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Indiana’s Cannabis 
Landscape

P
olicy discussions about cannabis—also referred to as marijuana1—and intoxicating hemp 
products are heating up at the federal level and in many states, including Indiana. Since 
2024, Indiana state legislators have introduced more than a dozen bills focused on cannabis-
related issues, although none have been signed into law (see Annex II for details). Favorable 

public support for legalizing cannabis for medical and adult use among Indiana residents (Ball State 
University, 2024; Brown, 2026) suggests that these policy conversations will continue.

Our main goals in this report are to provide background information and new insights for those 
who seek to learn more about the cannabis landscape in Indiana. We neither pass judgment on Indi-
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KEY FINDINGS
	■ Indiana has some of the nation’s strictest cannabis laws yet allows the largely unregulated retail 

sale of hemp-derived delta-9 tetrahydrocannabinol (THC)—the primary psychoactive com-
pound in cannabis—to be sold in grocery stores, gas stations, smoke shops, and other outlets.

	■ In addition to the proliferation of hemp-derived intoxicating cannabinoids throughout Indiana, 
more than 40 percent of Indiana residents live within a 50-mile drive of a licensed cannabis 
dispensary in a neighboring state—and nearly all residents reside within a 100-mile drive of a 
dispensary.

	■ Indiana had more than 13,000 arrests involving cannabis in 2024. The per capita arrest rate for 
Black residents in Indiana was approximately four times higher than it was for White residents.

	■ Approximately 1.3 million Indiana residents ages 12 and older reported using cannabis in the 
past year. Roughly one-third of these residents reported daily or near-daily use. 

	■ Although cannabis use among adults in Indiana has steadily increased, the Indiana Youth Sur-
vey reports that past-month use among 12th graders dropped nearly in half from 2016 to 2024.

	■ Indiana residents spend approximately $1.8 billion (range: $1.2 billion to $2.6 billion) on can-
nabis each year. Most of the spending is by daily and near-daily users.

	■ Uncertainty exists about the extent to which the existing evidence on cannabis legalization 
will apply to Indiana if it decides to legalize. For example, almost all the existing research is 
based on states that allowed medical cannabis before legalizing adult use, an important dif-
ference in the case of Indiana.

https://www.rand.org/pubs/research_reports/RRA4439-1.html
https://www.rand.org/
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Abbreviations

CBD cannabidiol

CI confidence interval

HHC hexahydrocannabinol

ICPS International Cannabis Policy Study

INYS Indiana Youth Survey

NPDS National Poison Data System

NSDUH National Survey on Drug Use and 
Health

SAMHSA Substance Abuse and Mental Health 
Services Administration

THC tetrahydrocannabinol

ana’s approaches to cannabis and intoxicating hemp 
nor do we summarize the research on the risks and 
benefits of using these products (for more informa-
tion, see National Academies of Sciences, Engineer-
ing, and Medicine, 2017; National Institute on Drug 
Abuse, 2024; Hoch et al., 2025; and Lake et al., 2025).

This report is organized into four topics: cannabis 
policies throughout the country and in Indiana; can-
nabis use and size of the market in Indiana; cannabis-
related criminal justice indicators for Indiana; and 
other outcomes related to cannabis use in Indiana. 
Two annexes to this report—Annex I, containing our 
review of the more-rigorous studies of legalization and 
a complete description of the methodology and find-
ings, and Annex II, containing details about the data 
sources and methods used for the calculations in this 
report—are available at www.rand.org/t/RRA4439-1.2

For those seeking insights about cannabis policy 
options for the state, please see our companion 
report, Considering the Consequences of Changing 
Cannabis Policy in Indiana (Kilmer et al., 2026). 

The Changing Landscape for 
Legal Cannabis

Cannabis Laws and Policies in the 
United States

The supply and possession of cannabis is illegal 
under U.S. federal law. Within the federal Con-
trolled Substances Act, cannabis is classified as a 

Schedule I drug, meaning that—according to the 
federal government—the drug has no medical value 
and carries a high risk of abuse (Public Law 91-513, 
1971). In December 2025, President Trump signed 
an executive order asking the U.S. Attorney General 
to expedite the process—which was started under 
the Biden administration—to reschedule cannabis 
as a Schedule III drug. Although rescheduling would 
likely financially benefit licensed cannabis companies 
in states that have legalized and reduce some federal 
penalties (see Annex II), rescheduling would neither 
legalize cannabis at the federal level nor make state-
level legalization efforts—for medical and/or adult-
use purposes—compliant with federal law.  

When states first started legalizing medical can-
nabis in the late 1990s and early 2000s, these policy 
changes continued despite some federal efforts to 
shut down or stifle these markets (Kilmer and Mac-
Coun, 2017). A 2013 memorandum from the U.S. 
Department of Justice provided some guidance for 
states legalizing for adult-use purposes but made 
clear that this activity was still illegal under federal 
law (Cole, 2013).3 Beginning in 2014, a budget rider 
was passed in a federal appropriations bill, which 
barred the U.S. Department of Justice from using 
taxpayer funds to prevent states from “implementing 
their own laws that authorize the use, distribution, 
possession, or cultivation of medical marijuana” 
(Lampe, Sacco, and Sheikh, 2024). This policy has 
remained in effect. Although this budget rider is only 
specific to medical laws, federal agencies and poli-
cymakers have largely opted against interfering in 
the nearly half of U.S. states that have legalized can-
nabis production, sales, and possession for adult use 
(National Academies of Sciences, Engineering, and 
Medicine, 2024). 

A sizable and growing literature exists on the 
effects of adult-use legalization. Table 1 summarizes 
the key takeaways from our review of the more-
rigorous studies of legalization (see Annex I for a 
complete description of the methodology and find-
ings). We should note that there is uncertainty about 
the extent to which this evidence base will apply to 
Indiana if it decides to legalize. For example, almost 
all the existing research is based on states that had 
medical cannabis (sometimes longstanding) before 
legalizing adult use, an important difference in the 

http://www.rand.org/t/RRA4439-1
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TABLE 1

Summary of Our Review of the Evidence on Adult-Use Legalization

Outcomes of Focus Findings Generally Point to . . .

Cannabis use and perceptions

Cannabis prevalence among adults Increases in past-month use; larger effects after retail opening

Cannabis prevalence among youth/young 
adults

Mixed; modest increases among young adults, null to small increases among 
youth

Cannabis initiation Increases among adults; larger effects with retail access

Perceptions of cannabis harms Decreases in perceived risk among youth

Modes of consumption Limited causal evidence; sales data show shifts toward concentrates and 
edibles

Use of other substances

Opioid analgesic prescribing Modest reductions that may have attenuated over time; effects may be 
smaller in settings with lower rates of inappropriate prescribing or misuse.

