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Aims/background: As cannabis use continues to increase in the United States,

racialized stereotypes and structural barriers to care might lead to inequitable

treatment uptake across racialized groups. A greater understanding of racial

disparities in cannabis treatment uptake and perceived treatment need among

people with cannabis use disorder (CUD) in community-based samples is needed.

Methods:Nationally representative data from the 2002–2019 National Survey on

Drug Use and Health (N=1,005,421) included community-based people ages 12+

First, we assessed trends in CUD (i.e., meeting 2+ DSM-5 proxy CUD criteria) by

racialized group. Among people with CUD (n=48,768), weighted logistic models

regressed any CUD treatment, specialty CUD treatment, and perceived need for

CUD treatment on racialized group and year, adjusting for age, gender,

education, insurance, and criminal legal system exposure. We use interaction

terms to examine group-specific trend differences.

Results: Overall, 2.64% of the US population ages 12+ had CUD, including 2.47% of

white, 1.23% of AAPI (Asian American and Pacific Islander), 4.83% of AIAN (American

Indian and Alaska Native), 3.70% of Black, and 2.71% of Hispanic people. CUD

increased slightly across all groups (overall annual OR: 1.01, 95% CI =1.01,1.02),

with AAPI, Hispanic and people with more than one race seeing steeper increases

(ORs: 1.02-1.04). Treatment use and perceived need decreased consistently and

there were no group differences in these trends across racialized groups with CUD

(ORs: 0.93-0.97). Black people with CUD had 21% lower odds of any treatment than

white people (aOR: 0.79, 95% CI=0.65, 0.95). All racialized groups (except AAPI

people) had higher odds of perceived need than white people (aORs: 1.59–1.73).

Conclusion: Although all racialized groups had increasing CUD and decreasing

CUD treatment use during the study period, the observed racialized disparities

also persisted. For example, despite a higher prevalence of CUD among Black

people compared to white people, Black people with CUD were less likely than

their white counterparts to receive treatment and more likely to report perceived

need. These disparities in CUD, treatment use, and perceived need underscore

the need for CUD-related services overall and tailored services for racialized

minorities, and especially Black people.
KEYWORDS

cannabis use disorder, cannabis treatment, cannabis treatment need, racialized
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1 Introduction

The landscape of cannabis use in the United States has

undergone a significant transformation in recent years, marked by

legalization across many states (1), increasing availability, and

shifting public attitudes (2). As a result of this expanded access

and normalization (3–5), cannabis use has had an upward trend

across populations in the US over the last couple decades (6, 7).

Heavy cannabis use has been linked to adverse health outcomes,

such as respiratory diseases (8) or increased risk of vehicle accidents

(9) and can lead to cannabis use disorder (CUD), which is

associated with cognitive impairments, psychiatric comorbidities,

and functional disruptions across multiple domains of life (10–12).

However, research on CUD trends for the same period is mixed.

While some studies have shown that CUD has increased among

some populations, such as veterans and those with chronic pain (13,

14), research looking at the US population overall and using the

DSM-IV criteria shows no increases in CUD, despite some specific

criteria trending upward (15).

At the same time, CUD treatment has been declining in recent

years (16–18). Treatment for CUD can take various forms;

evidence-based medical and specialty treatments for CUD include

psychosocial approaches (particularly cognitive-behavioral therapy)

proven to be the most effective (19). However, research shows that

only a small proportion of adults with CUD receive any form of

treatment, and even fewer access specialty care within the

healthcare system (16). Individuals with CUD often report

receiving support outside of formal medical settings, such as

through community-based resources (e.g., churches) or peer

support groups not specific to cannabis use, like Alcoholics

Anonymous or Narcotics Anonymous (16, 20). In light of low

treatment use, an important indicator to measure unmet need for

treatment is perceived need for treatment, which has been shown to

be a strong predictor of future treatment engagement (21, 22).

While findings looking at the general population show that overall

utilization of CUD treatment and perceived need has been declining

in recent years (16–18), more information on racialized disparities

in trends is needed.

