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 What You Must Know: Common Lies & Misconceptions 

Note: When you see “[00:00:30]” this indicates a timestamp in the video and audio. 

 
● 0:05:40 Mary Lynn Mathre Introduction  

 
○ 0:05:51 Mary Lynn Mathre:  I graduated from nursing school back in 1975 

and [00:06:00] I joined the Navy. I was in the Navy Nurse Corps for 
several years, where I met my husband, Al Byrne.  
 

○ 0:07:24 Mary Lynn Mathre: In nursing, I've been primarily a 
medical-surgical nurse for most of my years. In 1985, [00:07:30] after 
getting my master's and Al got out of the service, we moved to 
Charlottesville and I was teaching at the University of Virginia and picked 
up an elective on substance abuse. 
 

○ 0:07:41 Mary Lynn Mathre: That was because, for years we'd see patients 
with maybe alcohol related illnesses, whether it'd be pancreatitis, liver 
damage, heart damage, car accidents and we never addressed, health 
care professionals that I worked with, we never addressed [00:08:00] the 
drinking. We kind of let it go. I got into working in an addictions treatment 
program. Later years I ran a methadone and opiate treatment program 
and then along the way, while working, we started Patients Out Of Time 
and that was interesting, my years at UVA and at the methadone clinic 
both.  
 

○ 0:08:25 Mary Lynn Mathre: I don't think the administration at UVA was 
really pleased that I [00:08:30] was talking about medical cannabis and 
yet, at the same time, I think the clinicians acknowledged it. Actually, I had 
a really good rapport, I think, with a lot of the transplant surgeons, 
especially like liver transplant, they'd had me go see a patient who might 
have an alcohol problem and it would be funny. I'd be, come back and 
say, "This person uses cannabis, but it's keeping him alive and if you do 
the drug testing, can you just [00:09:00] drop that part of it and let him go." 
They went ahead with my advice and people still got their liver transplants, 
which was wonderful.  

 

● 0:03:10 John Malanca: Most of us have grown up learning about marijuana as a 
drug of abuse, and those associated with marijuana were drug abusers, but you 
say cannabis is a plant and not a drug. Can you explain that?  
 

○ 0:03:31 Mary Lynn Mathre: There's such a long history to cannabis, but I 
think that is really important because we all have grown up with knowing 

 
Key Takeaways & Index 

1 



 
Webinar #3 - Key Takeaways and Index: 

 What You Must Know: Common Lies & Misconceptions 

marijuana. I grew up, marijuana, bad drug. I go to nursing school, that's all 
we learned about, was it's a drug of abuse. 
  

○ 0:04:25  Mary Lynn Mathre: In 1930s the alcohol prohibition was gone. 
[00:04:30] Harry Anslinger, who was the head of the Bureau of Narcotics 
and Dangerous Drugs, was looking for a drug. He didn't want to lose his 
Bureau, they had to fight something and it was Mexicans smoking 
marijuana. Black musicians down in New Orleans and other places where 
you’re smoking reefer. They created this new hysteria about a new drug 
and they kept calling it the new drug menace, a new drug marijuana, 
[00:05:00] once the Marijuana Tax Act of 1937 was passed it was in short 
order that cannabis was removed from the pharmacopeia. As we all grew 
up we learned only about marijuana, people never mentioned cannabis. 

 

● 0:10:26 John Malanca: Usually when federal bureaucrats try to support cannabis 
prohibition, [00:10:30] they start by denouncing the idea of smoking your 
medicine as though that's the only way cannabis medicine is to be smoked. What 
can you say about that? 
 

○ 0:10:41  Mary Lynn Mathre: You know, they do. In fact, I asked the drug 
czar ... In 2014, he was meeting in Baltimore. So, I ran over there and he 
was talking about the terrible drug opioid epidemic that we have now and 
then [00:11:00] it was open to questions and so I asked him, "Appreciated 
the focus on the opioid epidemic and, yes, we need to do everything we 
can and I would hope that the federal government would look at cannabis 
as a potential solution to the opioid epidemic." He immediately answered 
with, "We don't want people smoking their medicine." And I was like, I 
started to say, "But I didn't say smoking." But they cut my mic off.  
 

○ 0:11:30 Mary Lynn Mathre: Very often they keep referring to it as smoking 
and that's, again, the marijuana, the reefer madness, people smoking and 
getting high. Whereas if you go back in the day of cannabis, I've got an old 
tincture of cannabis bottle, a 1915 Eli Lilly bottle and it was used for 
migraine headaches. It said, "For alcohol withdrawal DTs. For pain." I 
laughed because [00:12:00] on the label of this medicine I had, it literally 
said, "And for those temporary periods of insanity peculiar to women." 
Back in 1915 they were using cannabis for PMS for women, among other 
things.  
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● 0:13:10 John Malanca: Why don't you start off by just talking about the 
endocannabinoid system and what is not taught in medical school. 
 

○ 0:13:17 Mary Lynn Mathre: I think the endocannabinoid system is 
probably the biggest breakthrough in medicine and the understanding of 
human physiology of the century. 
 

