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Abstract 

 Fifteen states and the District of Columbia have passed medical marijuana legislation 

either through a ballot initiative or through their respective state legislature.  These states have 

chosen to disregard the federal Controlled Substances Act by legally sanctioning the growth, 

possession, and use of marijuana by sick patients suffering from diseases like AIDS and cancer.  

This choice has sparked polarized outrage and compassionate support regarding the issue 

because over 300,000 individuals are using a substance prohibited by the federal government; 

furthermore, the medicinal states are sanctioning this behavior, and as a result, breaking federal 

law.  The question of why a state would be willing to accept such a risk and what motivates such 

legislation logically follows. 

 This thesis attempts to answer those questions by isolating California, Michigan, and 

Minnesota as case studies of policy motivations.  By first reviewing relevant legal history and 

case law, we can begin to understand the growth of public support and the emergence of the first 

piece of compassionate legislation.  Then a deeper analysis of the ballot initiative and political 

cultures as motivating factors, as well as others, can be addressed.  This is ultimately followed by 

a conclusion of predictions and future implications. 
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Introduction 

 The United States has acted as a model of democracy for over two centuries.  

Governments across the globe look towards America as the prime, and most powerful, example 

of democratic interaction.  More specifically, the US political system provides for ample study 

regarding the relationship between federal and local powers.  The US Constitution grants wide-

ranging powers to each of the 50 states, including the ability to draft and enact their own laws.  

This ability has led to drastic variations in drug laws and enforcement across the country.  This 

paper focuses specifically on the incidence of medical marijuana legislation and attempts to 

identify what factors positively affect a state’s decision to contradict federal law.  Although 

states can choose to stray from federal law, which views all marijuana use as illegal, this choice 

does not survive as a common one.  Only 30% of our states have legalized medicinal marijuana.  

Fewer still have decriminalized marijuana.  States have the ability to pass legislation on their 

own, but when they do, what are the motivating factors?  Why would one state choose to legalize 

while the other decriminalizes?  These questions, and more, will be answered throughout the 

course of this paper, but first a short note on the lack of existing research is in line. 

 The first statewide medical marijuana legislation, also referred to as compassionate 

legislation, was passed in 1996 by the state of California.  Unfortunately, since then only 14 

states have followed California’s example and this means that medicinal legislation is truly still 

in its infancy.  As a result very little research directly addresses the motivators of legislation.  

However, the field of legislative motivation in general is quite wide and best represented by 

Kenneth J. Meier’s interpretation.  Meier compiles an index of factors he believes to be most 

directly related to legislative outcomes.  The first main influence addresses citizen forces; these 

factors include public demand and attitudes, race, and the salience of legislative issues.  Meier 
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highlights industry forces as influencing policy through the existing markets as well as through 

substantial lobbying efforts.  He also explains that political forces affect legislation in different 

ways.  He identifies legislatures, Congress, the courts, and nearly every other governmental 

office as institutions that affect policy.  Along with this political force, values and party 

competition contribute to public policy by moralizing issues and attributing them to specific 

parties.  In this way, policy issues are considered by segregated groups supporting exclusive 

ways of interpreting an ideal society.  Meier also identifies bureaucracy as a force in the sense of 

bureaucratic capacity, leadership, and federalism (Meier, 1996: 7).  Although Meier’s theory is 

well established as a way of discussing policy motivations in general, it lacks the specificity 

required to address a single issue; especially one as intricate and complex as medicinal 

marijuana.  His theory is simply too comprehensive.  For this reason, only relevant and 

measurable aspects from Meier’s theory were applied in the process of determining motivators of 

compassionate legislation. 

 In order to answer this question a selection of medical use states was required to frame 

the discussion in a way in which comparisons could be established.  With this in mind, three 

comparable states were selected in order to guide the subsequent discussion.  California, 

Michigan, and Minnesota were chosen because this allowed for the identification of motivators 

within the two medicinal states, California and Michigan; furthermore, the successive 

comparisons brought to the Minnesota case, currently a decriminalized state, allows for the 

measurement of potential motivators in a state lacking medicinal legislation.  This allows for 

Minnesota to act as a laboratory for determining the relative probability of passing 

compassionate legislation.  Although this explains the reasoning behind selecting two medicinal 

states and one decriminalized state, the selection is further justified in the section regarding state 
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observations.  Ultimately, the selection of these states has led to a more focused conclusion, 

although similar to that of Meier’s, regarding the motivators of compassionate legislation.  After 

gathering applicable research it became clear that political forces and citizen forces were most 

influential in determining whether a state would pass medical legislation.  Political forces were 

identified as legislatures, governors, ballot initiatives, and how each was affected by party 

politics.  Alternatively, citizen forces were defined by the political cultures of Daniel Elazar and 

measured by general public support of medical marijuana.  However, before these motivators can 

be analyzed in depth, we must understand the history of marijuana and the related laws in our 

country. 

 This is best accomplished by first reviewing the relevant history through the 1980s.  Then 

by including a section explaining how marijuana became viewed as a medicine in this country 

we can better understand the transition from twentieth century prohibition to 21st Century 

acceptance.  This in turn leads the discussion to the intricacies and contradictions involved with 

15 states disregarding federal law; applicable case law is included in order to provide the 

complete legal landscape present in our country.  Finally, armed with this background 

information, we will focus on the three cases of California, Michigan, and Minnesota.  After 

outlining the legislative timelines and motivations in each state we can conclusively identify and 

analyze the significance of each motivating factor evidenced in the previously mentioned states.  

With this task at hand, let us first learn how the status of marijuana transformed throughout the 

history of our country.  By tracing the use of marijuana first as a crop, then as a medicine, and 

finally as an outlawed drug we will understand the complete influence that marijuana has had on 

American society. 
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History 

 One of the very first crops planted in the fertile Eastern soils of North America was 

marijuana.  “America’s first law on marijuana, dating from 1619 in Virginia, required farmers to 

grow hemp.  Its stalks were useful for sails, riggings, and caulking, products the colonists badly 

needed, and its oil could be used for food and fuel” (Gerber, 2004: 2).  Even our country’s 

forefathers realized the importance of hemp.  “George Washington, Ben Franklin, and Thomas 

Jefferson grew hemp on their lands, conduct for which they could be prosecuted as drug felons 

today” (Gerber, 2004: 2).  Not only was marijuana important in providing our country with 

hemp, but also for providing our citizens with herbal medicine.  “Physicians recognized pot for 

medicinal use as early as 1840.  The weed appeared in the nation’s official list of acceptable 

drugs from 1850 through 1942 in the United States Pharmacopoeia” (Gerber, 2004: 2). 

 The plant marijuana was both a useful crop for production of goods and also for 

production of medicines.  Marijuana was often used in tinctures, salves, and oils in our country 

before the onset of chemistry and the scientific pursuit of synthetic drugs.  “The increasing 

romanticism surrounding synthetic drugs, and the invention of the syringe in the 1850s,” led to 

the ultimate demise of marijuana as a regularly used medical treatment (Boire & Feeney, 2006: 

16).  Since marijuana is full of fatty lipid-like substances, it is not water-soluble and therefore 

could not be used in the latest technological invention of the 1800s, the syringe.  “With the 

technology for creating and processing synthetic drugs, use of herbal products fell by the 

wayside due to the enthusiasm for new technologies, even though the synthetics were often more 

harmful than the herbal remedies they replaced” (Boire & Feeney, 2006: 16).  As the exploration 

of synthetic drugs continued, marijuana fell out of a medical culture, and entered a recreational 

use culture.  This new recreational culture encompassed Mexican and black racial groups.  
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Marijuana, brought by Mexicans from the South, infiltrated cities like New Orleans and found 

interested users in the Black jazz community that was emerging in states like Louisiana (Boire & 

Feeney, 2006). 

 At the turn of the century, marijuana encompassed a culture of dangerous minorities who 

listened to dangerous music.  To say the least, marijuana use was not culturally accepted.  People 

like Harry Anslinger worked to further reinforce this perception of marijuana; their efforts turned 

what was once a popular American icon into Satan’s weed.  Anslinger was the Chief 

Commissioner of the Federal Bureau of Narcotics from 1930 through 1962.  His propaganda 

helped seal the fate of marijuana use, and its medical applications in the United States.  

Anslinger preached racist and fearful messages that painted awful pictures of marijuana and its 

usage.  One such message was, 

“Prolonged use of marihuana frequently develops a delirious rage which 
sometimes leads to high crimes such as assault and murder.  Hence marihuana has 
been called the ‘killer drug.’  The habitual use of this narcotic poison always 
causes a very marked mental deterioration and sometimes produces insanity.  
Hence marihuana is frequently called ‘loco weed.’  … While the marijuana habit 
led to ‘physical wreckage and mental decay,’ its effects upon character and 
morality were ‘even more devastating.’  The victim undergoes ‘such degeneracy 
that he will lie and steal without scruple’ and, despite the best efforts, he ‘commits 
high crimes and misdemeanors.’  Marijuana often generates ‘the lust to kill.’  
Many cases of assault, rape, robbery, and murder, claimed Anslinger, could be 
traced directly ‘to the use of marihuana’” (Gerber, 2004: 5). 

 
This message was a scare tactic aimed at children and parents.  Gruesome pictures and stories 

were cited as “evidence” of marijuana’s danger.  Yet his use of scare tactics did not stop there.  

Anslinger, “favored such literary allusions for the supposed erudition.  ‘If the hideous monster 

Frankenstein came face to face with the monster Marijuana… he would drop dead of fright” 

(Gerber, p. 7, 2004).  Anslinger even utilized racism as a tool to deface marijuana use.  “Under 

the guise of scientific fact, his Bureau of Narcotics reported fictional stories about ‘colored’ 
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students at the University of Minnesota partying with white female students, smoking pot, and 

eliciting coeds’ sympathy with stories of racism” (Gerber, 2004: 6).  These tactics were enough 

to scare any white American into submission, which culminated in the country’s decision to 

practically illegalize marijuana.  Anslinger’s plan was called, “The Marihuana Tax Act, which 

passed in 1937, required all manufacturers, importers, dealers and medical practitioners dealing 

with marijuana to register with the federal government and pay a special occupational tax” 

(Boire & Feeney, 2006: 18).  The tax was so incredibly high that it made all possession, 

including possession for medicinal treatment and research purposes, nearly impossible.  

