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The three fields of study I have chosen for this examination are:
1. Health/Medical Geography
2. Medicine
3. Public Health
The graduate coursework I have completed in these areas (in chronological order):
COURSE GRADE

PATH 551: Summer Rotation in Geography:

Introduction to Medical Geography P

HUBIO 5XX: School of Medicine, 1st year All P’s

MED 565: Healer’s Art P

CONJ 520: Anatomy and Autopsy P

FAMED 501: Introduction to Family Medicine: P

Preceptorship, Dr. Peter Grote, “holistically-oriented

family physician”

GENOME 501: Summer Rotation in Genome Sciences: P

malaria genomic geography

GEOG 574: Seminar on Law and Geography: Geography, 3.9

Law and Social Control

HUBIO 5XX: School of Medicine, 2nd year All P’s with 3 H’s (Clinical
Epidemiology; Medicine, Health and

Society; Psychopharmacology)

MED 561: Tropical Medicine P

MED 550: Introduction to Emergency Medicine P

FAMED 659: School of Medicine 3rd year Clinical P

Clerkship in Family Medicine, Seattle Country Doctor
Community Clinic + 30 hours at Swedish Providence
Emergency Department

GEOG 581: Seminar in Medical Geography: Social 3.5
Epidemiology

UCON]J 531: Introduction to Mind/Body Medicine P

GEOG 512: History of Geographic Thought 4.0
ANTHRO 561: Seminar in Methods and Theories: War & 4.0
Society

GEOG 523: Qualitative Methodology in Geography 3.7
(GEOG 425 equivalent)

GEOG 360: Principles of Cartography 4.0
GEOG 515: Evidence and Explanation in Geography 4.0
GEOG 426: Quantitative Methods in Geography 4.0
HSERYV 590: Health and Human Rights P

GEOG 573: Urban Political Geography Seminar: 3.9

Sexuality and Space




Internships, Independent Studies, Community-Based Learning:

PSYCH 598: Peace Psychology Directed Reading

GEOG 600: Health/Medical Geography Independent Studies

EPI 600: Clinical Epidemiology Independent Study

Betty Ford Center Summer Internship for Medical Students Inpatient Program (42 hours)

Additional Clinical Mentoring with Dr. Greg Carter (Physical and Rehabilitation
Medicine), Dr. Jonathan Mayer and Dr. Wes van Voorhis (Infectious Disease,
Travel Medicine, Family Medicine), Dr. Vijay Aggarwal (Nuclear Medicine)

Washington Physicians for Social Responsibility board president, 2004-6—member of
delegation that visited health care workers and peace activists in Israel/Palestine

Delegate to 2004 Washington State Democratic Convention

UW Cannabinoid Journal Club attendee (joint labs of Drs. Ken Mackie and Nephi Stella)

Public Comment, Courtroom Advocacy, and Care for political prisoners of conscience
and other raised-profile public individuals whose rights to health have been
compromised by criminal justice systems and/or flawed public health regulation
and control of Substance Abuse mental disorders

Manuscript Reviewer for Harm Reduction Journal and The Geographical Review

Major Papers, Presentations, and Conferences attended:

Papers and Presentations:

“Can Disease Ecology Account for non-infectious diseases?” Written for Medical
Geography Rotation, Summer 2002.

History and Physical write-ups and presentations for inpatients and outpatients.

“Of Malaria and Microsatellites: Geographically Tracking drug-resistant dhfr alleles in
Plasmodium Falciparum” Sibley Lab, UW Genome Sciences, 9/2/03.

“Peller Plays Roulette” (Roulette v. Seattle--the sidewalk ordinance--and
Gary Peller’s ‘metaphysics of law.”); Written for Geography 574: Geography,
Law, and Social Control, Fall 2003.

“Health Care Access--Private or Public” (Hill v. Colorado and abortion clinic
buffer zones); Written for Geography 574: Geography, Law, and Social Control,
Fall 2003.

“Smoking, Nutrition, and Physical Activity: Do Physicians Have a Role to Play in
Modifying Patient Behaviors?” Group presentation for HuBio 555: Medicine,
Health, and Society: Discussions in Health Policy, Winter 2004.

“Developing a Depression Management System: A Small Follow-up Study.” UW MSTP
(Medical Scientist Training Program) Poster Session. August 21, 2004.

“Geographies of Lethal and Nonlethal Violence”; Written for Geography 581: Research
Seminar in Medical Geography: Social Epidemiology, Fall 2004.

“Deconstructing the War on Drugs”; Written for Anthropology 561 Seminar in Methods
and Theories: War & Society, Winter 2005.

“Health and Prohibition: An Exploration of Seattle’s Medical Cannabis Community”;
Written for Geography 532: Qualitative Methods in Geography, Winter 2005.

“Problematic Alcohol Use and Marijuana Law Enforcement: Correlations at Multiple
Scales in the US”; final project for Geography 360: Principles of Cartography,
Spring 2005.

