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Background and Rationale
Marijuana (cannabis) is the most commonly used federally illicit substance in the United States (1). In 2016, an estimated 24 million (8.9%) of the U.S. population aged 12 years or older reported using marijuana during the preceding month (1). Under federal law, marijuana is considered an illegal Schedule I drug. However, since 1996, U.S. state policies legalizing the use and commercial sales of marijuana or one of its constituents for medical or non-medical (recreational) use have been increasing (2). Including states that have legalized low-THC/CBD[footnoteRef:1] products, all but four U.S. states have a policy in place legalizing some form of marijuana. As of February, 2018, 30 states and the District of Columbia (DC) have legalized the use and commercial sales of marijuana or its constituents for medical use. Of those states, nine states (Washington [2012], Colorado [2012], Oregon [2014], Alaska [2014], California [2016], Maine [2016], Massachusetts [2016], Nevada [2016], and Vermont [2018]) and DC [2014] have legalized marijuana for non-medical, recreational, or adult use (2). Nearly 60% of Americans now reside in a U.S. state that has legalized marijuana or parts of its constituents for medical or recreational purposes, and one in five Americans, or approximately 63 million people, now live in a state with legal adult use of marijuana.  [1:  The marijuana (cannabis) plant has more than 104 cannabinoids, including a group of psychoactive (mind-altering) chemical compounds (e.g. delta-9-tetrahydrocannabinol (THC), as well as less psychoactive compounds (e.g. Cannabidiol [CBD]). ] 

The potential harms and benefits of marijuana and its constituents are still largely unknown. Recent reviews of the science by the World Health Organization (3) and the National Academies of Sciences (NAS)(4) suggest that while marijuana has potential benefit for treatment of chronic pain, as an anti-emetic, and for improving patient-reported symptoms of multiple sclerosis, it is linked to chronic bronchitis and worsened respiratory symptoms, potential impairment in learning, memory, and attention, increases in impaired driving and motor vehicle crash, increases in accidental overdose among children, low birth weight among babies born to mothers who used marijuana, and the development of schizophrenia and other psychosis, marijuana dependence, and dependence on other substances – especially in individuals who initiate use in adolescence and among frequent users (3, 4). Evidence remains inconclusive in some critically important public health areas, including: cancer, chronic obstructive pulmonary disease, perinatal and neonatal outcomes, cardiovascular effects, and the impact of secondhand smoke. 
Timely surveillance data are warranted in states to monitor potential changes to patterns of marijuana use, to assess possible adverse health effects of marijuana or its constituents, and to plan prevention activities accordingly. Current surveillance systems used to monitor marijuana use and behaviors contain indicators that were established before widespread marijuana policy changes, and may not be reflective of the current surveillance needs. For example, to date, health effects research and public health surveillance data do not account for the myriad of new high potency marijuana products that are now available (5), including edibles, concentrates, and oils. It is unknown how these new emerging products and evolving modalities of use (including dabbing and vaping hash oil) may further impact population-based health outcomes. Similarly, surveillance data do not currently capture detailed frequency of use data (beyond number of days of use in the past month) to help identify and monitor potentially changing patterns of heavy use. Furthermore, patterns of use and products being consumed may differ vastly by state or region due to variable policies. Currently, some national surveillance systems are limited or unable to provide annual estimates at state and sub-state levels. 
Frequent and timely data from both national and state-based public health surveillance systems are vital for informing, developing and evaluating interventions and prevention activities(6) related to local policies or possible adverse effects or benefits of marijuana. In addition, surveillance data can be used to inform programs to protect public health and safety in an era of state marijuana legalization, and to communicate with stakeholders about emerging evidence related to marijuana. Importantly, having baseline data at the state or local jurisdiction level before marijuana policy changes occur is useful as a way to measure the impact future policies may have on use of marijuana and on related health outcomes. Accordingly, because all states are directly or indirectly impacted by marijuana policy change, all states should consider implementing a state-based public health surveillance program related to marijuana. 
Purpose 
The purpose of this document is to aid in the development, implementation and ongoing improvement of population-based marijuana surveillance and monitoring efforts in states. The ultimate goal of this report is to provide support to health officials in aligning survey indicators across states for improved state-to-state comparisons. Accordingly, this document contains suggested indicators and related measures for populations-based marijuana surveys, and seeks to provide states and local jurisdictions with recommended wording for questions. 
National and state-based surveillance systems can be difficult to modify in a timely matter. The goal of this document is not to replace existing surveillance systems that currently assess marijuana use and behavior (e.g., National Survey on Drug Use and Health [NSDUH], Monitoring the Future [MTF], Behavioral Risk Factor Surveillance System [BRFSS], Youth Risk Behavior Surveillance System [YRBS], National Health and Nutrition Examination Survey [NHANES]), but rather to identify and, when necessary, inform subsequent modification of selected indicators related to marijuana use. This document is consistent with the recent National Academies of Sciences review and recommendations, which called for a renewed focus on marijuana-related surveillance, including improving surveillance to address research gaps (4). 
The focus of this document is on population-based surveillance, collected using probability-based sampling. However, these indicators may also be useful for surveillance of sub-populations, including surveys of people using marijuana. As the marijuana policy landscape continues to evolve, this document will be revised and updated to reflect the most current knowledge and recommendations. 
Methods
Selected marijuana indicators and measures discussed in this document are modified and adapted from a number of existing data monitoring resources, including both national and state-based surveillance instruments. The methods used for selecting indicators, revising recommended language for surveillance questions related to indicators, and technical considerations are reviewed below. For the purposes of this project, indicators refers to the broad category being measured, and measures refers to the actual questions used to measure the category. 
Data Sources: Data sources reviewed for the purposes of this project included state-based monitoring and surveillance systems (e.g., state-added BRFSS, YRBS, or Healthy Youth Survey questions, state marijuana user monitoring surveys,  etc.), national monitoring and surveillance systems (e.g., CDC’s BRFSS, YRBS, NHANES, NIDA’s MTF, and SAMHSA’s NSDUH), and other panel and user surveys (e.g., the Health Styles consumer panel survey). States were also ask to indicate if they had conducted any cognitive testing of similar measures that could provide useful information to guide this project. Note that PRAMS indicators are being reviewed under a separate process that CSTE, states, and CDC are also involved in.
Selection Criteria:  We reviewed marijuana indicators and the survey questions operationalizing those indicators if they: 
· Addressed gaps in knowledge that are of public health importance, and may inform knowledge of emerging health risks or benefits (e.g., mode of use, reason for use, etc.)
· Addressed behaviors related to marijuana use and dependence that are likely to be of primary interest for public health intervention) or education. For example, such activities are likely to include preventing initiation, overuse or abuse, and injury. 
· Could be used in conjunction with indicators in other areas that are likely to answer important questions in public health. For example, the impact marijuana use may have on use of other substances, or on other risk behaviors. 
· Could feasibly be incorporated into state and local population-based surveys. For example, emphasis was on practical and parsimonious data capture. Indicator questions that were multi-item scales, indices, or measures were avoided, since the practicality of included them in state-based surveillance instruments would be limited.

