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Background

Cannabis is a plant that has been used for its intoxicating effects for at least a century in the
United States and for longer in other cultures. It also has a long history of use around the world
for purported medical benefits. More than 100 different cannabinoids have been identified in
cannabis. The primary intoxicating cannabinoid in cannabis is delta-9-tetrahydrocannabinol
(THC). The cannabinoid cannabidiol (CBD) has received increasing public attention in recent years;
preliminary findings suggest that CBD may be a useful treatment for several medical conditions
and it is not reported to be associated with intoxication or addiction, unlike THC.! In this
document, the term “cannabis” is used to describe the plant-based products. When the document
refers specifically to individual cannabinoids, they are identified as such.

Between 2001-2002 and 2012-2013, the prevalence of past-year cannabis use by U.S. adults
increased from 4.1% to 9.5%, respectively, and the prevalence of cannabis use disorder (CUD)
nearly doubled.? Adults and adolescents increasingly view cannabis use as harmless. A 2019 Pew
Research Center survey revealed two-thirds of American adults support cannabis legalization,
which reflects a steady increase over the past decade.3 However, between 9.3% and 30.6% of
American adults who use cannabis have CUD as measured in the largest recent national surveys.
Specifically, 9.3% of past-year adult cannabis users met DSM-IV criteria for CUD based on the
2017 National Survey on Drug Use and Health (NSDUH).4 2012-2013 data from the National
Epidemiologic Survey on Alcohol and Related Conditions (NESARC) showed that 30.6% of past-
year cannabis users had DSM-IV CUD.2 Among U.S. lifetime cannabis users (current or past users),
19.5% met criteria for DSM-5 CUD, of whom 23% were symptomatically severe (with >6
criteria). Thus, CUD in cannabis users is not rare and can be serious.5 ¢

In contrast to adult use, adolescent use of cannabis in recent years has remained relatively stable,
but the percentage of 8™ and 10" grade students who use cannabis on a daily basis increased
significantly from 2017 to 2019.7 The type of cannabis product used may also be evolving in this
group. Research has identified a significant increase in cannabis vaping among U.S. middle and
high school students.8 A survey of 8™, 10", and 12" graders revealed 24% reported lifetime use
of cannabis concentrates, and 72% of all lifetime cannabis users had used concentrates.®

Cannabis use has been shown to be associated with cognitive decline, impaired educational or
occupational attainment, risk of other substance use disorders, and poor quality of life.'0 It has
also been shown to be associated with impaired driving and fatal vehicle crashes, cannabis-
related emergency room visits, psychosis, and psychiatric comorbidity.!'" CUD has been associated
with disability!! and strongly and consistently associated with other substance use and mental
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disorders.'0 Use of high potency cannabis has been associated with increased frequency of use,
cannabis use-related problems, and increased likelihood of anxiety disorder.12

Since California voters passed Proposition 215 in 1996 to become the first state to legalize
cannabis used for medical purposes, the national conversation about the harms and potential
benefits of cannabis use, as well as the most appropriate legal status and regulatory structure to
govern its use, has intensified. As of this writing, cannabis remains a Schedule 1 drug under the
federal Controlled Substances Act (CSA), indicating the federal government’s position that it has
no currently accepted medical use and has a high potential for abuse. Despite its federal status
and lack of sufficient research evidence supporting medical benefits, as of 2019, 33 states and
the District of Columbia have legalized comprehensive, publicly available medical cannabis
programs, and 13 additional states allow the use of "low THC, high cannabidiol (CBD)" products
for medical reasons in limited situations.!3 Further, voters or legislative bodies in 11 states and the
District of Columbia voted to pass measures to legalize cannabis used for non-medical
purposes.'4 Critics of the current CSA scheduling of cannabis argue that it discourages clinical
research and Food and Drug Administration (FDA) oversight. Critics also argue that the current
schedule discourages regulation of cannabis for non-medical purposes; such regulation could
promote public health and reduce cannabis-related harm.

Cannabis Used for Medical Purposes

In 2013-2014, 9.8% of U.S. adults who used cannabis in the past year reported doing so for
medical purposes, and 21.2% of adults who reported using cannabis for medical purposes
resided in states that had not legalized cannabis use for such purposes.'> Over 75% of those who
use cannabis for medical purposes also report using it for non-medical purposes.’¢

States have approved various indications for cannabis use, despite a lack of sufficient scientific
evidence for its effectiveness as a medicine for many of these indications. A 2017 review by the
National Academies of Sciences, Engineering, and Medicine found conclusive or substantial
evidence that cannabinoids are effective in only three conditions: chemotherapy-induced nausea
and vomiting, multiple sclerosis-related spasticity, and chronic pain.'” According to a Cochrane
review, the effectiveness of cannabis-based medicines for neuropathic pain was small and may
be outweighed by potential harms.'8 A systematic review of 43 randomized controlled trials
found that cannabis-based medicine might be effective for chronic pain based on limited
evidence, primarily for neuropathic pain, and that, due to small effect sizes, the clinical
significance is uncertain.'?