Tobacco use Increases in cannabis-tobacco co-use but no increase in tobacco or nicotine 
use overall

Alcohol use Small increases in consumption; increases in alcohol-cannabis co-use among 
adults

Other substance use or distribution Mixed; some limited evidence of benzodiazepine prescribing reductions

Substance use disorders and poisonings

Cannabis use disorder Stable or declining treatment admissions despite increased use prevalence

Cannabis-related poisonings Large increases, especially pediatric (after edible legalization)

Cannabis-related emergency room and 
hospital visits

Increases in cannabis-related encounters

Opioid overdose mortality Mixed and inconclusive, with more-recent studies indicating potential harms; 
insufficient evidence for causal claims

Other substance disorders and adverse 
outcomes

Insufficient evidence for causal claims

Other health outcomes

Mental health Mixed and inconclusive; heterogeneous effects across populations

Suicide and suicidality Mixed; some evidence of increases among youth in early-adoption states

Pain Limited causal evidence for policy effects; but randomized controlled trials of 
cannabinoids indicate possible small benefits for improving pain severity

Traffic crashes and mortality No consistent effect from legalization alone. Overall increases after retail 
stores open; appears to be driven by a subgroup of states

Labor market and other economic outcomes

Labor markets and income support Small or null overall effects; agriculture employment increases

Tourism Increases in early-adopting states; likely attenuated for later adopters

Home prices Limited causal evidence; studies show mixed local effects depending on 
jurisdiction and study design  
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case of Indiana.4 Much will also depend on the regu-
latory regime and many other policy choices.5

A recent and major change in federal policy has 
been referred to as a loophole or accident that inad-
vertently legalized some forms of intoxicating hemp 
products.6 Specifically, new language was added to 
the 2018 Agriculture Improvement Act (or the 2018 
Farm Bill) in an effort to create a bright line between 
Cannabis sativa L. plants used to grow products that 
will get one high versus those using these plants to 
produce nonintoxicating hemp products (including 
cannabidiol [CBD]) (Public Law 115-334, 2018). The 
2018 Farm Bill revised the federal definition of mari-
juana to exclude plants and their derivatives that are 
less than or equal to 0.3 percent delta-9 THC by dry 
weight. This definition means that these products 
were no longer illegal under the federal Controlled 
Substances Act.

The hemp industry—and others who entered the 
market—saw this new language as a green light to 
produce intoxicating products from cannabis plants as 
long as the plants and products did not exceed 0.3 per-
cent delta-9 THC by dry weight. Under this interpre-
tation, a medium-sized 4-gram gumdrop could have 
12 milligrams of delta-9 THC—typically enough for 
occasional users to feel a psychoactive effect (Martin-
Santos et al., 2012). The industry also interpreted this 
rule as exempting intoxicating products that were 
synthesized from hemp-derived CBD (e.g., delta-8 
THC) from the Controlled Substances Act. Intoxicat-
ing hemp proliferated in many parts of the country—

especially places like Indiana that had not legalized 
cannabis for medical or adult-use purposes. 

Several state attorneys general (including Indi-
ana’s attorney general), public health advocates, and 
some expert panels called for Congress to close this 
loophole, calls that were heeded in November 2025 
(National Academies of Sciences, Engineering, and 
Medicine, 2024; National Association of Attorneys 
General, 2025). As part of the federal expenditure 
bill, Congress added language that any hemp-derived 
product with more than 0.4 mg of total THC per 
container would be categorized as marijuana and 
thus illegal under the Controlled Substances Act. 
Although the law is scheduled to go into effect on 
November 12, 2026, Congress could pass other laws 
to delay, repeal, or adjust it.

Cannabis Laws and Policies in Indiana

It is illegal to produce, distribute, or possess cannabis 
in Indiana.7 A person convicted of a cannabis offense 
can be subject to a fine, community supervision, or 
a term of incarceration. Anyone convicted of supply 
offenses can generally face more severe penalties. 
Even for someone who is not sentenced to incarcera-
tion, that person may still spend some time in jail 
immediately after an arrest. Some of those arrested 
may also be invited to participate in a diversion 
program—especially if it is a first offense—which 
could lead to the charges being dropped after suc-

Table 1—Continued

Outcomes of Focus Findings Generally Point to . . .

Social outcomes

Population change Small positive effects in early-adoption states; may not generalize to late 
adopter states

Crime and arrests Large decreases in cannabis possession arrests; null effects on violent and 
property crime

Homelessness Limited peer-reviewed evidence

State budgets Limited causal evidence; significant cannabis tax revenues, but magnitude 
varies by state; offset considerations apply

SOURCE: Features information from our comprehensive review of sources listed in Annex I. 

NOTE: Italicized categories do not have sufficient peer-reviewed quasi-experimental evidence to establish causal relationships; descriptive or observa-
tional findings are summarized for these outcomes.
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cessful completion. The availability of this option is 
at the discretion of the local prosecutor.8

The cannabis policy environment in a jurisdic-
tion entails more than only the penalties associated 
with cannabis supply and possession. A research team, 
including some authors of this report, developed a 
state-level cannabis policy score based on 17 different 
policies (Blanchette et al., 2022). Some of these policies 
were specific to legalization and possession penalties, 
but others included impaired driving laws, driver’s 
license revocation for underage possession, and clean 
air and smoke-free laws. Drawing on expert ratings of 
the strength of state implementation of the policy, as 
well as the hypothesized effectiveness of the policy for 
reducing problematic cannabis use, researchers aggre-
gated 17 policies into a composite score reflecting the 
restrictiveness of each state’s cannabis policy environ-
ment. Using these composite scores and focusing on 
2019, researchers determined Indiana to be the most 
restrictive state in the nation when it came to cannabis.

Despite being the most restrictive state toward 
cannabis, the sale of intoxicating hemp products—
including delta-9 THC—is ubiquitous throughout 
most of Indiana. The Indiana Office of the Attorney 
General has ruled that hemp-derived delta-9 THC is 
legal under state law (as long as the concentration is 
less than or equal to 0.3 percent by dry weight), but 
other semisynthetic intoxicating hemp products, such 
as delta-8 THC and hexahydrocannabinol (HHC), 
are not.9 Nonetheless, enforcing the law against 
establishments producing or selling these semisyn-
thetic products has not been a priority for most state 
and local officials.10 Thus, these products—which are 

not subject to testing requirements—have prolifer-
ated throughout the state.

Distance to Dispensaries in 
Neighboring States to Indiana

Indiana’s geographic position means that the vast 
majority of residents live within a practical driv-
ing distance of licensed cannabis dispensaries in 
Illinois, Michigan, and/or Ohio. This proximity has 
significant implications for understanding current 
consumption patterns, estimating the potential size 
of a regulated Indiana market, and projecting tax 
revenues that would accrue under legalization.

To quantify accessibility, we conducted a spatial 
analysis of driving distances from Indiana census 
tracts to verified dispensary locations in neighbor-
ing states.11 The results are telling: Approximately 
44 percent of Indiana’s population—nearly 3 mil-
lion residents—lives within a 50-mile drive of at 
least one dispensary in another state. Expanding the 
radius to 100 miles captures 96 percent of Indiana’s 
population, or approximately 6.5 million residents. 
In practical terms, almost all Hoosiers who wish to 
purchase cannabis from a retail store can do so with 
a roundtrip drive of fewer than four hours.