“The intersection between Political Ecology and Health Geography at the scale of the



embodied subject.”; co-written with Geography doctoral student Gregory Simon
for Geography 515: Evidence and Explanation in Geography, Spring 2005.

“Clearing the air: what the latest Supreme Court decision regarding medical marijuana
really means.” Editorial by Aggarwal S, Carter GT, Steinborn JJ. American
Journal Hospice and Palliative Medicine. 2005 Sep-Oct;22(5):327-9.

“From drug war to drug peace: Medical violence embedded in the diagnostic criteria for
“Substance Abuse” mental disorder enables systematic human rights violations
and must be updated by the medical geography of non-problematic and beneficial
psychoactive substance use”; First Draft of Preliminary Exam Statement, 9/12/05.

“Mental Disorder or Governmental Disorder? Self-administration of illegal
neurotransmitter-analogue substances: delineating Substance Abuse mental
disorder from health and human rights considerations in the field”; Second and
Final Draft of Preliminary Exam Statement, 10/24/05.

“Persecution of the I1l and Disabled who use Cannabis as Medicine — Health and
Human Rights Cases in the American-led ‘“War on Marijuana’”’; Written and
Presented for Health Services 590K/Law H540: Health and Human Rights,
Winter 2006.

“Mental Health and Cannabis: Loose Ends.” Invited presentation at 2006 National
Organization for the Reform of Marijuana Laws Conference in San Francisco,
4/21/06.

“Resistance to the War on Drugs.” Invited speaker for class session of LSJ 380:
Contemporary Issues in Law, Societies, and Justice: The War on Drugs and
Globalization, 5/31/06.

“Embodying Forbidden Cannabinated States.” Written for GEOG 573: Urban Political
Geography Seminar: Sexuality and Space, Spring 2006.

Conferences Attended:

Western Regional International Health Conferences on Politics, Social Justice, and
Global Health, University of Washington, 11/15-11/17/2002; 2/18-2/20/2005.

National Organization for the Reform of Marijuana Laws (NORML) Conferences March
31-April 2, 2005, April 20-22, 2006 (San Francisco, CA)

“Practicing Theory, Theorizing Practice: Physician Scholars in the Social Sciences and
Humanities”; MD/PhD Social Science and Humanities Conference; May 14-15,
2005; (San Francisco, CA)

Entheogenesis 2: From Darkness Back to Light, May 21-23, 2005, (Vancouver, B.C.)

International Cannabinoid Research Society Meeting June 24-27, 2005 (Clearwater
Beach, FL)

Keeping the Door Open 2005: Dialogues on drug use. A symposium: “Beyond Drug
Prohibition: A Public Health Approach” October 18-19, 2005, (Vancouver B.C.)

2006 American Association of Geographers Annual Meeting, March 7-11, 2006,
Incl. NIDA/AAG Symposium on Geography and Drug Addiction (Chicago, IL)

Fourth National Clinical Conference on Cannabis Therapeutics, April 6-8, 2006 (Santa
Barbara, CA)

Mental Diversity Scholar attendee to Human Enhancement Technologies and Human
Rights Conference, Stanford Law School, May 26-28, 2006, (Palo Alto, CA)



1. Health/ Medical Geography
political ecologies of health, disease, and structural/violence; critical ‘agency-orientated’
geographies of the body; ethnomedical geography

2. Medicine
cannabis therapeutics; stress-reduction, mind-body, and pain medicine; substance-related
mental disorders; the new subjective medicine

3. Public Health
harm reduction, human rights and the right to health, quality of life and health-related
quality of life; clinical epidemiology

Proposed Dissertation Topic:
Living in hiding. A critical political ecology of Cannabis Abuse mental disorder:
diagnostic, therapeutic, and public health implications

The human-environment relationship is an organizing principle of geography, and
uncovering its manifold nature drives the discipline and its subdisciplines. The
biophysical and sociopolitical environment’s unquestionable relevance in explaining and
understanding patterns of human health and disease, such as wellness and illness,
morbidity and mortality, suffering and structural violence, is a bedrock principle of health
and medical geography. This environmentally-driven principle, drawn from the
Hippocratic perspective on human health, is strengthened by the basic precepts of the
science of ecology, such as the ecosystem concept, by which health/medical geographers
are able to discern dynamic biophysical linkages between the human species and other
biotic organisms and abiotic factors in the biosphere. Increased knowledge and
understanding in the subdiscipline is frequently generated by health-oriented research that
focuses on the spatial interplay between particular human agents, aggregate and
individual, and particular non-human biological objects, such as germs and crops. This
interplay is contextualized against the backdrop of an interdependent and interconnected
shared environment, broadly construed to include both biophysical (e.g., terrain, climate,
biome) and sociopolitical (e.g., public health regulation, political-economic forces,
cultural practices) dimensions at multiple scales, stretching from the local to the global.
Further enriching the holistic perspective of health/medical geography is a sophisticated
poststructuralist and feminist understanding of the human body that explicitly integrates
crucial dimensions of subjectivity and embodiment, in addition to strictly objective and
material ones, in theorizing states of health and illness. Recognizing the human body
itself as both a materially and discursively created natural object, imbued with
subjectivity and shaped by interactions with the environment, guarantees that
health/medical geography will incorporate both subjective and objective elements in its
full accounting of human health and ill-health. This integrated view is absolutely
necessary for a total understanding of human health and suffering; its persistent
application in medicine and public health is certain to help humankind move toward the
goal of achieving, for all, a state of health experienced as “complete physical, mental and
social well-being and not merely the absence of disease or infirmity”—the visionary goal
proffered by the World Health Organization in 1946.