Although some states include mental health disorders as indications for cannabis for medical
purposes, cannabis use may be particularly harmful to populations with or at risk for mental
health disorders. A 2019 meta-analysis of 83 studies reported scarce evidence that cannabis or
any type or formulation of medicinal cannabinoids improve depressive disorders, anxiety
disorders, attention-deficit hyperactivity disorder, Tourette syndrome, post-traumatic stress
disorder (PTSD), or psychosis.20 In 2019 the American Psychiatric Association stated that “there is
no current scientific evidence that cannabis is in any way beneficial for the treatment of any
psychiatric disorder. Current evidence supports, at minimum, a strong association of cannabis use
with the onset of psychiatric disorders.”2! Cannabis has been shown to contribute to risk factors
for the onset and symptom severity of substance-induced psychosis and bipolar disorder as well
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as the onset of depression and anxiety disorders; there is preliminary evidence that ongoing
cannabis use in persons with a history of trauma increases the odds of developing PTSD.22

A widely publicized study found lower opioid overdose rates in states that legalized cannabis use
for medical purposes compared with other states through 2010.23 This led some states to include
opioid use disorder (OUD) as a possible indication for cannabis used for medical purposes.24
However, a subsequent analysis extended through 2017 and using similar methods with
additional controls found the opposite association.?> Studies of individuals show an association
between cannabis use and increased rates of non-medical opioid use and OUD.2¢ There is no
current evidence that cannabis is effective for the treatment of OUD.27 Further, due to its
mechanism of action, cannabis would not be expected to reduce opioid overdose rates, unlike the
existing FDA-approved medications for OUD. There has been a preliminary finding of an effect
of CBD in reducing opioid cue-induced craving,?8 but this requires further research to assess the
clinical significance.

Cannabis use during pregnancy has increased in recent years including an increase of 41,000
U.S. pregnant persons who used cannabis daily or near daily between 2015 and 2017.29 30, 31
There is a paucity of well-designed studies on the effect of prenatal cannabis exposure and the
results have been mixed.32 There is a growing body of research on the role of the
endocannabinoid system in brain development. A study of dispensaries in Colorado found that
nearly 70% recommended cannabis products to manage nausea in the first trimester despite lack
of evidence and the possibility of harms.33 Even in states where cannabis use is legal, state laws
may deem substance use, including cannabis use, during pregnancy to be ipso facto proof of child
abuse and require reporting independent of clinical judgment, with potential harms to mother and
child that outweigh any benefit of reporting.

Although there is not consensus about the types of pulmonary disease caused by cannabis smoking
or the extent of smoking necessary to produce pulmonary disease, the American Lung Association
states, “Smoking marijuana clearly damages the human lung.”34 The American Heart Association’s
Scientific Statement “Medical Marijuana, Recreational Cannabis, and Cardiovascular Health”
warns that smoking cannabis has been associated with both cardiovascular and cerebrovascular
events.35

To date, the FDA has approved synthetic cannabinoid medications only for the treatment of
chemotherapy-associated nausea and vomiting (dronabinol, a synthetic THC, and nabilone, a
synthetic substance similar to THC) and loss of appetite and weight loss in HIV /AIDS (dronabinol).
A prescription CBD formulation derived from cannabis has been approved by the FDA for the
treatment of seizures associated with Lennox-Gastaut syndrome, Dravet syndrome, or tuberous
sclerosis. Given the growing numbers of people using cannabis for medical purposes under state-
authorized programs outside of FDA purview, the Federation of State Medical Boards has
produced “Model Guidelines for the Recommendation of Marijuana in Patient Care.”3¢

Cannabis Used for Non-Medical Purposes

Surveys to assess motives for use of cannabis for non-medical purposes report that positive
effects, expanded awareness, and social cohesion are often sought.37: 38 |n contrast, respondents
who report use of cannabis to relieve negative affect states may be using cannabis to relieve
withdrawal symptoms.3? Adult cannabis use has increased over the past two decades.> At the
same time, the potency of cannabis has increased and manufactured products (concentrates,
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extracts, edibles, oils, tinctures, and topicals) have proliferated. The concentration of THC in
commonly cultivated marijuana plants has increased three-fold between 1995 and 2014 (from
4% to 12% respectively),“? while THC concentrations in cannabis sold in dispensaries averages
between 17.7% and 23.2%.4' Concentrated products have reported concentrations up to 75.9%
THC,4#2 and are advertised to be as high as 100% THC.43 Manufactured cannabis products are a
significant and rapidly growing share of the U.S. market. In 2016, manufactured products
represented about one-third of revenues from cannabis used for non-medical purposes in
Colorado and Washington.44 Increased potency of cannabis raises health concerns because
cannabis potency has been associated with more adverse reactions, particularly cannabis-induced
psychosis.43

Cannabis use by youth and young adults has been associated with harms extending beyond those
reported in adults. For example, there is evidence that those who initiate cannabis use at an
earlier age and use more frequently are more likely to develop CUD. A 2019 U.S. Surgeon
General’s Advisory on Marijuana Use and the Developing Brain similarly notes that the risks for
addiction and other negative consequences increase with the THC concentration in cannabis used
and with younger ages of initiation.#¢ Frequent use of cannabis from adolescence into adulthood
is also associated with significant declines in IQ.4” In addition, a recent review on cannabis use
and cognition reports that evidence suggests early, frequent and continuous use of high-potency
cannabis is correlated with increased risk of developing potentially severe and persistent
executive function impairments.“8 Finally, the proliferation of edible cannabis products increases
the risk of unintentional overdose and accidental ingestion by children.