Racialized minorities have historically experienced inequities in

access to and engagement in substance use disorder treatment (23–

25). Structural racism may differentially shape the treatment

pathways available to different racialized groups—even when rates

of treatment might look nominally similar. Structural barriers, such

as discrimination within healthcare systems, culturally

unresponsive care, stigma, and limited access to affordable, high-

quality services (26, 27), may all contribute to lower rates of

treatment uptake among racialized groups. Racialized stereotypes

about drug use and who is “deserving” of care may further

compound these barriers and shape individuals’ experiences of

help-seeking (28–30). The criminal legal system also plays a

critical role in shaping racialized disparities in substance use

treatment, especially CUD treatment. Racist policies, over-

policing of low-income racialized minority communities, and

differential criminalization of non-White behaviors (31) have long

disproportionately harmed Black and Hispanic populations, leading
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to large disparities in cannabis-related criminalization (31, 32). At

the same time, the criminal legal system is the most common

referral source for CUD treatment (33). As a result, Black

individuals are overrepresented among those referred to CUD

treatment by the courts (33), which may shape not only their

access to care but the type and quality of care received because

court-mandated treatment can function as both a form of

correctional supervision and coerced health intervention.

Accounting for exposure to the criminal legal system is necessary

to fully understand racial disparities in CUD treatment access

and engagement.

Although some research has examined racial differences in

cannabis use and CUD prevalence (34), less is known about racial

disparities in CUD treatment uptake and perceived need within

community-based samples during the era of expanding cannabis

legalization. This study aims to (1) describe trends over time in

CUD using the DSM-5 proxy measure overall and across racialized

groups, and (2) investigate trends in CUD treatment uptake and

perceived treatment need overall and among different racialized

groups in the United States utilizing nationally representative data

from the 2002-2019. Using a proxy of the DSM-5 improves the

measurement of CUD by replacing the separate DSM-IV categories

of “abuse” and “dependence” with a single construct. The DSM-5

measures removed the potentially racially biased legal criterion and

added other clinically relevant symptoms (15, 35, 36). By examining

these trends, this research seeks to provide valuable insights into the

evolving landscape of CUD and CUD treatment disparities across

time and inform the development of more equitable and culturally

responsive approaches to care. Throughout the manuscript,

“racialized groups” is used instead of racial groups to emphasize

the actively constructed nature of “race” and racial groups.

“Racialized minorities” refers to the non-dominant racialized

groups (i.e. non-White racialized groups). See Hochman (37) for

more on this conceptual distinction.
2 Methods

2.1 Data and sample

Data sources: The National Survey on Drug Use and Health

(NSDUH) is a nationally representative survey of non-

institutionalized individuals aged 12 and above from all 50 states

and DC. Topics covered include substance use, disorder, treatment,

mental illness, and mental health care. We used public-use NSDUH

datasets from 2002-2019, which contained about 56,000 records

each year (N = 1,005,421). NSDUH underwent methodological

changes that impacted the 2015 data collection and onwards.

Variables from 2002–2014 and from 2015–2019 were harmonized

where appropriate. We cannot include more recent data because of

substantive methodological changes in NSDUH starting in 2021,

and the COVID-19 data collection disruptions in 2020 (38–40).

Sample: For analyses describing trends in DSM-5 proxy CUD,

our sample included all individuals in the NSDUH 2002-2019 (N =

1,005,421). For analyses assessing differences in CUD treatment
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uptake and perceived need, we restricted our sample to individuals

who met past-year DSM-5 proxy CUD (N = 48,768), as

described below.
2.2 Measures

2.2.1 Outcome measures
CUD DSM-5-proxy: Study participants were considered to have

DSM-5 proxy CUD if they had two or more of the nine criteria

collected in the NSDUH, as described in Compton et al., 15. This

measure includes nine of the 11 DSM-5 criteria. DSM-5 CUD

criterion 4 (“craving”) and criterion 11 (“withdrawal”) were not

assessed in NSDUH before 2020 and were therefore not captured.

CUD treatment: Participants were considered as having any

past-year CUD treatment if they answered that they had received

treatment in any location for any illicit drug use in the past year, and

if their last/current treatment episode was for cannabis, as done in

previous research (16). Participants were considered as having past-

year specialty CUD treatment if they answered that they had

received treatment for any illicit drug use in the past year, if their

last/current treatment episode was for cannabis, and if this

treatment occurred at a specialty facility (i.e., inpatient or

outpatient treatment at a hospital, rehabilitation facility, or

mental health center).