President Franklin D. Roosevelt signed the tax act into law on August 2nd and it took effect that 

following October in 1937.  Additionally, Anslinger had marijuana removed from the United 

States Pharmacopoeia in 1941 to further solidify the impossibility of administering medicinal 

marijuana.  As the years passed, restrictions on drugs continued to tighten. 

 The passage of the Boggs Act in 1951 and the passage of the Narcotic Control Act in 

1956 introduced mandatory minimum drug sentences with the former and increased those 

sentences with the latter.  Additionally, under the Boggs Act, “marijuana was lumped together 

with the traditional narcotics giving birth to the ‘gateway theory,’ which continues to influence 

marijuana prohibition policy today” (Boire & Feeney, 2006: 20).  The gateway theory, as 

referenced in the Boggs Act, is a concept that claims smoking marijuana will act as a stepping-

stone, or transitionary drug, leading initial users towards harder narcotics such as cocaine and 

heroin.  Furthermore, the association of marijuana with other narcotics in the Boggs Act 

influenced the restrictive scheduling of marijuana in the Controlled Substances Act. 

 As our country entered the drug laden decades of the sixties and seventies, the 

dissemination of lies and ignorance of legitimate research continued.  As if the constant 
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vilification of marijuana and disregard for legitimate research were not enough, medicinal 

marijuana would subsequently suffer one more blow effectively solidifying the impossibility of 

medicinal application.  In 1970, Congress passed into law the Controlled Substances Act.  This 

law identified marijuana as a Schedule I drug along with other substances like heroin, MDMA, 

psilocybin, LSD, mescaline, etc.  According to the DEA, Schedule I controlled substances have 

high potential for abuse and possess no currently accepted medical use in treatment.  A single 

year after the CSA was passed President Richard Nixon created the 1971 Shafer Commission in 

which he appointed many colleagues with the task of researching marijuana and its uses for one 

year.  Upon completion of their research in 1972, “the Commission issued its findings in a report 

titled Marihuana: A Signal of Misunderstanding.  While the Commission unanimously rejected 

the idea of legalizing marijuana, they urged the withdrawal of criminal sanctions for personal use 

of marijuana.  The Commission noted that marijuana may prove useful in ‘the treatment of 

glaucoma, migraine, alcoholism and terminal cancer’” (Boire & Feeney, 2006: 22).  These 

findings suggest that marijuana should be removed from its Schedule I rating, however, Nixon 

followed in the footsteps of Anslinger and chose to ignore any positive medical findings.  He 

also rejected the Commission’s recommendations and ensured that Congress would make no 

progress in legislation reform. 

 In fighting this Schedule I classification, the National Organization for the Reform of 

Marijuana Laws (NORML) filed a petition with the DEA seeking to change marijuana’s 

classification from a Schedule I substance to a Schedule II substance.  This legal change would 

give marijuana medical legitimacy.  “After two years of hearings, on September 6, 1988, Francis 

L. Young, the Chief Administrative Law Judge for the DEA, ruled in favor of NORML, 

declaring ‘Based upon the facts established in this record… one must reasonably conclude that 



 12 

there is accepted safety for use of marijuana under medical supervision.  To conclude otherwise, 

on this record, would be unreasonable, arbitrary and capricious’” (Boire & Feeney, 2006: 25).  

Judge Young asserted that marijuana belonged in Schedule II, not I.  “Unfortunately, federal 

agencies are not bound by the recommendations of their own administrative law judges, and the 

recommendation – just like the earlier one made by Nixon’s Presidential Commission – was 

rejected” (Boire & Feeney, 2006: 26).  The future fate of medicinal marijuana was finally laid to 

rest, until some progressive, and in some eyes, rebellious states, decided to research scientifically 

the medicinal uses of marijuana and report those findings without bias or reserve. 

 The stigmatization of marijuana that began in Anslinger’s era, reinforced with Nixon’s 

presidency, and buttressed once again through the Ronald Reagan “Just Say No!” years of the 

1980s directly influenced drug policy and public sentiment.  The repeated years of government 

sponsored propaganda eventually led to a solid disapproval of non-prescription drug use in 

totality.  “A heavy load of symbolism surrounds psychoactive substance use [that] seems to 

attract near-universal stigma and marginalization” (Room, 2005: 143).  This anti-drug mentality 

still affects the roles and motivations of citizens today and is a direct outcome of stigmatization 

passed on through the collective memory of American society.  The public’s overwhelming 

sentiment against drug use was provoked each decade by different forms of stigmatization.  

“Marijuana users were described in a 1974 Senate hearing, for example, as existing in a state of 

‘apathy approaching indolence.’  Similarly, a 1998 pamphlet produced by the National Institute 

on Drug Abuse depicts those who use marijuana as ‘not caring about what happens in their lives, 

[demonstrating] no desire to work regularly, [experiencing] fatigue, and [exhibiting] a lack of 

concern about how they look’” (Chapkis, 2007: 451).  Although the US stigmatization of 

marijuana has been substantial in recent history, a contradictory movement has emerged amongst 
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the ill users of medical marijuana.  Their continued use has been paramount in the process of 

transforming public sentiment to that of acceptance of medical applications. 
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Medicinal Applications and their role in Transforming the Public’s Collective Memory 

 In truth, the use of marijuana as a medical and healing agent is not a new or unique 

American idea at all.  “Marijuana has been described in Indian and Chinese medical texts for 

more than three thousand years.  … Marijuana is legal in many parts of Asia and the Middle East 

but illegal in most Western countries” (Ades et al., 2009: 415).  Native Jamaicans also attest to 

the almost mystical healing qualities that marijuana can bestow upon its user.  “It was made for 

the healing of all nations… people who give their hearts to ‘herbs’ don’t get sick” (Rubin & 

Comitas, 1975: 125).  With this belief, fifteen states in our great Union declared that they would 

defy the federal government and enable access to medicinal marijuana for those patients who 

could prove medical necessity. 

 Research on medicinal marijuana was certainly not a new phenomenon.  In fact, in 

response to Anslinger’s plan to enact the Marihuana Tax Act, one outraged doctor expressed his 

feelings as such. 

A “Physician from the American Medical Association pled for continued 
permission for medical use of marijuana…  Speaking against Anslinger’s 
position, Dr. William Woodward observed that… marijuana was considered 
harmless medicine.  In fact, some leading drug companies were distributing small 
packets of marijuana commercially, and some pharmacies were selling it legally” 
(Gerber, 2004: 9). 

 
Apparently Dr. Woodward was not alone in his support of medicinal use.  Jamaicans also praised 

the medical benefits of marijuana citing that, “teas made from ganja leaves or sticks are widely 

believed to have prophylactic and therapeutic properties.  [Tea] is particularly recommended for 

children from infancy” (Rubin & Comitas, 1975: 48).  Jamaicans explained that the tea and 

tonics they make “are absorbed into the blood stream, strengthen the blood and enable it to ward 

off disease” (Rubin & Comitas, 1975: 55).  The inclusion of ganja as part of their folk 



 15 

pharmacopoeia including bush teas, liniments, and poultices is not surprising because modern 

day medicine backs up their traditional remedies. 

 Medical research has repeatedly shown that marijuana effectively treats the painful side 

effects associated with cancer, glaucoma, and HIV/AIDS.  “One review of studies published 

between 1975 and 1996 concluded that oral THC is as effective or more effective than 

commonly used prescription drugs” (Ades et al., 2009: 416).  Delta-9 Tetrahydrocanabinol, 

known as THC, is the psychoactive ingredient found in marijuana.  This substance is presumed 

to have medicinal uses when titrated properly.  “In May of 1985, dronabinol, a synthetic version 

of THC, the primary active principle of marijuana, was approved by the FDA” (Boire & Feeney, 

2006: 25).  Not only did the Food and Drug Administration approve the drug, but also, the drug 

apparently works very well as evidenced in clinical studies.  “A 2005 study in New York 

compared dronabinol and marijuana in people with human immunodeficiency virus who had 

smoked marijuana previously.  The researchers noted that both improved food intake in people 

who had severe weight loss due to their illness” (Ades et al., 2009: 416).  Marijuana evokes an 

extraordinary response in patients suffering from wasting syndrome, an extreme period of weight 

loss associated with HIV/AIDS. 

 According to the most recent data gathered by the United Nations AIDS Program, the 

World Health Organization, and the Center for Disease Control, there are approximately 1.1 

million people living with HIV/AIDS in the United States (“AHF”, 2008).  Additionally, the 

American Cancer Society reports that just fewer than 1.5 million Americans were diagnosed with 

cancer in 2009 (“Cancer”, 2009).  Both cancer and HIV/AIDS patients could benefit greatly from 

the administration of medicinal marijuana.  In fact, “numerous health organizations have 
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endorsed its use, including the American Medical Association, [and the] American Academy of 

Family Physicians…” (Alexander, 2003: 12). 