In anticipation of the legalization of cannabis use in Canada, an updated Lower—Risk Cannabis
Use Guidelines (LRCUG) was published in the American Journal of Public Health in 2017 for
distribution to Canadian governmental authorities.#? The first of the ten recommendations notes
that “the most effective way to avoid any risks of cannabis use is to abstain from use.” Listed
below are six abridged findings that meet the criteria for an evidence grade rating of
“substantial” based on the results of well-designed studies, which include randomized controlled
trials in humans as well as animals.

e “The later cannabis use is initiated, the lower the risks will be for adverse effects on the
user’s general health and welfare throughout later life.”

e “High THC-content products are generally associated with higher risks for ... acute and
chronic mental and behavioral problem outcomes.”

e “Regular inhalation of combusted cannabis adversely affects respiratory health outcomes.”

e “Frequent or intensive (e.g., daily or near-daily) cannabis use is strongly associated with
higher risks of experiencing adverse health and social outcomes related to cannabis use.”

e “Driving while impaired from cannabis is associated with an increased risk of involvement
in motor-vehicle accidents.”

e There are some populations at probable higher risk for cannabis-related adverse effects
who should refrain from using cannabis, including those with predisposition for, or a first-
degree family history of, psychosis or substance use disorders, as well as pregnant women
(primarily to avoid adverse effects on the fetus or newborn).

Our nation’s historically punitive approach to cannabis possession and use has caused harms related
to arrest and incarceration, which disproportionately impact low-income communities and persons
of color, contributing to racial injustice. Decriminalization of cannabis possession and use could
reduce these harms and disparities. Most states that have decriminalized possession retain civil fines
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that can be especially burdensome to the poor. Typically, escalating civil fines, and/or criminal
penalties remain in place when the quantity of cannabis exceeds certain thresholds, or upon repeat
offenses. Decriminalization can also include eliminating civil fines in favor of warnings or referrals
for clinical evaluation, education or treatment, which stops short of full “legalization” of possession
and use (note that the phrase “cannabis legalization” typically includes legalization of production,
marketing and sale).50 Proponents of legalizing cannabis production, marketing and sale seek to
reduce harms associated with illegal market control of these activities including the impact of violent
criminal organizations and cannabis products of unknown composition and safety.

However, there are concerns regarding commercial models of legalization. The history of major
multinational corporations using aggressive marketing strategies to increase and sustain tobacco
and alcohol use illustrates the risks of corporate domination of a legalized cannabis market.5! A
2015 Rand corporation report observed that “the marketing and lobbying muscle of a for-profit
industry is likely to influence the future trajectory of marijuana policy. . . There is danger of
regulatory capture, with regulators drifting over time toward more industry-friendly
postures.”52.53 (Regulatory capture describes a state in which regulated entities have more
influence over the regulatory process than what the public interest requires.>4). Another outcome
of commercial legalization may be increased use resulting from reductions in price. Commercial
cannabis legalization has produced a price collapse in states that have legalized it, including
Colorado, Oregon and Washington.35 Research has shown that demand for cannabis is responsive
to changes in its monetary price, although the responsiveness of demand varies by type of user
(light, casual, regular or heavy).5¢

Non-commercial models of legalization have been proposed to reduce the harms of the illegal
market while minimizing potential harms of commercialization, including the risk of regulatory
capture and other practices that may increase hazardous use and use by minors.57:58.5? Non-
commercial models of legalization may include limiting manufacturing and distribution to non-
profits, benefit corporations, small cooperatives, buyers’ clubs, public authorities, and /or home
cultivation. The state store model for alcohol sales in 17 U.S. states has been reported to
significantly reduce alcohol-related harm and sales to youth.%® Four Canadian provinces limit
cannabis sales to state stores.¢! Governments may avoid cannabis commercialization through a
state monopoly over production and distribution as in Uruguay.%2 Similarly, there are state
alcohol monopolies in Nordic countries and state tobacco monopolies in various countries. To avoid
intrinsic conflicts of interest, the managing government agency should be charged to minimize
individual consumption by the public.63

Evidence-informed substance use prevention and treatment interventions can avert or delay the
initiation of cannabis use, stop the progression from use to harmful use or addiction, and reduce
cannabis use-related negative health, social, and economic impacts. Research has identified
several robust riské4 and protective®’ factors predictive of substance use that are amenable to
prevention interventions. Evidence-informed resources exist for educators®® and cliniciansé” to help
prevent adolescent cannabis use. An evidence-based approach to treatment can mitigate CUD-
related harm.
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Recommendations:
The American Society of Addiction Medicine (ASAM) recommends:
A. Cannabis and Related Products Used for Medical Purposes

1. Cannabis used for medical purposes should be rescheduled from Schedule 1 of the
Controlled Substances Act (CSA) to promote more clinical research and FDA
oversight typical of other medications.

2. Cannabis and cannabis-derived products recommended for medical indications
should be subject to FDA review and approval to ensure their safety and
effectiveness.

3. Healthcare professionals who recommend non-FDA-approved cannabis products
under the authority of state-level medical cannabis programs should be required to
complete specific training with an emphasis on risk mitigation and the prevention,
diagnosis, and management of cannabis use disorder and other substance use
disorders. Such training should be evidence-based and be informed by high
standards of medical professionalism.

4. Healthcare professionals who recommend or write permits for non-FDA approved
cannabis should do so only within the context of a bone fide patient-clinician
relationship that includes appropriate patient evaluation, creation of a medical
record and follow-up visits fo assess the results of use and amend the treatment plan
as needed. The same amount of caution exercised when any other controlled
substance is prescribed should be applied when cannabis is recommended by a
healthcare professional for a medical use. Clinicians should be prepared to
discontinue treatment with cannabis if it is not effective or causes harm.

5. Healthcare professionals should only recommend non-FDA-approved cannabis if
there is evidence that the potential benefits outweigh the potential harms.
Healthcare professionals should avoid recommending cannabis to pregnant persons,
and should recommend cannabis with great caution, if at all, to those with substance
use disorders or psychiatric disorders, or to children and adolescents. Healthcare
professionals should screen all patients for cannabis and other substance use
disorders and refer to treatment as appropriate before recommending cannabis to
be used for medical purposes.

