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Introduction
When Gov. Tim Walz signed legislation in May 2023, 
Minnesota became the 23rd state to legalize non-medical 
use of cannabis, also commonly called marijuana.1 Though 
possession and growth of limited quantities of cannabis by 
adults became legal later that summer, the full impact of the 
legislation isn’t likely to be realized until the state authorizes 
commercial sales at a yet-undetermined date.

This resource is designed to provide pre-legalization baseline 
data, as well as context and interpretation, on several issues 
pertaining to the public health implications of cannabis 
legalization in the state. This information may be useful to 
Minnesota policymakers as they set and refine the state’s 
regulatory framework surrounding cannabis. This resource 
may also assist the people of Minnesota as they navigate a 
changing landscape and new choices that come with the 
removal of decades of cannabis prohibition.

Using data from the National Survey on Drug Use and Health 
(NSDUH), a survey sponsored by the U.S. Substance Abuse 
and Mental Health Services Administration, this report 
provides estimates of the prevalence of cannabis use, abuse 
of and dependence on cannabis, and driving under the 
influence of cannabis. It presents data for those estimates for 
Minnesota and comparison rates for the U.S. average. Where 
available, we also present comparable estimates for alcohol, 
another commonly used psychoactive substance that has 
long been legal, but, like cannabis, entails a range of risks to 
public health. 

Background
While Minnesota, along with almost half of the 50 states, 
has legalized adult use of non-medical cannabis, the legal 
status of cannabis in the U.S. remains complex.2 The federal 
government still classifies “marijuana” (i.e., psychoactive 
cannabis) — particularly its main psychoactive chemical, del-
ta-9-tetrahydrocannabinol (THC) — as a Schedule I controlled 
substance, making it among the most legally restricted drugs 
in the eyes of the U.S. government.3 An exception to federal 
cannabis prohibition was introduced by Congress with the 
2018 Farm Bill, which removed hemp (defined as cannabis 
having 0.3% delta-9 THC or less) from the schedule of Con-
trolled Substances. That policy change opened the door to 
national sales of legal hemp-derived products, including 
some with intoxicating levels of THC.4

These details are important in the Minnesota context. Prior 
to the state’s 2023 legalization of adult-use cannabis, the 
legislature in 2022 formalized state law allowing for the sale 
and production of hemp-derived THC products, specifically 
edibles and non-alcoholic beverages.5 That 2022 state leg-
islation included little regulatory structure. However, the 
state’s 2023 cannabis legalization legislation brought those 
hemp-derived THC products, as well forthcoming cannabis 
sales, under the purview of a new Office of Cannabis Man-
agement agency, with increased regulations and controls. 

To understand the pre-legalization landscape of cannabis in 
Minnesota, it is necessary to use data collected before cannabis 
and hemp-derived THC policy began to change in the state in 
2022. Though Minnesota began a medical cannabis program 
in 2015, the program’s enrollment is relatively small and not 
a focus of this report.6 In this analysis, we use data from the 
2018–2019 NSDUH, which are the most recent years available 
of state-level data. In interpreting the data, it is worth con-
sidering that some data may underestimate true population 
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rates, as survey respondents are frequently reluctant to report 
behaviors that are illegal or objectionable (e.g., cannabis 
use, driving under the influence), which is why we report 
comparison data, so Minnesota rates may be compared to 
U.S. rates and some cannabis measures may be compared to 
related alcohol measures. Alcohol risks are particularly acute 
in Minnesota, where rates of excessive alcohol consumption 
are high compared to the U.S. average, and death rates from 
alcohol-attributable disease are on the rise.7

Past-month cannabis use
Different definitions will yield very different estimates of the 
prevalence of cannabis use. For instance, according to the 
2018-2019 NSDUH, almost half of people age 12 and older 
in Minnesota and the U.S. (48.5% and 45.7%, respectively) 
reported having used cannabis at some point in their lives. 
However, using cannabis frequently is more likely to have 
negative health effects than infrequent use, so definitions 
that indicate regular use are more likely to be useful in under-
standing the public health implications of cannabis policy. 
For this report, we examined the rate of people who report 
having used cannabis in the past 30 days, which is notably 
less common than lifetime prevalence.