Access to legal cannabis varies geographically 
across Indiana in ways that may shape cross-border 
purchasing patterns and the potential cannabis 
market (Table 2). Northwest Indiana is in close prox-
imity to multiple legal markets. Lake County—home 
to Gary, Hammond, and East Chicago—lies within 
50 miles of dispensaries in both Illinois and Michi-
gan, providing residents with competitive options 

TABLE 2

Indiana Population Within Driving Distance of Dispensaries in Neighboring States

State
Within 50 Miles
(in thousands)

Within 100 Miles
(in thousands) Dispensaries

Illinois 1,433 (21.0%) 4,626 (67.9%) 111

Michigan 1,615 (23.7%) 2,447 (35.9%) 114

Ohio 861 (12.6%) 3,246 (47.7%) 33

At least one state 2,991 (43.9%) 6,540 (96.0%) 258

NOTE: Features population estimates drawn from 2017–2021 American Community Survey 5-year estimates at the census-tract level (U.S. Census 
Bureau, 2022). Distances represent driving distance, not a straight-line distance. The “At least one state” row counts residents within the specified dis-
tance of at least one dispensary in any neighboring state (individuals may be counted in multiple state columns but only once in the total.



6

FIGURE 1

Indiana Population Living within a 50- and 100-Mile Drive of an Adult-Use Cannabis 
Dispensary in a Neighboring State
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SOURCE: Features data drawn from U.S. Census Bureau, 2022. 

and short travel times. Residents of northeast Indiana 
face a different calculus. Allen County, containing 
Fort Wayne and representing one of the state’s largest 
population centers, falls within 50 miles of Ohio dis-
pensaries and 100 miles of Michigan retailers. There-
fore, Fort Wayne residents have relatively convenient 
access to Ohio’s medical and adult-use markets, but 
these markets are smaller and prices are higher than 
Michigan’s options.

Central Indiana, which includes the Indianapolis 
metropolitan area (Marion and Hamilton counties), 
sits beyond 50 miles from any neighboring state’s 
dispensaries. Indianapolis is within 100 miles of 
retailers in both Illinois and Michigan, with round-
trip travel times of three to four hours. This distance 
probably attenuates but does not eliminate cross-
border purchasing, particularly for consumers who 
are willing to make periodic bulk purchases. 

The asymmetry across neighboring states merits 
attention. When the radius expands from 50 to 

100 miles, Illinois provides the most dramatic increase 
in cannabis access for the Indiana population—from 
21 percent to 68 percent. This is because Indianapolis 
falls within 100 miles of Chicago-area dispensaries. 
Ohio similarly expands from 13 percent to 48 percent 
coverage as Indianapolis and surrounding suburbs 
enter range. Michigan’s coverage increases more mod-
estly (24 percent to 36 percent) as Indianapolis remains 
beyond 100 miles (see Figure 1).

These geographic patterns interact with price 
differentials between neighboring markets. Michi-
gan’s exceptionally low prices (see “The Low Costs 
of Cannabis in Michigan” box) may make it the 
preferred destination for price-sensitive Indiana con-
sumers despite longer drive times. Illinois, though 
geographically more convenient for many Indiana 
residents, has cannabis prices roughly double those 
in Michigan because of more restrictive licensing. 
Ohio’s newer market falls between the two. Under-
standing these trade-offs between distance and price 
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is essential for modeling how an Indiana market 
would compete for cannabis consumers who cur-
rently purchase across state lines.

Cannabis Use and Size of the 
Market in Indiana

Characteristics and Number of Indiana 
Residents Who Use Cannabis 

The best source of information on people using can-
nabis by state is the National Survey on Drug Use 
and Health (NSDUH). Although this annual survey 

is designed to produce national estimates, it also pro-
duces state-level estimates by combining data from 
two-year periods (e.g., estimates about the number of 
people who used cannabis in the past month averaged 
across 2023 and 2024). Although general cannabis 
prevalence figures for Indiana are available for the 
2023–2024 period (and described below), details about 
the characteristics of Hoosiers who report using can-
nabis is publicly available only for 2022 and 2023 (as 
of March 2026). Table 3 displays these demographic 
and social-economic characteristics for those who 
reported using in the past month, those who used in 
the past year but not the past month, those who used 
more than a year ago, and those who have never used.

The Low Costs of Cannabis in Michigan

Michigan voters passed adult-use cannabis legalization in November 2018, and the state’s Cannabis Regulatory 
Agency (CRA) did not impose caps on the number of production and retail licenses they issued. The state has 
a population of nearly 10 million people, and CRA data from November 2025 indicate that there were more than 
900 active grower licenses and 843 active retail licenses for the adult-use market (i.e., excluding businesses 
that only serve medical patients). To help put this in perspective, Ohio (which has closer to 12 million residents) 
recently passed a bill capping cannabis dispensaries at 400—fewer than half of the dispensaries currently active 
in Michigan.

Because of the massive amount of production and competition in the state, prices have plummeted. The aver-
age retail price for an ounce in Michigan fell from roughly $250 per ounce in 2021 to $150 per ounce in 2022 
(Semmler, 2022), and now average pretax price is about $60 per ounce (State of Michigan, undated). There is a 
10 percent excise tax on adult-use cannabis sales and a 6 percent state sales tax.

But those are just the averages. It is not hard to find prices that are half that amount within a short drive of the 
Michigan-Indiana border. For example, the first author of this report visited a dispensary in Lawrence, Michi-
gan (population about 1,200; about a 50-mile drive from Indiana border) in July 2025 that was selling an ounce 
for $25, as was the other cannabis retailer across the street. As of January 2026, both establishments are still 
advertising $25 (pretax) per ounce online.

To put this in perspective, a daily cannabis consumer may use 2 grams of flower a day on average (Caulkins, 
Pardo, and Kilmer, 2020). Thus, a consumer could drive to Michigan once a month and legally pay roughly $60 
total for the two ounces (plus gas money) for their monthly supply. Although Michigan law limits possession in 
public to no more than 2.5 ounces, getting caught in Michigan with 2.5 to 5 ounces is just a civil infraction and 
punishable with a fine. If Indiana residents make multiple 2.5-ounce cannabis purchases in Michigan and keep 
the product in the trunk of their vehicle, their chances of getting caught are quite low.