6. Healthcare professionals should not recommend cannabis use for the treatment of
OuUD.

7. Regulation of cannabis use for medical purposes should be overseen by departments
of health. Indications for cannabis used to treat medical or mental health conditions
should not be specified by legislatures or public referenda.
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8.

9.

Non-FDA-approved cannabis recommended by clinicians should be reported to
Prescription Drug Monitoring Programs (PDMPs). Healthcare professionals who
recommend cannabis should check the PDMP prior to making a recommendation.
Potency of non-FDA approved cannabis should be determined and clearly
displayed on the label. Healthcare professionals should consider the ratio of CBD to
THC with respect to the indication and minimize potential adverse effects.

10. Healthcare professionals should discourage combustion or vaporization of cannabis

as a drug delivery method.

11. Federal legislation and regulation should encourage scientific and clinical research

on cannabis and its compounds, expand sources of research-grade cannabis, and
facilitate the development of FDA-approved medications derived from cannabis
such as CBD or other cannabis compounds. Research needs for cannabis to be used
for medical purposes include basic outcomes studies for well-defined conditions using
well-defined medical cannabis products.

B. Cannabis and Related Products Used for Non-Medical Purposes

1.

Public health efforts through evidence-based prevention programs should be
strengthened to discourage people from using cannabis products due to their known
potential harms. Given the particular risks to children and adolescents, cannabis
products should not be distributed to anyone under the age of 21.

Cannabis use and possession should be decriminalized, and civil fines and fees
should be eliminated whenever possible. A range of non-mandatory civil penalties
to enforce restrictions such as age, place of use, quantity limits and others may be
needed, however. Contingencies such as referral for clinical assessment or
educational activities are preferred as alternatives to civil penalties. There should
be no mandatory minimum penalties, which disproportionately punish people of
limited means.

States should not use cannabis laws with criminal or civil penalties for possession or
use to disproportionately penalize certain members of the population who use
cannabis (e.g., people with limited means). States should offer automatic
expungement for past minor cannabis-related convictions, so that hundreds of
thousands of people — disproportionately people of color — do not remain
marginalized for prior offenses.

The CSA should be amended so that — as long as states and tribes comply with
substantial public health protections — its provisions no longer apply to any person
acting in compliance with state or tribal laws relating to the manufacture, production,
possession, distribution, dispensation, administration, or delivery of cannabis for non-
medical purposes.

States or jurisdictions that decide to legalize cannabis production, distribution and
sale should use models other than commercialization, such as limiting production,
marketing and sale to nonprofits, benefit corporations, small co-ops, buyers’ clubs,
home cultivation or a public authority.
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6.

7.

8.

9.

States or jurisdictions that decide to legalize cannabis production, distribution or sale
should only do so within a strong public health-based regulatory framework that
minimizes the harms related to legalization. These should include best public health
practices established for tobacco control, and components which have been
identified as important for minimizing harmful use of tobacco or alcohol. Among
these are: 51,60

a. Departments of health as lead agencies with a mandate to protect the public
by minimizing all use,
Restrict advertising in print and digital media with a youth audience,
An independent advisory board with a strict conflict of interest policy,
Mandatory merchant education and unannounced compliance checks,

o 00T

Protected local control over smoking and vaping restrictions, with local ability

to prohibit cannabis licenses,

f. Licensee liability with escalating fines and the possibility of permanent
license revocation for violations,

g. Prohibition of combustible or vaporized cannabis use wherever tobacco
smoking or vaping is prohibited,

h. Prohibition of mail order or electronic sales,

i. Prohibition of product placement and misleading marketing with government
health authority approval of packaging and warning labels,

- Prohibition of additives or residual chemicals that are toxic or injurious to
health, that impart flavor, or create the impression of a health or energy
benefit (e.g. vitamins, caffeine),

k. Standardized plain packaging,

. Messaging on health risks that are aimed at the general public, with health
warnings on advertising, promotion, and sponsorship covering a significant
portion of the principle display areq,

m. Health warnings against use by persons under age 21 or pregnant persons,

n. Regularly updated pricing and taxation policies effective to deter
consumption,

o. Quality standards determined by governmental health departments with

testing by independent labs.

Health messages should warn against cannabis use by persons with a history of
mental illness or substance use disorder, as well as persons who are pregnant, and
should warn about the risk of impaired driving.

Given the correlation between cannabis potency and adverse reactions, particularly
cannabis-induced psychosis, potency should be limited.

A substantial proportion of cannabis tax revenue should be earmarked to fund
prevention and mitigation of cannabis-related harm, and substance use disorder
prevention and treatment programs, including public awareness campaigns about
the risks of cannabis use, including cannabis use disorder. Cannabis-generated
revenue should also be used for enforcement of laws and regulations. Use of
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cannabis tax revenue for other purposes may create inappropriate incentives to
maximize cannabis sales and revenue, despite negative public health consequences.

10. Healthcare professionals should be trained to identify unhealthy cannabis use and
use disorder, raise awareness in patients to motivate change, and refer for
treatment when cannabis use disorder is identified.

11. Women who are pregnant or contemplating pregnancy should be encouraged to
avoid or discontinue cannabis use. Cannabis use during lactation and breastfeeding
should also be discouraged as there are insufficient data to evaluate its effect on
infants. 68

12. Excluding emergency circumstances, pregnant women should have a choice whether
or not to provide consent for cannabis testing including during labor and delivery.
Clinicians should explain state statute and local child welfare reporting requirements
as part of the consent process.®?

13. Future research should include studies on the potential relative harms of various drug
delivery systems and potency levels, patterns of cannabis use, prevalence of
cannabis-related harm, impairment and motor vehicle crashes, and the effectiveness
of prevention and control programs.

