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Abstract
Purpose of Review Policy implications from changes in recreational cannabis laws (RCLs) have raised public health concerns. 
While numerous studies have examined the impact of RCLs on cannabis use, there is less research on the risk of developing 
cannabis use disorder (CUD). This review summarizes the latest research on the effects of RCLs on CUD prevalence and 
cannabis treatment admissions.
Recent Findings Nine studies were published between 2016 – 2022 that examined RCLs and CUD or treatment. Findings 
generally indicate an increase in CUD prevalence associated with legalization, but effects differ by age group. There was no 
significant association between legalization and CUD treatment admissions, and CUD admissions decreased overall during 
the study periods.
Summary To improve policy, prevention, and treatment services, policymakers should monitor RCLs’ effects on adverse 
public health outcomes and researchers should consider the effects on individual and community-level characteristics. We 
discuss methodological challenges in conducting state-level research and provide suggestions for future studies.

Keywords Cannabis · Cannabis use disorder · Marijuana · Treatment · Recreational cannabis laws · State cannabis 
legalization

Introduction

It has been a decade since Colorado and Washington became 
the first states in the United States (U.S.) to legalize cannabis 
for recreational use. As of August 2022, 19 states and the 
District of Columbia have legalized the recreational use of 
cannabis for adults over the age of 21, while 37 states have 
passed medical legalization measures. Public perceptions of 
cannabis use have greatly changed over the years, which has 
continued to spur publicly-supported efforts towards recrea-
tional legalization across states [1, 2]. For example, in 2020, 
the National Survey on Drug Use and Health (NSDUH) 
found that 27.4% of people 12 or older perceive great risk 

from using cannabis once or twice a week [3], down from 
43.6% in 2012 [4], while a recent Gallup poll found that 68% 
of Americans support cannabis legalization [5].

Cannabis is the most commonly used federally-illicit drug 
[3, 6], with almost 18% of individuals aged 12 and older 
(49.6 million people) reporting past year use of cannabis, 
and 2.8 million initiating use in the past year, including 1 
million new adolescent initiates [3]. Among young adults, 
past-year, past-month, and daily cannabis use have reached 
historic highs [7]. Additionally, data from the 2020 NSDUH 
found that over 14 million people aged 12 and older met cri-
teria for cannabis use disorder (CUD), with the highest pro-
portions among young adults aged 18 to 25 [3]. Age-graded 
differences have also been observed in treatment admissions, 
with adolescents having higher rates of treatment for canna-
bis as the primary substance of abuse, and individuals under 
age 20 making up nearly 40% of treatment admissions with 
cannabis as the primary substance [8].

The rapid shift in recreational cannabis laws (RCLs) over 
the past several years has raised public health concerns about 
the potential impact of these policies on cannabis-related 
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outcomes. Despite a decrease in the perceived harm of can-
nabis use, there is increasing evidence on several negative 
physical, social, and mental health outcomes associated with 
cannabis use. These include the risk of developing hyperem-
esis syndrome [9, 10] and cardiovascular disease [11, 12]; an 
increased risk for psychiatric comorbidity [13–16], including 
an earlier onset of schizophrenia [17]; impaired cognitive 
functioning [18]; lower levels of relationship satisfaction and 
life satisfaction [19]; and higher unemployment [19]. These 
adverse outcomes are particularly worrisome when it comes 
to adolescents and young adults, as the risk of developing 
a substance use disorder (SUD) is greatest with earlier age 
of onset [20•]. For these reasons, it is important to monitor 
cannabis use and related outcomes, particularly the most 
problematic in developing a disorder, as well as differences 
among age groups.

There have been several published articles and reviews 
finding a mixed picture on the impact of RCLs on cannabis 
use, including past-month, past-year, and lifetime use [20•]. 
However, fewer studies have focused on the effect of RCL on 
the smaller proportion of cannabis users who develop CUD 
[21•], or who end up in treatment due to their cannabis use. 
The smaller, but significant, proportion of cannabis users 
with CUD raises concern in an era of recreational legaliza-
tion. As support for legalization is shared by the majority of 
Americans and more states consider adopting RCLs, under-
standing the effect of policies not just on use but on problem-
atic use and CUD should be of great interest to researchers, 
policy makers, prevention and treatment professionals alike, 
and is key to developing appropriate public health responses. 
Thus, it is important to take stock of the available literature 
on the effects of legalization on more serious outcomes, 
namely CUD and cannabis-related treatment. The present 
review focuses on the association of RCLs and CUD, as well 
as CUD treatment among adolescents and adults in the U.S.