○ 0:13:44 Mary Lynn Mathre: It was 1988 when they first discovered that we 
had receptors in our brain for cannabinoids. They called them CB1, the 
first they found. So, CB1 receptors, primarily in the brain. Four years later, 
1992, in Mechoulam's [00:14:00] lab in Israel they discovered 
Anandamide, a cannabinoid that we make in our body. So, an 
endogenous or endocannabinoid. A lot of the listeners probably know 
about endorphins, those chemicals that we make, that are just like 
morphine. We make chemicals just like in the cannabis plant. Fast forward 
to the mid 1990s and by then we found the CB2 receptors that are 
primarily in the immune system and we found another cannabinoid 
[00:14:30] called 2- AG. The system is very, very complicated, but to 
understand it simply is, its purpose is to help keep us in balance. It is 
always active. We don't have levels of cannabinoids in our body that you 
can measure at this point, but when needed, the body produces them and 
it either makes [00:15:00] something happen at a faster rate or shuts 
something down. It literally regulates almost every physiological process in 
our body. For me, it answered the question of how can cannabis be 
helpful for glaucoma, for nausea and vomiting, for pain, for sleep, for so 
many different things. 

 

● 0:16:12 John Malanca: “Marinol has been referred as a legal marijuana pill and 
doctors can prescribe it for their patient. Isn't it better for patients to use 
pharmaceutical products instead of the cannabis plant?” 
 

○ 0:16:29 Mary Lynn Mathre: I've got nothing [00:16:30] against 
pharmaceutical products, but Marinol, dronabinol - It's synthetic THC and 
it's really funny, sadly funny, that the pure THC, that the cannabinoid that 
has the intoxicating effects is available as medicine and yet the whole 
plant, that cannot be as intoxicating, is not. Cannabis, what we've learned, 
you've talked about it on the program, The Sacred Plant, about the 
entourage effect. It's the other cannabinoids working in concert with 
cannabis, with THC. It's the flavonoids, it's the terpenes, it's all of these 
different constituents in the plant working together to literally make it 
healing to the human body that we've evolved for centuries with.  
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○ 0:17:47 Mary Lynn Mathre: Marinol, it's just THC, it's just one little aspect 
of the plant. There are other products out there. GW Pharmaceuticals 
makes a Sativex spray, [00:18:00] which is from whole plant cannabis. To 
an extent that's not going to work for everybody because it's got a certain 
ratio, but I would recommend that over THC for many uses. 

 

● 0:20:04 John Malanca: Marijuana has been referred to as the gateway drug to 
harder drugs and what can you say about that? 
 

○ 0:20:35 Mary Lynn Mathre: The idea of a stepping stone or gateway drug, 
if a person uses marijuana, they're going to go on to harder drugs and 
eventually they'll be shooting heroin and a terrible addict. That's been 
disproven over and over. The Institute of Medicine back in 1982, when 
they did Marijuana and Health, they did a review and it was back then 
[00:21:00] that it came up a little bit, but then in 1999 again the Institute of 
Medicine did another look at cannabis and they called it Marijuana and 
Medicine. They keep calling it marijuana too, but they clearly said, the 
gateway theory, there's nothing to it. 
 

○ 0:21:17 Mary Lynn Mathre: The problem is, though, that people trying to 
get cannabis will go to the illicit market and the drug dealer might be 
saying, "Hey, I don't have any, but I've got some good methamphetamine” 
[00:21:30] or “I've got some cocaine for you” or “I've got some OxyContin, 
morphine, whatever.” They've got anything else in their bag of tricks and 
they can sell it for more money, whatever it is. So, people get that. Other 
people have done it when the other issue, again, related to prohibition, is 
that if you're going to be drug tested.  
 

○ 0:21:53 Mary Lynn Mathre: The fact that THC metabolites stay in the urine 
for a long period of time, [00:22:00] means that people have to be very ... 
If they do use it illegally and they're subject to drug testing, have to be very 
careful if they get a random drug test. Whereas, if they were to use 
cocaine, alcohol, opiates, it's out of their system within days. 

 

● 0:22:50 John Malanca: "My doctor won't recommend medical cannabis, but they 
will prescribe Marinol." There's no treatment [00:23:00] of disease with Marinol, is 
that correct?” 
 

○ 0:23:02 Mary Lynn Mathre: Marinol, when it was approved, it was first 
approved for nausea and vomiting associated with chemotherapy. 
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○ 0:23:18 Mary Lynn Mathre: It was a Schedule II medication and that 
means it was with morphine and OxyContin and Dilaudid and fentanyl, all 
the heavy duty opiates. It was a Schedule II drug, but after about five 
years there was no diversion. [00:23:30] People weren't out selling it to 
their friends. So, they lowered it to Schedule III, which just means it's not 
as addictive as the opiates. 

 

● 0:23:51 John Malanca: Can you explain the difference between descheduling, 
rescheduling, and legalizing cannabis? 
 

○ 0:24:30 Mary Lynn Mathre: The DEA does this scheduling supposedly 
with input from their Department of Health and Human Services, but it's 
designed to regulate potential drugs of abuse. We think of opiates, 
stimulants, depressants, benzodiazepines and other drugs are put in the 
Schedule, I through V, I being the forbidden category and then it goes 
down [00:25:00] to II with opiates, III, IV and V. I, to fit into I it has to meet 
three criteria, not safe for medical use, no medical value and highly 
addictive. 
 

○ 0:25:26 Mary Lynn Mathre: Anybody can go read the evidence, it is so 
clear. It doesn't meet any of those [00:25:30] criteria. To be in Schedule II, 
it's highly addictive, but does have medical value they recognize and 
recognize that it's safe to use under the guidance of a health care 
professional. The difference between II, III, IV and V is just a matter of 
how restrictive a prescription is. A physician can call in a Schedule II. It's a 
written prescription and it has to be refilled every 30 days. So, a patient 
will have to go back to see their physician [00:26:00] to get a refill for that.  
 