Of Minnesota’s overall adolescent and adult population (age 
12 and older), 10.0% reported using cannabis in the past 30 
days, which was not significantly different from the U.S. rate 
of 10.8%.8 By comparison, 60.6% of Minnesota’s overall youth 
and adult population reported using alcohol in the past 30 
days, which was significantly higher than the U.S. rate of 
50.9%. For the overall youth and adult populations of both 
Minnesota and the U.S., rates of cannabis use in the past 30 
days were significantly lower than rates of alcohol use.

Table 1: U.S. and Minnesota Rates of Cannabis Use 
in Past 30 Days for Ages 12 and Older, 2018-2019

A common public health concern regarding cannabis 
legalization is the potential for increased use among youth. 
Research finds associations between adolescent use of 
cannabis and a variety of negative outcomes, including lower 
educational attainment and worse school performance, and 
mental health and substance use disorders.9,10,11 To mitigate 
the risk of cannabis legalization increasing youth cannabis 
use, Minnesota’s legalization law set a minimum age of 21 to 
purchase or possess cannabis. We used the same threshold to 
produce age-based cannabis use rates.

For Minnesota’s under-age youth population (age 12 to 20), 
12.7% reported using cannabis in the past 30 days, which 
was not significantly different from the U.S. rate of 12.1%.12 
By comparison, 25.0% of Minnesota’s under-age youth pop-
ulation reported using alcohol in the past 30 days, which 
was significantly higher than the U.S. rate of 18.7%. Rates of 
cannabis use in the past 30 days were significantly lower than 
alcohol use in under-age youth populations of both Minne-
sota and the U.S.

Table 2: U.S. and Minnesota Rates of Cannabis Use in 
Past 30 Days for Ages 12-20, 2018-2019

Source: SHADAC/CRC analysis of NSDUH restricted-used data
* Minnesota rate signi�cantly di�erent from U.S. rate at 95% level
‡ Cannabis rate signi�cantly di�erent from alcohol rate at 95% level
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For Minnesota’s adult population (age 21 and older), 9.6% 
reported using cannabis in the past 30 days, which was not 
significantly different from the U.S. rate of 10.6%. By compar-
ison, 66.2% of Minnesota’s adult population reported using 
alcohol in the past 30 days, which was significantly higher 
than the U.S. rate of 56.1%. For the adult populations of both 
Minnesota and the U.S., rates of cannabis use in the past 30 
days were significantly lower than alcohol use.

While the U.S. prevalence of cannabis use was significantly 
higher among youth compared to adults, there was no sta-
tistically significant difference in the prevalence of cannabis 
use between adults and youth in Minnesota (significance test 
results not shown in a figure).
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Table 3: U.S. and Minnesota Rates of Cannabis Use in 
Past 30 Days for Ages 21 and Older, 2018-2019

Another approach to understanding cannabis use before 
Minnesota legalized the substance is to examine trends. In 
this instance, we present data on past-month cannabis use 
(age 12 and older) from 2012–2013 to 2018–2019 for Minne-
sota and the U.S., as well as data for the first two states to 
legalize cannabis—Colorado and Washington. Both Colorado 
and Washington began cannabis sales in 2014, so these esti-
mates also provide a glimpse of how cannabis use trends 
developed in those states pre- and post-legalization of sales.

While past-month cannabis use rates increased significantly 
in Colorado and Washington between 2012–2013 and 2018–
2019, we found that rates also increased significantly at the 
U.S. level and in Minnesota. What’s more, there was little dif-
ference among these populations in the size of the increase; 
while Colorado’s rate of monthly cannabis use increased 5.2 
percentage points between 2012–2013 and 2018–2019 and 
Washington’s rate increased 5.5 percentage points, the U.S. 
rate increased by 3.4 percentage points and Minnesota’s rate 
increased by 4.2 percentage points over the same period. 

Taken together, these data show that cannabis use rates have 
been increasing at the U.S. level from 2012–2013 to 2018–
2019, and they were increasing both in states that legalized 
cannabis sales (Colorado and Washington) and in Minnesota, 
which did not legalized cannabis in this timeframe. And 
though both Colorado and Washington had cannabis use 
rates in 2018-2019 that were significantly higher than the U.S. 
rate, their rates already were significantly higher than the U.S. 
rate in 2012-2013 (significance not shown in figure).