Adopted by the ASAM Board of Directors October 10, 2020, reaffirmed on December 12, 2024
through December 12, 2025.

© Copyright 2020. American Society of Addiction Medicine, Inc. All rights reserved. Permission
to make digital or hard copies of this work for personal or classroom use is granted without fee
provided that copies are not made or distributed for commercial, advertising or promotional
purposes, and that copies bear this notice and the full citation on the first page. Republication,
systematic reproduction, posting in electronic form on servers, redistribution to lists, or other uses of
this material require prior specific written permission or license from the Society. ASAM Public Policy
Statements normally may be referenced in their entirety only without editing or paraphrasing, and
with proper attribution to the society. Excerpting any statement for any purpose requires specific
written permission from the Society. Public Policy statements of ASAM are revised on a regular
basis; therefore, those wishing to utilize this document must ensure that it is the most current position
of ASAM on the topic addressed.

9|Page



References

! World Health Organization, Expert Committee on Drug Dependence. Cannabidiol (CBD) Critical
Review Report. 2018. Available at: https://www.who.int/medicines/access/controlled-
substances/CannabidiolCriticalReview.pdf

2 Hasin DS, Saha TD, Kerridge BT, et al. Prevalence of Marijuana Use Disorders in the United
States Between 2001-2002 and 2012-2013. JAMA Psychiatry. 2015;72(12):1235-1242.
doi:10.1001 /jamapsychiatry.2015.1858

3 Daniller A. Two-thirds of Americans support marijuana legalization. FactTank: News in the
Numbers. November 14, 2019. Available at: https: //www.pewresearch.org /fact-
tank/2019/11/14/americans-support-marijuana-legalization/ Accessed September 3, 2020.

4 Compton WM, Han B, Jones CM, and Blanco C. Cannabis use disorders among adults in the
United States during a time of increasing use of cannabis. Drug and Alcohol Dependence.
2019;204:107468. https://doi.org/10.1016/j.drugalcdep.2019.05.008

> Hasin DS. US Epidemiology of Cannabis Use and Associated Problems.
Neuropsychopharmacology Reviews 2018;43:195-212; doi:10.1038 /npp.2017.198; published
online 8 November 2017

6 Cougle JR, Hakes JK, Macatee RJ, Zvolensky MJ, Chavarria J. Probability and correlates of
dependence among regular users of alcohol, nicotine, cannabis, and cocaine: concurrent and
prospective analyses of the National Epidemiologic Survey on Alcohol and Related Conditions. J
Clin Psychiatry. 2016;77(4):e444-e450. doi:10.4088/JCP.14m09469

7 Johnston, LD, Miech, RA, O’Malley, PM, Bachman, JG, Schulenberg, JE, & Patrick, ME. Monitoring
the Future national survey results on drug use 1975-2019: Overview, key findings on adolescent
drug use.2020. Ann Arbor: Institute for Social Research, University of Michigan.

8 Miech RA, Patrick ME, O’Malley PM, Johnston LD, Bachman JG. Trends in Reported Marijuana
Vaping Among US Adolescents, 2017-2019. JAMA. Published online December 17, 2019.
doi:https: //doi.org/10.1001 /jama.2019.20185

? Meier MH, Docherty M, Leischow Sj, et al. Cannabis Concentrate Use in Adolescents.

Pediatrics. Sep 2019;144 (3): e20190338; DOI: 10.1542/peds.2019-0338

10 Hasin DS, Kerridge BT, Saha TD, et al. Prevalence and Correlates of DSM-5 Cannabis Use
Disorder, 2012-2013: Findings from the National Epidemiologic Survey on Alcohol and Related
Conditions-lll. Am J Psychiatry. 2016;173(6):588-599. doi:10.1176/appi.ajp.2015.15070907
1T Hasin DS. US Epidemiology of Cannabis Use and Associated

Problems. Neuropsychopharmacology. 2018 Jan; 43(1): 195-212. Free full

text: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5719106/

12 Hines LA, Freeman TP, Gage SH, et al. Association of High-Potency Cannabis Use With Mentall
Health and Substance Use in Adolescence [published online ahead of print, 2020 May 27]. JAMA
Psychiatry. 2020;€201035. doi:10.1001 /jamapsychiatry.2020.1035

13 National Conference of State Legislatures. State Medical Marijuana Laws. September 27,
2019. Available at: http://www.ncsl.org /research /health /state-medical-marijuana-laws.aspx
Accessed October 17, 2019.

14 National Conference of State Legislatures. Marijuana Deep Dive.

http://www.ncsl.org /bookstore /state-legislatures-magazine /marijuana-deep-dive.aspx Accessed
November 14, 2019

10| Page


https://www.who.int/medicines/access/controlled-substances/CannabidiolCriticalReview.pdf
https://www.who.int/medicines/access/controlled-substances/CannabidiolCriticalReview.pdf
https://www.pewresearch.org/fact-tank/2019/11/14/americans-support-marijuana-legalization/
https://www.pewresearch.org/fact-tank/2019/11/14/americans-support-marijuana-legalization/
https://doi.org/10.1016/j.drugalcdep.2019.05.008
https://doi.org/10.1001/jama.2019.20185
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5719106/
http://www.ncsl.org/research/health/state-medical-marijuana-laws.aspx
http://www.ncsl.org/bookstore/state-legislatures-magazine/marijuana-deep-dive.aspx

15 Compton WM, Han B, Hughes A, Jones CM, and Blanco C. Use of marijuana for medical
purposes

among adults in the United States. JAMA. 2017;317(2):209-211.

doi:10.1001 /jama.2016.18900

16 Pacula et al, In the weeds: a baseline view of cannabis use among legalizing states and their
neighbors. Addiction. 2016;111(6):973-80.