○  0:26:02 Mary Lynn Mathre: Cannabis is even more restricted than other 
Schedule I drugs because researchers can easily do research on LSD. 
They can do research on peyote and other things, but to do research on 
cannabis they'd have to go through NIDA to get approval, to get the 
cannabis that's grown at the University of Mississippi. It's just one extra 
roadblock. [00:26:30] Anyway, that's the forbidden category. Schedule II 
through V are the others. There have been several petitions that have 
gone before the federal government. The longest one was started back in 
like 1970 by NORML, the National Organization for the Reform of the 
Marijuana Laws. NORML versus the DEA to reschedule cannabis or to 
take it out of Schedule I, and at that time they were only asking to put it 
into Schedule II, meaning where physicians could prescribe it, but it would 
[00:27:00] still be highly addictive etc. That took them until 1988 to finally 
get a decision, the DEA's own Judge, Francis Young, he was their 
administrative law judge. He heard the case. He ruled that, yeah, it does 
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not belong in Schedule I and it should move. Unfortunately, it's all 
bureaucrats etc. [00:27:30] The head at the time, again, this is back in 
1988, it was John Lawn, he said, essentially that we don't care what our 
judge says, it's going to stay in Schedule I. We're going to keep it illegal. 
So, it's stuck there. 
 

○ 0:28:01 Mary Lynn Mathre: The idea is that the DEA could put it into a 
less restrictive Schedule and make it available to patients via prescription 
or recognizing the fact that this is a plant, they could just take it out, 
meaning deschedule it, take it out of the Controlled Substances 
completely.  
 

○ 0:29:02 Mary Lynn Mathre: I say descheduling as opposed to legalizing 
because it doesn't make sense to me that we'd even have the authority to 
legalize a plant. [00:29:30] It's beyond us. It's not under our control. It's a 
natural plant and we should not prohibit it. I don't know if I made that clear, 
but to me, taking it out of there and letting the plant be a plant would make 
sense. 
 

○ 0:29:57 Mary Lynn Mathre: Clearly any products [00:30:00] made from it 
need some kind of regulation, so that the consumer has quality control. So 
that they know that it's consistent, that it's made without contaminants in it 
and so that, if they find something that works, they can go back and get it 
month after month, year after year, if they need this product.  

 

● 0:33:54 John Malanca: “The most common harmful effects of marijuana is 
related pulmonary damage [00:34:00] from smoking, because smoking cannabis 
will cause lung cancer or chronic obstructive pulmonary disease. How serious is 
this risk?" 
 

○ 0:34:12 Mary Lynn Mathre: That's a not true. Dr. Donald Tashkin, a 
leading pulmonologist from UCLA - He was going to look at cannabis and 
he assumed, as most everybody did, if you smoked this plant [00:34:30] 
it's got to be bad for the lungs and we certainly know with tobacco 
smoking, the risk of lung cancer and pulmonary disease. His conclusions 
were something like one marijuana cigarette is equivalent to the amount of 
tar and negative products carcinogens you'll find in it, of four tobacco 
cigarettes. The government loved his claim. 
 

○ 0:34:53 Mary Lynn Mathre: They'd state it wherever they could and repeat 
it to scare everybody. We were thinking, "Well [00:35:00] that's not good, if 
it's pulmonary damage." The benefit being that people generally smoke 
cigarettes, they smoke a lot each day, and if people are smoking cannabis 
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they don't smoke as much, but then he did a longitudinal study of 
thousands of patients and he could look at people who smoked only 
cannabis, cannabis and tobacco, tobacco only, or not smoking and found 
no, there was no increase in lung cancer [00:35:30] at all related to the 
cannabis itself, no increase in pulmonary disease. People may suffer from 
bronchitis, depending on cannabis, how harsh it might be. It's just doesn't 
follow through and none of the studies seem to show that. 
 

○ 0:35:48 Mary Lynn Mathre: Now, granted, as a nurse you still don't want 
to advise people to smoke it, but I do say at caution. I know a patient, 
Cathy Jordan, a very famous patient. She's [00:36:00] a survivor of ALS, 
Lou Gehrig's disease for over 30 years and she has to smoke it. She's 
tried to vaporize, she's tried oils, but the smoking makes her cough and if 
people know anything about Lou Gehrig's disease, when you lose a lot of 
your muscle tone and that, from the nerve damage, many of the patients 
end up choking to death. They choke on their own secretions. For her, in 
the morning, to be able to smoke and make her cough and clear her 
airway, [00:36:30] it's essential to her. She needs to smoke it. 
 

○ 0:36:33 Mary Lynn Mathre: Then you've got Vietnam vets and others that 
part of it is just a social thing out of sharing that, but again, as a nurse, 
we'd recommend people vaporize, because you'd still get that rapid onset 
if that's what you needed, but without the dangers of smoke. A vaporizing 
just being hot enough to let the vapors be inhaled, but no combustible 
smoke. 

 

● 0:38:02 John Malanca: Many people are concerned about the potential high from 
medical cannabis and believed it is to be a harmful effect. What are your 
thoughts on the intoxicating effects of THC? 
 