This account of the foundational approach and aims of the health/medical
geography subdiscipline unabashedly passes over the thorough-going theoretical debate
in the field for the last 13 years which has reflected the struggle to incorporate
poststructuralist and feminist approaches, such as social theory and subjectivity, into the
subdisciplinary purview. Ibelieve that such perspectives have only enriched and
enlivened the field, and I welcome them alongside the traditional nature/society
orientation of medical geography. I see no reason why ‘innerspace’ geographies that
explore the subjective experience of places and contexts cannot seamlessly be integrated
with ‘outerspace’ ones that place the human agent in the larger geospatial environmental
milieu. Hence, I use the hybrid term ‘“health/medical geography.” The foregoing account
also leaves out a second stream in traditional medical geography of health services
planning and health care access and delivery optimization. The work in this area is
invaluable for helping assure that health care services are available and equitable in given
regions and locales.

A significant step forward in the theoretical sophistication and explanatory power
of health/medical geography was taken in 1996 with Mayer’s article ‘The political
ecology of disease as one new focus for medical geography.” There, Mayer recounts that
the main strength of a political ecology approach is that it “integrates cultural ecology
and political economy into one coherent analytical framework™ (p.446) In its explicit
integration of the concept of human agency, which it derives from its political economy
pedigree, political ecology allows one to consider (or tease out) the effects of “hidden
agendas’ of individuals or groups in a political context, as well as the social forces and
struggles over resources and sociopolitical power.” From its ecology heritage, political
ecology derives notions of “individual and group adaptation and adaptive processes”,
which are basic dimensions of human-environment interaction. Thus, with its blend of
social and material concepts and sciences, a political ecology research approach can offer
an unparalleled level of explanatory power into the nature and effects of ongoing
struggles over natural resources on planet Earth, both biotic and abiotic.

When specifically considering the outlines of a political ecology of disease
approach, Mayer identifies two major features: locality and disease ecology. With
regards to the first, he observes it is a basic feature of political ecology in general and
writes that “the political ecology of disease...should demonstrate how large-scale social,
economic and political influences help to shape the structures and events of local areas”
(p-449). With regards to disease ecology, the second major feature of a political ecology
of disease approach, Mayer recalls that disease ecology itself arose from the application
of cultural ecology to the study of human disease. Although disease ecology has
traditionally been applied to infectious diseases and diseases of malnutrition—many of
which are endemic in poorer countries—it can also be applied to other diseases,
especially those that arise or are thought to arise, in part or whole, from human
interactions such as consumption (or lack of consumption), absorption, or spatial
coincidence, with environmentally-derived biological materials (e.g. plants, high
carbohydrate foods), chemicals and radiation (e.g. biotoxins, pollution), or spatially-
distributed violence and injury-causing objects and events (e.g., landmines, unjust spatial
confinement). Because of the wide applicability of disease ecology, a political ecology
of disease could therefore potentially address a large number of human diseases, both
infectious and non-infectious, that are thought to arise out of particular types of human-



environment interaction. A related area of relevance to health/medical geography that
Mayer also introduces is ‘the political ecology of health’, which addresses questions such
as: “In a phenomenological and experiential sense, how do political factors mediate the
experienced life worlds of specific locations and places, particularly for those who are ill
or infirmed?” (p.454) In such a framework, political ecological factors and forces are
seen as having a very real and tangible impact on the embodied experience of health (for
the sick and hale alike) in a way that is not simply the result of physical exposures to, say,
transmissible pathogens but instead invokes far more psychologically mediated pathways
of human-environment interaction, such as how large scale social forces affect local and
embodied experiences of health and well-being.

