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Marijuana is a plant containing a psychoactive chemical, tetrahydrocannabinol 

(THC), in its leaves, buds and flowers. Marijuana is the most commonly used 

illicit drug, with forty-two percent of American adults reporting that they have 

used it.  

Despite the fact that marijuana is less harmful than most other drugs, including 

alcohol and tobacco, it is the most common drug that people are arrested for 

possessing. US marijuana policy is unique among American criminal laws in 

being enforced so widely and harshly, yet deemed unnecessary by such a 

substantial portion of the population. 

Fact: More than 800,000 people are arrested for marijuana 
each year, the vast majority of them for simple possession. 

Police prosecuted 858,408 persons for marijuana violations in 2009, according to 

the Federal Bureau of Investigation’s annual Uniform Crime Report. Marijuana 

arrests now comprise more than one-half (approximately 52 percent) of all drug 

arrests reported in the United States. A decade ago, marijuana arrests comprised 

just 44 percent of all drug arrests. Approximately 46 percent of all drug 

prosecutions nationwide are for marijuana possession. Of those charged with 

marijuana violations, approximately 88 percent (758,593 Americans) were 

charged with possession only. The remaining 99,815 individuals were charged 

with “sale/manufacture,” a category that includes virtually all cultivation 

offenses.[1] 

Fact: Most marijuana users never use any other illicit drug.  

Marijuana does not cause people to use hard drugs. Marijuana is the most 

popular illegal drug in the United States today. Therefore, people who have used 

less popular drugs such as heroin, cocaine, and LSD, are likely to have also 

used marijuana. Most marijuana users never use any other illegal drug and the 

vast majority of those who do try another drug never become addicted or go on 

to have associated problems. Indeed, for the large majority of people, marijuana 

is a terminus rather than a so-called gateway drug.[2] 



Fact: Most people who use marijuana do so occasionally. 
Increasing admissions for treatment do not reflect increasing 
rates of clinical dependence. 

According to a federal Institute of Medicine study in 1999, fewer than 10 percent 

of those who try marijuana ever meet the clinical criteria for dependence, while 

32 percent of tobacco users and 15 percent of alcohol users do. According to 

federal data, marijuana treatment admissions referred by the criminal justice 

system rose from 48 percent in 1992 to 58 percent in 2006. Just 45 percent of 

marijuana admissions met the Diagnostic and Statistical Manual of Mental 

Disorders criteria for marijuana dependence. More than a third hadn’t used 

marijuana in the 30 days prior to admission for treatment.[3] 

Fact: Claims about marijuana potency increases are vastly 
overstated. In addition, potency is not related to risk of 
dependence or health impacts.  

Although marijuana potency may have increased somewhat in recent decades, 

claims about enormous increases in potency are vastly overstated and not 

supported by evidence. Nonetheless, potency is not related to risks of 

dependence or health impacts. According to the federal government's own data, 

the average THC in domestically grown marijuana – which comprises the bulk of 

the US market – is less than 5 percent, a figure that has remained unchanged for 

nearly a decade. In the 1980s, by comparison, the THC content averaged around 

3 percent. Regardless of potency, THC is virtually non-toxic to healthy cells or 

organs, and is incapable of causing a fatal overdose. Currently, doctors may 

legally prescribe Marinol, an FDA-approved pill that contains 100 percent THC. 

The Food and Drug Administration found THC to be safe and effective for the 

treatment of nausea, vomiting, and wasting diseases. When consumers 

encounter unusually strong varieties of marijuana, they adjust their use 

accordingly and smoke less.[4] 

Fact: Marijuana has not been shown to cause mental illness. 

Some effects of marijuana ingestion may include feelings of panic, anxiety, and 

paranoia. Such experiences can be frightening, but the effects are temporary.  

That said, none of this is to suggest that there may not be some correlation (but 

not causation) between marijuana use and certain psychiatric ailments. 

Marijuana use can correlate with mental illness for many reasons. People often 

turn to the alleviating effects of marijuana to treat symptoms of distress. One 



study performed in Germanyshowed that marijuana offsets certain cognitive 

declines in schizophrenic patients. Another study demonstrated that psychotic 

symptoms predict later use of marijuana, suggesting that people might turn to the 

plant for help rather than become ill after use.[5] 

Fact: Marijuana use has not been shown to increase risk of 
cancer. 