○ 0:38:18 Mary Lynn Mathre: That's important to say and I've learned this. 
I've corrected my language a little bit. Some of the other cannabinoids, like 
CBD, are psychoactive [00:38:30] because they do affect your mental 
status, but they're not intoxicating. THC is the one that's intoxicating. Many 
people have heard about runner's high and we've been taught that 
runner's high is a result of endorphins kicking in. Again, those morphine 
like chemicals that we make within our body, that give this feeling of high. 
What we think now is, it's endocannabinoids kicking in, that are giving this 
feeling. That's a natural high and what it means is really feeling good, 
being in super balance. For patients, I think they get scared because when 
we talk about getting high with marijuana or something and then they put it 
with all these other drugs you [00:39:30] think of the alcoholic who can get 
out of control and ugly, cocaine user who can get extremely excitable and 
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crazy, methamphetamine person. Just people get a little ... They're not 
thinking clearly at all. Generally the high of cannabis is just a feeling of 
euphoria, which is a good feeling for cancer patients, for depressed 
patients. This is good. They need to feel good in life. It can be a good side 
[00:40:00] effect, you don't have to look at it as a negative. Granted, I think 
you've shared really well in The Sacred Plant about dosing, start low, go 
slow, that it is very important that people reach the level that they want 
and too much, getting too much THC in your system can be an 
uncomfortable high. It's getting very paranoid, getting very anxious butif 
you're dosing correctly, just a little bit is not [00:40:30] going to hurt you. 
Again, you made it very clear in the series, I think, that by adding CBD it is 
more in balance and having CBD together with THC will dampen down 
that effect of the THC. People shouldn't be as afraid.  
 

○ 0:40:51 Mary Lynn Mathre: What happened with the whole marijuana 
prohibition all these years is the growers have been growing stronger 
[00:41:00] and stronger plants, higher and higher in THC, at the cost of 
pushing out the other cannabinoids. They've made it a plant that's not 
really a good medicine plant and thank goodness for organizations like 
Project CBD that are trying to encourage growers to get back to a more 
natural plant, a more balanced plant.  

 

● 0:41:43 John Malanca: This one documentary we saw about a year ago showed 
a grower up in Northern California and he was walking with the filmmaker 
through his garden and he'd say, "This one is good for epilepsy. This one's good 
for cancer and this one is good when you mix pharmaceuticals with it. It will 
intensify the effects of the pharmaceutical." 
 

○ [00:42:00] Personally I think that's totally wrong and it could be scary for a 
lot of patients and you being a nurse with a drug-to-drug interaction, it's 
not a one size fits all. 
 

○  More is not always better, I always share with patients. Can 
[00:42:30] you touch up on that? 
 

○ 0:42:33 Mary Lynn Mathre: That's kind of something that's drilled into 
nurses from the get go. When we're giving medications to patients we've 
got to get the right medication to the right patient, at the right dose, at the 
right time and the right route. If we screw up anywhere along the way it 
could be disastrous. So, dose is very important. The idea is to get a dose, 
of whatever medicine is, that's going to work for you. [00:43:00] Especially 
with general pharmaceuticals dose, you up the chance of side effects, of 
negative side effects going along with it. So, you're always trying to get the 
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therapeutic window. What that means is there is too low, you don't get any 
effect, too high, it's a negative effect. 
 

○ 0:43:15 Mary Lynn Mathre: With cannabis the window is really, really wide 
in terms of lethality and real serious consequences, but just as you want to 
go slow and [00:43:30] learn about your cannabis, what dose would be 
best to take, what we find as many patients end up getting off of their 
pharmaceuticals, they're finding they don't need any. For the Federal I&D 
Program, where there are still two patients in the United States that get 
cannabis from the federal government, they had to go through what you 
call [00:44:00] like try every standard treatment and if it fails, then you 
could try cannabis. 
 

○ 0:44:06 Mary Lynn Mathre: The more you learn about cannabis as a 
medicine, its safety profile, how safe it is, from a nursing standpoint, I 
really think it makes more sense to start with cannabis if it's possible that it 
could help with whatever condition you're trying to take care of, whether 
it'd be nausea, pain, sleep, depression, anxiety, seizures, that you start 
with cannabis [00:44:30] and maybe you do need to add another 
medication or not, but why not start with the safest medication, as 
opposed to start with something very strong, it works or it doesn't work, 
but then you've got to worry about long term effects, you've got to worry 
about the side effects of that drug, then you add another drug to take care 
of those side effects. 
 

○ 0:45:30 Mary Lynn Mathre: I think it's important for people to recognize, 
just because a drug is FDA approved does not mean it's harmless, does 
not mean that it's good for everybody or whatever.  

 

● 0:49:58 John Malanca: We had a doctor [00:47:00] in our office one day and he 
was talking about exactly what you said. Just because one pharmaceutical 
works, doesn't mean combining all five of them that have been approved together 
will work. They don't look at the drug-to-drug interaction with four or five of the 
same type of medications for the same ailment. 
 

○ 0:47:27 Mary Lynn Mathre: There have never been any double [00:47:30] 
blind placebo controlled studies of combining those drugs. We've got our 
health care people that are so concerned about cannabis they want all 
these double blind placebo controlled studies, which, fine, we should have 
the studies, I've got no problem with that, except for the fact that we know 
it's safe. It's been thousands of years so we know it's safe and that's the 
biggest reason you do all these studies, is to make sure something's safe 
before you give it to people, but they've never done studies on 
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Benzodiazepine [00:48:00] and an opioid together, along with the 
anti-depressant. They do it all the time. They give patients these 
medicines in combination. The patients will report that they feeling like 
they're going crazy, but it's still prescribed. 