Taking these approaches one step further, a political ecology of health/disease
framework may potentially be applicable in a contra-positive or negative way to
investigate whether a given disease might, in fact, not arise out of particular human-
environment interactions, although it may currently be thought to do so. This type of
approach would allow researchers to question how “cultural ecological” practices and
human-environment interactions become coded as disease ecological ones mediated
through the forces and effects of political ecology. Diseases best applicable to this
negative or critical political ecology of disease approach would be ones whose very
identification via current diagnostics relies on the observation or demonstration of certain
patient characteristics that in turn depend on particular human-environment interactions.
The basic question under such an investigation would be: are clinically identifiable
patient characteristics that arise out of particular human-environment interactions in fact
indicative of given diseases being present in those patients, or instead are the identifiable
patient characteristics indicative of states of health shaped by the forces of political
ecology rather than pathology? If the latter is shown to be true, i.e. if political ecology
provides a better explanation than pathology for the patient characteristics in question,
then a reworking of pathological evidence and explanation as well as patient care for the
clinically identifiable characteristics is needed.

In order to take this approach, it is necessary to select a disease or group of
diseases and determine how they are defined and managed in medicine and public health.
Also necessary is a study of the health and health-related behaviors of those who, as a
result of being part of particular human-environment interactions, are diagnosed,
diagnosable, or at-risk for being diagnosed with the disease or diseases in question; the
“at-risk” group should also include those who are identified and/or targeted through
public health regulatory prevention and control measures for the disease or diseases in
question. The first requirement regarding disease definition can be accomplished by
determining specifically how the disease or diseases in question are recognized and
diagnosed at the individual patient level, including their medically accepted signs,
symptoms, and manifestations and by determining precisely how and with what
consequences the disease or diseases in question are being prevented and controlled at the
population level through existing public health regulation. The second requirement is
fulfilled with a political ecology of health study. The questions to consider in such a
study are: for the selected disease or group of diseases, how do individuals and groups
adapt to diagnoses and public health prevention and control regulations that are defining,
addressing, and targeting the disease or diseases thought to arise out of particular human-
environment interactions? How do these individuals and groups interpret and experience



the same presumed pathological or pre-pathological human-environment interactions,
especially along the lines of health and embodied experience? Thus, by analyzing the
medical definitions and public health controls instituted for a disease, and by taking a
political ecology of health approach that looks into the nature and health-consequences of
particular human-environment interaction geographies, including patterns of adaptation
to various forces that impinge on and shape these geographies, questions can finally be
addressed about whether certain human-environment interactions do or do not imply,
suggest, predispose, or lead to pathology of any kind. This question can be decided by
inspecting what the geography looks like. Is it a true disease ecology that is shifting in
response to detection, treatment, prevention and control or a cultural ecology that is
shifting in response to the forces of political ecology? Is it not possible that some of
these human-environment interactions are in fact grounded in cultural ecology but
because of political economic forces have become political ecologies, which in turn have
come to be interpreted as disease ecologies? The answers to such questions can clearly
have tremendous impact in medicine and public health—in part because misdiagnoses
resulting from flawed disease diagnostic criteria can result in inappropriate and
iatrogenically harmful treatment, not to mention misguided and damaging public health
prevention and control schema.

My general plan is to apply this critical or negative political ecology of disease
framework to my areas of interest in medicine and public health. Broadly speaking, I am
interested in health/medical geographies in the narrowed and politicized spaces between
‘biotic Substance geographies’ and ‘geographies of Substance Abuse mental disorder
diagnostics, treatment, prevention, and control’. What sorts of human-environment
interactions involving biotic Substances take place in the space between these two
geographies, and how are those interactions shaped by the adjacent and articulating
geographies? What patterns of health and wellness, morbidity and mortality, results from
these human-environment interactions, and how can this knowledge be integrated into
medicine and public health? While we live and have evolved within a world of substance
(and energy), portions of this substance have come to be known simply as ‘Substances’.
These can be divided into biotic and abiotic Substances. The biotic Substances are
naturally occurring life-forms or organisms that are an integrated part of the Earth’s
biosphere in the same sense as anyone reading these words is (extra-terrestrials
notwithstanding). These biotic Substances have unique secondary metabolite
biochemical profiles in that they contain chemicals that can robustly interact with
endogenous systems of mood regulation, pleasure, muscle relaxation, and reward (among
others) in animals. The intentional consumption of these organisms, in whole or in part,
by humans and animals, while ubiquitous, historic, and prehistoric, is the locus of intense
medical, public health, and international political and law enforcement focus. Some, but
not all, of the abiotic Substances are unmodified or slightly modified concentrates of
chemicals that occur naturally in the biotic Substances. While their known consumption
by humans spans only at most 150 years, they too are the locus of intense focus. Other
abiotic Substances have no derivation from biotia, and their consumption spans at most
50-100 years.