 The benefits that marijuana can provide to a suffering patient are unequivocal.  Benefits 

are not just physical either; using marijuana can aid in many of the emotional traumas associated 

with fighting a terrible ailment.  Dr. William Notcutt is a medical researcher who worked on the 

development of a THC drug administered in a spray can called Sativex.  Dr. Notcutt states, 

“There are many health professionals who perceive the mild psychoactive effect from the drug as 

somehow wrong.  This only seems to be of concern to those who do not treat patients in pain or 

distress.  Elevating the mood of a patient whose life is miserable because of chronic, untreatable 

pain would seem to be a worthwhile goal” (Chapkis, p. 6, 2007).  Witnessing the benefits first 

hand has driven family members and caregivers to similar realms of emotion.  Patients lucky 

enough to receive marijuana treatment are so thankful for the state protection that they are 

offered.  They try to worry little about the federal legal implications.  “The alleviation of distress 

can be so striking that some patients and their families have been willing to risk a jail term to 

obtain or grow the marijuana” (Kassirer, 1998: 117).  And although several prescription drugs, 

Marinol, Dronabinol, and Sativex, can deliver THC to a patient, they come with a far greater cost 

than their natural alternative.  This cost is evidenced both physically and economically.  The 

pharmaceutical THC drugs have proven to be less effective than marijuana and in some cases 

have caused great discomfort (“Minnesotans”, 2009).  The referenced discomfort frequently 

comes from the fact that the prescription drugs simply cannot be titrated as easily as smoked or 

vaporized marijuana.  Additionally, as one patient attests, “for patients on fixed incomes, who 

can’t afford $46 pills, medical marijuana is a more affordable alternative” (“Minnesotans”, 

2009). 
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 Wendy Chapkis, in her essay entitled Cannabis, Consciousness, and Healing, reinforced 

just that notion.  Her sociological research explored the lives of medicinal marijuana users 

associated with the Wo/Men’s Alliance for Medical Marijuana (WAMM).  Her ethnographic 

research consisted of over 42 interviews with patients and health care providers connected with 

WAMM.  Each patient was in fact a legal medicinal marijuana user under California statutes.  

However, as discussed later, the federal government does not recognize this immunity.  For that 

reason, Chapkis recommended that each interviewee remain anonymous.  “A surprising number 

refused anonymity.  Pamela Cutler, for example, a young woman living with metastatic breast 

cancer, explained, ‘This is my story, my legacy.  Use my name’” (Chapkis, 2007: 445).  Chapkis 

found that these patients desperately relied on the healing properties of marijuana to survive each 

day.  Her research concluded that marijuana could make excruciating physical pain and mental 

anguish bearable.  She also concluded that the use of marijuana positively aided in mending the 

spiritual damage caused by a terminal illness.  One such patient associated with WAMM, 

Inocencio Manjon-McFaline, said, “What’s strange now is that I don’t feel the effects [from 

marijuana] that I remember from when I would smoke it before, smoking to get loaded.  It’s a 

different time for me.  I’m not smoking it looking for a high” (Chapkis, p. 10, 2007).  The 

mentality of a patient receiving help is considerably different from a drug abuser.  Attitudes like 

Inocencio’s help supporters of the medicinal marijuana movement further legitimize their work.  

Another patient, “Lisa Reiss… has multiple sclerosis and uses a wheelchair.  She said her 

husband, who died from AIDS and cancer, ‘lasted a lot longer with the help of the marijuana.  

I’ve used it; it has eased a lot of my pain.  I would use it again if it was legal’” (Perez-Pena, 

2002: B5).  The support evidenced from Chapkis’ study seems to be reciprocated across the 

country. 
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 As evidenced in CNN, Time, Gallup, and AARP polls, nearly 80% of Americans believe 

adults should be allowed to legally use marijuana for medical purposes to reduce pain and 

suffering if their doctor prescribes it (Johnson, 2009: 57) and (Finkel, 2007: 84)1.  These 

statistics indicate that propenency remains widespread even amongst unlikely government 

officials and community figures.  In one of John Stossel’s 20/20 ABC specials, Just Say No, he 

introduces his viewers to a priest, a chief of police, and a judge all of whom cry out for a change 

in drug policy.  Father Joseph Kane, a priest in the Bronx, “has come to believe that while drug 

abuse is bad, drug prohibition is worse” (2002: 96).  The Detroit Police Chief Jerry Oliver agrees 

in saying, “Clearly, we’re losing the war on drugs in this country [and] it’s insanity to keep doing 

the same thing over and over again” (2002: 96).  These opinions, communicated through media 

channels, are transforming our country’s collective memory regarding marijuana use once again.  

“Before [medicinal marijuana statutes], Americans had focused exclusively on the victims of 

drugs; now they were meeting victims of the war against drugs, and these people looked a lot 

like people they knew.  The old stories of children with drug problems were suddenly displaced 

by stories of dying parents in need of pain relief” (Pollan, 1997: SM22).  This transition of 

viewing the medicinal marijuana user as a delinquent to that of a patient has yielded tremendous 

results nationwide evidenced by the active 15 use states today.  The collective memory has 

conclusively changed in at least 15 states and as this issue becomes more prominent throughout 

time, the supportive collective memory will most likely spread to other states.  It is clear then, 

that the growing medical application of marijuana across the country has influenced state 

politics.  In fact, it seems as though these successful medical cases have changed social norms in 

some way, but to what factor can these changes be characterized?  In addition to some form of 

                                                
1 CNN, Time, Gallup, and AARP although all separate polls, yielded very similar evidence and 
are therefore referenced under only two titles within the bibliography.  See Johnson and Finkel. 
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social influence, what other factors contribute to the variance of state legislation?  Before 

answering these questions, it is important to outline the current legal status in this country and 

explore the contradictions between state and federal politics that have arose as a result of 

compassionate care legislation. 
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Modern Case Law and the National Legal Landscape 

 Although the ultimate question begs an answer to why states enact different laws, the 

issue of legalizing medicinal marijuana remains a policy that the federal government takes great 

interest in, thus significantly influencing the decisions of autonomous states.  Before examining 

the legal differences between states regarding medical use statutes, understanding how states 

have arrived at different policy decisions, as well as how those decisions contradict federal drug 

legislation opinions, holds great importance.  In order for states to draft and pass into law 

different statutes, they must utilize and protect the autonomy granted to them through the United 

States Constitution.  Before we can consider why states enact different policies, we must first 

determine if states are even allowed to submit policies deemed inconsistent with the laws 

supported by the federal government.  The federal government has made it clear that legalizing 

medicinal marijuana in a state does not exempt that state or any of its citizens from federal drug 

prosecution. 

 Interestingly, the federal government was not always as intrusive as it is today.  As the 

author of Ceremonial Chemistry, Thomas Szasz said, “If a hundred years ago, the American 

government had tried to regulate what substances its citizens could or could not digest, the effort 

would have been ridiculed as absurd and rejected as unconstitutional” (1974).  Today, the 

government controls a great deal of what drugs we have access to and how those drugs are 

created.  States are certainly limited by what they can pass into law even if they do believe they 

are representing and serving their constituents.  David Musto, author of The American Disease, 

asks, “Why did the Supreme Court agree that a federal statute could outlaw narcotics, when the 

Constitution itself had to be amended to outlaw alcohol?  …As demonstrated by the recent 

success of the medical marijuana movement, there is no such agreement about… [the] 
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constitutionality of prohibiting marijuana without first amending the U.S. Constitution” (1973: 

247).  The government’s controlling role in drug use has grown to such a substantial level that 

finding any states that choose to deviate from federal norms, especially by advocating medical 

marijuana use, is a rare, but growing, occurrence. 

 It is this concept that so shakes the American footholds of democracy today; the concept 

of using marijuana for medicinal purposes not only provides a battleground for doctors and 

physicians alike, but also sets the scene for a battle royal between state and federal legislatures, 

each brandishing a rolled up Constitution ready to strike at their unsuspecting foe.  Alaska, 

Arizona, California, Colorado, Hawaii, Maine, Maryland, Michigan, Montana, Nevada, New 

Mexico, Oregon, Rhode Island, Vermont, Washington, and the District of Columbia collectively 

treat AIDS, Alzheimer’s Agitation, Arthritis, Cachexia, Cancer, Crohn’s Disease, Epilepsy, 

Glaucoma, Hepatitis C, HIV, Migraine, Multiple Sclerosis, Persistent Muscle Spasms, Seizures, 

Severe Nausea, and Severe Pain in part by recommending and legally sanctioning the possession 

and use of marijuana (Boire & Feeney, 2006: 53).  These states have legalized the use of 

medicinal marijuana, and in so doing have violated federal law. 

 This decision has evoked a raging confrontation between supporters and doubters of the 

potentially positive medical effects of marijuana.  The conflict extends beyond constituents and 

even caucuses; its flames, fanned by perseverance of fighters on both sides of the debate, have 

even charred the United States Supreme Court.  America’s legal and moral conception of 

medical marijuana is greatly influenced both by history and the media.  Even further, these legal 

and moral conceptions differ greatly across the United States.  Each state determines its laws 

regarding medicinal marijuana in a uniquely distinctive manner.  Different political ideologies, 
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as well as other factors analyzed in the section on State Observations, embraced by each 

respective state’s citizenry account for differences in drug law application. 

 The current legal status of medicinal marijuana use varies across the country, however, 

trials originating from the first medicinal use state, California, have set the tone for interactions 

between state and Federal jurisdiction.  The first of two California cases, United States v. 

Oakland Cannabis Buyers Cooperative, 532 U.S. 483 (2001), addresses the conflict between the 

Controlled Substances Act and state law in California.  After California passed Proposition 215 

business entrepreneurs opened up a number of dispensaries and clubs to furnish patients with 

safe marijuana.  One such co-op was Oakland Cannabis.  The United States filed suit against 

Oakland Cannabis stating that, “whether or not the Cooperative’s actions were legal under 

California law, they violated the Controlled Substance Act” (GAO, p. 44, 2002).  The Supreme 

Court reviewed whether the CSA permitted the distribution of marijuana to patients who could 

establish “medical necessity.”  “The legal issue addressed by the Supreme Court did not involve 

the constitutionality of either the federal or state statute.  Rather, the Court confined its analyses 

to an interpretation of the CSA and whether there was a medical necessity defense to the Act’s 

marijuana prohibitions.  The Court held that there was not” (GAO, p. 44, 2002).  The effect of 

the Supreme Court’s ruling upheld and reinforced the power of the federal government over the 

state government.  The legal effect of the ruling is as follows, “Thus, while California exempts 

certain medical marijuana users and their designated caregivers from state sanctions, these 

individuals remain subject to federal sanctions for marijuana use” (GAO, p. 44, 2002).  Although 

the court case did address the fact that medicinal users are still subject to federal laws, the ruling 

did not address whether or not marijuana is recognized as potential medicine and whether or not 

it merits being removed from Schedule I classification.  “In a stinging 6-3 defeat against the 
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proponents of medical marijuana, the court ruling continued to put the federal government at 

odds with many in the scientific community and with public opinion.  What the case didn’t do is 

settle the question of whether marijuana is an effective medicine” (Finkel, p.xv, 2007).  Public 

reaction in California was passionate. 