Perceived need for CUD treatment: Perceived need for treatment

was measured by asking participants who did not receive any

treatment whether they thought they needed counseling or

treatment, and participants who did receive treatment whether

they thought they needed additional treatment, for their use of

“marijuana or hashish” in the past 12 months.

2.2.2 Covariates
Race/Ethnicity:We categorized race/ethnicity into the following

six mutually exclusive racialized groups: non-Hispanic white, non-

Hispanic AAPI (Asian American/Pacific Islander/Native

Hawaiian), non-Hispanic AIAN (American Indian and Alaska

Native), non-Hispanic Black (Black/African American), Hispanic,

and non-Hispanic more than one race.

Time: Year was treated as a continuous predictor starting at 0

(for year 2002). Although there was also a major redesign in 2015,

previous research has shown that the redesign did not have an effect

in the measurement of CUD treatment uptake and perceived

treatment need (16).

Individual control variables: The following covariates known to

be associated with the outcome (16) were included to improve the

precision of our estimates and to facilitate comparisons across our

main predictors of interest while holding other factors constant.

These adjustments are not intended as a confounding control

strategy, and the resulting estimates should not be interpreted

causally. Participants were categorized as having lifetime CLS

exposure if they answered that they had ever been arrested and/or

booked. We adjusted for additional sociodemographic variables
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such as age (12-17, 18-21, 22-25, 26-34, 35+), education (high

school or less, some college or college graduate), interviewer-

recorded gender (male, female), and health insurance status

(private insurance only, public insurance only, both private and

public insurance, other, uninsured). NSDUH has been performing

imputation using the predictive mean neighborhood (PMN)

method since 1999 for several variables in the survey. NSDUH

imputes responses for set groups of demographic and drug usage

variables, described in the NSDUH 2019 Editing and Imputation

Report (41). NSDUH implements this method in three steps:

response propensity (determining probability of response)

adjustment, prediction modeling (calculating predicted means),

and hot-deck imputation (choosing a “donor” whose non-missing

data will be used to fill in the missing values in the “recipient’s”

data). Education and insurance status were the only variables in our

analysis for which imputation procedures were performed. Among

our sample of people meeting criteria for DSM-5 Proxy CUD (N =

48,768), N = 8 had imputed values for education, and N = 315 had

imputed or logically assigned values for insurance status.
2.3 Analytical strategy

We first visually assessed trends in DSM-5 proxy CUD and

CUD treatment over time overall and separately for racialized

groups with plots fitted and smoothed using loess regression.

To assess trends in CUD over time we ran weighted, unadjusted

logistic models regressing DSM-5 proxy CUD on the continuous

year variable. To see if trends varied by racialized group we added

an interaction term between race and continuous year.

To assess racial disparities in CUD treatment, we ran separate

weighted logistic regressions modeling the odds of each outcome

(i.e., any treatment, specialty treatment, and perceived treatment

need) regressed on race and adjusting for age, education, gender,

insurance status, CLS exposure, and continuous year.

All analyses used NSDUH’s complex sampling design and

survey weights, which produces nationally representative

estimates. All data analyses were performed in STATA version

19.5, and all loess plots were generated in R version 4.4.1 using the

ggplot2 package version 3.5.1.
3 Results

3.1 Descriptive characteristics of sample

Table 1 explores weighted summary statistics of those meeting

criteria for DSM-5 proxy CUD in NSDUH 2002-2019 (N = 48,768).

Our weighted sample was 61.8% white, 2.4% AAPI, 1.0% AIAN,

16.7% Black, 15.4% Hispanic, and 2.8% more than one racialized

group. The sample was 66.1% male, 27.6% were between the ages

18-21, 44.6% had up to a high school degree, 48.4% had private

health insurance, and 43.0% had any lifetime CLS involvement.
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3.2 Trends in DSM-5 Proxy CUD

Figure 1 shows weighted prevalences of DSM-5 proxy CUD

overall and across racialized groups among the entire NSDUH

2002–2019 sample (N = 1,005,421). During the study period, 2.6%

of the US population aged 12+ met the criteria for DSM-5 proxy

CUD. By racialized group, 2.5% of white people, 1.2% of AAPI

people, 4.8% of AIAN people, 3.7% of Black people, 2.7% of

Hispanic people, and 5.0% of people categorized as more than

one racialized group met criteria for DSM-5 proxy CUD.

