outcomes. These models included either
a linear variable for how many days the participant had used
the vaporizer or separate indicator variables for each day of
vaporizer use.

To explore possible evidence of titration of THC intake and dose-
dependent changes in bioavailability, we created additional mixed
models for number of puffs and AUC0–6 per THC percent, which
included fixed effects, as above, for randomization (vaporization vs
smoking), as well as linear terms for strength of THC, and the
interaction between randomization and strength of THC. As above,
these models included a random effect for each patient. These
models assess not only whether the ratio of the number of puffs or
the AUC per THC percent differs during vaporization and smoking
but also whether the ratio increases or decreases with increasing
strength of cannabis, and whether this increase or decrease differs
during vaporization compared to smoking.

We compared the observed values for expired CO and self-
reported high using similar methods. We plotted the mean and
95% CIs of response measures at each time point for each mode of
administration and THC strength. We also fit mixed models for the
6-h AUC for expired CO and self-reported high, as described above,
to compare within-person effects using vaporization and smoking.
For 6-h AUC for CO, we fit models for the within-person arithmetic
difference in effects, because we were unable to fit models for the
ratio of effects for 6-h AUC for CO due to the presence of many
negative values (and therefore non-valid log transformation of these
values) during vaporization. For 6-h AUC for self-reported high, we
fit models for the within-person ratios in effects, as above.

All analyses were conducted using SAS 8.2.
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Me Fuimaono-Poe Malie Cannabis Clinic Oppose Yes 

 
 
Comments:  

Aloha Senators thank you for hearing our testimony today. My name is Me Fuimaono-
Poe I am a Family Nurse Practitioner and a Cannabis Clinician. I have over 20 years of 
clinical experience and I am currently the medical director for the Malie Cannabis Clinic. 
I am also the provider for a quarter of the patients in the medical cannabis program in 
Oahu. 

  

In its current form, I do not support Senate Bill 2718 for the following reasons 

  

  

SECTION 3. Section 329-121 

Subsection B 

  

(b) For purposes of this subsection, a bona fide physician-patient relationship or bona 
fide advanced practice registered nurse-patient relationship may be established via' 
telehealth, as defined in section 453-1.3(]). I1 

  

I am currently a telehealth provider for HMSA and have been doing Telehealth visits for 
over 3 years. When doing telehealth, we follow the current state mandate which states 

  

Source: HI Revised Statutes § 329-1. 

Treatment recommendations made via telemedicine are appropriate for traditional 
physician-patient settings that do not include a face-to-face visit, but in which 

http://www.capitol.hawaii.gov/hrscurrent/Vol06_Ch0321-0344/HRS0329/HRS_0329-0001.htm


prescribing is appropriate, including on-call telephone encounters and encounters for 
which a follow-up visit is arranged. 
Issuing a prescription based solely on an online questionnaire is prohibited. 

For the safety of the patients, the cannabis clinician should be held to the same 
standards of all other patient provider relationships. 

  

Source: HI Revised Statutes § 453-1.3. 

Newly Passed Legislation (Effective Jan. 1, 2017) 
A physician-patient relationship may be established via telehealth if the patient is 
referred to the telehealth provider by another health care provider who has conducted 
an in-person consultation and has provided all pertinent patient information to the 
telehealth provider. This would provide ample protection to our patient population. 

  

I would like to highlight §453-1.3 Practice of telehealth. 

opiates or medical marijuana, a physician-patient relationship shall only be established 
[pursuant to chapter 329.] after an in-person consultation between the prescribing 
physician and the patient. 

  

I suggest telehealth: Should be available only for follow up once a patient has been 
seen in the clinic, unless the patient is referred by another provider who forwarded all of 
the patient’s information. 

  

SECTION 5. Section 329D-10, 

shall contain more than a total of one [one] thousand milligrams of tetrahydrocannabinol 
per pack or container. 

  

I would like to know if this will be limited to certain products like vaporizers or topical. I 
would also like to know the justification of increasing the current limit from 100 to 1,000 
essentially making it 10 x’s stronger. I agree with the increase if it is limited to vaporizer 
cartridges and topical preparations, where a single dose is not equal to 1,000 mg. There 
is no efficacy or safety data available for high doses of THC. The average dose is 
around 10 mg of THC 

http://law.justia.com/codes/hawaii/2013/title-25/chapter-453/section-453-1.3


  

3. Section 329D-12, H 

or the patient furnishes a written certification from the patient's primary care physician 
certifying that the patient has a debilitating medical condition; 

A medical cannabis dispensary shall make reasonable good faith efforts to verify that 
the patient's government issued photo identification is valid, the patient's medical 
cannabis card or written certification has not expired, and the certifying physician's 
license is in good standing with the applicable jurisdiction. 

which shall be valid for a period of no more than six months and may be renewed prior 
to expiration every six months 

  

1. If only a written certification is required what is the plan for fraudulent cards. Will 
the dispensaries be able to verify the medical licenses of Physicians located in 
New York? 

2. I would like to see all out of state patients verified using bio track 
3. According to http://dbedt.hawaii.gov/visitor/tourism/ Hawaii department of tourism 

the average length of stay in Hawaii is 9 days I think that temporary cards should 
be available for a maximum of 4 weeks well over the average length of stay for 
our visitors. Tourists wishing to stay longer should establish relationships with 
local clinicians for the safety of our patients and the safety of our patient focused 
industry. 

  

In closing, we have a medical cannabis program with over 20,000 patients in the state 
of Hawaii. We have 116 physicians and 18 APRN-RX’s in the state providing care to 
these patients. In a medical model the clinicians should be at the center of care. 
Providing an environment that promotes medical cannabis use in a safe and 
responsible manner should be a priority for the state. 