Several longitudinal studies have established that even long-term use of 

marijuana (via smoking) in humans is not associated with elevated cancer risk, 

including tobacco-related cancers or with cancer of the following sites: colorectal, 

lung, melanoma, prostate, breast, cervix. A more recent (2009) population-based 

case-control study found that moderate marijuana smoking over a 20 year period 

was associated with reduced risk of head and neck cancer (See Liang et 

al).  And a 5-year-long population-based case control study found even long-term 

heavy marijuana smoking was not associated with lung cancer or UAT (upper 

aerodigestive tract) cancers.[6] 

Fact: Marijuana has been proven helpful for treating the 
symptoms of a variety of medical conditions. 

Marijuana has been shown to be effective in reducing the nausea induced by 

cancer chemotherapy, stimulating appetite in AIDS patients, and reducing 

intraocular pressure in people with glaucoma. There is also appreciable evidence 

that marijuana reduces muscle spasticity in patients with neurological disorders. 

A synthetic capsule is available by prescription, but it is not as effective as 

smoked marijuana for many patients. Learn more about medical marijuana. [7] 

Fact: Marijuana use rates in the Netherlands are similar to 
those in the U.S. despite very different policies. 

The Netherlands' drug policy is one of the most nonpunitive in Europe. For more 

than twenty years, Dutch citizens over age eighteen have been permitted to buy 

and use cannabis (marijuana and hashish) in government-regulated coffee 

shops. This policy has not resulted in dramatically escalating marijuana use. For 

most age groups, rates of marijuana use in the Netherlands are similar to those 

in the United States. However, for young adolescents, rates of marijuana use are 

lower in the Netherlands than in the United States. The Dutch government 

occasionally revises existing marijuana policy, but it remains committed to 

decriminalization.[8] 



Fact: Marijuana has not been shown to cause long-term 
cognitive impairment.  

The short-term effects of marijuana include immediate, temporary changes in 

thoughts, perceptions, and information processing. The cognitive process most 

clearly affected by marijuana is short-term memory. In laboratory studies, 

subjects under the influence of marijuana have no trouble remembering things 

they learned previously. However, they display diminished capacity to learn and 

recall new information. This diminishment only lasts for the duration of the 

intoxication. There is no convincing evidence that heavy long-term marijuana use 

permanently impairs memory or other cognitive functions.[9] 

Fact: There is no compelling evidence that marijuana 
contributes substantially to traffic accidents and fatalities. 

At some doses, marijuana affects perception and psychomotor performance –

 changes which could impair driving ability. However, in driving studies, 

marijuana produces little or no car-handling impairment – consistently less than 

produced by low to moderate doses of alcohol and many legal medications. In 

contrast to alcohol, which tends to increase risky driving practices, marijuana 

tends to make subjects more cautious. Surveys of fatally injured drivers show 

that when THC is detected in the blood, alcohol is almost always detected as 

well. For some individuals, marijuana may play a role in bad driving. The overall 

rate of highway accidents appears not to be significantly affected by marijuana's 

widespread use in society.[10] 
 

Sources 
More than 800,000 people are arrested for marijuana each year, the vast 

majority of them for simple possession. 

United States. Federal Bureau of Investigation. Uniform Crime Reports for the 

United States, 2009. Washington: U. S. Dept. of Justice, 2010. 

Gettman, Jon B. National Organization for the Reform of Marijuana Laws. Crimes 

of Indescretion: Marijuana arrests in the United States. Washington: NORML, 

2005. 

Return to Marijuana Facts. 

  



Most marijuana users never use any other illicit drug.  

Morral, Andrew R.; McCaffrey, Daniel F. and Susan M. Paddock. “Reassessing 

the marijuana gateway effect.” Addiction  97.12 (2002): 1493-504. 

United States. National Household Survey on Drug Abuse: Population 

Estimates 1994. Rockville, MD: U.S. Department of Health and Human Services, 

1995. 

National Household Survey on Drug Abuse: Main Findings 1994. Rockville, MD: 

U.S. Department of Health and Human Services, 1996. 

D.B. Kandel and M. Davies, “Progression to Regular Marijuana Involvement: 

Phenomenology and Risk Factors for Near-Daily Use,” Vulnerability to Drug 

Abuse, Eds. M. Glantz and R. Pickens. Washington, D.C.: American 

Psychological Association, 1992: 211-253. 