Cannabis Use Disorder (CUD)

The 5th edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-5) defines CUD as a “problem-
atic pattern of cannabis use leading to clinically signifi-
cant impairment or distress” in at least two of 11 realms of 
functioning within a 12-month period [22]. Distinct realms 
include: tolerance, withdrawal, unsuccessful efforts to cut 
down or control use, failure to fulfill obligations at work, 
school, or home, continued use despite recurrent physical or 
psychological consequences of use, and continued cannabis 
use despite having recurrent social or interpersonal problems 
caused or exacerbated by the effects of cannabis.

According to data from the National Epidemiologic Sur-
vey on Alcohol and Related Conditions (NESARC) and the 
National Comorbidity Survey (NCS), the transition from 

cannabis use to CUD is about 9% for people who have used 
cannabis at least once in their lifetime [23, 24]. Additionally, 
data from NSDUH indicated that the transition to CUD was 
roughly 12% for past-year users and 15% for past-30-day 
users, respectively [25]. A study in 2017 using data from 
NSDUH indicated that the rate for adolescents was more 
than twice greater than the rate for adults [25]. Further, data 
from NSDUH indicate that 5.1% (14.2 million people) of 
people 12 or older met criteria for cannabis use disorder in 
2020 [3], including 4.1% of adolescents, 13.5% of young 
adults aged 18 to 25, and 4% of adults 26 or older [3]. It 
should be noted that prevalence rates may differ slightly 
between NESARC, NCS, and NSDUH, primarily due to 
methodological inconsistencies [25]. Specifically, estimates 
from NSDUH are typically more conservative due to data 
collection strategies and the exclusion of institutionalized 
populations, which often demonstrate higher rates of SUDs 
[25, 26]. Nevertheless, data from all three national studies 
have suggested that CUD impacts a significant portion of 
cannabis users, particularly among adolescents and younger 
adults.

CUD Treatment

Cannabis is the most common substance reported by ado-
lescents presenting for SUD treatment [27]. In 2020, the 
ratio for CUD treatment admissions was 51 per 100,000 
population aged 12 and older, while the proportion of CUD 
admissions represented 9.8% (139,481) of all SUD treat-
ment admissions, indicating a steady decline each year from 
18.6% (358,034) in 2010 [28]. Among adolescents aged 
15—17, cannabis represented the majority (70.8%) of admis-
sions in 2020. It is well-known among SUD researchers 
that the majority of individuals who meet criteria for SUD, 
including cannabis, do not receive treatment. For example, 
the NSDUH reports that, of individuals 12 or older with a 
past year SUD, just 6.5% (2.6 million people) received any 
SUD treatment in 2020 [3]. While this percentage typically 
hovers around 10% for those with SUD receiving past year 
treatment (e.g., the rate was 12.2% in 2019 [6]), it is possible 
that the COVID-19 pandemic reduced treatment seeking and 
increased barriers to treatment access in 2020. Nevertheless, 
97.5% of those with a past year SUD reported they did not 
feel that they needed treatment [3]. The high rates of can-
nabis use combined with decreasing rates for CUD admis-
sions suggests that many with CUD do not receive treatment, 
lack of access and resources, and discrimination or stigma 
associated with treatment could be reasons for these low 
treatment rates [29–31]. There are few reviews on treatment 
for cannabis as the primary substance and how the chang-
ing recreational policy landscape could impact treatment 
receipt. The present review examines evidence on whether 



200 Current Addiction Reports (2023) 10:198–209

1 3

this treatment gap is widening or getting smaller in states 
with RCLs compared to other states.

Research on the Impact of Recreational 
Cannabis Laws (RCLs) and Cannabis Use

So far, the research on RCLs has tended to focus on cannabis 
use rather than CUD, and shows mixed results for adolescent 
use and a significant effect of RCLs on adult use, particularly 
young adults. For example, one study found a decrease in the 
likelihood of any past-30-day use and frequent past-30-day 
use among adolescents post-legalization [32], while others 
found no evidence of a significant association between RCLs 
and adolescent cannabis use [33, 34•, 35]. A study examin-
ing cannabis use in Colorado and Washington versus states 
without RCLs found an increase in past month cannabis use 
post-legalization in Washington among  8th and  10th graders, 
and a decrease among the same age group in states without 
RCLs; however, the study did not find significant differences 
for  12th graders in Washington or for youth in Colorado com-
pared to states without RCLs [36]. Finally, an increase was 
found in adolescent past 30-day use after RCL was passed 
in Oregon [37] and after it was passed in California [38].