Hawaii should be proud of our patient focused program, we have one of the cleanest, 
and most reliable program in the nation right now and we must protect that legacy. 

 

http://dbedt.hawaii.gov/visitor/tourism/
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I am in strong support of SB2717 

I am CEO of Lau Ola LLC, one of the 8 medical cannabis liscensees. SB2718 goes a 
long way toward strengthening product, public and patient safety. 

i received a medical cannabis patient 329 card nine months ago. As a senior, I have 
seen the positive effects of cannabis. My hip/ back pain is now manageable and 
because of that I started riding a bicycle a month ago. My dependency on alcohol went 
completely away.  

The science basis of cannabis is the Endocannabinoid System(ECS), which keeps the 
human body in balance. This is why the medical cannabis model is different from 
straight recreational usage.  

Richard Ha 

CEO 

Lau Ola LLC 

  

 



Hawaiian Ethos 
 

To:  Senator Rosalyn Baker, Chair Consumer Protection and Health (CPH) 
Senator Clarence Nishihara, Chair Public Safety, Intergovernmental and Military Affairs 

(PSM) 
  Senator Jill Tokua, Vice-Chair CPH 
 Senator Glenn Wakai, Vice-Chair PSM 

Members of the Joint Senate Committee 
 

Fr: Blake Oshiro, on behalf of Hawaiian Ethos.  
 
Re: Testimony In Strong Support on Senate Bill (SB) 2718 

RELATING TO CANNABIS FOR MEDICAL USE   
 
Dear Chairs Baker and Nishihara, Vice-Chairs Tokuda and Wakai, and Members of the 
Committee: 
 
Hawaiian Ethos is one of the two licensed medical cannabis dispensaries for the island of Hawaii 
under Haw. Rev. Stat. (HRS) Chapter 329D.  We support SB2718 as an important bill for the 
dispensary industry. This bill will serve to enhance the medical cannabis dispensary program 
with additional patient access, product controls and safety, and provide improvements to the 
administration of the program.  

(1) Reciprocity program 

The current law, Haw. Rev. Statutes (HRS) 329D-13, provides for a start date of January 1, 2018 
for a program where patients from other states would be able to legally purchase medical 
cannabis from dispensaries.  Unfortunately, that program has yet to be implemented. We believe 
that the bill properly seeks to minimize the concern regarding out-of-state patients obtaining 
large quantities of product.  

(2) Extend possible validity of a qualifying patient's written certification from 1 to 3 years 

Almost all of the qualifying conditions under HRS 329-121 are chronic debilitating diseases and 
conditions by definition, these conditions will likely be with the patient for a significant and 
ongoing period of time beyond the current one-year validity period of cards.  We believe that the 
current one-year validity period is burdensome to patients as well as the registry program that is 
responsible for issuing and renewing patient cards. 

(3) Telehealth relationship 

We believe that telehealth can be especially helpful for patients in rural communities and/or 
patients suffering from severe debilitating conditions that make even a physical face-to-face 
appointment or traditional patient-provider interaction relationship difficult.  This is of particular 
importance to Hawaii Island patients whose geographic distribution spans is much larger area 
than the other islands. Therefore, this change will be especially helpful for patient access and for 
monitoring of a patient’s use of medical cannabis in rural and underserved communities.  



 2 

(4) Add safe pulmonary administration to the list of medical cannabis products  

We support this addition to possible product offerings because of the ability for more precise 
dosage administration, safe inhalation of certain patients and their conditions, and the possible 
stigma associated with “smoking” cannabis.  

Our research has shown that administration through pulmonary inhalation, can be more effective 
for certain patients who have a low tolerance for, or resistance to, smoking the cannabis.  It is 
more readily absorbed, and its effects are felt more quickly, so that the potential for taking too 
large a dose, is minimized.   

The bill’s language provides proper consumer protections that ensure the device’s heating 
element would be made of inert materials, and there is a temperature control, so that there is 
additional safety against a device becoming unsafe and combustible.  

(5) THC limit per pack or container 

Every patient responds to their medicine differently, which depends on a number of varying 
factors including their specific medical condition, age, endocannabinoid system, to name a few.  
As such, a wide range dosage options will be required to achieve the desired medical effect.  

(6) Clarify background check requirement to those with direct access to cannabis or 
manufactured cannabis product 

The current law requires all employees and any subcontractors to undergo a background check.  
This requirement seems overbroad, for there are many employees and subcontractors who never 
come in contact with, or have any access to, cannabis product.  The bill does NOT seek to 
change the department’s authority to approve these individuals having access to the premises.  
As such, we think that providing the DOH with authority to indicate when a background check 
should be conducted on any individual that does not have access to product, is reasonable.  

     (7)  DOH’s disclosure of information via a legally authorized subpoena 

With the changes and uncertainties of the current federal administration, along with even recent 
examples of local law enforcement using patient information for purposes unrelated to cannabis 
possession where the Honolulu Police Department had initially required gun-owners with 
medical cannabis card to surrender their legally held guns, we are concerned with the existing 
law’s low threshold for law enforcement to obtain any information “upon request.”  While we 
can understand the need for law enforcement to verify that a person is a valid and qualifying 
patient under the law, and perhaps even to verify where that person may have obtained their 
cannabis or cannabis product, any other disclosure of personal health information, should only be 
disclosed via a lawful process, like a subpoena.  
 
 
Thank you for your consideration. 
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