Table 4: Rates of Cannabis Use in Past 30 Days for 
Ages 12 and Older, 2012-2013 to 2018-2019

Studies have shown that cannabis use has increased in other 
states that have legalized, so it seems reasonable to anticipate 
that may occur in Minnesota, too.13 There may be multiple 
reasons that cannabis legalization can increase consump-
tion. For instance, economic principles tell us that when the 
price of a product decreases, consumption of that product 
often increases. Especially once legal sales begin, multiple 
forms of “costs” associated with cannabis may decline, such 
as the purchase price of cannabis itself, the time and effort to 
obtain cannabis, and the legal risks and social repercussions 
of buying and using cannabis.14 

Cannabis abuse and dependence
Another critical question regarding cannabis legalization 
pertains to the potential benefits and risks to public health. 
The question of risks is not unique to cannabis, as practically 
every substance used by humans entails some level of risk, 
which often increases with dose and duration of use — how 
much people use and for how long. For instance, use of 
alcohol and tobacco carries health risks, as does the use of 
more mundane substances such as Tylenol.

 

Source: SHADAC/CRC analysis of NSDUH restricted-used data
* Minnesota rate signi�cantly di�erent from U.S. rate at 95% level
‡ Cannabis rate signi�cantly di�erent from alcohol rate at 95% level
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“The question of risks is not unique to cannabis, as practi-
cally every substance used by humans entails some level 
of risk."

Source: SHADAC/CRC analysis of NSDUH restricted-used data
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One often-cited potential public health concern relating to 
cannabis legalization is the risk of increased rates of addic-
tion. Among medical professionals, addiction to cannabis is 
known by the diagnosis “cannabis use disorder” (or cannabis 
abuse and dependence, prior to a revision and renaming 
of the diagnosis). While cannabis use disorder is generally 
the preferred terminology, we refer to “cannabis abuse and 
dependence” in this section because prior to 2021 the NSDUH 
used questions based on the earlier diagnosis definition. The 
NSDUH asks a series of questions derived from the way that 
substance abuse and dependence are defined by health care 
professionals, such as whether a person:

•	 Needed to use increasing amounts of a substance 
to get the desired effect

•	 Was unable to reduce or stop use of a substance 
when they wanted or tried

•	 Experienced serious problems at home, work, or 
school due to use of a substance

•	 Repeatedly got in trouble with the law as a result 
of use of a substance

For Minnesota’s overall adolescent and adult population (age 
12 and older), 1.8% reported signs of cannabis abuse and 
dependence, which was not significantly different from the 
U.S. rate of 1.7%. By comparison, 5.4% of Minnesota’s overall 
adolescent and adult population reported signs of alcohol 
abuse and dependence, which was also not significantly dif-
ferent from the U.S. rate of 5.3%. For the overall adolescent 
and adult populations of both Minnesota and the U.S., rates 
of cannabis abuse and dependence were significantly lower 
than for alcohol.

Table 5: U.S. and Minnesota Rates of Cannabis Abuse 
and Dependence for Ages 12 and Older, 2018-2019

Given that some portion of people who use cannabis develop 
addiction (i.e., abuse and dependence), we can anticipate that 
those rates may increase if overall cannabis use increases.15 
It will be important to monitor trends in cannabis addiction 
and ensure that substance use disorder treatment is available 
and accessible to those who need help.

Driving under the influence of cannabis
Traffic crashes kill tens of thousands of people in the U.S. 
each year, and roughly one-third of those deaths involve 
alcohol or other substances.16 There is concern that legal-
ization of cannabis could increase the prevalence of people 
driving under the influence of cannabis and possibly result in 
increased traffic accidents.17,18

For Minnesota’s overall adolescent and adult population 
(age 12 and older), 4.4% reported having driven under the 
influence of cannabis in the past 30 days, which was not sig-
nificantly different from the U.S. rate of 4.5%. By comparison, 
11.5% of Minnesota’s overall adolescent and adult population 
reported having driven under the influence of alcohol in the 
past 30 days, which was significantly higher than the U.S. rate 
of 7.4%. Rates of driving under the influence of cannabis were 
significantly lower than for alcohol for the overall adolescent 
and adult populations in both Minnesota and the U.S.