Despite the mixed results for adolescents, studies on the 
relationship between RCLs and cannabis use among young 
adults generally indicate an increase in cannabis use in states 
that enacted RCLs [39, 40–42]. Nevertheless, a few studies 
have found no relationship between legalization and young 
adult use [34•, 43]. Similarly, the research on older adult 
cannabis use is mixed, with some studies finding increases 
associated with legalization [34•] and others deeming the 
findings to be inconclusive [20•]. These findings suggest 
that the research on CUD should also differentiate effects 
by different age groups, including adolescents, young adults, 
and older adults.

By summarizing the available data on the effects of RCLs 
on the prevalence of CUD and CUD treatment, this review 
will add to our understanding of the potential cannabis-
related public health implications of RCLs and provide 
information for other states that are considering implemen-
tation of RCLs. We conclude with a discussion of research 
challenges and recommendations for future studies on the 
impact of RCLs on cannabis-related outcomes.

Methods

Using three databases (PubMed, PsycINFO and Web of Sci-
ence), we conducted searches for peer-reviewed journal arti-
cles published between January 2016 and September 2022. 
Terms such as “cannabis abuse,” “cannabis dependence,” 
and “cannabis use disorder” were searched in text words, 

as well as legalization terms, including “cannabis policy,” 
cannabis law,” “cannabis legalization,” and “cannabis legis-
lation.” Given that many authors use the word “marijuana” 
rather than “cannabis,” we also included the same outcome-
related and policy-related terms mentioned above using the 
word “marijuana.”

Our search yielded a total of 388 articles, although 144 
of those were duplicates. Four articles were added through a 
manual search of cited references and relevant reviews iden-
tified in the database searches. Of the remaining 248 articles, 
we used the following criteria for inclusion in the review: 
a) published in a peer-reviewed journal between January 
2016 – September 2022; b) full-text (in English) was avail-
able; c) used data from the U.S.; d) examined RCLs (i.e., 
studies that only examined medical cannabis laws (MCLs) 
were excluded, although they were included if they exam-
ined both RCLs and MCLs); e) focused on CUD or a related 
outcome (i.e., CUD treatment) as a central topic; and f) pre-
sented original data (i.e., reviews, opinion pieces, etc., were 
excluded). Two reviewers independently screened all titles 
and abstracts to determine potential eligibility based on the 
inclusion criteria. Full texts of these studies were then inde-
pendently assessed for inclusion in the final set of studies.

We found that, of the 248 articles, 86 were outside of the 
review time frame. Further assessment of these 86 excluded 
articles indicated that 37 of these were published prior to 
2012 (when the first RCLs were passed), 10 were published 
after 2012 but focused on MCLs, 32 did not specifically 
examine RCLs and CUD or CUD treatment, five did not 
present original data, and two did not use U.S. data. Of 
the remaining 162 that were within the review time frame 
(2016—2012), two were not in English, two were disserta-
tion abstracts and not peer-reviewed articles, 20 did not use 
U.S. data, 12 focused on MCLs rather than RCLs, 82 did 
not specifically examine the effect of RCLs on CUD or can-
nabis/CUD treatment (e.g., they examined outcomes such 
as past-30-day cannabis use, lifetime cannabis use, and per-
ceived risk of using cannabis), and 35 did not present origi-
nal data (see Fig. 1). After screening, full-text assessment, 
and review, just nine studies met our inclusion criteria. We 
extracted the following information from each study: study 
authors, publication year, data source, study year(s), sam-
ple size, study location, study population, research design, 
statistical method, outcome measures, and key findings (see 
Tables 1 and 2).

Results

Of the nine studies, five examined CUD symptoms and four 
examined cannabis-related treatment. While our review 
focuses on the findings related to CUD and CUD treatment, 
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we also report on the included studies’ additional outcome 
measures, such as past-30-day use and past-year use.