On January 1, 2026, Michigan imposed a new 24 percent excise tax at the wholesale level. It is unclear how this 
will affect retail prices, but for the moment let’s assume that it all gets passed on to the consumer (and retailers 
do not use the opportunity to raise the retail prices above and beyond the tax). While evidence on pass-through 
rates in cannabis markets is limited, one study of Washington estimated that retailers actually passed on more 
than 100 percent of costs to consumers (Hollenbeck and Uetake, 2021), although pass-through rates are likely 
lower in a more competitive market, such as Michigan. With the new tax compounded by the existing retail 
excise and sales tax, the cost to consumers of that advertised $25 per ounce would increase from $29 to $36 
after tax. That equates to an additional quarter per gram, or $0.50 per day for the typical daily user.
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TABLE 3

Characteristics of Indiana Population by Recency of Cannabis Use, 2022–2023

Population Group and Subgroup

Cannabis Use Recency

Past 30 Days Past 31–365 Days >12 Months Ago Never Used

Overall 0.134 0.065 0.262 0.539

(0.013) (0.007) (0.017) (0.021)

Sex

Female 0.144 0.056 0.264 0.536

(0.019) (0.008) (0.020) (0.024)

Male 0.125 0.074 0.259 0.543

(0.015) (0.009) (0.026) (0.029)

Age

12–17 0.061 0.059 0.026 0.855

(0.014) (0.017) (0.009) (0.024)

18–25 0.237 0.133 0.138 0.492

(0.030) (0.020) (0.019) (0.031)

26–34 0.216 0.083 0.260 0.441

(0.024) (0.018) (0.027) (0.031)

35–49 0.149 0.079 0.299 0.473

(0.024) (0.021) (0.029) (0.028)

50 and older 0.084 0.031 0.336 0.548

(0.020) (0.013) (0.034) (0.040)

Race/Ethnicity

Black 0.156 0.033 0.292 0.520

(0.034) (0.007) (0.056) (0.066)

Hispanic  0.133 0.095 0.164 0.608

(0.050) (0.031) (0.029) (0.047)

White 0.131 0.067 0.278 0.523

(0.014) (0.008) (0.019) (0.023)

Other or multiple 0.151 0.034 0.081 0.734

(0.040) (0.014) (0.023) (0.055)

Education (18+)

Less than high school 0.200 0.045 0.272 0.484

(0.051) (0.017) (0.051) (0.062)

Some college or associate’s 
degree

0.166 0.063 0.317 0.454

(0.025) (0.011) (0.034) (0.038)

High school graduate 0.127 0.076 0.248 0.549
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Population Group and Subgroup

Cannabis Use Recency

Past 30 Days Past 31–365 Days >12 Months Ago Never Used

(0.023) (0.013) (0.029) (0.037)

 College graduate 0.115 0.062 0.306 0.517

(0.016) (0.013) (0.020) (0.025)

Income

Less than $20,000 0.203 0.073 0.208 0.517

(0.035) (0.016) (0.035) (0.039)

$20,000–$49,999 0.147 0.073 0.250 0.529

(0.028) (0.013) (0.032) (0.034)

$50,000–$74,999 0.126 0.048 0.274 0.551

(0.022) (0.014) (0.026) (0.034)

$75,000–$99,999 0.082 0.040 0.292 0.587

(0.019) (0.014) (0.048) (0.045)

$100,000 or more 0.107 0.073 0.286 0.534

(0.020) (0.016) (0.029) (0.043)

Unemployed in Past Year

Yes 0.263 0.086 0.146 0.506

(0.045) (0.023) (0.035) (0.058)

No 0.160 0.060 0.306 0.474

(0.019) (0.010) (0.027) (0.027)

NOTE: Cells show column percentage, the share of each IRMJRC category within each subgroup. Standard errors (in parentheses) show the column 
percentage standard error. Overall = marginal distribution.

Table 3—Continued

Focusing on those using in the past month (and 
accounting for most consumption and expenditures), 
respondents between the ages of 18 and 34, those 
with lower incomes, or those who were unemployed 
in the past year were more likely to report use. 

NSDUH produces state-level prevalence esti-
mates for different age groups, and Figure 2 plots the 
past-month prevalence of cannabis use in Indiana 
from 2002 to 2003 and 2023 to 2024 for five age cat-
egories (12 or older; 18 and older; 12 to 17; 18 to 25; 
and 26 and older).

Indiana as a whole has seen a consistent increase 
in the past-month cannabis prevalence rate since 
2011–2012. In 2011 to 2012, 6.2 percent of residents 
ages 12 and older reported use of cannabis in the past 
month; by 2023 to 2024, the rate had more than dou-

bled to 15.5 percent. Accordingly, for this most recent 
period, approximately 900,000 Hoosiers (95 percent 
confidence interval [CI]: 786,000 to 1.02 million) 
reported using cannabis in the past month, and 
approximately 1.3 million reported use in the past 
year (95 percent CI: 1.17 million to 1.44 million). 

However, these trends have varied across age 
groups, especially since 2021. The sharp increase in the 
overall prevalence rate in recent years (from 13.1 per-
cent in 2021–2022 to 16.6 percent in 2023–2024) has 
been driven by the 26-and-older age group. In fact, the 
past-month prevalence rate for those younger than 18 
has been relatively flat since 2021.12

Other data from Indiana that allow for trend 
analyses over time suggest that youth cannabis use 
has decreased over the past decade. The Indiana 
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Youth Survey (INYS) is conducted by the Indiana 
University Prevention Resource Center among 6th, 
8th, 10th, and 12th graders in more than 200 of the 
state’s 1,091 eligible public and charter schools state-
wide (Jun et al., 2024).13 According to the INYS, past-
month cannabis use among 12th graders dropped 
from 21.1 percent in 2016 to 11.2 percent in 2024—a 
reduction of nearly one-half. Declines also occurred 
across the other grade levels over this period.14 The 
2024 INYS also provides new insight into routes of 
administration: among past-month cannabis users, 
vaping was the most common method (endorsed by 
68.7 percent of users).

The divergent trends between those younger 
than 18 and those ages 26 years and older suggest 
that whatever factors are leading to increased adult 
cannabis use—be it changing social norms, prox-
imity to legal markets in neighboring states, or the 
growth of hemp-derived THC products—have not 
translated into increased prevalence among youth. It 
is unclear how much of this decline is attributable to 

students shifting to hemp-derived products and not 
considering them as “marijuana” when answering the 
survey questions.

Total Size of the Cannabis Market in 
Indiana

Although the cannabis-related indicators described 
above provide useful information on the current 
cannabis landscape in Indiana, they are insufficient 
for characterizing the total size of the Indiana can-
nabis market. Yet, measuring the size of the cannabis 
market is key for several purposes. Knowing total 
amount used and expenditures on cannabis helps 
predict the likely consequences of changing can-
nabis policies (e.g., for tax revenues) and informs the 
amount of money going to illegal markets or to legal 
markets in neighboring states.

Ideally, state-representative surveys would ask 
respondents about how much consumers spent on 
cannabis in the past month, and then one could sum 

FIGURE 2

Share of Indiana Population Reporting Cannabis Use in the Past Month, by Age Group, 
2002–2003 to 2023–2024
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up the responses, multiply by 12, and generate an 
annual spending estimate (Caulkins and Kilmer, 
2013). Although some surveys do ask questions about 
cannabis expenditures, comprehensive data that 
would allow us to do this for Indiana do not exist. 
Therefore, we estimate the total number of cannabis 
use days in the state and multiply this by an estimate 
of average spending per use day. This less direct 
method produces wide CIs for annual spending, but 
it allows us to understand the order of magnitude.