The overall prevalence of DSM-5 proxy CUD increased from

2.4% in 2002 to 3.2% in 2019 (N = 1,005,421). The odds of meeting

criteria for DSM-5 proxy CUD among the US population increased

by 1 percentage point per each one-year increase between 2002 and

2019 (annual OR = 1.01, 95% CI = 1.01, 1.02). Figure 2 shows the

prevalence of DSM-5 proxy CUD increased across all racialized

groups. Weighted logistic models regressing CUD on continuous

year in Table 2 show the increase in odds of meeting criteria for

DSM-5 proxy CUD per each 1 year increase were higher for AAPI

people (interaction OR = 1.03, 95% CI = 1.01, 1.05), Hispanic

people (interaction OR = 1.01, 95% CI = 1.00, 1.02), and people of

more than one race (interaction OR = 1.02, 95% CI = 1.00, 1.04),
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compared to white people. There were no significant trend

differences comparing Black and AIAN people to white people.
3.3 Trends in CUD treatment uptake and
unmet need

Figure 3 shows the prevalence of CUD treatment and perceived

need by racialized groups among those with DSM-5 proxy CUD (N =

48,768). 5.8% of white people, 2.8% of AAPI people, 8.0% of AIAN

people, 5.4% of Black people, 5.7% of Hispanic people, and 6.6% of

people categorized as more than one race received any CUD treatment,

while 2.6% of white people, 1.1% of AAPI people, 2.5% of AIAN

people, 2.7% of Black people, 2.5% of Hispanic people, and 2.4% of

people categorized as more than one race received specialty treatment.

Finally, 1.7% of white people, 0.8% of AAPI people, 3.0% of AIAN

people, 2.8% of Black people, 2.5% of Hispanic people, and 2.3% of

people of more than one race reported unmet need for CUD treatment.

Figure 4 shows that all three CUD treatment outcomes show a

downward trend across racialized groups. In Table 3 we report logistic

model estimates confirming this downward trend. For every one-year

increase, the odds of reporting CUD treatment decreased by 4% (OR:
frontiersin.or
TABLE 1 Sample characteristics of people aged 12 and older meeting criteria for past-year DSM-5 proxy CUD, NSDUH 2002-2019 (N = 48,768).

Overall White AAPI AIAN Black Hispanic More than one

Age

12-17 13758 (15.8) 8162 (15.6) 259 (13.9) 393 (18.8) 1462 (10.8) 2644 (21.4) 838 (19.0)

18-21 16664 (27.6) 10102 (27.6) 387 (30.9) 390 (26.7) 2310 (24.1) 2612 (30.6) 863 (29.5)

22-25 10878 (18.3) 6440 (17.9) 281 (22.7) 266 (15.8) 1828 (19.1) 1564 (18.9) 499 (15.1)

26-34 4434 (19.9) 2542 (18.8) 88 (18.5) 137 (18.3) 897 (25.4) 559 (18.9) 211 (18.7)

35+ 3034 (18.4) 1955 (20.0) 56 (14.0) 115 (20.4) 528 (20.6) 244 (10.1) 136 (17.8)

Education

High school or less 20425 (44.6) 11522 (41.4) 326 (24.7) 697 (57.6) 3689 (56.5) 3191 (47.6) 1000 (41.4)

Some college or college graduate 14585 (39.6) 9517 (43.1) 486 (61.4) 211 (23.7) 1874 (32.7) 1788 (30.9) 709 (39.7)

12–17 years old 13758 (15.8) 8162 (15.6) 259 (13.9) 393 (18.8) 1462 (10.8) 2644 (21.4) 838 (19.0)

Gender

Male 30222 (66.1) 18250 (66.2) 693 (67.9) 768 (60.9) 4394 (65.6) 4664 (67.5) 1453 (59.6)

Female 18546 (33.9) 10951 (33.8) 378 (32.1) 533 (39.1) 2631 (34.4) 2959 (32.5) 1094 (40.4)

Health Insurance

Private 23720 (48.4) 16788 (55.3) 610 (60.0) 206 (17.2) 2186 (32.0) 2864 (39.2) 1066 (43.5)

Public 11683 (22.1) 5219 (17.4) 193 (14.6) 530 (38.5) 2610 (33.5) 2332 (27.7) 799 (29.7)