17 National Academies of Sciences, Engineering, and Medicine. 2017. The Health Effects of
Cannabis and Cannabinoids: The Current State of Evidence and Recommendations for Research.
Washington, DC: The National Academies Press. https://doi.org/10.17226/24625.

18 Micke M, Phillips T, Radbruch L, Petzke F, Hauser W. Cannabis-based medicines for chronic
neuropathic pain in adults. Cochrane Database of Systematic Reviews 2018, Issue 3. Art. No.:
CD012182. DOI: 10.1002/14651858.CD012182.pub2.

19 Aviram J, Samuelly-Leichtag G. Efficacy of Cannabis-Based Medicines for Pain Management: A
Systematic Review and Meta-Analysis of Randomized Controlled Trials. Pain Physician.
2017;20(6):E755-E796.

20 Black, N, Stockings, E, Campbell, G, Tran, T. et al. Cannabinoids for the treatment of mental
disorders and symptoms of mental disorders: a systematic review and meta-analysis. The Lancet
Psychiatry 2019; 6:995-1010

21 American Psychiatric Association. Position Statement in Opposition to Cannabis as Medicine.
July 2019. Available at: file:///C: /Users/susan/Downloads/Position-Cannabis-as-Medicine.pdf
22 Lee JY, Brook JS, Finch SJ, & Brook DW. Trajectories of cannabis use beginning in adolescence
associated with symptoms of posttraumatic stress disorder in the mid-thirties. Substance Abuse.
2018;39:(1)39-45, DOI: 10.1080/08897077.2017.1363121

23 Bachhuber MA, Saloner B, and Cunningham CO. Medical Cannabis Laws and Opioid Analgesic
Overdose Mortality in the United States, 1999-2010. JAMA Intern Med. 2014;174(10):1668-
1673. doi:10.1001 /jamainternmed.2014.4005

24 Association of State and Territorial Health Officials. State Approaches to Treating Opioid Use
Disorder With Medical Marijuana. February 8, 2018. Available at:

https: //www.astho.org /StatePublicHealth /State-Approaches-to-Treating-Opioid-Use-Disorder-
With-Medical-Marijuana /02-08-18/ Accessed December 9, 2019

25 Shover CL, Davis CS, Gordon SC and Humphreys K. Association between medical cannabis laws
and opioid overdose mortality has reversed over time. PNAS June 25, 2019 116 (26) 12624-
12626; first published June 10, 2019 https://doi.org/10.1073 /pnas.1903434116

26 Olfson M, Wall MM, Liu S-M, and Blanco C. Cannabis Use and Risk of Prescription Opioid Use
Disorder in the United States. Am Jour Psychiatry. Jan 2018; 175(1):47-53.
https://doi.org/10.1176/appi.ajp.2017.17040413

27 Humphreys K and Saitz R. Should Physicians Recommend Replacing Opioids With Cannabis?
JAMA. 2019 Feb 19;321(7):639-640. doi: 10.1001 /jama.2019.0077.

28 Hurd, YL, Spriggs, S, Alishayeyv, J et al. Cannabidiol for the reduction of cue-induced craving
and anxiety in drug-abstinent individuals with heroin use disorder: a double-blind randomized
placebo-controlled trial. AJP in Advance (doi: 10.1176/appi.ajp.2019.18101191.

29 McCance-Katz EF. The National Survey on Drug Use and Health: 2017. Substance Abuse and
Mental Health Services Administration. https://www.samhsa.gov/data/sites/default/files/nsduh-
ppt-09-2018.pdf. Accessed August 8, 2020.

30 Volkow ND, Han B, Compton WM, McCance-Katz EF. Self-reported Medical and Nonmedical
Cannabis Use Among Pregnant Women in the United States. JAMA. 2019;322(2):167-169.
doi:10.1001 /jama.2019.7982

1l1|Page


https://www.astho.org/StatePublicHealth/State-Approaches-to-Treating-Opioid-Use-Disorder-With-Medical-Marijuana/02-08-18/
https://www.astho.org/StatePublicHealth/State-Approaches-to-Treating-Opioid-Use-Disorder-With-Medical-Marijuana/02-08-18/
https://doi.org/10.1073/pnas.1903434116
https://doi.org/10.1176/appi.ajp.2017.17040413

31 Young-Wolff KC, Sarovar V, Tucker L, et al. Self-reported Daily, Weekly, and Monthly
Cannabis Use Among Women Before and During Pregnancy. JAMA Netw

Open. 2019;2(7):e196471. doi:10.1001 /jamanetworkopen.2019.6471

32 Gunn JK, et al. Prenatal exposure to cannabis and maternal and child health outcomes: a
systematic review and meta-analysis. BMJ Open. 2016;6(4) Free full

text: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4823436/

33 Dickson B, Mansfield C, Guiahi M, et al. Recommendations From Cannabis Dispensaries About
First-Trimester Cannabis Use. Obstet Gynecol. 2018;131(6):1031-1038.

doi:10.1097 /A0G.0000000000002619

34 American Lung Association. Marijuana and Lung Health. May 27, 2020. Available at:
https: / /www.lung.org /quit-smoking /smoking-facts /health-effects /marijuana-and-lung-health
Accessed September 3, 2020.