Table 4 presents our estimates of Indiana past-
month cannabis users by frequency category. Of the 
896,000 Indiana residents older than age 18 estimated 
by NSDUH to use cannabis in the past month, daily 
or near-daily users represent the largest category 
at approximately 433,000 individuals, followed by 
frequent users (167,000), infrequent users (158,000), 
and occasional users (138,000). There were also 
33,000 past-month users ages 12 to 17 years old, but 
less information is available about their frequency of 
use. Uncertainty around these estimates is captured 
by the “Standard Error” column in the table. Taken 
together, roughly 50 percent of past-month cannabis 
users in Indiana used on a daily or near-daily basis. 

Estimates of spending per use day are derived 
from the International Cannabis Policy Study (ICPS), 
which asks respondents about their cannabis-related 
expenditures in the past 30 days. The ICPS is not 
state representative for Indiana, but its nationally 
focused surveys collect information from Indiana 
residents. Using ICPS data from Indiana respon-
dents, we estimate average spending of $9.86 per 

use day (standard error = $1.44) among respondents 
who reported purchasing cannabis. This included 
spending on all cannabis products expressed in 
2025 dollars. Estimating total annual expenditure 
requires pulling in data from multiple sources and 
adjustments for underreporting in the NSDUH 
survey, each with its own sources of uncertainty. As 
is common in cannabis market estimation (Kilmer 
et al., 2011; Kilmer et al., 2013), we use a Monte Carlo 
simulation approach to capture the combined impli-
cation of uncertainty in various components (param-
eters) of these calculations (see Annex II for more 
details). Figure 3 presents the distribution of results 
after running this simulation 10,000 times. The 
mean and median of this distribution are $1.8 billion, 
and 90 percent of predictions fall between $1.2 billion 
(5th percentile) and $2.6 billion (95th percentile).

An important question is the extent to which this 
$1.8 billion estimate includes spending on intoxicating 
hemp products. Although the NSDUH survey has sep-
arate questions about hemp and cannabis, it is unclear 
how those using hemp-derived THC would answer.15 
Thus, this estimate likely includes some spending on 
intoxicating hemp products in Indiana stores.16

Cannabis and the Criminal 
Justice System in Indiana

Cannabis Arrests in Indiana

Most cannabis arrests in Indiana—and throughout 
the country—involve individuals possessing small 

TABLE 4

Estimated Indiana Cannabis Users by Frequency Category, 2024

Category Days per Month
Estimated Number of  

Past-Month Users (in thousands)
Standard Error  
(in thousands)

Infrequent 1–2 158 35

Occasional 3–5 138 35

Frequent 6–19 167 29

Daily/near-daily 20–30 433 65

Ages 12–17 (all frequencies) 15.7 33 5

Total 929

NOTE: Features estimates based on 2022–2023 use day distributions and 2023–2024 use prevalence. Infrequent, occasional, frequent, and daily/near-
daily categories include youth ages 12 to 17 (SAMHSA, 2026; Center for Behavioral Health Statistics and Quality, 2025). See Annex II for our methodology.
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amounts of the drug; however, many of these arrests 
also involve non-cannabis offenses. Those arrests 
that lead to a criminal conviction can result in crimi-
nal sanctions and several collateral consequences for 
those individuals and their families (Bryan, 2024; 
Schlussel, 2021). These arrests also generate costs for 
police departments, courts, jails, prisons, and com-
munity corrections agencies, although some of these 
costs can be (partially) offset by court fees, fines, and 
pay-to-stay fees for those who are incarcerated. Also, 
an arrest could be the wake-up call for some people 
that they need to change behaviors (e.g., using, driv-
ing under the influence) and possibly enter a treat-
ment program for a substance use disorder.  

According to Indiana’s statewide criminal his-
tory records data, in 2024, there were 13,250 cannabis 
arrests in Indiana involving 12,351 unique individu-
als (some people were arrested more than once). More 
than 90 percent of these arrests were for possession 
(versus production or sales), and more than 75 per-
cent of these arrests also involved a non-cannabis 
charge (e.g., the police also confiscated another illegal 
drug, or the person was also arrested for theft). There 
were roughly 166,000 total arrests in Indiana in 2024, 

meaning that 1 in 12 arrests (8 percent) involved a 
cannabis offense. Statewide, the overall cannabis 
arrest rate in 2024 was 191 per 100,000 residents, 
and the cannabis possession arrest rate was 176 per 
100,000 residents. 

Cannabis arrests in Indiana are not distributed 
evenly across demographic groups (see Table 5). Male 
cannabis arrest rates in 2024 were over twice as high 
as female rates, and the arrest rate for Black residents 
was approximately four times larger than the arrest 
rate for White residents.17 Some age groups (such as 
people younger than 15 or older than 64) were rarely 
arrested for cannabis, whereas rates were the highest 
for individuals between the ages of 15 and 44.

Cannabis arrest rates also vary across jurisdic-
tions. Figure 4 maps how overall rates of cannabis 
arrests differ across Indiana’s 92 counties, again using 
data from 2024 arrests. Generally, Indiana coun-
ties with the highest rates are in the northern half of 
the state and those with the lowest rates are in the 
southern half, but there are strong exceptions to that 
pattern. The three counties with the highest rates are 
Posey (806 arrests per 100,000 residents), White (652), 

FIGURE 3

Distribution of Simulated Indiana Cannabis Expenditure Estimates, 2024
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FIGURE 4

Cannabis Arrest Rates by County in Indiana, 2024

NOTE: Rates are per 100,000 county residents.

00 200200 400400 600600 800800

TABLE 5

Cannabis Arrest Counts and Rates, by Demographic Group

Group Population

Overall
Cannabis
Arrests

Overall
Cannabis

Arrest Rate

Cannabis 
Possession 

 Arrests

Cannabis 
Possession  
Arrest Rate

Sex

Male 3,431,764 9,767 285 8,800 256

Female 3,492,511 3,473 99 3,345 96

Race

Black 631,469 4,617 731 3,971 629

White 5,784,236 8,391 159 7,960 151

Age

1–14 1,289,705 4 0 4 0

15–24 948,979 3,492 368 3,112 328

25–34 929,702 4,281 460 3,900 419

35–44 889,095 3,041 342 2,825 318

45–54 815,867 1,570 192 1,484 182

55–64 832,526 708 85 681 82

65+ 1,218,401 152 12 147 12

NOTE: Rates are per 100,000 state residents of that demographic group.
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and Pulaski (628). The three counties with the lowest 
rates are Daviess (26), Hancock (34), and Wayne (39). 