 After the ruling was announced, “California's attorney general, Bill Lockyer, calling the 

ruling unfortunate, said he needed to review it further before reaching any recommendation or 

conclusions about California's law. ‘I appreciate the fact that federal law trumps state 

enactments,’ Mr. Lockyer said. But, he added, ‘the responsibility for determining what is 

necessary to provide for public health and safety has traditionally been left to the states’ (Nieves, 

2001).  Lockyer is not the only Californian who thinks public health and safety should be left up 

to the state.  Even the San Francisco district attorney agrees with Lockyer’s comment.  “Terence 

Hallinan, the San Francisco district attorney, who has been an advocate for medical marijuana 

since before it became legal in California, said he would do nothing to shut down the clubs that 

have been quietly operating in the city. ‘I'm absolutely convinced it helps people with serious 

illnesses, especially AIDS,’ Mr. Hallinan said” (Nieves, 2001).  Those in important 

governmental positions within California will defend the state statute because they think it is 

right.  Others defend the statute because their life depends on its support.  “’I’m not going to let 

my children watch me die,’ said Angel McClary, a 35-year-old mother of two who uses 

marijuana to alleviate the symptoms associated with an inoperable brain tumor and a seizure 

disorder. ‘If that is wrong,’ she said, ‘so be it’” (Nieves, 2001). 

 The second Californian case addressed a very similar legal aspect of the medicinal 

statute.  Randy Barnett was the defending attorney in the Gonzalez v. Raich 545 U.S. 1 (2005) 

case.  In addition to explaining that the federal government and Congress could prosecute 
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possession and ban the use of marijuana even in states that have passed medicinal use statutes, 

this case also explained that a medical necessity defense was not a legitimate defense in the eyes 

of Federal prosecutors.  This case, along with Oakland Cannabis, sets a precedent that explains 

why federal statutes trump state legislature decisions, thus backing state governments into a wall.  

This ruling outraged Barnett.  He said, “Doctors, not the federal government, know what’s best 

for their patients.  If a state decides to allow doctors to recommend proven treatments for their 

patients, then the federal government has no rightful place in the doctor’s office” (2004).  

However, support from the federal government for legal medicinal marijuana is not completely 

lacking. 

 Throughout Congressional hearings within the House of Representatives, Rep. Maurice 

Hinchey explained in an amendment to a medicinal use bill that the government must, “respect 

the intent of our Founding Fathers and respect the rights of our people at the State level to make 

the criminal law under which they and their families will live” (2007: H8484).  The year 2008 

welcomed a new president into the White House and this new administration holds a different 

attitude regarding medicinal use.  As an Associated Press article reports in the Minnesota Daily, 

“A new Obama administration policy loosening guidelines on federal prosecution of medical 

marijuana signaled to users that they had less to fear from federal agents… Marijuana advocates 

and patients called the memo an encouraging step forward from the strict anti-pot policies of the 

Bush administration” (AP, 2009: 5).  Merely two weeks after the release of this Presidential 

memo Maine approved, “Question 5, making the state the third in the country to license 

nonprofit organizations to provide medical marijuana to qualified patients and the first ever to do 

so by a vote of the people;” reported a local Oregon newspaper (Salem-News, 2009).  Jonathan 

Leavitt, campaign manager of the organization Maine Citizens for Patient Rights, was quoted in 
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the Bangor Daily News saying, “The credibility of this issue [Question 5] is so strong, we didn’t 

need to convince anyone that this was the right thing to do” (Haskell, 2009).  Although the 

Federal government seems to be embracing a less restrictive strategy in terms of enforcing the 

Controlled Substances Act, this does not change the rulings delivered in the previous court cases.  

The legal situation defined by the California cases puts doctors of the 15 medicinal use states in 

an interesting position when recommending marijuana use for their patients. 

 Although medicinal marijuana is legal in California and 14 other states, it is not within 

the United States as a whole.  As far as the federal government is concerned, medicinal 

marijuana patients are breaking the law.  With that being said, the DEA wastes little of their time 

pursuing terminally ill marijuana users.  However, this interesting legal conundrum causes a bit 

of a problem for physicians in medicinal use states.  “Doctors must have a license from the 

federal government to be able to write a patient any prescription.  With this license comes certain 

rules, one being that doctors cannot prescribe Schedule I drugs.  Marijuana is a Schedule I drug.  

Were a doctor to write a prescription for marijuana, the doctor’s license to prescribe would be 

revoked” (Boire & Feeney, p. 62, 2006).  Once a patient proves the elements of a medical 

necessity for marijuana, he is not able to get a prescription from a doctor, but instead get a 

“recommendation” or formal statement explaining that as a doctor, he would not mind if his 

patient used marijuana to treat ailments. 

 With this knowledge of how modern case law frames the legal setting in which 15 states 

and DC have passed compassionate legislation, we can now transition into an exploration of 

what specific factors influence marijuana legislation.  By first observing the paths in which 

California and Michigan legalized medicinal use, we can identify motivating factors and search 

for their presence in non-use states, like Minnesota. 
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State Observations 

 An interesting comparison presents itself when researching the policy differences 

between the first state to legalize medicinal marijuana, California, one of the most recent states 

to medicinalize, Michigan, and our home state of Minnesota, which has decriminalized 

possession of marijuana, but has yet to approve of medicinal applications.  The differences 

between California, Michigan, and Minnesota exhibit clear reasons within each state as to what 

motivated its legislative decision.  In California, the combination of the citizens’ political culture, 

prior decriminalization, clear economic benefits, legal case history, and the ability to utilize a 

ballot initiative system all contributed to the legalization of medicinal marijuana.  Michigan 

presents a similar situation in which political culture and ballot initiatives, in both local and 

statewide arenas, play key roles.  In Minnesota, the coalescence of the citizens’ political culture, 

previous legal precedence, and the influence of individual political actors, like governors, each 

shaped the current decriminalization statute; and in turn, these factors constantly affect upcoming 

legislative attempts towards legalizing medicinal use in the state.  By first describing the state 

history relevant to the medical marijuana legislation we can better understand the process in 

which a state enacts legislation.  Then after describing the processes towards medicinalization in 

each state, we can contemplate the key motivating factors that led to legislation, or lack thereof.  

Ultimately, this method should allow for conclusions about which factors are most or least 

influential in a state’s medical marijuana legislative process. 

 In developing and answering this question, the states of California, Michigan, and 

Minnesota were selected as examples for very specific reasons.  California was simply the 

pioneer of medical marijuana legislation.  A discussion of medicinalization that excludes 

California as a relevant case overlooks the entire historical basis for medicinal legalization in this 
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country.  Additionally, since the purpose of this paper focuses on the motivators of legislation, 

including California stands as a requirement because the subsequent 14 medicinal states turned 

to the California case for political guidance.  The inclusion of Michigan stands as important in 

part because it followed California’s pattern of legalization within municipalities before a 

statewide ballot initiative, but also because it can be closely compared to Minnesota.  The state 

of Minnesota was included partially because it is our home, but more so because the state is still 

on the path to medicinalization.  The Midwestern characteristic allows for ample comparison to 

that of Michigan.  Additionally, the previously vetoed medical marijuana legislation sets 

Minnesota as a perfect laboratory to study the progression of legislation as it occurs.  With these 

characteristics in mind, let us transition to a focus of California, the first state within our country 

to legalize the use of medical marijuana. 

 

California 

 California paints an interesting landscape for the legalization of medicinal marijuana 

simply because the state’s attitude towards the drug has changed so drastically over the years.  

California’s drug history proffers a long and winding journey from absolute criminalization of 

marijuana, to open acceptance of medicinal properties.  “California was in fact the first state in 

the nation to pass any anti-narcotic legislation.  In 1875 San Francisco passed a local ordinance 

to ban opium dens and similar state law passed in 1881” (Gieringer, 1999: 2).  Although this 

initial criminalization was racially charged, one could argue, it still set a precedent for strict drug 

sentencing later in California’s history. 

 Political culture and ideology unique to California has always influenced citizens within 

the state.  As the hippie culture emerged in San Francisco on the streets of Haight and Ashbury, 
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criminal sanctions for possession of marijuana increased drastically.  “From 1961 to 1968, the 

laws reached their zenith in California when simple possession of one marijuana cigarette carried 

a minimum mandatory sentence of one year in state prison… arrests in California jumped 13-

fold” (Brownell, 1988: 71).  Ironically, Ronald Reagan was reigning governor of the state of 

California from 1967-1975.  When Reagan was just two years into his first term he would 

endorse the mandatory sentencing laws.  Later in his Presidency, he would fight the War on 

Drugs vigorously and his wife, Nancy, would coin the phrase “Just Say No!”  One short year 

after Reagan’s second gubernatorial term ended in 1975, the California State Legislature 

decriminalized marijuana.  The gubernatorial election had gone to a Democrat this time, and the 

legislature took advantage of the party change in the governor’s office.  This change in policy, 

potentially influenced by the remnants of the hippie culture, was only the start to what would be 

a drastic change in California’s cultural and ideological politics. 