 

● 0:48:44 John Malanca: Hemp CBD, is it the same as cannabis CBD? What are 
your thoughts about hemp CBD versus cannabis CBD, one. And if you can touch 
base, [00:49:30] is hemp CBD legal in all 50 states to ship, to have access. 
 

○ 0:49:47 Mary Lynn Mathre: That's a loaded question and it's confusing for 
a lot of people. I come from Virginia now.  We've got a CBD only bill 
allowing use for intractable seizures only. I mean CBD is the same 
molecule in the plant.  
 

○ 0:50:11 Mary Lynn Mathre: One of the issues about hemp CBD is, 
where's that hemp grown. Industrial hemp, there's not as much care going 
to be given into growing industrial hemp as there is medicinal hemp. 
Medicinal hemp, we want to make sure it's organically grown and 
everything's fine, because the hemp plant, the root structure, it takes stuff 
from the soil and depending on what's growing, [00:50:30] you don't know 
what else is getting into that plant, but that's the loophole that companies 
around the United States are jumping on. 
 

○ 0:50:40 Mary Lynn Mathre: There was a legal case years back when the 
drug czar wanted to make all hemp illegal. The hemp industry people 
fought it and they won. We still, at the time, couldn't grow hemp in the 
United States [00:51:00] but you can import hemp from the other countries 
and use the products, whether it'd be hair products, hemp seed oil, hemp 
food products, the seeds, the flower etc. These people decided, "Well, if 
you can get CBD from that hemp plant then we can bring hemp here, then 
we can get the cannabis from the hemp and that will be legal and 
everything's fine." 
 

○ 0:51:25 Mary Lynn Mathre: The Internet is loaded with companies with 
this product available. [00:51:30] The DEA comes out and says, "No. 
Cannabis and all of its cannabinoids are illegal. They're Schedule I." There 
is debate. It's one of those I don't know how to answer either because I 
feel very helpless when I get calls from people, they have nothing, they're 
stuck in Kansas or Oklahoma. There's no law. There's nothing there for 
them, but they've seen on the internet, "I can get this." Generally you find 
in people who just can't up and move, move [00:52:00] their family or 
move themselves, especially if they're really sick they can't move. 
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○ 0:52:12 Mary Lynn Mathre: I know that federally it's still considered illegal 
and I also don't know what's going to be in the product. Until we've got this 
sorted out, so that a company has to go through regulations, quality 
control, basic regulations, like the American Herbal Pharmacopoeia 
[00:52:30] puts out. If you're making an herbal medicine - It starts with 
cultivation. It has to be grown correctly. It has to be processed correctly 
and the products need to be made safely. It's really tough for patients and 
that's why my fight is to deschedule this plant. 

 

● 0:53:06 John Malanca: "Cannabis is not a medicine." Which we hear a lot of 
patients say, or government officials, or doctors. And the other one is, "There's 
no science." I know you're a science expert, so please share with our viewers 
[00:53:30] tonight, is there any science? 
 

○ 0:53:41 Mary Lynn Mathre: There are many, many books out If I go back 
to earlier times that's ... You probably can't read it. Blumgartens, it's 
Materia Medica for Nurses. This is the second edition, 1919, [00:54:00] 
and I'm just going to flip to show you that in it, I thought, "Well gee, do they 
have cannabis in there." Yes, cannabis indica.  On the second page, look 
at that “It reduces pain and induces sleep.” This is 1919, they knew that 
cannabis was very good for pain and for sleep. [00:54:30] Then let's fast 
forward, 1982, The Institute of Medicine did Marijuana and Health and it 
was more about the dangers of marijuana, cannabis and they basically 
said it's not that harmful to the health and the last chapter was that it has 
potential medical effects and it looks like it works differently than other 
common pharmaceuticals.  
 

○ 0:55:12 Mary Lynn Mathre: When California passed Prop 215 in '96. They 
had the Institute of Medicine do [00:55:30] another study. They took 18 
months to do a study and they came up with Marijuana and Medicine. 
They looked at all of the research there and in that they conclude that 
there is evidence to show. It is not highly addictive, it does have medical 
value and it is safe for use. The side effects are no more worse than other 
potential side effects of other pharmaceutical meds. Now, just this year 
we've even got the health effects of [00:56:00] cannabis and 
cannabinoids. I think you've covered already, on the program, about the 
fact that the government has a patent on cannabinoids. 
 

○ 0:56:08 Mary Lynn Mathre: It's just disingenuous to say there's not 
science and the fact that it doesn't have medical value. It's analgesic, it's 
got antiemetic properties, appetite stimulant properties, anti-inflammatory, 
anti-seizure, anti-cancer, anti-bacterial, anti-viral, anti-fungal. Hospitals 
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today, we've got a huge problem with MRSA, the meth-resistant staph 
aureus. Cannabis has been found to be able to kill that. 

 

● 0:57:24 John Malanca: Is cannabis only helpful once you [00:57:30] have a 
disease? 
 

○ 0:57:58 Mary Lynn Mathre: I say cannabis is good [00:58:00] for 
everybody. It's a food source and you can use it as a food source. It 
doesn't taste that good. I've talked to people before saying, "I think if the 
market were such, it would be nice to see cannabis sprouts, because I 
think the sprouts would be nice and tender and probably taste good."  
 