Cannabis arrests have remained relatively stable 
over the past decade, with the exception of a sharp 
increase and then a decrease between 2015 and 2019. 
Figure 5 describes trends in cannabis arrest counts 
from 2014 to 2024, for all cannabis arrests (the solid 
line) and cannabis possession arrests (the short 
dashed line). Throughout the 11-year period, can-
nabis possession arrests account for the vast majority 
of cannabis arrests and, thus, drive the overall trends. 
Before 2016, overall cannabis arrests were annually 
between 13,000 to 14,000. Between 2016 and 2018, 
they increased, peaking at approximately 20,000 in 
2018, and then equally steeply declined through 2020. 
From 2020 to 2024, the number of cannabis arrests 
was relatively stable, returning to the pre-2016 level 
at around 13,000 arrests per year. Over time, the 
fraction of cannabis arrests that only have cannabis 
charges (i.e., with no charges for other offense types) 
has dropped, from roughly one-third to one-fifth 
(not shown in the figure). 

What Happens After a Cannabis Arrest 
in Indiana?

The process after law enforcement apprehends some-
one for a cannabis offense depends on multiple fac-
tors, such as the type of offense (e.g., possession, sell-
ing), the amount seized, whether other offenses were 
involved (e.g., cocaine possession, theft), whether the 
prosecutor wants to pursue the case, and where the 
offense took place. 

Information in this section was drawn from mul-
tiple sources to provide some insights about what hap-
pens after law enforcement apprehends someone for 
a cannabis-related offense. We start with prosecution 
and the courts and then offer insights into jail stays, 
which can occur immediately after the arrest or after 
the person is convicted. In the latter sections, we focus 
on prisons and community corrections (i.e., parole and 
probation).

Prosecution and the courts. As is common 
in other parts of the country, district attorneys in 
Indiana have tremendous discretion when it comes 
to cannabis cases, especially for first-time posses-
sion offenses. For example, they can decline to pros-
ecute, conditionally discharge the case (meaning the 
charges will be dropped if the defendant completes 
certain conditions), reduce the charges in return for 

FIGURE 5

Indiana Cannabis Arrests, 2014–2024
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a plea deal, or prosecute the case. Using data from 
2022,18 we found that prosecutors declined to file 
cannabis charges or the charges were eventually dis-
missed (which includes a mixture of court dismissals 
or the prosecutors dropping the charges) the majority 
of the time. It is hard to say if any criminal penalties 
were imposed after those arrests, since it is possible 
that a plea deal was reached in which those specific 
cannabis charges were dropped but penalties were 
imposed for another offense.

Jail. As noted, individuals may spend time in jail 
after they are arrested or as part of their sentence if 
they are convicted. We are unaware of a central entity 
in Indiana that routinely collects daily data about 
everyone who is jailed; however, New York Univer-
sity’s Jail Data Initiative has gathered information 
for several years from the daily inmate logs of several 
county jails (Public Safety Lab, undated). We drew 
from these data for the 27 Indiana counties that have 
sufficient information for analyses. Together, these 
counties cover half of Indiana’s population and pro-
vide a decent, albeit limited, picture of the share of 
the jail population with cannabis charges.

The main takeaway is that very few individuals 
who are only arrested for cannabis spend much time 
in jail, if any. On July 1, 2024, there were 9,014 inmates 
in these 27 Indiana county jails. Of these inmates, 
only 839 (9.3 percent) had a cannabis charge. Of these 
839 inmates, almost all of them (98.1 percent) had also 
been arrested for non-cannabis charges.19 

Prisons. Most cannabis charges are misde-
meanors that, on their own, do not lead to a prison 
sentence. Of the 8,491 people admitted to Indiana’s 
prisons in 2024, only 22 (0.26 percent) had cannabis 
charges listed as their most serious offense (Indiana 
Department of Corrections, undated). 

Community supervision.  There are generally 
two types of community supervision: parole (for 
those being supervised after leaving prison) and 
probation (which is often an alternative to being 
incarcerated). Given how few people are sentenced to 
prison for cannabis offenses, the number of parolees 
who were only convicted of a cannabis offense would 
be very small.20

At the end of 2024, county probation depart-
ments in Indiana were supervising approximately 
98,000 adults and juveniles (Supreme Court of 

Indiana, 2024). There are different levels of proba-
tion supervision (high, medium, low, administra-
tive), and the published data do not allow us to 
determine the level of supervision or how many of 
these probationers are being supervised because of a 
cannabis offense. We know that there were roughly 
3,700 people convicted with cannabis charges in 
Indiana in 2022 (and many were also convicted on 
other charges). This would be the upper limit on the 
number of people who are placed on probation per 
year with cannabis charges, and the true number is 
likely to be less because an unknown share of those 
people will receive other sentences, such as a fine. 

Other Outcomes Related to 
Cannabis Use

Substance Use Disorder Treatment 
Admissions for Cannabis in Indiana

Although these various surveys provide useful infor-
mation about the prevalence and frequency of can-
nabis use in Indiana, they do not provide information 
about the number of individuals in the state with a 
cannabis use disorder. There are different severity 
levels of cannabis use disorder. Although cannabis 
use disorder is generally not as harmful as use dis-
orders related to methamphetamine or cocaine, fre-
quent cannabis use can create real problems for some 
people who use and their loved ones.

One way of getting some insight into what is 
happening with cannabis use disorder is to analyze 
admissions to substance use disorder treatment when 
cannabis use is the primary, secondary, or tertiary 
reason for which the person is seeking treatment. 
However, one needs to be very careful when making 

Very few individuals 
who are only arrested 
for cannabis spend 
much time in jail, if any. 
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inferences from treatment data because not every-
one entering treatment for cannabis actually has a 
cannabis use disorder (e.g., the person is referred or 
ordered to treatment from a criminal justice agency 
even though they do not have cannabis use disorder). 
In addition, the available data for Indiana only come 
from treatment facilities that receive state or public 
funding; private treatment facilities typically do not 
report this information to the state (see Annex II for 
more about SAMHSA’s Treatment Episode Data Set).

Figure 6 shows the number of treatment admis-
sions involving cannabis as the primary drug in the 
admission; as any drug in the admission; as the pri-
mary drug in the court-referred admission; and the 
percentage of all admissions for which cannabis is the 
primary drug. Note that although there is a substan-
tial spike in treatment admissions involving cannabis 
in 2018, the proportion of admissions involving can-
nabis as the primary drug over all of Indiana’s treat-
ment admissions did not change. 

Figure 7 presents the number of treatment 
admissions for which cannabis is the primary drug 
over time from 2015 to 2023, stratifying trends by age 
group. The 18–29 age group consistently accounts 
for the highest number of cannabis-primary treat-
ment admissions in Indiana. However, the gap 
between that age group and the others has decreased 
in recent years because of declines in the number 

of admissions for that age group. Other age group 
trends have remained relatively stable over the same 
period. The 30–39 age group accounts for the second-
highest number of admissions, while youth (ages 12 
to 17) account for a far smaller proportion of overall 
cannabis-primary admissions. The aforementioned 
spike in admissions in 2018 was primarily driven 
by two age groups (18-to-29-year-olds and 30-to-
39-year-olds) and, in part, by an increase in court 
referrals at this time. This spike additionally corre-
sponds to the peak in cannabis arrest rates in 2018, 
suggesting that the increase in treatment admissions 
during that year was influenced by heightened crimi-
nal justice involvement related to cannabis offenses.