 In 1976, “The Moscone Act decriminalized possession of marijuana and removed prison 

sentences” (Khatapoush, 2002: 27).  One reason for this political decision was the gubernatorial 

change, a result of the cultural influence that the citizenry had on politics.  Another reason may 

be the clear financial benefits that California reaped.  “In 1974 and 1975 (the two years 

preceding the Moscone Act), there were an average of about 90,000 marijuana arrests in 

California, with an average cost of $154,653,106 per year.  Following the Moscone Act, the 

average number of arrests, from 1976 to 1985, was reduced almost 50 percent to just more than 

59,000 per year, and the associated costs dropped to an average of $61,822,666 per year” 

(Aldrich & Mikuriya, 1988).  “Aldrich and Mikuriya estimate that the average savings per year 

(1976-1985) have been $952,305,499.  Thus in California, decriminalization was associated with 

significant reductions in arrests and substantial savings in costs related to enforcement” 
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(Khatapoush, 2002: 27).  California learned through this political decision that a great deal of 

time, manpower, and most importantly, money, could be saved by making progressive, if not 

taboo, policy decisions.  In the 1990’s, California reevaluated their actions of the 70’s and 

realized that legalizing medicinal marijuana could stand as a great financial benefit to the state.  

Before California could realize this option, the state, along with the rest of the country, would 

fight a long War on Drugs that clearly still affects our everyday interactions with each other and 

our government. 

 As California’s technological industry boomed through the turn of the century, their 

social institutions slowly withered.  Overspending on unnecessary programs were reasons to 

California’s failed golden dream.  The amount of funding that went towards the War on Drugs 

was astronomical and many citizens wanted the war to stop, in their state at least.  In reference to 

the War on Drugs and drug policies in California, Orange County Superior Court Judge James 

Gray exclaimed, “What we’re doing now has failed.  In fact it’s hopeless… This is a failed 

system that we simply must change” (Stossel, 2002: 100).  And change is exactly what the 

people demanded and what the state legislature protected.  California argued in an amici curiae 

brief that, “In our federal system States often serve as democracy’s laboratories, trying out new, 

or innovative solutions to society’s ills” (Brief for the States of California et al., 2005).  Supreme 

Court Justice Brandeis concurred in saying, “It is one of the happy incidents of the federal 

system that a single courageous State may, if its citizens choose, serve as a laboratory; and try 

novel social and economic experiments without risk to the rest of the country” (New State Ice 

Co. v. Liebmann, 1932).  The amici curiae brief continues to state, “Whether California and the 

other compassionate-use States are courageous – or instead profoundly misguided – is not the 

point.  The point is that, as a sovereign member of the federal union, California is entitled to 
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make for itself the tough policy choices that affect its citizens” (Brief for the States of Alabama 

et al., 2005).  However, no matter the difficulty of the policy implementation the fact remains 

that California realized a considerable amount in cost savings.  Extrapolate this to the entire 

country on a Federal system and the potential for monetary gain becomes clear.  “Reports 

estimate 25% to 40% of the $31 billion annual costs of the ‘war on drugs’ are directed toward 

law enforcement aimed only at marijuana use and possession” (Alexander, 2003: 10).  California 

decided to decriminalize marijuana in 1976 and they saw enormous financial benefits.  This 

experience no doubt influenced their decision to legalize medicinal use as well.  After predicting 

the potential gains from medicinal legalization, Californians acquired greater monetary gains for 

the state and its citizens.  In the 1990’s, California began making these tough choices and thus 

began the medicinal marijuana experiment. 

 It was California’s urge to act as a sovereign member of the union that led to the 

legalization of medicinal marijuana.  Economical benefits and political cultures of California’s 

citizens also helped push the legislation into law.  However, the most influential component 

emerges as the ballot initiative; and with this political tool, the journey towards an ultimate 

statewide statute started out very small in San Francisco.  The same city that first outlawed 

opium, birthed the hippie movement, and brought life to the LSD and Grateful Dead culture, also 

first legalized medicinal marijuana.  “The first medical marijuana initiative appeared in the city 

of San Francisco as Proposition P, which passed with an overwhelming 79% of the vote on 

November 5, 1991” (Boire & Feeney, 2006: 26).  Five years later, the rest of the state caught on 

to San Francisco’s experiment.  “In November of 1996, California residents passed Proposition 

215 with 56 percent of the vote.  Proposition 215, the ‘Compassionate Use Act of 1996,’ allows 

patients or their primary caregiver to cultivate and use marijuana for medicinal purposes upon 
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the oral or written approval or recommendation of a doctor” (Khatapoush, 2002: 28).  It remains 

very important to note that Proposition 215 was a direct ballot initiative.  The legislation was 

voted on directly by the citizens of California.  This certainly stands to answer why a medical 

marijuana bill passed in California, and Michigan for that matter.  In some states citizens can 

decide upon very controversial issues with their right to a ballot initiative.  A medicinal use bill 

that would never pass in a state’s legislature can easily pass with a direct initiative.  State 

Senators and Representatives must always be conscious of the issues they support because these 

decisions will directly affect their re-election.  Additionally, the impossibility of pleasing an 

entire constituency looms over a legislator’s term and affects his voting decisions.  Therefore, 

rarely does one find a congressman willing to author, or support, what is deemed by some 

constituents as morally reprehensible.  That’s why legalization of medicinal marijuana is not 

more widespread throughout the legislatures; rather the use of a direct initiative process is more 

frequent. 

 To circumvent controversy, and bureaucracy, the people of California took the vote into 

their own hands.  The ballot initiative and referendum provisions in California are deeply rooted 

in the State’s history.  Initiative provisions were adopted in 1911 in California.  Additionally, 

according to a study conducted by Magleby and the National Conference of State Legislatures, 

California has the easiest initiative process next to Oregon (Magleby, 1984).  Because the 

process of getting an idea on the ballot in California has few restrictions, it is much easier to get 

controversial bills before the voting public.  Of the 24 states that allow ballot initiatives, no two 

processes are identical.  These differences attribute to the fact that some states have ballot 

initiative requirements that are easier to satisfy than others.  This can include the number of 

required signatures, important due dates, writing or drafting restrictions, potential committee 
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approvals, etc.  Although it seems as if access to a ballot initiative influences the probability of 

passing medical marijuana legislation, the strictures of a given state’s initiative process may also 

influence this established relationship. These facts account for the passage of a medicinal 

marijuana bill.  Ultimately, California legalized medical marijuana because it is what the people 

wanted. 

 Even the sitting governor, Pete Wilson, could not stop his constituents from passing a 

measure that he vehemently opposed.  Governor Wilson “is a strong opponent of drug 

legalization.  Mr. Wilson says the problem that advocates of legalization fail to acknowledge is 

that drugs are addictive in nature, and are therefore not just another commodity.  Drugs did not 

become viewed as bad because they are illegal, rather, they became illegal because they are 

clearly bad” (Dobbs, 2003: 102).  Governor Wilson served for two terms from 1991-1999.  He 

was acting governor of California when first, the city of San Francisco, and then the state passed 

a medical use bill.  Proposition 215 was passed despite the fact that the Republican governor 

opposed it.  Regardless of the governor’s stance or actions, the people of California acted within 

their political means, and achieved their policy goal. 

 Each state, California, Michigan, and Minnesota, represents a unique type of people.  

Both farmers and urbanites populate the states, but their policy stances on medicinal marijuana 

do vary.  This variance, explained through Daniel Elazar’s political cultures, attests to reasons 

why policy choices differ.  California, primarily an individualistic state, especially in the San 

Francisco region where the medicinal marijuana legislation emerged, believes that government is 

a marketplace and therefore views politics through an economic lens.  With this in mind, when 

Californians realized great economic benefits after decriminalizing marijuana, it was their 

individualistic culture that led them to apply this same logic towards medicinal marijuana policy 
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in hopes of reaping financial benefits.  These benefits have certainly been evidenced through 

profits gained by the state.  “In some parts of California—where marijuana is the biggest cash 

crop, with total sales of $14 billion annually—medical pot has become such an established part 

of the commercial base that cities are moving toward taxing it” (Ferguson, 2010).  Additionally, 

as an individualistic state, California will not initiate programs unless demanded by public 

opinion.  This is exactly what happened with Proposition 215.  “Since the individualistic political 

culture emphasized the centrality of private concerns, it places a premium on limiting community 

intervention—whether governmental or nongovernmental—into private activities to the 

minimum necessary to keep the marketplace in proper working order” (Elazar, 1972: 94).  

Proposition 215 achieved this goal by enabling medical users to continue their regimen free of 

government prosecution on the state level; although the Oakland and Gonzales cases explain that 

federal intervention is still justified.  The state enacted legislation desired by the people, and then 

stepped away from the issue to allow the marketplace to run its course.  Marijuana would never 

have been legalized in the state was it left up to the California legislature.  This policy change 

had to not only be supported or endorsed by the public, but it also had to be enacted solely by the 

people. 

 Alternatively, Minnesota and Michigan are moralistic states.  Their citizens view 

government as a commonwealth and strive to achieve good for the state.  Medicinal marijuana is 

currently legal in Michigan, while merely decriminalized in Minnesota; the respective state 

legislatures clearly believe this is good for the people.  Elazar’s theory of three political cultures 

is discussed in depth later in this chapter.  Additionally, political culture as an effective motivator 

is discussed as well. 
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Michigan 

 Michigan best embodies the moralistic ideal of political participation by all citizens 

through the state’s ballot initiative process.  Since citizens are encouraged to participate 

frequently and fully in this type of government, employing a ballot initiative system makes a 

great deal of sense.  Although both Michigan and California share the ballot initiative process, 

the two states did not legalize medicinal marijuana use in the same manner.  Unlike California 

and Minnesota, Michigan never decriminalized marijuana and thus broke from the progression 

outlined in the West.  However, Michigan does share a similarity with California in that 

legalization occurred first in Michigan cities and then spread to the state ballot.  Just as San 

Francisco pioneered California’s movement with Proposition P, five cities in Michigan passed 

municipal initiatives endorsing the medical use of marijuana. 