RCLs and CUD

The five articles examining cannabis policy and CUD that 
were published within our review window used data rang-
ing from 1985 to 2019, and had sample sizes ranging from 
252 to 505,796 [34•, 44–47]. Three studies used samples 
from Washington State [41–43], and compared CUD rates 
pre- and post-legalization within the state. The other two 
used a national sample and a comparison group (e.g., states 
without RCLs) [34•, 47]. Of the five studies, two used a 
repeat cross-sectional design [34•, 46], one used data from 
a randomized, controlled intervention trial [45], one used 
a cross-sectional design (comparing RCL/MCL states with 
non-legalization states) [47], and one used longitudinal data 
[44]. There was variation in the study population, with one 
study examining young adults aged 18 to 25 [46], while 
another separated the sample into three groups for adoles-
cents aged 12 to 17, young adults aged 18 to 25, and adults 

26 or older [34•]. One study used individuals who were 
initiated into the longitudinal Seattle Social Development 
Project at age 10 and were aged 39 (with children) in 2014 
[44]. The remaining two used study populations based on 
cannabis use; one recruited frequent cannabis users (used 
cannabis once or more per week for the past 12 months) 
[47], and one used heavy cannabis-using adolescents [45]. 
There was also variation in how the studies measured CUD 
symptomatology. Three studies used CUD criteria based 
on the DSM-IV [34•, 44, 45], one used nine items adapted 
from the 12 questions associated with “cannabis depend-
ence” from NSDUH [46], and one assessed “problematic 
cannabis use” based on the Cannabis Use Problems Iden-
tification Test (CUPIT) [47]. Other outcome measures 
included past-month cannabis use, frequency of past-month 
use, and past-year use.

Results are mixed but generally support an increase 
in CUD prevalence among adolescents and adults post-
legalization. For example, using repeated cross-sectional 
data from the NSDUH, Cerdá et al. [34•] examined CUD 
trends between 2008 and 2016 (n = 505,796) before any RCL 

Fig. 1  Flow diagram of the 
included studies
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enactment (i.e., 2008—2011) and after RCL enactment (i.e., 
2013—2016 or 2015—2016, depending on the state). The 
authors found that the prevalence of CUD among adoles-
cents increased from 2.18% to 2.72% (OR, 1.25; 95% CI, 
1.01–1.55) after RCL enactment, reflecting a 25% higher 
increase compared to that for adolescents in non-RCL states 
[34•]. Among past-year adolescent cannabis users, CUD 
prevalence increased from 22.8% to 27.2% (OR, 1.27; 95% 
CI, 1.01–1.59) [34•]. Among respondents 26 years or older, 
CUD prevalence increased from 0.9% to 1.23%% (OR, 1.36; 
95% CI, 1.08–1.71) post-legalization. However, no signifi-
cant changes were found among young adults aged 18 to 
25 years [34•].

The three studies examining pre- and post-legalization in 
Washington, which passed its RCL in late 2012 and began 
recreational retail sales in July 2014, also found increases 
in CUD [44–46]. A longitudinal study on adult parents aged 
39 in 2014 (n = 395) found a significant increase in CUD, 
from a range of 13–18% from ages 27—35 (in 2002—2010) 
to 26% at age 39 after Washington’s RCL and retail out-
lets were established [44]. Another study using a sample 
of heavy cannabis-using adolescents in a randomized, con-
trolled intervention trial in Washington (n = 252) found 
that rates of CUD right after legalization (from 2012 to 
2013) were significantly higher for the research participants 
recruited post-legalization [45]. Specifically, the mean for 
CUD was 3.08 (SD = 2.47) pre-policy and 4.42 (SD = 2.64) 
post-policy. The third Washington study (n = 12,963 young 
adults aged 18—25) used a repeated cross-sectional design 
and found a significant increase post-legalization from 
5.7% in 2014 (before state recreational retail sales were 
established) to 8.6% in 2019 in young adults' prevalence 
of endorsing at least two of the five CUD symptoms [46].

The fifth study used a 2015 cross-sectional national sam-
ple (n = 329) and was the only one to not find significant 
differences in CUD based on RCL status [47].

It should be noted that the studies above examined addi-
tional outcomes besides CUD, including past-month can-
nabis use and frequency of use, and generally found an 
increase in adult use to accompany the increase in adult 
CUD prevalence, but no similar increase in adolescent use 
post-legalization. For example, Blevins et al. [45] found that, 
despite an increase in adolescent CUD symptoms, rates of 
use, perceived risks, and attitudes did not significantly vary 
pre- and post-legalization. Similarly, while Cerdá et al. [34•] 
found an increase in adolescent CUD prevalence, they did 
not find significant changes in adolescent past-month can-
nabis use and past-month frequent cannabis use in states 
post-legalization. On the other hand, they did find increases 
in the prevalence of adult past-month cannabis use and 
past-month frequent cannabis to accompany the significant 
increase in adult CUD prevalence [34•]. Kosterman et al. 
[44] also found that, in addition to a significant increase in 

CUD, there was an increase in the frequency of use among 
past-year adult cannabis users (aged 39). Finally, Kilmer 
et al. [46] found a similar pattern, with increases in young 
adults’ prevalence of past-year, at least monthly, at least 
weekly, and daily cannabis use as well as an increase in 
CUD symptoms post-legalization.