35 American Heart Association. Medical Marijuana, Recreational Cannabis, and Cardiovascular
Health. Circulation. 2020;142:00-00. DOI: 10.1161/CIR.0000000000000883

36 See Federation of State Medical Boards Model Guidelines for the Recommendation of
Marijuana in Patient Care. Available at:

https: / /www.fsmb.org /siteassets /advocacy /policies/model-guidelines-for-the-recommendation-
of-marijuana-in-patient-care.pdf

37 Benschop A, Liebregts N, van der Pol P, et al. Reliability and validity of the Marijuana Motives
Measure among young adult frequent cannabis users and associations with cannabis dependence.
Addictive Behaviors 2015;40 : 91-95.

38 Cooper ML, Kuntsche E, Levitt A, Barber LL, and Wolf S. Motivational Models of Substance Use:
A Review of Theory and Research on Motives for Using Alcohol, Marijuana, and Tobacco. In: Sher
KJ, ed. The Oxford Handbook of Substance Use Disorders, Volume 1. Oxford, England: Oxford
University Press; 2015. doi: 10.1093 /oxfordhb/9780199381678.013.017

39 Levin KH, Copersino ML, Heishman SJ, et al. Cannabis withdrawal symptoms in non-treatment-
seeking adult cannabis smokers. Drug Alcohol Depend. 2010;111(1-2):120-127.
doi:10.1016/j.drugalcdep.2010.04.010

40 Elsohly, M. A., Mehmedic, Z., Foster, S. (2016). Changes in Cannabis Potency Over the Last 2
Decades (1995-2014): Analysis of Current Data in the United States. Biological Psychiatry, 79(7),
613-619. doi:10.1016 /j.biopsych.2016.01.004.

41 Jikomes, N., & Zoorob, M. (2018). The Cannabinoid Content of Legal Cannabis in Washington
State Varies Systematically Across Testing Facilities and Popular Consumer Products. Scientific
reports, 8(1), 4519. doi:10.1038 /s41598-018-22755-2

42 Alzghari, S. K., Fung, V., Rickner, S. S., Chacko, L., & Fleming, S. W. (2017). To Dab or Not to
Dab: Rising Concerns Regarding the Toxicity of Cannabis Concentrates. Cureus, 9(9), e1676.
doi:10.7759 /cureus.1676.

43 Lindsey N. The 12 Most Potent THC Concentrates. High Times. Available at:

https: / /hightimes.com /dabs/most-potent-thc-concentrates/ Accessed August 25, 2020.

44 National Academies of Sciences, Engineering, and Medicine. 2017. The health effects of
cannabis and cannabinoids: The current state of evidence and recommendations for research.
Washington, DC: The National Academies Press. doi: 10.17226/24625.

45 Forti MD, Quattrone D, Freeman TP, Tripoli G, Gayer-Anderson C, Quigley H, et al. The
contribution of cannabis use to variation in the incidence of psychotic disorder across Europe (EU-
GEl): a multicentre case-control study. The Lancet Psychiatry. 2019 May;6(5):427-436. doi:
https://doi.org/10.1016/52215-0366(19)30048-3

12| Page


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4823436/
https://www.lung.org/quit-smoking/smoking-facts/health-effects/marijuana-and-lung-health
https://www.fsmb.org/siteassets/advocacy/policies/model-guidelines-for-the-recommendation-of-marijuana-in-patient-care.pdf
https://www.fsmb.org/siteassets/advocacy/policies/model-guidelines-for-the-recommendation-of-marijuana-in-patient-care.pdf
https://hightimes.com/dabs/most-potent-thc-concentrates/

46 Surgeon General’s Advisory on Marijuana Use & the Developing Brain. 2019. Available at:

https: / /www.hhs.gov /surgeongeneral /reports-and-publications /addiction-and-substance-

misuse /advisory-on-marijuana-use-and-developing-brain/index.html Accessed November 27,

2019.

47 Volkow, N. D., Baler, R. D., Compton, W. M., & Weiss, S. R. B. Adverse health effects of

marijuana use. The New England Journal of Medicine. 2014;370(23), 2219-27.

48 Colizzi, M, Tosato, S, Ruggeri, M. Cannabis and Cognition: Connecting the Dots towards the

Understanding of the Relationship. Brain Sci. 2020, 10, 133; doi:10.3390/brainsci10030133

49 Fischer, B, Russell, C, Sabioni, P et al. Lower-risk cannabis use guidelines, update of evidence

recommendations. Am J Public Health. 2017;107:e1—e12. doi:10.2105/AJPH.2017.303818.

50 Csete J et al. Public Health and International Drug Policy; Report of the Johns Hopkins — Lancet
Commission on Drug Policy and Health Lancet. 2016 Apr 2; 387(10026): 1427-1480.

Free full text:  https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5042332/

51 Barry, R. A, & Glantz, S. A. (2017). Lessons from Tobacco for Developing Marijuana

Legalization Policy. UCSF: Center for Tobacco Control Research and Education. Retrieved from

https: / /escholarship.org /uc/item /87477 b7

52 Caulkins, JP et al. Considering Marijuana Legalization: Insights for Vermont and Other

Jurisdictions. Santa Monica, CA: RAND Corporation, 2015. Free full text:

www.rand.org/pubs/research reports/RR864.html

53 Hall W et al. Assessing the public health impacts of legalizing recreational cannabis use in the

USA. Clinical Pharmacology & Therapeutics. Volume 97, Issueb. June 2015. Pages 607-615.