 By 2004, the cities of Ann Arbor, Detroit, Ferndale, Flint, and Traverse had such 

initiatives and their citizens hoped this would lead to statewide legislative change (Kirkendoll, 

2007).  Of the five cities to medicinalize prior to the statewide ballot initiative, Detroit and Ann 

Arbor held the largest populations, and logically carried the most political weight.  In August of 

2004, the citizens of Detroit voted on and passed a municipal ballot initiative.  Earlier within that 

legislative session, “Detroit City Clerk Jackie Currie ‘validated’ just under 8K signatures 

submitted by the Detroit Coalition for Compassionate Care to get the measure on the ballot.  Just 

over 6K signatures were needed” (“Michigan: Marijuana,” 2003).  The political force of four 

legalized cities certainly carried influence to the subsequent vote in Ann Arbor.  In the same way 

that the municipal initiative required signatures in Detroit, so too were they required in the Ann 

Arbor case.  “Local residents recently collected 7,000 signatures to place an initiative legalizing 
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medical marijuana on the Ann Arbor ballot this November.  This move represents a positive 

exercise of direct democracy in the way it was intended…” (“Medicinal Marijuana,” 2004). 

 However, in Ann Arbor, garnering valid signatures was not the only challenge to 

overcome.  “In addition to lack of funding, the initiative faces opposition form Gov. Jennifer 

Granholm, who has made it clear that she does not approve of medical marijuana use.  In a letter 

to the City Council, Granholm said it is still illegal to use, possess, or sell marijuana under state 

and federal law” (Tee, 2004).  In spite of these challenges, the municipal ballot did in fact pass in 

Ann Arbor just as Tim Beck, a member of the Detroit Coalition for Compassionate Care, had 

predicted.  ‘“I know Ann Arbor, and I think this is going to pass overwhelmingly.  This is merely 

a culture war,’ said Beck” (Tomkie, 2004).  Beck’s analysis of the medicinal marijuana issue in 

Michigan as a culture war directly coincides with the moralistic tendencies of the state.  

“Politics, to the moralistic political culture, is considered one of the great activities of man in his 

search for the good society—a struggle for power, it is true, but also an effort to exercise power 

for the betterment of the commonwealth” (Elazar, 1972: 96).  Although parties, organizations, 

and individuals struggle for power in regards to this ballot initiative, all those involved ideally 

strive to better the commonwealth.  Eventually, the citizens of Michigan engaged their political 

right to a ballot initiative, took power into their own hands, and passed legislation that they 

collectively thought would better the lives of citizens within the state of Michigan. 

 Although the change did not come from the legislature, change did eventually come to 

the state of Michigan.  In the same parallel as in the municipalities, collecting signatures was the 

first task.  “[The Coalition for Compassionate Care] plans to collect 550,000 signatures within 

six months to get a medical marijuana initiative on next year’s statewide ballot.  … If 304,101 

signatures are validated, the initiative would go to the Legislature, according to Dianne Byrum, a 
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spokeswoman for the Ferndale-based group” (“Group Launches,” 2007).  After a sufficient 

number of signatures were attained, the initiative appeared on the November ballot.  “On 

Tuesday, November 4th, 63% of Michigan voters approved Proposal 1, the Michigan Medical 

Marijuana Act, making their state the first in the Midwest to approve an effective medical 

marijuana law.  Michigan is the 13th state [of 15] to enact an effective medical marijuana law” 

(State-By-State, 2008).  Although one may attribute this change to the liberal tendencies of 

Michigan, both political parties seem to generally support the onset of medicinal marijuana.  As 

in California, and nine other medicinal states, the presence of a ballot initiative system seems to 

hold a heavy impact on the likelihood of medicinal marijuana legislation being heard and 

enacted.  Additionally, the widespread public support in Michigan, California, and the remaining 

thirteen medicinal states seem to be strong indicators of policy direction.  The widespread 

support of this initiative in Michigan was documented with no evidence of significant preference 

via political party; rather, the result can be attributed to the cultural acceptance of medicinal use 

in Michigan.  “A majority of Michiganders across the state say it’s OK to use marijuana to 

address medical conditions.  The initiative that was petitioned onto the Nov. 4 ballot passed in 

every one of the state’s 83 counties [including the typically conservative counties].  It was 

approved statewide with an almost 2-1 ratio.  That’s a voter mandate.  Legislators now must 

make it so” (“Medical Marijuana,” 2008).  While statistical evidence adequately communicates 

the cultural acceptance within Michigan, support best resonates through constituency testimony. 

 Evidence emerges in countless testimonials from each state; and Michigan is no 

exception.  Charles Snyder III, a bone disease patient from Flint, shares, “I knew in my heart that 

people would vote to help sick and dying people, and that’s what this is about” (Kirkendoll, 

2007).  Mr. Snyder helped mobilize the municipal initiative in Flint that helped bring the 
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medicinal issue to the statewide level.  After Michigan’s Proposal 1 was passed, another patient 

imparted her opinion, “I kept faith knowing something positive would come about as a result.  

It’s what helped strengthen my resolve to make sure this wouldn’t occur to another sick person.  

It’s why it’s so important to have a law such as what we now have” (Shaw, 2008).  Both 

Michigan and California stand as prime examples of what ballot initiatives and citizen 

participation can achieve.  Studying their progressions can lead to a deeper understanding of 

where Minnesotan legislature, and other similar states, may be heading. 

 

Minnesota 

 Minnesota, although only a decriminalization state, may be apprehensive to legalize 

medicinal use because demand from the public is not overwhelming.  As a moralistic state, 

Minnesota not only welcomes, but also values political participation by everyone.  Going to the 

polls and voting as well as involvement in organizations, groups, and clubs is encouraged by the 

moralistic state.  Interestingly, although Minnesota encourages public participation, the state 

does not have a ballot initiative process.  Marijuana may not be legal in Minnesota in part 

because public support does not seem to be rampant, yet with no ballot initiative outlet this 

sentiment may never be adequately measured.  Minnesota, although constantly viewing 

California as a model, has taken a different legal route in terms of marijuana especially due to the 

fact that a ballot initiative is not an option. 

 Interestingly enough, Minnesota decriminalized marijuana in 1976; the same year that 

California did likewise.  “The term ‘decriminalization,’ used here, refers broadly to reduced 

sanctions for (usually, first time offense) possession of small amounts of marijuana for personal 

use” (Khatapoush, 2002: 26).  Decriminalization has been a popular alternative for states that 



 38 

have chosen not to legalize medicinal marijuana.  “In 1973, Oregon was the first state to 

decriminalize marijuana and by 1978, twelve states, with collectively more than a third of the 

total U.S. population, had done so” (Model, 1993: 737).  Minnesota has very lenient 

decriminalization laws.  Possession or sale of any amount of marijuana less than 42.5-grams 

bears a misdemeanor punishment with a fine of no more than $200.  This 42.5-gram limit, 

roughly 1-½ ounces, is the highest allowance in the country, amongst decriminalized states, next 

to Ohio.  This current lenient statute foreshadows what may one day evolve into the passage of a 

medicinal marijuana law in Minnesota. 

 However, Minnesotans have expressed their dislike for medicinal marijuana use and their 

reserve for passing compassionate legislation.  This public sentiment acts as culprit in 

determining why a state would embrace decriminalization, but avoids medicinal approval.  Tom 

Prichard, president of the Minnesota Family Council said, “Marijuana is a drug which has 

dangerous consequences for society, and I don’t think it’s a wise move to legalize it” (Bi, 2009: 

1).  Minnesotans’ ‘nice’ stereotype shines through wonderfully in terms of their state’s marijuana 

statutes.  Citizens choose to decriminalize possession and sale of marijuana because they do not 

find that crime morally reprehensible.  They uphold their ‘nice’ attitude asserting that the 

criminal does not deserve a very harsh punishment.  At the same time, Minnesotans are very 

family focused and ultimately do not feel marijuana is a medicine because the advent of such 

laws can corrupt children and broadcast the wrong idea about recreational or medical drug use.  

In fact, the Minnesota courts refused to recognize a medical marijuana necessity defense in 

Minnesota v. Hanson, 1991 (Boire & Feeney, 2006: 51).  This case adequately explains why 

medicinal marijuana is illegal in Minnesota.  A culture that does not recognize a medical 

necessity defense will not consider legalizing medicinal use.  In direct contrast, California’s 
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Gonzales v. Raich case legally recognizes a medical necessity defense within the state.  These 

two contrasting legal precedents directly affect the policy direction of each state.  The people of 

Minnesota believe that marijuana should not be a recognized medicine today, however, that 

conception is ever changing, influenced by politicians both home and abroad. 

 In 1999, the state of Minnesota elected an independent governor named Jesse Ventura.  

Ventura was elected under the notion that he would be a breath of fresh air distancing 

Minnesotans from the Democratic and Republican likes of Norm Coleman and Hubert H. 

Humphrey III.  This gubernatorial decision would change Minnesota’s future because it would 

force a constituency to consider the legalization of medicinal marijuana.  Jesse Ventura, among 

other things, was in “support for the legalization of marijuana for medicinal use and for the 

growing of industrial hemp” (Gray & Spano, 2000: 235).  Although policy was not changed 

when he was in office, he did introduce the idea to Minnesota voters.  His progressive stance on 

medicinal marijuana would echo six years later when the Minnesota legislature instituted and 

voted favorably on a medicinal use bill this past summer of 2009. 

 Steve Murphy, a Senator from Red Wing, introduced SF0097, a medicinal marijuana bill.  