 There are also substantive age differences in the 
share of treatment admissions for which cannabis 
is listed as the primary substance. In 2023, can-
nabis was the primary drug in almost 20 percent of 
all treatment admissions (see bars in Figure 6), but 
among the youngest age group, 12 to 17 years old, the 
rate was 78 percent. The 18–29 age group was also 
above the average at 31 percent, while the rate among 
patients 30 and older was 13 percent. These findings 
suggest that some age groups, particularly adolescent 
and young adults, are more likely than others to have 
cannabis listed as the primary drug in their treat-
ment admission.

Poison Centers Data

The U.S. Poison Centers National Poison Data System 
(NPDS) is a useful resource for understanding state-
level exposures to cannabis, particularly among 
younger populations (Dilley et al., 2024). The NPDS 
collects detailed information on calls to Poison Cen-
ters for each state and allows disaggregation of poison-
ing cases by key demographic groups, such as those 
ages 0 to 5 years. The NPDS tracks whether the callers 
report synthetic or nonsynthetic cannabis poisoning 
cases; however, it is unclear as to whether synthetic 
cannabis exposures are limited to synthetic cannabi-
noids (e.g., “spice,” which can be much stronger than 
natural cannabis [Prete et al., 2025]), or whether they 
also include hemp-derived semisynthetic products, 
such as delta-8 THC (McConnell, 2025).

In Indiana, cannabis-involved Poison Center 
cases have increased substantially over the past 

Findings suggest that 
some age groups, 
particularly adolescent 
and young adults, are 
more likely than others 
to have cannabis 
listed as the primary 
drug in their treatment 
admission.
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FIGURE 6

Indiana Cannabis Treatment Admissions and Court Referrals, 2015–2023
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FIGURE 7

Indiana Treatment Admissions Where Cannabis Is the Primary Drug by Age Group, 
2015–2023
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decade, with a more rapid increase seen since around 
2019 (Figure 8). Noticeably, cannabis-involved Poison 
Center cases in Indiana for those ages 5 and younger 
increased from 4 percent of all cannabis cases in 2015 
to almost 40 percent in 2024.

Concluding Thoughts

As policy discussions about cannabis and intoxicat-
ing hemp gain prominence in Washington, D.C., and 
Indiana, it is critical that Hoosiers have reliable data to 
guide these conversations. In this report, we provided 
a comprehensive assessment of many indicators and 
outcomes that feature in these debates, but the assess-
ment is not exhaustive. 

Our goal was not only to provide an assessment 
of the cannabis policy landscape in Indiana but also 
to highlight the areas in which there is uncertainty. 
For example, while there are relatively reliable data 
about the number of people using cannabis in Indi-
ana and how frequently they use, much less is known 
about the products people are using and the levels 
of cannabinoids they are consuming.21 There is also 
much to learn about the share of delta-9 THC con-
sumed by Hoosiers coming from (1) Indiana stores 

FIGURE 8

Indiana Cannabis-Involved Poison Center Cases, by Age Group and Type of Cannabis
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selling intoxicating hemp products, (2) neighbor-
ing states, (3) those illegally growing in Indiana, or 
(4) illegal products that have been imported from 
other states. Fortunately, the state could learn more 
about consumption and sources by augmenting exist-
ing surveys, administering its own, or collaborating 
with other cannabis data collection efforts (e.g., the 
ICPS) (Hammond et al., 2025).

Another area deserving of more research is the 
overall effect of cannabis on health outcomes—both 
negative and positive—and how these relationships 
may have changed for Indiana residents with the 
proliferation of intoxicating hemp products. In this 
report, we included new information about cannabis 
treatment admissions and calls to Poison Centers, but 
detailed and rigorous analyses of claims data, hos-
pitalizations, emergency room visits, and pharmacy 
data could yield additional insights.

Although this report is not the final word on 
cannabis and intoxicating hemp in Indiana, it serves 
as a useful primer for those seeking a better view of 
the existing landscape. We hope these insights and 
those produced by other researchers will help ground 
discussions on a topic that is often controversial and 
always complex.
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Notes
1   For the purposes of this report, we use the term cannabis to 
refer to varieties of the cannabis plant or derived products that 
contain a high amount of delta-9 tetrahydrocannabinol (THC), 
the plant’s principal psychoactive compound. We distinguish the 
term hemp as varieties of the cannabis plant that, as defined in 
federal law (as of early 2026) contain less than or equal to 0.3 per-
cent concentration of delta-9 THC.
2  For this report, statistics and calculations we present were 
drawn from our review and analyses of secondary sources listed 
in Annex I and Annex II unless otherwise cited from different 
sources that will be specifically noted.
3   The U.S. Department of Justice also published a memorandum 
in 2009 relaxing federal enforcement policy on medical cannabis 
and subsequently reversed this position with another memoran-
dum in 2011. For additional information on these memorandums 
and how they affected youth, see Smart and Doremus (2023).
4   One might expect the effects of legalization on cannabis use 
and related outcomes to be larger in Indiana than in the states 
that adopted adult legalization on top of an existing medical 
regime. On the other hand, much of the evidence on the effects 
of legalization draws on policy variation implemented prior to 
the 2018 Farm Bill and from states more isolated from other 
states with legal cannabis regimes than Indiana. Access to can-
nabis products may not change dramatically after legalization for 
many Indianans because regular retail establishments sell delta-9 
THC products and residents have relatively easy access to inex-
pensive legal cannabis products from bordering states.
5   For more information, see our companion report on Indiana 
cannabis policy (Kilmer et al., 2026). 
6   Some argue that this was not a loophole or accident (for exam-
ple, see Jaeger, 2025). 
7   In general, Indiana does not allow cannabis to be used for 
medical purposes, although, in April 2017, Indiana Governor 
Eric Holcomb signed a restrictive bill into law allowing the use 
of CBD oil (containing no more than 0.3 percent total THC) for 
those suffering from treatment-resistant epilepsy (Indiana House 
Bill 1148, 2017). Physicians who are board-certified in neurology 
can recommend this oil to patients.
8   Another example of discretion includes Marion County’s deci-
sion to not prosecute possession cases involving small amounts 
of cannabis (Hill and Martin, 2019). As displayed in Figure 2, the 
arrest rate in Marion County is similar to many other counties in 
the state.
9   In 2025, Indiana’s attorney general wrote: 

As you know, the federal 2018 Agricultural Improve-
ment Act (the “Farm Bill”) legalized hemp by defining it 
as cannabis containing no more than 0.3% total delta-9 
THC by dry weight, and Indiana law allows for the sale 
and possession of such delta-9 products. However, the 
federal law did not address other isomers, such as delta-8 
THC, delta-10 THC, or HHC, which have similar chemi-
cal structures and, pointedly, have similar psychoactive 
effects. These products are currently illegal in Indiana. 
See my Official Opinion 2023-1. Given the illegality of 
these products and their psychoactive effects, for the last 
several weeks, my office has engaged in a concerted effort 
to ensure that the General Assembly is clear-eyed in its 

consideration of [Senate Bill] 478, which seeks to regulate 
such isomers (Rokita, 2025; emphasis added). 