○ 0:58:24 Mary Lynn Mathre: It provides a lot of basic building blocks. Think 
of hempseed oil, it's [00:58:30] probably the best combination of essential 
fatty acids for humans to consume. It's a really healthy dietary 
supplement, when you look at the plant in that regard. Other than that - A 
healthy person, I wouldn't recommend using a lot of cannabis on a daily 
basis. Your own system is going to be making endocannabinoids as 
needed and doing what it needs to as different stressors [00:59:00] ... 
We're in contact with stressors every day, whether it be smog, stress at 
work, poor diet, it could be anything.  
 

○ 0:58:37 Mary Lynn Mathre: You might look at it is just a supplement. It's a 
supplement to our own system, but the caution would be in maybe you 
don't need to take it every day. In fact, for patients who actually use it as 
medicine, there's some thought about stopping every once in awhile, 
taking a little holiday from it to let your own system kind of kick back in, 
[01:00:00] and patients have found, when they start using it again they use 
a lower dose, but I think for a normal healthy person it's a mild ... Yeah, it 
is an intoxicant and instead of a martini in the evening someone might 
want to use a little cannabis to relax and it's a healthy way to relax. 
  

○ 1:00:24 Mary Lynn Mathre: When we look at the research about cannabis, 
a great example is all of the research studies, for the most part, in the 
United [01:00:30] States, when they're telling us about how harmful it is to 
the immune system or whatever, they're doing studies with tremendously 
high doses and usually of just THC on animals. Then they're extrapolating 
that and saying that, "See. That's what it does." But really high doses of 
cannabis for a person can be negative. If your endocannabinoid system is 
healthy and you're supplementing a lot, a lot, maybe that is a bad thing. 
[01:01:00] If it's a really healthy system, but as we progress through life 
we're challenged on a daily basis and our endocannabinoid system wears 
out. 
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● 1:02:53 John Malanca: I think everyone assumes that if they buy cannabis from 
a reputable, [01:03:00] dispensary or provider, that does not mean that all the 
medicine has been tested and that it is safe. 
 

○ 1:03:10  Mary Lynn Mathre: Again, as long as we have cannabis in 
Schedule I and the fight between state laws and federal law, the industry 
and people trying to do it ... I know there are really good folks out there 
and I also know it's consumer beware, patient beware, that there 
[01:03:30] are kind of people in it, the green rush - They're in it for the 
money, unfortunately for the money only. So, you don't know what you 
get, but the products do need to be tested and there's different ways that 
that happens. For somebody to make a product and then to have it tested 
in their own lab, you got to wonder about that. Sending it to an outside lab 
is going to guarantee that [01:04:00] hopefully you're going to have it right. 
 

○ 1:04:03 Mary Lynn Mathre: But again, because it's cannabis, I don't think 
all the labs at this point in time are under the usual control and regulation 
of other labs to make sure that they're all doing the right standards. There 
have been times when people have taken products and tested them and 
finding out that they don't match what the label says, but you're taking a 
whole plant. If someone's just tested part of the plant, [01:04:30] the upper 
part, it might be different than the lower part. If they're making batches you 
want them to test the batch of each batch of that after and have what's in 
it.  
 

○ 1:04:43 Mary Lynn Mathre: I don't want to scare people away from 
cannabis because it is such a safe and wonderful plant and even if you 
don't have the exact ratio of cannabinoids and terpenes in the product that 
would be best for you, I'd still say it's worth a try, but [01:05:00] yet at the 
same time you have to be cautious. If you can grow it your own you know 
what you've got. If someone else is growing it then you can find out how 
they're growing to make sure they're growing it organically.  
 

○ 1:06:17 Mary Lynn Mathre: There's a lot of unknown and it's because of 
the prohibition. People should not be blaming this on cannabis. It's a 
wonderful plant. This prohibition has made it very difficult [01:06:30] for 
people to use it safely and to know what they've got.  
 

○ 1:07:41 John Malanca: The State of Georgia was like that, where they 
approved it, but they don't sell it, so you can't obtain it there. You have to 
go out of state to get it, but you can't bring it back in because it's federally 
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illegal.  
 

○ 1:06:58 John Malanca: Testing is so [01:07:00] important to us, even back 
when my father-in-law was going through this back in 2011. The one 
product it was a cooking oil capsule infused with raw, unheated cannabis. 
The dispensary owner said, "Yes, this has this formulation and ratio in it." 
We tried that and for the first six, nine months we were using that product 
every day and finally he was getting better. We were [01:07:30] involved 
with the industry and I knew which were the best testing labs and what 
companies to trust etc, etc. We took this product in just to see, "Hey, my 
father-in-law is doing well. Nine months later let's just test it to see what's 
going on." We got the test results back and the test results were the 
complete opposite what was noted on the dispensary's menu card. That's 
pretty scary. Our outcome was fantastic  but our mouths dropped. For nine 
months we've been given this product, thinking that it is a product A, when 
it's really product M. We were very fortunate. There weren't any pesticides 
or mold or metals in there, but knowing that they were selling it as this, 
when it was really this and we found out later from having it tested. 

 

● 1:08:38  John Malanca: Two-part question, “a lot of people think it's an excuse to 
get high” and “are you a fan of a gram-a-day dosing?” 
 

○ 1:08:55 Mary Lynn Mathre: The gram-a-day dosing. Our own 
endocannabinoid [01:09:00] system is in its state that's different from 
mine, is different than yours. Ethan Russo, great neurologist and cannabis 
expert, back in 2004 wrote an article about clinical endocannabinoid 
deficiency and he was equating it to migraines, irritable bowel. 
 