The ‘Substance’ nomenclature was first widely popularized as a result of
sweeping, comprehensive, and template-setting United States federal legislation passed
by Congress in 1970 and still in effect today. The legislation was known as the



Controlled Substances Act; it created a chapter under Title 21 of the federal code
(“FOOD AND DRUGS”) called “CHAPTER 13 - DRUG ABUSE PREVENTION AND
CONTROL.” Note the clear and explicit language that identifies this as a public health
disease “prevention and control” regulatory schema. Under this policy, a system of five
‘Controlled Substance’ Schedules was created. In moving from Schedule V to Schedule I,
increasing degrees of prohibition apply, with Schedule I ‘Substances’ falling for all
practical purposes into the category of total prohibition (with exemptions granted for
extremely limited medico-scientific research, religious use, and ‘instruction’).
‘Substances’ in Schedules V through II are allowed for progressively restricted medical
use and research but are otherwise prohibited. Biotic substances appear only in
Schedules I and II. They either appear directly by name (e.g., “Marihuana”, “Peyote”,
“Opium poppy”), or by identification of a unique secondary metabolite made by the
organism (e.g., “Psilocybin” referring to a metabolite made by 186 species of
mushrooms). On an official government website, the name of the organism that produces
the scheduled metabolite is listed alongside the chemical name: http://www.dea.gov/
pubs/scheduling.html. For an idea of size, currently 125 substances are listed in Schedule
I and 57 are listed in Schedule II (http://ecfr.gpoaccess.gov/cgi/t/text/text-
dx?c=ecfr&tpl=/ecfrbrowse/Title21 /21cfr1308 main_02.tpl). According to the
regulations, these two Schedules apply when “The drug or other substance has a high
potential for abuse.”

Given this canonical prevention and control schema of Substance Abuse mental
disorder, what, medically speaking, is Substance Abuse mental disorder? I have written
about this extensively in my preliminary exam statement submitted on 10/24/05 entitled
“Mental Disorder or Governmental Disorder? Self-administration of illegal
neurotransmitter-analogue substances: delineating Substance Abuse mental disorder from
health and human rights considerations in the field” (accessible at: http://students.washin
gton.edu/sunila/statement 2 Sunil.pdf) The key issue that I noted there was that,
according to the DSM-IV-TR, “clinically significant...distress” in a patient that occurs as
a consequence of ‘their’ “legal problems” stemming from a Controlled Substance
possession arrest is sufficient grounds, or pathognomonic, for diagnosis of Substance
Abuse mental disorder. What is troubling about this is that no attempt is made to
distinguish psychopathology from transgressions of public health regulation supposedly
meant to prevent and control the psychopathology. This would be analogous to
diagnosing someone as a Hepatitis A carrier simply because they were caught not
washing their hands after using the restroom. Also troubling is the fact that no attempt is
made to interrogate the health and human rights issues that undergird the “substance-
related legal problems.” Just because a Substance Abuse mental disorder prevention and
control law, which on its face is a public health measure, has been flouted—with
distressing consequences for the patient—does not mean that this is a sure sign that
mental disorder is present in the patient. After all, how a patient’s consumption practices
came to articulate spatio-temporally with the public health regime of Substance Abuse
mental disorder prevention and control to generate ‘their’ “legal problems” is not simply
a function of the patient’s mental health. Depending on the effectiveness and sincerity of
the public health regulation, regulatory transgressions may not be a sign of mental
disorder, but rather one of governmental disorder.




So how did this definition of Substance Abuse mental disorder arise? The
American Psychiatric Association’s DSM (Diagnostic and Statistical Manual for Mental
Disorders) has a long history beginning in 1952. For the purposes of this discussion, in
the original DSM, Substance Abuse or drug abuse was listed as a Sociopathic Personality
Disturbance—the same category that homosexuality was placed in (which, thankfully,
was finally removed in 1973). Both the DSM-I and DSM-II were virtually identical to
the ICD (international classification of disease) nosology developed by the WHO. The
DSM-III, released in 1980, was a significant break from this; it incorporated approaches
that were developed by researchers at Washington University School of Medicine in the
1970’s (recall that the Controlled Substances Act was passed in 1970). DSM-III
introduced the multiaxial system of diagnostic evaluation. In this schema, Substance
Abuse, as class of Substance Use mental disorders, was classified under Axis I, reserved
for syndromes, including depression and schizophrenia. DSM-III also for the first time
classified Substance Use mental disorders in a separate diagnostic category distinct from
personality disorders. DSM-III-R (revised) was released in 1987, and in 1988, the most
extensive process yet of reworking the Substance Use mental disorders section was begun.
This reworking was completed 6 years later when the DSM-IV was released in 1994.
With regards to “substance use disorders” (now generally classed as “Substance-related
disorders”), the most significant change in the DSM-IV relative to the previous edition of
the manual was specific definition and clear enumeration of four free-standing,
pathognomonic diagnostic criteria for Substance Abuse mental disorder, as distinguished
from Substance Dependence mental disorder. One of these is the presence of “clinically
significant...distress” that is “manifested by...recurrent substance-related legal
problems” which have “occurred repeatedly” or “been persistent” in the past year
(emphasis added). It should be noted that there is no other defined mental illness in all
of psychiatry whose diagnosis so significantly relies on the existence of patients’ legal
problems for evaluation. While it has been hailed for its incorporation of social and
cultural factors, it is my contention that the human-environment considerations in this
formulation of Substance Abuse mental disorder are woefully inadequate.