Indiana’s attorney general also stated in 2023: 

[T]HC variants, including but not limited to delta-8 THC, 
delta-10 THC, THC-O, and THC-P as well as derivatives 
and isomers of these compounds, fall within the currently 
defined controlled substance “Tetrahydrocannabinols” 
as a Schedule I controlled substance within Ind. Code § 
35-48-2-4(d)(31). . . . Even as a natural extraction of the 
cannabis plant, delta-8 THC would still be classified as 
a controlled substance under the statute (Rokita, 2023, , 
pp. 1, 11).

10   There were some exceptions, at least early on (e.g., Dubois 
County) (Gray, 2023).
11   Dispensary locations were obtained from the following offi-
cial state regulatory agencies: the Illinois Cannabis Regulation 
Oversight Officer, Michigan Cannabis Regulatory Agency, and 
Ohio Department of Commerce. We identified all licensed dis-
pensaries within 50 miles of Indiana’s border and verified their 
operational status through direct telephone contact, confirming 
current addresses and business hours. Of 318 licensed locations 
within 50 miles of Indiana, 258 were verified as actively operat-
ing at the time of data collection (October to November 2025). 
Driving distances from Indiana census tract centroids to dis-
pensary locations were calculated using origin-destination cost 
matrices constructed in ArcGIS with the ArcGIS World Geo-
coder (Wang and Xu, 2011). Population data are derived from 
the 2017–2021 American Community Survey 5-Year Estimates 
matched by census tract geographic identifiers (U.S. Census 
Bureau, 2022).
12   The research community tends to rely more on NSDUH for 
measuring cannabis use in the general population, but for Indi-
ana, the Behavioral Risk Factor Surveillance System (BRFSS) 
has a much larger sample size (more than 9,000). Data from 
the BRFSS show past-month prevalence for those 18 and older 
increasing from 8.0 percent in 2020 to 10.1 percent in 2023. 
NSDUH consistently produces higher estimates than BRFSS, 
with the gap widening by more than 300,000 people circa 2023 
and 2024. The persistent gap between estimates reflects funda-
mental methodological differences. BRFSS is a telephone survey 
and NSDUH uses computer-assisted self-interviewing for sensi-
tive questions, allowing respondents to enter answers privately 
rather than reporting drug use verbally to an interviewer (when 
not conducted online). Theoretically, this should reduce social 
desirability bias and lead to more accurate answers. NSDUH also 
covers populations excluded from telephone surveys, including 
residents of college dormitories, shelters, and rooming houses. 
As a dedicated substance use survey, NSDUH employs extensive 
screening questions and probes that improve recall, whereas 
BRFSS embeds cannabis questions within a general health 
survey. Thus, we use NSDUH for our calculations instead of 
BRFSS.
13   We rely on the biennial random sample of a subset of approxi-
mately one-third of participating schools for inference about 
youth cannabis use and perceptions in the state between 2016 
and 2024 (Gassman et al., 2016; Gassman et al., 2018; Jun et al., 
2024).
14   The prevalence in grade 10 fell from 12.1 percent to 8.4 per-
cent over this period; among 8th graders, it declined from 
6.3 percent to 4.2 percent.
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suggests that the arrest rate for individuals who are Black is  
4.6 times higher than it is for individuals who are White  
(= 731/159); for possession, it was 4.2 times higher (= 629/151). 
Given the complexity, we excluded multiracial individuals from 
the denominators of these calculations. If we assume that every 
time a multiracial Black individual was arrested that the person 
was recorded as Black in the arrest data, changing the Black pop-
ulation denominator to include those individuals would result in 
a slightly smaller Black-White difference of cannabis arrest rates 
(roughly 3.6 times higher). Thus, we are most comfortable stating 
that the arrest rate for Black residents was approximately four 
times larger than it was for White residents.
18   Because it takes time for charges to be processed before they 
reach a final disposition—for instance, because of criminal 
trials—in this section, we focus on data from the 14,235 cannabis 
charges resulting from 12,625 cannabis-involved arrests made in 
2022, which have had more time to reach a disposition.
19   The missing data mean we cannot precisely count the state-
wide number of inmates with cannabis charges. However, if 
we assume that the rate of cannabis inmates per capita (i.e., per 
county resident) was the same for the remaining counties, there 
would be 1,698 inmates with cannabis charges on July 1, 2024, 
for all of Indiana. The arrest rate for cannabis per capita was 
19.5 percent higher in the counties for which we do not have 
jail data. If we assume that this translates into an equivalent 
(19.5 percent) increase in cannabis bookings per capita for the 
counties with missing jail data, then 1,841 inmates across Indi-
ana would be in jail with cannabis charges on July 1, 2024.
20   Because many parolees are subjected to drug testing, those 
who test positive for cannabis could be violated and returned to 
prison. It is unclear how often this occurs, and it also applies to 
probationers and jails. 
21   In 2024, the INYS added past-month frequency questions for 
different modes of cannabis use (Jun et al., 2024).

15   In the survey section on marijuana, NSDUH notes the 
following: 

The next questions are about CBD or hemp products 
made from hemp plants. CBD and hemp products have 
no or small amounts of THC and are not intended to 
cause a “high.” They come in many forms including oils, 
lotions, edibles, and isolate. People sometimes use them to 
relieve pain, to reduce anxiety, or to help them sleep. Have 
you ever, even once, used any CBD or hemp products? 
(SAMHSA, 2026). 

Next, NSDUH presents the following: 

The next questions are about marijuana and cannabis 
products, sometimes called pot, weed, hashish, or con-
centrates. Some of the ways these products can be used 
are smoking (such as in joints, pipes, bongs, blunts, or 
hookahs), vaping (using vape pens, dab pens, tabletop 
vaporizers, or portable vaporizers), dabbing, eating or 
drinking, or applying as a lotion. Please exclude your use 
of CBD or hemp products when answering these ques-
tions (SAMHSA, 2026; emphasis added). 

It is possible that some people will classify intoxicating hemp 
as cannabis, given that hemp is categorized as having no or small 
amounts of THC in hemp products not intended to cause a high. 
However, given the emphasized sentence at the end of the sur-
vey’s cannabis question, they may not. 
16   The national estimates on retail expenditures on intoxicat-
ing hemp vary dramatically (Brightfield Group, 2024; Whitney 
and Wilberding, 2023a; Whitney and Wilberding, 2023b), and 
the publicly available estimates available for Indiana focus on 
all hemp-derived cannabinoids, including CBD (Whitney and 
Wilberding, 2023a; Whitney and Wilberding, 2023b). There are 
also some questions about spending on different intoxicating 
hemp products in the ICPS. As discussed in Annex II, our best 
estimate for annual spending on intoxicating hemp in Indiana 
ranges from about $175 million to $350 million.
17   These arrest data do not contain information on ethnicity; 
and, in terms of race, individuals are classified by law enforce-
ment as Black, White, or Other. For any cannabis arrest, Table 5 
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