Public and private 1419 (2.7) 736 (2.5) 34 (2.4) 55 (3.0) 261 (3.2) 230 (2.8) 103 (4.5)

Other 1682 (3.1) 725 (2.7) 39 (4.0) 301 (21.0) 267 (3.7) 217 (2.5) 133 (3.9)

Uninsured 10264 (23.7) 5733 (22.1) 195 (19.0) 209 (20.3) 1701 (27.6) 1980 (27.8) 446 (18.4)

CLS Exposure 19391 (42.9) 11187 (41.7) 286 (25.7) 703 (54.4) 3261 (50.6) 2954 (42.1) 1000 (41.2)
AAPI, American Asian and Pacific Islander; AIAN, American Indian and Alaskan Native; CLS, Criminal legal system; CUD, Cannabis Use Disorder.
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FIGURE 1

Prevalence of DSM-5 proxy CUD among people aged 12 and older, overall and by racialized group, NSDUH 2002-2019 (N = 1,005,421).
FIGURE 2

Time trends in prevalence of past-year DSM-5 proxy CUD among people aged 12 and older, by racialized group, NSDUH 2002-2019 (N = 1,005,421).
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0.96, 95% CI = 0.95, 0.98) for any treatment and by 3% for specialty

treatment (aOR: 0.97, 95% CI = 0.95, 0.99). For perceived need, the

odds decreased by 7% (aOR: 0.93, 95% CI = 0.90, 0.95) for every one-

year increase. Testing interaction between continuous year and race

found no significant differences in the downward treatment trend

across racialized groups (Supplementary Table 1).
3.4 Racial differences in CUD treatment
uptake and unmet need

Table 3 displays weighted logistic model results regressing our

three outcomes on racialized group accounting for continuous year,

age group, education, binary gender, health insurance status, and

lifetime CLS exposure. The adjusted odds of any CUD treatment

were significantly lower among Black people compared to white

people (aOR = 0.79, 95% CI = 0.65, 0.95), but not for other

racialized groups. AIAN people had significantly lower odds of

specialty CUD treatment compared to white people (aOR = 0.57,

95% CI = 0.34, 0.93), but this relationship was not significant for

other racialized groups. Black (aOR = 1.59, 95% CI = 1.21, 2.09),

Hispanic (aOR = 1.73, 95% CI = 1.20, 2.49), and AIAN (aOR = 1.72,

95% CI = 1.03, 2.90) people all had higher odds of perceived

treatment need compared to white participants. The odds of any

CUD treatment (aOR = 4.01, 95% CI = 3.46, 4.65), specialty CUD

treatment (aOR = 4.37, 95% CI = 3.47, 5.48), and perceived need for

CUD treatment (aOR = 1.41, 95% CI = 1.12, 1.79) were all higher

for those with lifetime CLS exposure compared to those without.
TABLE 2 Yearly trends in prevalence of DSM-5 proxy cannabis use
disorder (CUD) among people aged 12 and older with interaction by
racialized group, NSDUH 2002-2019 (N = 1,005,421).

DSM-5 proxy CUD

aOR (95% CI)

Year

Per 1 year increase 1.01 (1.01, 1.01)

Race

White Reference

AAPI 0.35 (0.28, 0.43)

AIAN 2.12 (1.67, 2.69)

Black 1.47 (1.34, 1.61)

Hispanic 0.96 (0.87, 1.06)

More than one 1.66 (1.36, 2.02)

Race × 1 year increase

White*1 year increase Reference

AAPI*1 year increase 1.03 (1.01, 1.05)

AIAN*1 year increase 0.99 (0.97, 1.01)

Black*1 year increase 1.00 (1.00, 1.01)

Hispanic*1 year increase 1.01 (1.00, 1.02)

More than one*1 year increase 1.02 (1.00, 1.04)
CUD, Cannabis Use Disorder.
Bolded values indicate p < 0.05.
FIGURE 3

Prevalence of any CUD treatment (A), specialty CUD treatment (B), and unmet CUD treatment need (C) among people with DSM-5 proxy CUD, overall
and by racialized group, NSDUH 2002-2019 (N = 48,768).
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4 Discussion

This study assessed trends in CUD as well as CUD treatment

use and perceived need for treatment in 2002–2019 by racial group

in a nationally representative sample, describing racial disparities in

treatment access and need as well as changes over time. DSM-5

proxy CUD prevalences increased across the population, signaling a

growing treatment need in the US. In this same time period, both

specialty and any CUD treatment uptake and perceived treatment

need diminished over time for all racialized groups with past-year

CUD. Decreases in CUD treatment were consistent across

racialized groups, which indicates that these inequities have

remained stagnant over time.