There are many substances humans consume that fill the space between
‘Substance geographies’ and ‘geographies of Substance Abuse mental disorder
diagnostics, treatment, prevention, and control’. In total, there are currently 292
Controlled ‘Substances’ specified in American federal public health code: 125 in
Schedule I; 57 in Schedule II; 34 in Schedule III; 68 in Schedule IV; and 8 in Schedule V.
Any and all of these 292 substances—plus alcohol—can be referred to with the diagnosis
of Substance Abuse mental disorder, effectively eliding their diverse pharmacology. A
tremendous amount of confusion is created by this scattered grouping of 293 chemicals
and organisms into a catch-all term of ‘Substances’, ‘drugs’, or worse, ‘dope.’

Frequently alcohol is distinguished from the rest with vapid phraseology such as “alcohol
and drugs.” With such terminology, it is easy to see how and why the most problematic
aspects of certain ‘substances’ in the list of 292 Controlled Substances become mis-
attributed to any other particular ‘Substance’ in the classification. The only way to
address this nonsensical hodgepodge of ‘Substances’ and move forward is to patiently,
methodically, and thoroughly distinguish the human-environment interactions, unique
pharmacology, and human experience with each of these substances individually, one-at-
a-time. In many cases, doing this would require a separate compendium for each.



Thankfully, much excellent work has already been published about many of these
substances individually, and more desperately needs be done and incorporated into
medicine and public health. Ilook at this vast Substance-scape and have chosen to focus
in on biotic Substances, which have a far more extensive history of human use than the
abiotic ones (though the two are surely interconnected!) and which are far more easily
studied with a political ecology lens. The number of distinct biological organisms
represented in the ‘Controlled 292” probably number in the low hundreds (with
psilocybin- and dimethyl- or related-tryptamine-containing organisms making up the vast
majority). It is worth noting that several of the 292 substances appear endogenously in
Homo sapiens! (such as dimethyltryptamine, morphine, and diazepam) However, nine
organisms referred to directly or indirectly in the Schedules receive much more attention
than the others. These are: Papaver somniferum L., Erythroxylum coca Lam, Cannabis
sativa L., Lophophora williamsii J. M.C., 186 Psilocybin-containing fungi spp., Catha
edulis Vahl, Tabernanthe iboga L., and more recently Banisteriopsis caapi C.V.M. &
Psychotria viridis Ruiz&Pav. More commonly, these are known as opium, coca,
cannabis, peyote, magic mushrooms, khat, iboga, and ayahuasca. For pressing reasons
this committee is already aware of such as health, human rights, and sustainability, I
choose to study the human-environment relationship with regards to Cannabis sativa L.,
and in so doing undertake a critical political ecology of Cannabis Abuse mental disorder.
With such an approach, I hope to fuse body politics with political ecology.

Some current human-Cannabis sativa L. facts:

Cannabis is a naturally occurring plant (Kingdom Plantae; Phylum
Magnoliophyta; Class Magnoliopsida; Order Rosales; Family Cannabaceae; Genus
Cannabis; Species sativa) domesticated early in prehistorical times and now found in
nearly every country of the world. According to UN statistics, globally about 161 million
people annually consume cannabis flowers or flower-derived products (2003/4
underestimates) or about 4% of the world population aged 15-64. Many millions of
humans and animals also annually consume non-flower cannabis products such as
nutritive hemp seed (source of omega-3 fatty acids and edestin—highest complete source
of protein and essential fatty acids in the Plant Kingdom), hemp seed oil, seedcakes, etc.
The plant is also used (yet grossly underutilized) as an industrial raw material for biomass
fuel, cordage, cellulose, and other applications.

Modern methods for Cannabis Abuse mental disorder prevention and control have
almost exclusively relied on the widespread policy of strict cannabis prohibition, a policy
that was adopted at the federal level in the United States in 1937. Since comprehensive
global Cannabis Abuse mental disorder prevention and control regimes were put into
place in 1961 with the adoption of the UN Single Convention Treaty on Narcotic Drugs,
an estimated 26 million cannabis-related arrests have been made. Of these, ~17 million
have been made in the United States, and over 7 million of those have occurred since
1995. Of the ~1.6 million ‘drug-related’ arrests made in the United States annually,
770,000 are cannabis-related (the largest fraction), with one cannabis-related arrest
occurring every 41 seconds. Currently, there are between ~32,500-40,000 prisoners in
federal, state, and local jails and prisons in the United States incarcerated for violations of
cannabis prohibition, (about 6-8% of all ‘drug prohibition’ prisoners in the US) with
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many serving long sentences. According to US Federal law, the most severe penalty
possible for a cannabis-related transgression is the death penalty, though it has not been
used in this way yet. Other countries such as Saudi Arabia, Indonesia, Malaysia,
Singapore, Philippines, Qatar, China, however, do execute for these crimes.