The bill passed the Senate with a vote of 38-28 and the House by 70-64; then, Governor Tim 

Pawlenty vetoed the bill.  The Minnesota legislature did not have the super-majority vote to 

override the governor’s veto and therefore Murphy’s bill died.  “Brian McClung, a spokesman 

for Pawlenty, said the governor will only support a medical marijuana bill if it has the backing of 

law enforcement” (Bi, 2009: 1).  In an effort to gain Pawlenty’s acquiescence, Murphy “plans to 

include minor tweaks like beefing up security requirements for people who are growing 

marijuana” in the next medicinal use bill he introduces to the legislature (Bi, 2009, 1); 

unfortunately, this modified bill has yet to be seen since the veto in 2009. 
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 Although the bill ultimately failed, the process did bring the issue of medical marijuana 

to the forefront Minnesota’s political discussions.  This in turn encouraged citizens to share their 

opinions and show public support for the movement.  In the Senate hearing on SF 97, Dr. George 

Wagoner testified to his family’s story.  “We were running out of options as Beverly’s 

[Wagoner’s wife of 51 years] condition worsened.  I felt powerless.  I put the word out in my 

community that we were willing to try marijuana if we could find some.  A few days later, a 

friend left a baggie of marijuana for Beverly.  I didn’t know who had left it, and I didn’t care.  I 

wanted to do whatever I could to help my wife” (“Minnesotans”, 2009).  Although Beverly 

eventually died, Wagoner was certain that marijuana helped make her final moments bearable 

and pain free.  He concluded in arguing that, “Keeping medical marijuana away from sick people 

is inhumane” (“Minnesotans”, 2009).  The evidence of public support continued to expand as the 

legislature considered their vote. 

 Other Minnesotans have fought for this right as well.  Joni Whiting lost her 26-year-old 

daughter, Stephanie, to cancer in 2003.  After much deliberation amongst family members, Joni, 

an anti-drug advocate, agreed to allow Stephanie to try marijuana to aid in quelling Stephanie’s 

pain.  After witnessing the affects, Joni proclaimed, “I would have no problem going to jail for 

acquiring medical marijuana for my suffering child” (“Emotional”, 2009).  Although Stephanie 

did die, Joni still fights for the rights of other sick patients, especially children.  “What would 

you have done, had you been in my shoes?  Could you sleep at night when your child is 

screaming in pain?  What price would you be willing to pay to relieve the suffering of someone 

you love?” (“Minnesotans”, 2009).  And finally, one last patient’s family from Minnesota 

testified to the benefits of marijuana and how trapped they felt because of its prohibition.  The 

Peterson’s son, Dan, died September 8th 2006, two years after he was told he had only 3 to 6 
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months left to live.  The Petersons attribute his prolonged health to the medicinal marijuana use.  

“The use of medical marijuana by our son allowed him a much greater quality of life, with 

reduced pain and suffering.  After witnessing the near-miraculous benefits it provided to our son, 

my wife and I agreed that we would go to jail or prison, if need be, to support him in this 

particular use of what is presently an illegal drug” (“Minnesotans”, 2009).  Furthermore, as Lynn 

Rubenstein Nicholson from Minneapolis said, “My children have even said, ‘mom it’s okay, we 

understand.’  And I’ve said to them, no don’t understand, it’s not okay to break the law.  It’s not.  

But, here I am doing it.  I’m tired of being a criminal” (“Minnesotans”, 2009). 

 Influence by the governor, the citzens’ political culture, financial benefits, and the history 

of politics in each state has shaped the legislature’s decision.  In the case of California, the 

economic benefits and the strong public support, exhibited through the ballot initiative process, 

are prime reasons affecting the decision to legalize medicinal marijuana.  The fact that the 

medicalization process of marijuana started much earlier in California attests in part to why 

Minnesota has only decriminalized marijuana.  Decriminalization is often a first step in the long 

journey to medicinal legalization.  Minnesota is clearly on that path, but has started the journey 

years behind California, attributing for the discrepancy in the states’ differing marijuana statutes.  

Influence from Western California to Midwestern Minnesota clearly appears when observing the 

progression that Minnesota has experienced in terms of marijuana legislation.  In Minnesota’s 

case, the public’s polarized viewpoints on marijuana as well as the gubernatorial influence 

accounts for the state’s current marijuana policy.  Even now that Governor Pawlenty’s term has 

ended as of January 2011, the resultant impact on the compassionate legislation debate in 

Minnesota remains a mystery.  Pawlenty has announced that he will not run for another 

gubernatorial term, but he has expressed interest in the presidential election of 2012.  Time 
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remains the biggest factor in both states’ political processes. We can only wait to see what 

changes will be brought about and what influences will be the most determinant factors.  One 

certainty however, stands that policy in Minnesota, California, and Michigan are ever changing 

products of a state’s citizens and the culture they help to create. 

 

Motivating Factors 

 When observing the three previously discussed states, public approval of medicinal 

marijuana legislature and access to a ballot initiative system seem to be the utmost important 

motivators in deciding the outcome of legislation.  Yet, does this relationship hold true in the 

remaining medicinal use states, or across the country?  Before we can answer this question, let us 

identify some key motivating factors shared by California, Michigan and Minnesota. 

 

The preceding table compares and contrasts the state differences on four key components.  As 

previously mentioned and discussed at length below, access to a ballot initiative seems to be very 

important in the incidence of medicinal marijuana legislation.  Secondly, the occurrence of 

supportive city-wide municipal initiatives that precede attempts at passing statewide initiatives, 

State Observations 
 California Michigan Minnesota 
Current Legislation Medicinal Medicinal Decriminalized 
Ballot Initiative Yes Yes No 
City passage 
precedes Statewide 
passage 

Yes Yes N/A 

Recognized Medical 
Defense Yes Yes No 

Cash Crop 
Value/(Rank) $3,870,000/(1) $154,802/(5) $201,643/(6) 

Elazar’s Political 
Culture Individualistic Moralistic Moralistic 
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regardless of whether through the legislature or ballot initiative, also support the integration of 

medicinal statutes.  Specifically, San Francisco legalized before the state and this brought 

political momentum behind Proposition 215.  Likewise, the five Michigan cities that passed 

initiatives prior to Proposal 1 brought legitimacy and foundational support to the movement as 

well.  The statewide initiatives in California and Michigan seem to be built on local grassroots 

support.  Another indicator of state acceptance towards compassionate legislation is the presence 

of a medical necessity defense in a state’s case history.  This stands as an adequate predictor 

especially because a state can technically support a medical necessity defense prior to any 

compassionate legislation.  A recognized medical defense is an argument that can be employed 

for a defendant charged with possession of marijuana; assuming that defendant ails from a 

recognized illness for which marijuana is often recommended.  A defense attorney can then 

argue that his client possessed an illegal substance out of a dire need to self medicate; because 

the client is struck with a sickness for which marijuana is often recommended, the attorney could 

argue for the clients right to medicate at will.  Both California and Michigan have recognized 

medical defenses in court, while Minnesota has openly disregarded this argument.  California’s 

Gonzales v. Raich secured this defense while Minnesota’s Minnesota v. Hanson ensured that it 

could not be used in court.  Acceptance of a medical defense can indeed precede medicinal 

legislation and is a good indicator of both statewide acceptance and the probability of medicinal 

marijuana legislation being enacted.  Also included in the table is information about the 

respective state’s marijuana production.  The ranked value shows how prevalent marijuana 

production is within that state.  In these three cases, marijuana is a top cash crop, and in fact, this 

is true across the entire United States.  In fact, only one state, North Dakota, does not list 

marijuana as a top ten cash crop (NORML, 2009).  The dollar value is then calculated using the 
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very highest recognized street value for marijuana in 1997.  Unfortunately, the dated prices mean 

that the values would be much higher than currently represented had the crop yields been held 

within the current market standards.  Since marijuana is a cash crop in nearly every state within 

the Union, it is difficult to identify this factor as a key motivator of compassionate legislation.  

However, it does stand as a variable that affects legislation.  Simply put, some states produce 

more marijuana than others, therefore pursuing medical marijuana legislation, followed by the 

possibility of legalization, may be a financially desirable goal that motivates legislation for a 

given state.  Lastly, Daniel Elazar’s political culture is listed for each state.  The implications of  

 these cultural identifications are addressed later 

when considering Elazar’s work and his  

intentions.  The importance of political culture as 

defined by Elazar emerges as an unreliable, yet 

unfortunately important, factor in determining the 

onset of legislative change.  After identifying these 

motivating factors for the selected states, we can 

better examine the key factor of a ballot initiative 

on a national scale. 

 Ballot initiatives are feasible options in 24 

states within our country.  Of those 24 states, 10 

have legalized marijuana for medicinal use.  Ten 

states and the District of Columbia utilized ballot 

initiatives to pass their compassionate legislation.  The remaining 5 medicinal states passed their 

compassionate acts through the legislature (see table).  The very fact that over 66% of the 

Fifteen Medicinal Use States and D.C. 

Ballot 
Initiative State Legislation 

Alaska Hawaii 

Arizona New Jersey 

California New Mexico 

Colorado Rhode Island 

Maine Vermont 

Michigan  

Montana  

Nevada  

Oregon  

Washington  

Washington, 
D.C.  
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medicinal states came to that resolution through ballot initiatives indicates the power of 

initiatives in the pursuit of this type of legislation.  Additionally, the fact that nearly 50% of 

ballot initiative states used that power to enact medicinal marijuana legislation shows a clear 

correlation between both variables.  The remaining five states each enacted medicinal marijuana 

legislation through their respective state legislatures.  The varying bills all passed with at least 

majority in favor, but unlike Minnesota’s compassionate legislation, they only survived without 

the issuance of the governor’s veto.  Utilizing these two political pathways, medicinal legislation 

has made state and federal history in 15 states and the District of Columbia.  Each locale has 

aided patients numbering in the thousands.  As reported by the Congressional Research Service 

in Time Magazine of November 2010, “369,634 legal marijuana users in 13 states with 

established programs” have been counted (Ferguson, 2010).  Medicinal legislation across the US 

has touched hundreds of thousands of patients, and even more constituents and voters.  Yet, 

when a political issue grows this large and affects these kinds of numbers, voting often becomes 

a game of party politics.  When we look at the 5 cases that passed legislation through the state 

legislature, party politics appear to have an effect.  However, on the national scale, medicinal  

marijuana legislation does not seem to cleave voters in the way that it does politicians (see table). 