Return to Marijuana Facts. 

  

Most people who use marijuana do so occasionally. Increasing admissions 

for treatment do not reflect increasing rates of clinical dependence. 

United States. Dept. of Health and Human Services. DASIS Report Series, 

Differences in Marijuana Admissions Based on Source of Referral. June 24 2005. 

Benson, John A. and Janet E. Joy, Stanley J. Watson, eds. Marijuana and 

Medicine: Assessing the Science Base. Institute of Medicine, Division of 

Neuroscience and Behavioral Health. Washington, D.C.: National Academy 

Press.  

Johnson, L.D., et al. “National Survey Results on Drug Use from the Monitoring 

the Future Study, 1975-1994, Volume II: College Students and Young Adults.” 

Rockville, MD: U.S. Department of Health and Human Services, 1996. 

Kandel, D.B., et al. “Prevalence and demographic correlates of symptoms of 

dependence on cigarettes, alcohol, marijuana and cocaine in the U.S. 

population.” Drug and Alcohol Dependence 44 (1997):11-29. 

Stephens, R.S., et al. “Adult marijuana users seeking treatment.” Journal of 

Consulting and Clinical Psychology 61 (1993): 1100-1104. 



Return to Marijuana Facts. 

  

Claims about marijuana potency increases are vastly overstated. In 

addition, potency is not related to risk of dependence or health impacts.  

ElSohly, et al., “Potency Trends of Delta9-THC and Other Cannabinoids in 

Confiscated Marijuana from 1980-1997,” Journal of Forensic Sciences 45 (2000): 

24-30. 

  

Heishman SJ, Stitzer ML, Yingling JE, 1989. “Effects of tetrahydrocannabinol 

content on marijuana smoking behavior, subjective reports, and performance.” 

Department of Psychiatry and Behavioral Sciences, Johns Hopkins University 

School of Medicine, Baltimore, MD.  

  

King LA, Carpentier C, Griffiths P. “Cannabis potency in Europe.” Addiction. 2005 

Jul; 100(7):884-6 

Henneberger, Melinda. "Pot Surges Back, But It’s, Like, a Whole New 

World." New York Times 6 February 1994: E18. 

Brown, Lee. “Interview with Lee Brown,” Dallas Morning News 21 May 1995. 

Drug Enforcement Administration. U.S. Drug Threat Assessment, 1993. 

Washington, DC: U.S. Department of Justice, 1993. 

Kleiman, Mark A.R. Marijuana: Costs of Abuse, Costs of Control. Westport: 

Greenwood Press, 1989. 29. 

Bennett, William. Director of National Drug Control Policy, remarks at Conference 

of Mayors. 23 April 1990. 

Return to Marijuana Facts. 

  

Marijuana has not been shown to cause mental illness. 

Iverson, Leslie. “Long-term effects of exposure to cannabis.” Current Opinion in 

Pharmacology 5(2005): 69-72. 



SBD Bahri, MC Jockers-Scherübl. “Cannabis induces different cognitive changes 

in schizophrenic patients and in controls,” Klinik für Psychiatrie und 

Psychotherapie, Charité, Universitätsmedizin Berlin, Pharmacopsychiatry 2005; 

38 

Weiser and Noy. “Interpreting the association between cannabis use and 

increased risk of schizophrenia.” Dialogues in Clincal Neuroscience 1(2005): 81-

85. 

"Cannabis use will impair but not damage mental health." London Telegraph. 23 

January 2006. 

Andreasson, S. et al. “Cannabis and Schizophrenia: A Longitudinal study of 

Swedish Conscripts,” The Lancet  2 (1987): 1483-86. 

Degenhardt, Louisa, Wayne Hall and Michael Lynskey.  “Testing hypotheses 

about the relationship between cannabis use and psychosis,” Drug and Alcohol 

Dependence 71 (2003): 42-4. 

Weil, A. “Adverse Reactions to Marijuana: Classification and Suggested 

Treatment.”New England Journal of Medicine 282 (1970): 997-1000. 

Return to Marijuana Facts. 

  

Marijuana use has not been shown to increase risk of cancer. 

M. Hashibe et al., “Marijuana use and the risk of lung and upper aerodigestive 

tract cancers: results of a population-based case-control study,” Cancer 

Epidemiology Biomarkers & Prevention 15, no. 10 (October 2006): 1829-1834. 