Currently, 5 individuals receive dried, rolled cannabis flowers monthly from the
federal government under a now-closed Investigational New Drug program. Eleven US
states have laws protecting the medical use of cannabis. California has between 150,000-
200,000 individual patients who have been granted ‘asylum’ by a physician for cannabis
use with over 1500 doctors granting such asylum protections. Across California, there
are approximately 230 municipally-regulated, above-ground cannabis dispensaries
currently operating, with 36 in San Francisco alone. Approximately 35 cannabis
dispensaries have been raided in California since the 2005 6-3 Supreme Court decision
upholding the supremacy of the federal Controlled Substances Act over state medical
cannabis laws. In Oregon, approximately 11,000 individuals live with medical asylum
protections; 2,151 physicians have granted these. In Washington State, perhaps as many
as 10,000 individuals have medical asylum protection, with over 5,000 in King County
alone. Both the University of Washington Medical Center and Harborview Medical
Center in Seattle have written and endorsed practice guidelines for physicians who grant
medical cannabis asylum protections.

To conclude, I will leave you with a brief reflection on the 5 individuals who
receive cannabis from the US federal government:

In fund-raising auctions of ‘normalization of cannabis consumption’ political
circles, the empty containers of fully legal American marijuana supplied to the
now five remaining Americans legally permitted to consume cannabis fetch a
handsome and high price. While materially these objects are simply empty,
sometimes-rusted, dull grey metal tins with a taped-on black-and-white
informational label, their symbolic value is immense. This is because they once
were filled with a globally prohibited green vegetable plant matter grown at a
federally funded cannabis farm in Oxford, Mississippi and rolled into cigarettes at
the Research Triangle Institute outside of Durham, North Carolina. This is where
the metal tins are used to package the cannabis cigarettes which are shipped
monthly to five secured pharmacies in the United States where they are picked up
for delivery and consumption by five individuals whose health care providers
long-ago attested in writing to the vital health and medical benefits that
consumption of cannabinoid-rich cannabis plant matter affords them. (I have
personally met three of these patients: George McMahon-who suffers from nail-
patella syndrome, Irv Rosenfeld-who suffers from multiple congenital
cartilaginous exostoses, and Elvy Musikka-who suffers from congenital cataracts
and glaucoma.)

The marijuana bud or plant matter that these tins once contained was produced
and supplied for consumption with the full financial backing and imprimatur of
the United States Federal Government, the National Institute on Drug Abuse, and
the United States Food and Drug Administration as part of a “Single Patient
Investigational New Drug Program” that was reluctantly started three decades ago
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by the USA on the order of a high court federal judge who ruled that “medical
necessity”’ to marijuana was a right that one man with glaucoma-related
deteriorating vision possessed and which the US government is legally obligated
to respect, protect, and fulfill—despite the its policy of nationwide zero-tolerance
cannabis prohibition, the official state policy of cannabis abuse mental disorder
prevention and control. The grey metal tins thus represent these facts of
exception. They are tangible material proof that human marijuana consumption
has health benefits that have been recognized and allowed for at the US federal
level. Nevertheless, the man who has been in charge of cultivating this cannabis
for thirty-plus years, Mahmood El Sohly, stresses the point that the marijuana that
he is growing is not being used as a legitimate, bona fide medicine but rather as
merely an “investigational new drug” with unknown medical benefit. As far as
the United States government is concerned, these benefits have remained
officially unknown and nonexistent for thirty years. Why are the metal tins so
valuable then?

A Partly Annotated Bibliography:

The approach that I have outlined draws from the work of many scholars and writers in
the three fields of health/medical geography, medicine, and public health. In the
following bibliography, I have partially annotated mainly the first section. Each quote is
taken from the source cited below it. Some passages are bolded for added emphasis.
Sometimes my comments appear after the quote in parentheses. I do include some here
in the way of biotic Substance use scholarship—notably Cannabis sativa L..—in each
field.

Health/Medical Geography: political ecologies of health, disease, and
structural/violence; critical ‘agency-orientated’
geographies of the body, ethnomedical geography

Abel EL 1980. Marihuana, the first twelve thousand years. New York: Plenum Press.

“In the camps, city and house became indistinguishable, and the possibility of differentiating
between our biological body and our political body--between what is incommunicable and mute
and what is communicable and sayable--was taken from us forever. And we are not only,

in Foucault's words, animals whose life as living beings is at issue in their politics, but also--
inversely--citizens whose very politics is at issue in their natural body.” (p.188)

“The fact is that the National Socialist Reich marks the point at which the integration of medicine
and politics, which is one of the essential characteristics of modern biopolitics, began to assume its
final form. This implies that the sovereign decision on bare life comes to be displaced from strictly
political motivations and areas to a more ambiguous terrain in which the physician and the
sovereign seem to exchange roles.” (p. 143)

Agamben G. 1998. Homo Sacer: Sovereign Power and Bare Life. Stanford, CA:
Meridian.