○ 1:09:28 Mary Lynn Mathre: He knew a few [01:09:30] things and he could 
show the science that showed how the endocannabinoid system, if it was 
deficient that it would lead to this. Fast forward to 2000, I think 2016 or so. 
Anyway, recently he wrote another article that based on even more 
research, many conditions looked to be a deficiency in the 
endocannabinoid system. You've talked about your father-in-law, just a 
little pinprick [01:10:00] of a dose is enough for a patient. It varies with 
different issues. I know HIV patients would say, "I just need to have one 
inhalation in the evening and I'm good to go. I can eat and I'm fine."  
 

○ 1:10:13 Mary Lynn Mathre: A lot of times for appetite that is all it takes, a 
simple inhalation and you're fine. The dose varies from person to person, 
from their condition, from day-to-day, their condition. If they're depending 
on how they're  consuming it, if they're taking an ingestible one, what's 
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already in [01:10:30] their gut, there are so many things, variables that can 
come in and we keep saying, "Start low, go slow." 

○ 1:11:33 John Malanca: We've seen patients who's taking normal 
supplements they can get at their health food store and there is the 
interaction that way as well. 

 

● 1:12:33 Patient Story 
 

○ 1:12:38 Mary Lynn Mathre: I'm going to go back to Cathy Jordan again. 
This woman was diagnosed with ALS and she saw herself getting weaker 
and weaker, not being able to pick up things and pretty soon it was going 
to be in a wheelchair. She was a young mom married to a Vietnam vet. 
Young mom and just did not see this in her life. 

She was planning suicide, she started saving her pills, but she went 
[01:13:00] to say goodbye to a friend in Florida and the friend said, "Well, 
let's have a joint." They were on the beach and smoking some cannabis 
and she said she took the first hit and she could feel her body heal. She 
says it's like she knew the disease stopped. That was a random cannabis 
joint. Just random and she knew it helped her right from that point. Going 
back to [01:13:30] Dr. Russo with his idea about endocannabinoid 
deficiency. We think a lot of things such as ALS and MS and arthritis and 
cancers, it could be a deficiency in your own system that's not keeping you 
healthy.  

She got that, but it took years to find the particular variety of cannabis that 
works best for her. Clearly, we're learning and you can get the better 
cannabis, but I would hate for someone not to use cannabis because they 
don't have the perfect [01:14:00] blend, they don't have access to it, like 
Cathy. That was a random cannabis plant that that she first used and it 
was helpful. Then you can fine-tune it after that. 

● 1:15:25 John Malanca: People always say “cannabis is addictive, it's highly 
[01:15:30] addictive.”  
 

○ 1:15:41 Mary Lynn Mathre: I would say unequivocally, "No, it's not 
highly addictive." Can some people become addicted to it? Yeah, okay. 
Put it in perspective, and that's from working in a treatment program at 
University of Virginia for many years and then working at a methadone 
[01:16:00] treatment for opiate addicts. First of all, even the addicts, for the 
most part, when they see somebody coming in with marijuana they just 
kind of go, "Your life has not been out of control like mine has." Whether 
it'd be the alcohol, which literally destroyed their health, the physical 
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health, or cocaine, which can certainly do a number on your health, or just 
the quality of life, [01:16:30] whatever it is, how devastated they've been 
when they're really addicted to a drug. Cannabis just doesn't fit in there.  
 

○ 1:16:35 Mary Lynn Mathre: The study or some ranking that a lot of people 
go by, I think the author was Anthony and it was years ago, like in the mid 
'90s or something and they say maybe 9% of people use cannabis would 
become dependent. I find that higher just because of misdiagnosing. To 
diagnose somebody and that we don't use the term addiction, that uses a 
substance use disorder [01:17:00] and specifically you would say a 
cannabis use disorder, mild, moderate or severe, depending on how many 
criteria, but of the criteria, when a clinician is looking at the patient they 
really need to understand the context of which the medicine is taken. 
Because one of the criteria might be that their social patterns have 
changed, they're not as social as they used to be or work habits. 
 

○ 1:17:54 Mary Lynn Mathre: Then two of the other criteria for a 
dependence, for a substance use disorder are [01:18:00] that you'll 
develop tolerance and you'll develop physical dependence. You'll have 
withdrawal symptoms if you stop. For the most part you can develop 
tolerance and that's why in the program you talked before about taking a 
holiday or just getting a little way so that your own endocannabinoid 
system can reset and you'll end up using a lower amount of cannabis, but 
it develops slowly. Tolerance will develop much faster to Marinol, to the 
pure THC, [01:18:30] but not as fast or the whole plant.  
 

○ 1:18:32 Mary Lynn Mathre: Dependence - the withdrawal symptoms from 
cannabis are mild. We will never hospitalize somebody for cannabis 
withdrawal. Alcohol withdrawal can be serious, can lead to death. 
Benzodiazepines, extremely. They're a Schedule IV medication, but you 
try to get somebody off Xanax or Valium, very, very difficult. I consider 
them highly addictive drugs. Cannabis, no. Now, what we're finding 
[01:19:00] in California, in Canada, in places where that cannabis has 
been used medicinally for a long period of time, places are calling it the 
exit drug because it's literally helping addicts get off of harmful drugs. 
 