Tan WC, Lo C, Jong A, et al.; for the Vancouver Burden of Obstructive Lung 

Disease (BOLD) Research Group. Marijuana and chronic obstructive lung 

disease: a population-based study. Canadian Medical Association 

Journal 2009;180:814–20.  

Nahas, Gabriel G. and Nicholas A. Pace. Letter. “Marijuana as Chemotherapy 

Aid Poses Hazards.” New York Times 4 December 1993: A20. 



Inaba, Darryl S. and William E. Cohen. Uppers, Downers, All-Arounders: 

Physical and Mental Effects of Psychoactive Drugs. 2nd ed. Ashland: CNS 

Productions, 1995. 174. 

Return to Marijuana Facts. 

  

Marijuana has been proven helpful for treating the symptoms of a variety of 

medical conditions. 

Vinciguerra, Vincent; Moore, Terry and Eileen Brennan. “Inhalation marijuana as 

an antiemetic for cancer chemotherapy.” New York State Journal of Medicine 85 

(1988): 525-27. 

McCabe M,  Smith FP,  Macdonald JS. “Efficacy of tetrahydrocannabinol in 

patients refractory to standard antiemetic therapy.” Investigational New Drugs 6.3 

(1988): 243-46. 

Gorter, R., et al. “Dronabionol effects on weight in patients with HIV infection.” 

1992.AIDS 6 (1992):127-38. 

Foltin, R.W., et al. “Behavioral analysis of marijuana effects on food intake in 

humans.”Pharmacology Biochemistry and Behavior 25 (1986): 577-82. 

Crawford, W.J. and Merritt, J.C. “Effect of tetrahydrocannabinol on Arterial and 

Intraocular Hypertension.” International Journal of Clinical of Pharmacology and 

Biopharmaceuticals 17 (1979):191-96. 

Merritt, J.C., et al. “Effects of marijuana on intraocular and blood pressure on 

glaucoma.” Ophthamology 87 (1980):222-28. 

Baker, D., Gareth Pryce and J. Ludovic Croxford. “Cannabinoids control 

spasticity and tremor in a multiple sclerosis model.” Nature  404.6773 (2000): 84-

7. 

Hanigan, W.C., et al. “The Effect of Delta-9-THC on Human Spasticity.” Clinical 

Pharmacology and Therapeutics 39 (1986):198. 

Return to Marijuana Facts. 

  



Marijuana use rates in the Netherlands are similar to those in the U.S. 

despite very different policies. 

Fromberg, E. “The Case of the Netherlands: Contradictions and Values in 

Questioning Prohibition.” 1994 International Report on Drugs, Brussels: 

International Antiprohibitionist League, 1994. 113-124. 

Sandwijk, J.P., et al. Licit and Illicit Drug Use in Amsterdam II. Amsterdam: 

University of Amsterdam, 1995. 

Gunning, K.F. Crime Rate and Drug Use in Holland. Rotterdam: Dutch National 

Committee on Drug Prevention. 1993. 

Return to Marijuana Facts. 

  

Marijuana has not been shown to cause long-term cognitive impairment.  

Wetzel, C.D. et al., “Remote Memory During Marijuana 

Intoxication,”Psychopharmacology 76 (1982): 278-81. 

Deadwyler, S.A. et al., “The Effects of Delta-9-THC on Mechanisms of Learning 

and Memory.” Neurobiology of Drug Abuse:  Learning and Memory. Ed. L. 

Erinoff. Rockville, MD: National Institute on Drug Abuse 1990. 79-83. 

Block, R.I. et al., “Acute Effects of Marijuana on Cognition: Relationships to 

Chronic Effects and Smoking Techniques.” Pharmacology Biochemistry and 

Behavior 43 (1992): 907-917. 

Return to Marijuana Facts. 

  

There is no compelling evidence that marijuana contributes substantially to 

traffic accidents and fatalities. 

Center on Addiction and Substance Abuse. “Legalization: Panacea or Pandora’s 

Box”. New York. (1995):36. 

Swan, Neil. “A Look at Marijuana’s Harmful Effects.” NIDA Notes. 9.2 (1994): 14.  



Moskowitz, Herbert and Robert Petersen. Marijuana and Driving: A Review. 

Rockville: American Council for Drug Education, 1982. 7. 

Mann, Peggy. Marijuana Alert. New York: McGraw-Hill, 1985. 265. 
 