Bey H and Zub A. (eds.) 2004. Orgies of the Hemp Eaters: Cuisine, Slang, Literature &
Ritual of Cannabis Culture. Brooklyn: Autonomedia.
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Bonnie RJ and Whitebread CH. 1974. The Marihuana Conviction: A History of
Marihuana Prohibition in the United States. Charlottesville: University of
Virginia Press.

Borrero Navia JM. 2002. “La Prohibicién Es El Crimen.” (“Prohibition is a Crime.”)
Imaginacion abolicionista. Ensayos de ecologia politica (Abolitionist Imagination.
Essays on Political Ecology.) Number 4, HIVOS, Cali: CELA UNEP (United
Nations Environmental Programme).

“Gandy (2003) notes that he gave the body too little attention in Concrete and Clay, continuing
the tradition in geography to imagine nature to be ‘outside’ the body. Yet, if bodies are truly
‘composites’ and urban natures—water, air, food—crucial to their capacity to life, this is an odd
elision. It points also to the vast gulf that remains between the new urban environmental
geography and medical geography, despite common knowledge of the historical links between
public health, the state, and urban form.” (p.647, biotic Substances, along with a vast plethora of
other natural objects, are certainly part of urban places)

Braun B. 2005. “Environmental issues: writing a more-than-human urban geography.”
Progress in Human Geography 29, 5: 635-650.

Barrett F. 2003. Foreign Primary Sources for Medical Geography and Geographic
Medicine. Toronto: Geographical Monographs.

———————————— 1986. “Medical Geography: Concept and Definition.” In Michael Pacione,
ed., Medical Geography: Progress and Prospect. London: Croom Helm Ltd,
pp. 1-34.

Darling E. 2006. “Nature’s carnival: The ecology of pleasure at Coney Island.” In
eds.Heynen N, Kaika M and Swyngedouw E. In the Nature of Cities: Urban
Political Ecology and the Politics of Urban Metabolism. New York: Routledge.

Davidson J, Bondi L, and Smith M. (eds). 2005. Emotional Geographies. Burlington:
Ashgate Publishing Company.

Davies G, Day R, Williamson S. 2004. “The geography of health knowledge/s.” Health
& Place 10: 293-297.

Dear M. 1984. “Health Services Planning: Searching for Solutions in Well-defined
Places.” London Papers in Regional Science (London: Pion), 13, 7-21.

“...areformed post-medical geography of health and well-being must consider the role of new
health-based social movements in shaping the experiences of places...” (p. 107, the medical
cannabis movement fits well into this)

“Different bodies are fashioned into deviant ones through the implacement of abjection.
Embodied interventions in places, extending the personal habitus while fending off the social
control aspects of government and private bureaucratic (including medical) discourses expressed
in localities, can bring appreciation of common concerns and a deeper sense of community and
personal well-being.” (p. 109; an example of an ‘embodied intervention’ in a place that extends
ones ‘personal habitus’ while fending off external controls is the consumption of a biotic
Substance.)

Dorn M and Laws G. 1994. “Social Theory, Body Politics, and Medical Geography:
Extending Kearns Invitation.” Professional Geographer, 46(1) 107-9.

“Suggestions for a more participatory and emancipatory approaches bring personal and political
challenges for the researcher, who can no longer be viewed as a detached “research instrument”
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according to vantage point.” (p. 245)

“Qualitative methods also have been influential in decentering the authority and dominance of
biomedical knowledge through bringing subject-centered perspectives to medicalized events
and health care provision.” (p.247)

Dyck I. 1999. “Using Qualitative Methods in Medical Geography: Deconstructive
Moments in a Subdiscipline?”” Professional Geographer, 51(2) 243-253.
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Dyck I. 1999. “Body Troubles: Women, the Workplace and Negotiations of a Disabled
Identity.” In Butler R and Parr H (eds.) Mind and Body Spaces: geographies of
illness, impairment and disability. New York: Routledge.
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scientific solutions to be effective social context needs to be considered. As Sullivan, talking
about the relationship between doctors and their patients, says: ‘Facts known only by
physicians need to be supplemented by values known only by patients.’ (Sullivan 2003, p.
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to make social assessments of science.” (p.341)

Dyer S. 2004. “Rationalising public participation in health service: the case of research
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opinions, the things seen and “unseen” have a profound effect on our perspective of the world
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-------------- 1989. “Clinically Applied Medical Geography: Its Role in Travel Medicine.”
The Professional Geographer 41:4 421-428.

“...the political ecology approach challenges the nature of disease causation inherent in germ
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