All racialized minorities with DSM-5 proxy CUD (with the

exception of AAPI people) were more likely to report unmet

perceived need for treatment when compared to white people

with DSM-5 proxy CUD. Looking specifically at treatment, Black

people with DSM-5 proxy CUDwere less likely than white people to

report receiving any CUD treatment, in spite of Black people having

slightly higher rates of DSM-5 proxy CUD than white people

among the general population. As for specialty treatment, AIAN
Frontiers in Psychiatry 07
people with DSM-5 proxy CUD were much less likely to receive

specialty treatment than white people with DSM-5 proxy CUD.

Decreases in treatment across groups are consistent with previous

findings of CUD treatment decreases by age and among young

adults (16, 18), and signal that CUD treatment gaps are growing

across a range of demographic groups.

There are several reasons that could explain this overall

diminishing trend in treatment while CUD increased. Increased

access and shifts in public opinion in the last couple decades could

have contributed to higher cannabis normalization (3–5), whereas

people with CUD might be less likely to perceive a need for

treatment and therefore seek out help. However, general barriers

to access (such as insurance limiting access to treatment and brief

interventions) could also be driving some of this diminishing

trends. Changes in the legal status of cannabis across the country,

particularly in states with cannabis dispensaries, might have also

contributed to the overall observed reduction in treatment uptake

(17). Since 2010 arrests for cannabis possession have been

diminishing across the US (42), and research has observed that

court-mandated treatment episodes in public hospitals have also

experienced a downward trend during the same period (43).
FIGURE 4

Time trends in prevalence of past-year CUD treatment (A), specialty CUD treatment (B), and unmet CUD treatment need (C) among people aged 12
and older who meet criteria for DSM-5 proxy CUD, by racialized group, NSDUH 2002-2019 (N = 48,768).
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Another possibility is that the reduction in the prevalence of

treatment uptake is a direct result of the increase in CUD

prevalence among the general population: if increased access and

normalization of CUD are contribution to increases in CUD

prevalences but treatment system capacity has remained stagnant

—because of structural constraints such as limited infrastructure,

workforce shortages, or funding—this would create a supply-side
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bottleneck, producing an apparent decline in the proportion of

people with CUD receiving treatment even if demand is rising.

Together, our findings indicate a general pattern of ongoing

racialized access to CUD treatment. Racism and other racialized

structural factors might explain this persistent gap. Access to medical

services in the US is racialized (44). Black and Hispanic people are

more likely to live in areas with fewer providers (27, 45, 46), and more
TABLE 3 Fully adjusted logistic regression models assessing relationship between treatment outcomes and race among people meeting criteria for
DSM-5 Proxy CUD, NSDUH 2002-2019 (N = 48,768).

Any CUD treatment Specialty CUD treatment Perceived CUD treatment need

aOR (95% CI) aOR (95% CI) aOR (95% CI)

Year

Per 1 year increase 0.96 (0.95, 0.98) 0.97 (0.95, 0.99) 0.93 (0.91, 0.95)

Race

White Reference Reference Reference

AAPI 0.68 (0.45, 1.04) 0.64 (0.36, 1.15) 0.63 (0.26, 1.55)

AIAN 0.91 (0.62, 1.33) 0.57 (0.34, 0.93) 1.72 (1.03, 2.90)

Black 0.79 (0.65, 0.95) 0.80 (0.60, 1.05) 1.59 (1.21, 2.09)

Hispanic 0.89 (0.74, 1.07) 0.81 (0.62, 1.07) 1.73 (1.20, 2.48)

More than one 1.11 (0.85, 1.46) 0.82 (0.58, 1.18) 1.59 (0.91, 2.81)

Age

12-17 Reference Reference Reference

18-21 0.55 (0.48, 0.63) 0.80 (0.66, 0.96) 0.84 (0.66, 1.06)

22-25 0.49 (0.41, 0.58) 0.77 (0.60, 0.99) 0.83 (0.64, 1.07)

26-34 0.48 (0.38, 0.62) 0.82 (0.59, 1.13) 1.31 (0.92, 1.86)