○ 1:19:14 Mary Lynn Mathre: I said that old bottle that I had, the Eli Lilly 
tincture of cannabis, they used it for alcohol withdrawal, to help people get 
safely off alcohol. It also had it for those habits of chloral hydrate and 
morphine. There's been a study of methadone patients. When a patient is 
an opiate addict the goal of a methadone treatment program is methadone 
is very long acting. It's an opiate, but it's very long acting, so it can help an 
addict have a more steady life instead of [inaudible 01:19:51] highs and 
lows of the opiates and always needing another fix, they can take a 
methadone pill once a day or the liquid and kind [01:20:00] of be more 
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balanced throughout time. 
 

○ 1:20:03 Mary Lynn Mathre: When you first try to get somebody on 
methadone you have to start very slowly because you could kill somebody 
with an overdose. You give these patients just a little bit of methadone, 
they go home and they come back the next day, you assess their 
withdrawal symptoms and you give them more methadone, a higher dose 
and within weeks you build up to whatever their maintenance dose is 
going to be. Well, that time frame of trying to get the right dose is 
[01:20:30] a very dangerous time frame because patients go home, they're 
addicts, they don't like feeling uncomfortable, you didn't give them a high 
enough dose, so they go find something from the street. If they find a short 
acting opiate or they find a benzo and they take it and they take it at the 
same time that methadone is peaking in their body, they might not wake 
up. 
 

○ 1:20:52 Mary Lynn Mathre: Death sometimes happens during the 
induction period of trying to get a patient on methadone. [01:21:00] What 
they found is in Philadelphia, I believe it is, I did a study. The patients who 
illicitly, but who used cannabis when they went home, had fewer problems 
because it was managing their side effects of the withdrawal and they 
stayed in treatment longer. They found that it was helpful as an adjunct, 
literally, not a legal adjunct to the treatment program, but it helped them in 
the methadone program stay in.I know many methadone patients who got 
off of the methadone using cannabis.  

 

● 1:22:10 John Malanca: “Are there any reported deaths with cannabis?”  

There was a study, I believe, in Oregon or Washington State a couple 
years ago regarding this and they said, "Cannabis patients admitted to the 
ER [01:22:30] went up 4000%." But they didn't add in there that they're on 
narcotics or alcohol or other type of pharmaceuticals or a combination of 
other types of drugs. What are your thoughts about that? 

○ 1:22:46 Mary Lynn Mathre: Cannabis is remarkably safe.  
 

○ 1:23:29 Mary Lynn Mathre: There's been different [01:23:30] studies to 
show how you can overdose. One way is to call it the LD50, the lethal 
dose of 50% of the animals. They figure how much do you give a drug 
until 50% of them die, that's the LD50. For insulin, it would only be a 
couple times a normal dose. For alcohol, maybe 10 times a normal dose 
or something. For cannabis, they looked at maybe 20000 to 40000 times a 
dose could be lethal or [01:24:00] 1500 pounds in 15 minutes, if anyone 
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could do that, could be lethal. 
 

○ 1:24:05 Mary Lynn Mathre: Dr. McBay, he was a chief toxicologist in North 
Carolina. Unfortunately, he's since passed, but we asked him years ago 
about it and he said, "I think the only way a person could die from 
cannabis is if a bale of it fell from a plane and hit him on the head."  
 

○ 1:25:49 Mary Lynn Mathre: You can take too much and you can get very 
sick to your stomach, extreme nausea and vomiting. Even though it's good 
for nausea and vomiting, if you take too much that's it, but [01:26:00] it's 
not going to kill you. When they come into the emergency room the 
general thing is ... Actually I think some docs might give them a little 
Valium or something. For the most part, put them in a quiet room. If 
they've got a friend with them, have somebody there to just keep 
reassuring them, "You're fine. You're going to be just fine. Just wait it out." 
It's a matter of time and it gets ... They metabolize enough of it and then 
it's out of their system and then they feel fine.  

 

● 1:20:28 John Malanca: What are your thoughts [01:26:30] of too much THC and 
counteracting it with CBD, is that a tall tale in this industry? 
 

○ 1:26:41 Mary Lynn Mathre: I don't know if there've been studies on it, 
although I've seen people do it and it seemed to help and it makes sense. 
I don't know the physiology that well. I'd probably want to go with Vincenzo 
Di Marzo or Ethan Russo, to get more into [01:27:00] it, to [inaudible 
01:27:01] exactly how that works, but yeah, the thought is take some CBD 
and it'll help ... Because normally, when it's with the THC in the cannabis 
plant it does dampen down the high. 

 

● 1:28:48 Potential side effects of cannabis and the capacity of cannabis  
 

○ 1:28:48 Mary Lynn Mathre: You know I could talk for hours and hours on 
this. I wanted to actually go back a little bit about that cure thing. 
[01:29:00] Sometimes I get too excited about this plant and I never mean 
to imply to somebody that it's going to fix their problem. 
 

○ 1:29:13 Mary Lynn Mathre: I don't mean to discount pharmaceuticals. 
There is a place for pharmaceuticals out there, but it does have so much 
potential. It is worth a try, that's the main thing. The other thing that people 
say, "But you never talk [01:29:30] about the side effects, the negative 
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effects." When I compare it to other drugs, there really are so little.  
 

○ 1:30:00 Mary Lynn Mathre: It can get a person's heart rate going faster 
than normal. For someone trying to lose weight and they're using it for 
their glaucoma and it gives them the munchies, maybe that's a bad thing, 
a negative effect. Yet, at the same time, the studies that said that chronic 
cannabis users overall have a smaller waistline than the general public. 
Again, I think that goes with in balance, people are more in balance and 
your food intake is probably more in balance and your metabolizing is 
[01:30:30] better. 
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