 

Medicinal Marijuana: A Party Politics Issue? 
Democrat vs. Republican 

 Senate Control House of Representatives Control Governor 
Hawaii Democratic Democratic Democrat 
New Jersey Democratic Democratic Republican 
New Mexico Democratic Democratic Democrat 
Rhode Island Democratic Democratic Republican 
Vermont Democratic Republican Republican 
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When viewing this table, it is most obvious that the legislation has passed primarily in 

democratically controlled legislatures.  Only one of the five states, Vermont, shares control 

between the two houses.  But more importantly, we can see that three of the five governors were 

Republican Party members; and they did not present a veto on their legislation in the way that 

Pawlenty did in Minnesota’s case. 

 Although when looking solely at the legislature this issue looks like it requires 

Democratic Party support, the fact that the reigning Republican governors did not use a veto 

shows that the issue cannot simply be split along party lines.  Senator Steve Murphy, a Democrat 

from Red Wing, Minnesota concurs, “Murphy has been the chief author of medical marijuana 

bills in the Senate for the past two legislative sessions.  ‘It’s not a conservative, liberal or 

independent type of issue,’ he said.  “It’s kind of common sense’” (Potter, 2010).  The country 

seems to agree with Murphy as well.  Although this legislative issue may split politicians across 

the country, the voting public shows strong support for medicinal legislation.  According to the 

Pew Research Group, 80% and 76% of Democrats and Independents respectively support 

medical marijuana legislation, while still a staggering 61% of Republicans support such 

legislation (Potter, 2010).  Nationwide it is clear that the voting public supports this issue and 

would welcome the initial legislative steps at home.  This key factor shows not only the vast 

support across the country, but also dispels the myth that this issue rests solely on party politics.  

Partisanship certainly affects all state legislation, but the voters seem to avoid this downfall.  

After accepting that ballot initiatives strongly influence medicinal legislation, and accounting for 

how political partisanship shapes the legislative process, we can address the ever-changing 

influence of political culture. 
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 Political culture was included in this discussion simply because the laws that we create 

and adhere to are mere extensions of our cultures, beliefs, and ideologies.  These defining 

characteristics of a populace help compile what we call society.  Although this concept of society 

is constantly influenced, ever changing, and never static, it nonetheless influences policy 

decisions.  Unfortunately, accurately measuring something that constantly changes can be very 

difficult.  For this reason, I turn to Daniel Elazar’s conception of three political cultures. 

 To preface this conversation, Elazar himself explains that cultures cannot be considered 

all inclusive, or mutually exclusive, because of their changing nature.  Elazar’s theory is built on 

the concept of Westward expansion within the US.  He explains that when religious groups with 

very particular cultures, beliefs, and ideologies first landed on the Eastern coast, they set-up 

small towns and communities with individuals that thought like them.  As population increased, 

settlers moved westward in caravans.  Each new town was settled with those same beliefs and 

ideals in mind.  This process occurred for hundreds of years until the country was populated with 

varying political cultures.  This melting pot process brought distinct cultures to the fore in certain 

parts of the country.  Eventually, Elazar was able to dissect three fluid cultures: traditionalistic, 

moralistic, and individualistic.  We focused primarily on the individualistic and moralistic 

cultures because those cultures adequately represented California, Michigan, and Minnesota.  

Although it is clear that political culture influences our votes and those of our politicians, we 

cannot draw any strong inferences or conclusions based solely on political culture.  It is obvious 

that it affects legislation, but to what degree and in what nuanced ways will remain a mystery 

due to the complexity of political culture.  Elazar addresses this complication quite well in 

saying, 

“In sum, political culture, like all culture, is dynamic.  Changes occur internally 
within particular cultural groups, movement occurs form group to group, cultures 
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‘borrow’ from one another, and both cultural erosion and cultural syntheses take 
place over time.  All these forces for change are present on the American scene 
where they function to transform the results of cultural diffusion through 
migrations into cohesive state and local cultural patterns, themselves dynamic 
syntheses of cultural movement and change” (Elazar, 1972: 116). 
 

Elazar directly addresses the issue with using this theory as substantive evidence.  Culture 

influences absolutely everything, and in a circuitous way, itself as well.  This prohibits any 

arguments stating that medicinal marijuana legislation is more apt in a moralistic or 

individualistic culture.  This is true because finding that definitive culture will prove impossible.  

It’s important to note that culture undoubtedly affects legislation, but boiling down such a 

complex issue to a cogent causal relationship seems to be near impossible.  Although Elazar’s 

theory may not lead to definitive conclusions, his concept of westward settlement is matched 

with an interesting concept in which certain progressive ideas travel eastward across this country. 

 Another hypothesis emerges when searching for what exactly influences political cultures 

and actions.  The citizens of California may have achieved their policy goals simply because 

their state is located in the western half of our country.  Being in this part of the country affects a 

legislature’s policy decisions as well as a citizen’s political attitude.  In fact, medicinal marijuana 

laws are more popular in western states than in their eastern counterparts.  “Nearly three-fourths 

of Western states now have [medicinal marijuana] laws – while only two of the 37 states outside 

the West have adopted them” (MSNBC, 2004: 241).  As mentioned previously, this may be 

because of the Westerner’s access to a ballot initiative process.  “It’s just easier to get pot issues 

on Western ballots because most states in the region allow such initiatives.  Nationwide, just 24 

states allow citizens to put issues on the ballot by petition, bypassing the Legislature.  Eleven of 

those states are in the West” (MSNBC, 2004: 241).  Western states have set the precedent in 

terms of medicinal marijuana legislation and this fact may be attributed to the direct initiative 
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process.  Although the people in the West and East may be similar in terms of needs, it is the 

location that affects a great deal of their political leanings, especially on the medicinal question.  

The executive director of NORML, Keith Stroup, said that the West, as a region, “is usually the 

start of progressive political movements that work their way East” (Bi, 2009: 1).  Although this 

is an interesting concept to think about in itself, it really just provides more support to the fact 

that ballot initiatives hold heavy weight on whether medicinal legislation passes within a state. 

 In conclusion, the presence of a ballot initiative and a state’s political culture emerge as 

the two most influential motivations of compassionate state policy.  These factors, although 

evident in the three cases relied upon in this section, are also clearly corroborated on a national 

scale.  The influence of a ballot initiative is most evident on the national scale simply by looking 

at the number of ballot initiative enacted policies.  Although a definitive or comprehensive 

formula cannot be established, states that conform to the criterion discussed in this section are 

likely to see, and potentially pass into law, compassionate legislation.  However, in order for this 

prediction to hold any weight, one must assume that the political culture or public support within 

that state doesn’t change drastically throughout the process of introducing and passing 

legislation. 
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Conclusion 

 Upon completing this analysis we have learned that numerous variables contribute to 

policy outcomes in regards to medicinal marijuana legislation.  The cases of California, 

Michigan, and Minnesota have provided the basis for concluding that the presence of ballot 

initiatives most prominently affects the likelihood of compassionate legislation.  However, this 

factor alone does not stand as an adequate predictor and must be paired with a measurement of 

the locale’s political culture or public support.  In addition to these motivating factors, two minor 

factors appear as good predictors of compassionate legislation.  The presence of medical 

marijuana legislation emerging on local, municipal, or citywide planes is a great indicator of 

future statewide compassionate legislation.  A state that has passed local legislation is likely to 

continue towards statewide change barring any negatively perceived consequences interpreted by 

the public, which would alter the political culture.  Secondly, the occurrence of a successfully 

employed medical necessity defense in a criminal trial is also a good measurement of political 

culture within a state, and in turn an indicator of positive attitudes towards future compassionate 

legislation.  Although these four factors were selected after viewing the cases of California, 

Michigan, and Minnesota, the factors remain influential after considering them on a national 

scale as well. 

 Although I have identified a handful of potentially influential factors, translating these 

into a clear predictive formula or equation is much more difficult and could not be achieved 

without an intensive, nationwide, research program.  However, predictions can still be made 

especially regarding states that have ballot initiative options or that have attempted previous 

legislation within the state at any legislative level.  Minnesota, for example, would be likely to 

see future medical legislation and very well may pass it if the political culture coincides with 
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public support.  The fact that Minnesota has passed legislation, only to meet a veto, supports my 

prediction because this statewide attempt is indicative of wide support within the state.  Because 

Minnesota lacks a ballot initiative option, the process may take longer due to other political 

factors including the legislature and the governor.  Nationally, we can expect that states with 

ballot initiatives and a supportive constituency will be the first to pass legislation assuming a 

compassionate act can get enough signatories to reach the ballot.  Since more ballot initiative 

states are in the Western half of our country, we can expect to see Western states to welcome the 

legislative change before their Eastern counterparts.  Unfortunately, most predictions are truly 

futile because they rely so heavily on interacting and ever-changing variables.  The political 

culture of a state today can be very different from the culture just one legislative term later.  This 

volatility keeps researchers like myself from crafting simple and accurate predictive measures. 

 Nonetheless, the information conveyed in this thesis should increase our understanding of 

an important legislative issue occurring now in our country. Not only do we have a deeper 

understanding of the intricacies of policy motivations, but we have also touched on the 

importance this legislation will have on constitutional history.  It is clear that this political issue 

is influenced by a long list of factors that motivate the legislative outcome.  This is of course true 

of other political issues and therefore the thesis helps us understand that the way we make laws 

in our political system is not always easy, clear, or straightforward.  Certainly, politicians attempt 

to serve their constituents and this includes passing laws that will protect citizens and offer them 

services; however, this motivating factor, and others, is influenced in any number of ways before 

legislation becomes law.  In conclusion, we now have a comprehensive understanding of medical 

marijuana legislation and will be able to follow the relevant political movements with a deep 

insight into how the coinciding motivational factors affect policy. 
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