Table 6: U.S. and Minnesota Rates of Driving Under 
the Influence of Cannabis, 2018-2019

It is unclear whether legalization of cannabis will increase the 
prevalence of people driving under the influence of the sub-
stance. It will be important to monitor rates of people driving 
under the influence of cannabis as Minnesota implements 
legalization, as well as whether there is an increase in traffic 
crashes. 

Source: SHADAC/CRC analysis of NSDUH restricted-used data
* Minnesota rate signi�cantly di�erent from U.S. rate at 95% level
‡ Cannabis rate signi�cantly di�erent from alcohol rate at 95% level
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Conclusions and discussion
Minnesota’s legalization of cannabis marked a landmark 
change in drug policy for the state — and one with potential 
public health implications. The data presented in this report 
touch on only a few of the open questions related to cannabis 
use, and they provide only a glimpse of the cannabis land-
scape prior to legalization. 

It will be crucial for researchers and policymakers to monitor 
these and other issues into the future. For example, it will be 
imperative to understand precisely how cannabis use changes 
in Minnesota post-legalization. Will individuals who hadn’t 
previously used cannabis begin to use it? Will individuals 
who were already using cannabis use it more frequently or in 
larger quantities? Will the ways people use cannabis change? 
Will the price and other costs associated with cannabis influ-
ence use patterns? The implications of cannabis legalization 
on public health also depend on the risks and benefits asso-
ciated with cannabis use, which remain areas of uncertainty 
that warrant further study. It will be important for researchers 
to study these and other questions once more data become 
available. 

While we may learn lessons from the experiences of other 
states that have already legalized cannabis, the unique 
context of Minnesota — including differences in popula-
tion, culture, legalization and regulatory policies, and other 
factors — mean that cannabis legalization may have differ-
ent impacts here. For instance, Minnesota has higher than 
average rates of alcohol use, as presented in this report, as 
well as relatively high rates of binge drinking and heavy 
drinking — along with a growing rate of deaths attributable 
to excessive alcohol consumption.19 While cannabis use will 
have its own public health implications, it may also influence 
people’s use of other substances with known health risks, 
such as alcohol and tobacco.

The data in this report are intended to serve as a starting 
point for discussions on the public health impacts of 
cannabis policy. It will take years for the full effects of Min-
nesota cannabis policy to be determined. It also is likely 
that effects may change over time, especially if more states 
legalize cannabis and if the federal government changes 
U.S. cannabis policy (e.g., rescheduling and reducing restric-
tions).20 Another open question pertains to the health equity 
implications of cannabis policy and whether changes will 
affect sub-populations differentially, such as by age, race and 
ethnicity, and income — either positively or negatively. Ulti-
mately, there will be a great need for research into the rapidly 
evolving cannabis policy landscape and potentially refine-
ments in policy to maximize benefits and minimize harms.

About the Cannabis Research Center

In 2023, the Minnesota State Legislature passed H.F. 100, 
legalizing the cannabis in Minnesota for non-medical 
use individuals age 21 and older. This followed legisla-
tion establishing the state’s medical cannabis program 
a decade earlier. As part of the 2023 law, the legislature 
designated funding to the University of Minnesota 
School of Public Health to establish a Cannabis Research 
Center (CRC). 

The CRC strives to understand the public health implica-
tions of cannabis legalization. To accomplish its mission, 
the center will:

•	 Provide, interpret, and disseminate research to 
guide policy and practice related to cannabis.

•	 Conduct timely, cutting-edge research on the 
positive and negative public health effects of 
legalization.

•	 Study issues pertaining to equity in cannabis 
production, sales, marketing, and use.

•	 Address research questions asked by community 
members and leaders, policymakers, and other 
Minnesota partners.

•	 Train and support future practitioners and scholars 
to study cannabis policy and its effects on health 
and health equity.

To learn more about the Cannabis Research Center, visit 
https://www.sph.umn.edu/research/centers/cannabis.
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