35+ 0.54 (0.43, 0.69) 0.76 (0.54, 1.07) 1.60 (1.03, 2.47)

Education

High school or less Reference Reference Reference

Some college or college graduate 0.68 (0.57, 0.82) 0.56 (0.44, 0.71) 1.11 (0.87, 1.41)

Gender

Male Reference Reference Reference

Female 1.07 (0.95, 1.21) 1.25 (1.06, 1.49) 1.21 (0.97, 1.51)

Insurance

Private only Reference Reference Reference

Public only 1.49 (1.27, 1.75) 1.93 (1.51, 2.46) 1.35 (1.01, 1.80)

Public and private 1.23 (0.89, 1.71) 1.90 (1.19, 3.04) 0.67 (0.36, 1.23)

Other 1.90 (1.29, 2.80) 1.58 (0.94, 2.66) 0.91 (0.49, 1.70)

Uninsured 1.09 (0.91, 1.31) 1.09 (0.84, 1.41) 1.19 (0.90, 1.56)

CLS Exposure

No Reference Reference Reference

Yes 4.01 (3.46, 4.65) 4.37 (3.47, 5.48) 1.41 (1.12, 1.79)
AAPI, American Asian and Pacific Islander; AIAN, American Indian and Alaskan Native; CLS, Criminal legal system; CUD, Cannabis Use Disorder.
Bolded values indicate p < 0.05.
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likely to be overrepresented in low-paying jobs with less comprehensive

health benefits. At the same time, racialized stigma toward cannabis

use, as well as different groups’ perceptions of and lived experiences

with the medical systems might impede CUD treatment among

different racialized groups (26, 30, 32, 47). Importantly, access to

treatment for CUD remains extremely low and the vast majority of

people with a disorder do not access treatment.

Lastly, it is important to contextualize our understanding of

racialized disparities in treatment uptake at the intersection of SUD

treatment and the criminal legal system. Court-mandated treatment

makes up the biggest share of referrals for CUD treatment episodes

(33; TEDS-A, 2000-2023). Black and Hispanic people are over-

represented in their CLS exposure, yet our analyses show that Black

people with a CUD are less likely to receive treatment (although not

specialty treatment) and more likely to report unmet treatment

need. This indicates that, despite racialized structures that overly

punish Black people’s consumption of cannabis, and a real reported

need for treatment, the system is failing to meet this need.
4.1 Limitations and future research

The NSDUH does not directly measure our main outcomes of

treatment need and uptake. Instead, following Askari et al., 16, we

constructed composite measures of past-year CUD treatment based

on multiple NSDUH variables. This may have resulted in people

who received CUD treatment in the past year being misclassified as

not having received CUD treatment if it was not their most recent

or current treatment. The DSM-5 proxy measure excludes cravings

and withdrawal symptoms, which might be underreporting the

number of people with mild CUD (35, 48). Due to a structural

redesign in the NSDUH, we could not include data after 2020.

Because several covariates (e.g., education, insurance status, CLS

exposure) are correlated with race and may shift over time, our

models may be subject to collinearity, which could inflate standard

errors and make it more difficult to isolate and interpret the

independent and interactive effects of race and year. Finally, the

NSDUH does not include institutionalized people, which makes our

findings limited to non-institutionalized populations. Given the

disproportionate rates of incarceration among Black and Hispanic

populations, we might be underestimating some of the racialized

gaps in CUD and CUD treatment among these groups.

Future research should try to understand how structural and

cultural factors might explain why racialized minorities are more

likely to report unmet treatment need and less likely to receive

treatment for their CUD. Future research and clinical efforts should

also address barriers to problem recognition, which could include

increasing consistency in screening and brief interventions for cannabis

(49). Growing social acceptability of cannabis and limited awareness of

CUD symptoms, along with minimization of associated harms might

prevent people from accessing treatment. More research is needed in

understanding whether these barriers also vary across racialized groups.

Finally, future research should investigate how changes in the

criminalization of cannabis use and the downward trends in arrests

and court-mandated CUD treatment (TEDS-A, 2000-2023) may be
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contributing to the observed downward trends in treatment uptake and

need, as well as how CLS exposure, and specifically what types of

exposure (e.g., arrest vs parole), fit in with the racial disparities in

treatment presented in this study.
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