RCLs and CUD Treatment

Four research articles examining cannabis policy and CUD 
treatment admissions were published within our review win-
dow [48–51]. The study years ranged from 1992 to 2017. All 
four studies utilized the national Treatment Episode Data Set 
(TEDS). One study focused on adolescents [49], one used a 
sample of young adults aged 18—24 [50], and two examined 
treatment admissions for adults aged 18 or older [48, 51]. 
The outcome measure was treatment admission with canna-
bis listed as the primary reason for admission, although one 
study [48] also considered a second measure for cannabis 
as either the primary, secondary, or tertiary substance. One 
study looked at discharge rather than admission data and 
measured treatment completion and length of stay for those 
with cannabis as the primary reason for admission [51].

No studies found a significant relationship between RCL 
status and cannabis-related treatment admissions. Using the 
TEDS from 2000 to 2017 on adult treatment admissions, Rhee 
& Rosenheck [48] found no significant association between 
RCLs and cannabis-related treatment admissions. Throughout 
the 2000—2017 study period though, individuals in states 
that eventually legalized were less likely to be admitted to 
treatment. Further analysis limited to RCL states found that 
the number of years since legalization was also not associated 
with increased treatment admissions. Adult cannabis admis-
sions nationwide showed a small increase from 2000–2005 to 
2006–2011, followed by a small decrease in 2012–2017 [48].

Mennis & Stahler [49] compared 2008—2017 TEDS data 
from two RCL states (Colorado and Washington) and states 
without RCLs on adolescent cannabis treatment admissions, 
and found no increase in admissions in Colorado and Wash-
ington. Instead, admissions decreased significantly over the 
study period, with the mean admissions rate falling by nearly 
half in both the RCL states as well as in the non-RCL states 
(β = -3.375, 95% CI = -4.842, -1.907).

In another paper, Mennis, Stahler, & McKeon [50] 
found similar declines in cannabis treatment admissions 
for young adults aged 18—24 in 38 states, including 
seven of eight states with RCLs between 2008 and 2017. 
Specifically, the mean state cannabis treatment admis-
sions rate declined from 40 admissions per 10,000 young 
adults to 28. Further, states with RCLs had lower admis-
sions rates throughout the study period, including pre-
legalization, compared to non-RCL states.
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Finally, Bourdon et al. [51] examined TEDS discharge 
data from 1992 to 2016 for adults strictly in outpatient facili-
ties (i.e., the study excluded treatment in inpatient and resi-
dential facilities), and also found no significant difference 
between RCLs and cannabis treatment completion.

Discussion

In this review, we examined the effects of RCLs on CUD 
and cannabis treatment admissions, which have received less 
attention than outcomes related to cannabis use. There were 
very few studies examining RCLs and CUD or treatment so 
it is not possible to draw firm conclusions on these effects. 
The five studies we reviewed on CUD generally found an 
increase in CUD prevalence associated with legalization 
among adults. This finding on RCLs is similar to that of 
research on MCLs, which finds that medical legalization is 
positively associated with adult CUD prevalence [52–54]. 
The data on RCLs and adolescent CUD is less clear but also 
points to an increase in CUD prevalence associated with 
legalization, even when prevalence of adolescent cannabis 
use did not experience a similar increase. Only one study 
that we reviewed did not find significant differences in CUD 
symptoms based on RCL status, but that study was cross-
sectional and had a small sample size [47].

A potential reason for the increase in adolescent CUD, 
even when it was not accompanied by an increase in use, 
could be the increasing tetrahydrocannabinol (THC) potency 
of cannabis products sold in states with RCLs, including 
vaping products and edibles [55]. Another reason could be 
that one of the studies that found an increase in adolescent 
CUD but not in frequency of use used a sample of adoles-
cents who were already heavy cannabis users [45]. Neverthe-
less, these results point to the need to continue to monitor 
both cannabis use as well as more serious problematic use 
and CUD post-legalization.