Free Full text: https://www.medicinalgenomics.com/wp-content /uploads/2011 /12 /Assessing-the-

pub-health-impacts-of-legalizing-recreational-cannabis-use-in-the-USA.pdf

54 Hempling S. “Regulatory Capture”: Sources and Solutions. Emory Corporate Governance and

Accountability Review. Available at: https: //law.emory.edu/ecgar/content/volume-1 /issue-

1 /essays/regulatory-capture.html Accessed June 16, 2020

55 Humphreys K. How legalization caused the price of marijuana to collapse. The Washington

Post. September 5, 2017. Available at:

https: / /www.washingtonpost.com/news/wonk /wp /2017 /09 /05 /how-legalization-caused-the-

price-of-marijuana-to-collapse / And Humphreys K. Marijuana is getting cheaper. For some states,

that’s a problem. The Washington Post. November 16, 2018. Available at:

https: / /www.washingtonpost.com/business /2018 /11 /16 /marijuana-is-getting-cheaper-some-

states-thats-problem/

56 Pacula RL, Lundberg R. Why Changes in Price Matter When Thinking About Marijuana Policy: A

Review of the Literature on the Elasticity of Demand. Public Health Rev. 2014;35(2):1-18.

doi:10.1007 /BF03391701

57 Caulkins JP and Kilborn ML. Cannabis legalization, regulation, & control: a review of key

challenges for local, state, and provincial officials. The American Journal of Drug and Alcohol

Abuse. 2019;45(6):689-697. doi: 10.1080/00952990.2019.1611840

58 Hall W et al. Assessing the public health impacts of legalizing recreational cannabis use in the

USA. Clinical Pharmacology & Therapeutics. June 2015;97(6):607-615.

59 Laqueura H et al. The impact of cannabis legalization in Uruguay on adolescent cannabis use.

International Journal of Drug Policy. 2020; 80:102748.

60 Shover CL, Humphreys K. Six policy lessons relevant to cannabis legalization. Am J Drug

Alcohol Abuse. 2019;45(6):698-706. doi:10.1080,/00952990.2019.1569669

13| Page


https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/advisory-on-marijuana-use-and-developing-brain/index.html
https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/advisory-on-marijuana-use-and-developing-brain/index.html
https://escholarship.org/uc/item/87j477b7
http://www.rand.org/pubs/research_reports/RR864.html
https://law.emory.edu/ecgar/content/volume-1/issue-1/essays/regulatory-capture.html
https://law.emory.edu/ecgar/content/volume-1/issue-1/essays/regulatory-capture.html
https://www.washingtonpost.com/news/wonk/wp/2017/09/05/how-legalization-caused-the-price-of-marijuana-to-collapse/
https://www.washingtonpost.com/news/wonk/wp/2017/09/05/how-legalization-caused-the-price-of-marijuana-to-collapse/
https://www.washingtonpost.com/business/2018/11/16/marijuana-is-getting-cheaper-some-states-thats-problem/
https://www.washingtonpost.com/business/2018/11/16/marijuana-is-getting-cheaper-some-states-thats-problem/

61 Crépault JF. Cannabis Legalization in Canada: Reflections on Public Health and the
Governance of Legal Psychoactive Substances. Front. Public Health. 2018;6:220. doi:
10.3389/fpubh.2018.00220

62 Laqueur H, Rivera-Aguirre A, Shev A, et al. The impact of cannabis legalization in Uruguay on
adolescent cannabis use [published online ahead of print, 2020 May 6]. Int J Drug Policy.
2020;80:102748. doi:10.1016/j.drugpo.2020.102748

63 Barry RA, Glantz S (2016) A Public Health Framework for Legalized Retail Marijuana Based
on the US Experience: Avoiding a New Tobacco Industry. PLoS Med 13(9): e1002131.
https://doi.org/10.1371 /journal.pmed.1002131

64 See https://www.cdc.gov /healthyyouth /substance-use /index.htm

65 See https://www.cdc.gov/healthyyouth /protective /index.htm

66 See http://med.stanford.edu/cannabispreventiontoolkit.html

67 See https://www.aap.org/en-us/Documents/substance use screening implementation.pdf

68 ACOG. Marijuana Use During Pregnancy and Lactation. Committee Opinion No. 722, October
2017. Available at: https://www.acog.org/clinical /clinical-guidance /committee-
opinion/articles/2017 /10 /marijuana-use-during-pregnancy-and-lactation Accessed August 25,
2020

69 ASAM Policy Statement on Substance Use, Misuse, and Use Disorders During and Following
Pregnancy, with an Emphasis on Opioids. January 2017. Available at:

https://www.asam.org/advocacy /find-a-policy-statement /view-policy-statement /public-policy-
statements /2017 /01 /19 /substance-use-misuse-and-use-disorders-during-and-following-
pregnancy-with-an-emphasis-on-opioids

14 |Page


https://www.cdc.gov/healthyyouth/substance-use/index.htm
https://www.cdc.gov/healthyyouth/protective/index.htm
http://med.stanford.edu/cannabispreventiontoolkit.html
https://www.aap.org/en-us/Documents/substance_use_screening_implementation.pdf
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/10/marijuana-use-during-pregnancy-and-lactation
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/10/marijuana-use-during-pregnancy-and-lactation
https://www.asam.org/advocacy/find-a-policy-statement/view-policy-statement/public-policy-statements/2017/01/19/substance-use-misuse-and-use-disorders-during-and-following-pregnancy-with-an-emphasis-on-opioids
https://www.asam.org/advocacy/find-a-policy-statement/view-policy-statement/public-policy-statements/2017/01/19/substance-use-misuse-and-use-disorders-during-and-following-pregnancy-with-an-emphasis-on-opioids
https://www.asam.org/advocacy/find-a-policy-statement/view-policy-statement/public-policy-statements/2017/01/19/substance-use-misuse-and-use-disorders-during-and-following-pregnancy-with-an-emphasis-on-opioids