The scant literature on RCLs and treatment for cannabis 
did not find a significant association between legalization and 
treatment admissions, and, in fact, cannabis-related admissions 
were found to decrease overall. Taken together with the finding 
on increased CUD, this could indicate that treatment seeking 
among those with CUD decreased, which would be a concern 
as it would signify a widening of the treatment gap and an 
increase in unmet treatment need. It should be noted that, while 
the current evidence points to cannabis-related admissions to 
treatment not increasing, there has been evidence that legaliza-
tion is associated with an increase in cannabis-related emer-
gency department hospitalizations [56, 57]. It is possible that 
shifts in perception of risk and social acceptability of cannabis 
use could lead to the belief that problematic cannabis use is not 
a serious problem for which one should seek help, particularly 
in a specialized treatment setting [30]. On the other hand, as 

more states legalize recreational use of cannabis, this could 
reduce any stigma associated with using cannabis, which could 
potentially serve as a facilitator to seeking treatment for those 
who do not feel like they need to hide their use or problems 
stemming from it.

As referrals from the criminal justice system make a 
significant proportion of treatment admissions [58], there 
is also a possibility that the decrease in CUD treatment is 
linked to a decrease in criminal justice referrals to treatment, 
particularly in RCL states. However, none of the studies in 
the review found evidence of this. For example, Rhee & 
Rosenheck [48] found that there were no fewer criminal jus-
tice referrals to treatment in states with RCLs compared to 
states without RCLs. Mennis & Stahler [49] intentionally 
excluded criminal justice referrals from their analysis so as 
to account for the potential effect of legalization on reduced 
referrals to treatment from the criminal justice system. They 
did, however, conduct a post-hoc analysis that showed that 
such referrals declined significantly overall and did not sig-
nificantly differ between RCL and non-RCL states.

Addressing Research Challenges

Given the limited number of studies examining our outcomes 
of interest, more research is needed before we can draw firm 
conclusions about the impact of RCLs. There are important 
factors that should be taken into account as more research 
is being done on this topic. First, the lagged effect between 
the time a law is passed, when it becomes effective, to when 
it is fully implemented (e.g., when retail sales are opened) 
needs to be taken into account in research designs. Similarly, 
it is important to consider secular trends in cannabis use and 
CUD as it is possible that these were already increasing in 
RCL states before RCL enactment. Third, while pre- and post-
policy designs have advantages over cross-sectional studies, 
it is also important to include individual-level longitudinal 
studies to make it easier to draw causal associations. Fourth, 
future studies examining effects on CUD should use the new 
DSM-5 criteria, which merged cannabis abuse and cannabis 
dependence into a single CUD category, added a new diagnos-
tic category for Cannabis Withdrawal Syndrome, and replaced 
the criterion of legal problems with one for cravings.

The studies we reviewed used a binary classification of 
whether a state had a RCL or not, yet there is a great deal of 
heterogeneity in policy provisions among states with RCLs. 
This variability applies to factors such as allowing retail 
sales, product packaging, potency, taxation, etc. [59]. Even 
within states with RCLs, many localities can make their own 
decisions on issues such as whether to allow retail outlets 
or not [60, 61•]. States could therefore be classified into 
different categories that reflect the combination of specific 
policy provisions, and these combinations could have vary-
ing effects on cannabis use and CUD.
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A final challenge in conducting research on RCLs is that 
it can be difficult to identify the most appropriate control 
group. Just as there is heterogeneity among states with 
RCLs, states without RCLs (or MCLs) are not homogene-
ous in their cannabis policies (e.g., in terms of decriminali-
zation, low-THC use, etc.) or other related policies. States 
with RCLs may differ from non-RCL states in many other 
ways, which can make it difficult to disentangle the effects 
of RCLs from these other state-level factors.

Conclusion

Nineteen states and Washington D.C. have passed RCLs, 
and around half of them passed legislation within the past 
two years. This means that very little time has elapsed to 
examine changes. As more time elapses, additional research 
is needed on the effect of RCLs on CUD, as well as related 
outcomes, such as co-occurring disorders, and treatment uti-
lization so that appropriate prevention and treatment options 
are implemented. It will be important to consider the differ-
ent effects particular policy provisions could have on dif-
ferent populations. The studies we reviewed already point 
to differences between adolescents, young adults, and older 
adults. It will be important to consider other individual-level 
characteristics, such as race and gender, as well as commu-
nity-level characteristics that can provide insight into who 
to target for prevention or treatment services.
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