Indicator Review and Modification Process: An initial group of subject matter experts met to review and discuss existing marijuana indicators collected from the above data sources, using the aforementioned criteria. Marijuana indicators were compiled by broad topic area (e.g., use, attitudes, injury, etc.). We discussed the face validity, content validity, and clarity of each indicator and corresponding questions used to measure the indicator. In many cases, we outlined recommended changes to the wording of specific indicator questions for further clarity, to address gaps in current surveillance, or to reflect the changing marijuana use environment. 
Comments were added to indicators to provide a rationale for recommended changes. Data sources informing each specific surveillance question were noted, along with any known reliability and validity information, if available. It is important to note that, because many of the questions were modified in an effort to improve the clarity and relevance of data collected, validity and reliability information are not yet available for a number of the proposed indicators. Indicators were divided into two groups based on the collective expert opinion and experience; core indicators, representing those that are recommended for use by all states, and additional indicators, comprising specific measures that may be of interest to some, but not all states. 
These indicators were then reviewed by a workgroup from the CSTE, comprised of CSTE staff, state epidemiologists, other state and county-level surveillance staff, and subject matter experts from SAMHSA, CDC, and the CDC Foundation. CSTE members and other states and counties interested in commenting on the indicators were invited to attend a webinar about the development of the draft list of indicators and measures, and to submit formal comments during a one-month timeframe provided in the fall of 2017. Feedback from the comment period was incorporated and a final draft list of indicators and measures was reviewed with the CSTE workgroup in December, 2017. Indicators with measures needing further development and cognitive testing were flagged.

Core Marijuana Indicators
				Ver.2.15.2018
The following are the 7 recommended core marijuana indicator areas, comprising a total of 8 to 10 survey questions or measures operationalizing the indicators (pending measurement development work on three questions). Basic information about each recommended indicator question is included below (Box 1), including whether the question is new, existing, or revised; the data source(s); recommended populations; and the monitoring goal(s) for each indicator question.  Box 2 summarizes additional optional indicators and measures.
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CDC Foundation/CDC/SAMHSA/CSTE Proposed Key Marijuana Indicators for Population Based Surveys
	Purpose: To unify surveillance questions across states by developing a list of core marijuana indicators that all states should strive to implement into adult and/or youth population based survey instruments, and to identify optional indicators that states may also consider integrating. Box 1 includes the recommended core marijuana indicators. Box 2 includes optional indicators. Across both boxes, some measures require substantial psychometric development and/or cognitive testing (denoted by *)

Box 1. Recommended Core Marijuana Indicators for Population-Based Surveillance

	Indicator
	Specific measure(s) 
(recommended question wording)
	Existing, revised, or new
	Data source(s)
	Suggested population(s)
	Monitoring goals/Comments

	Terminology 
	The next questions are about marijuana or cannabis, also called pot or weed.
	Slightly revised
	NSDUH
	Youth/Adults
	· Adapt to current term(s) of use

	Age at First Use

	How old were you the first time you used marijuana or cannabis?
[AGE_____[RANGE: 1-110];  I have never used marijuana or cannabis; DK/REF]
	Slightly revised
	NSDUH
	Youth/Adults
	· Monitor initiation
· Establish ever use

	Current Use

	During the past 30 days, on how many days did you use marijuana or cannabis?
[TOTAL # OF DAYS:_____[RANGE: 1-366]; DK/REF]
	Slightly revised
	NSDUH
	Youth/Adults
	· Establish current use
· Establish heavy, daily/near daily use

	Mode of Use

	A) During the past 30 days, how did you use marijuana or cannabis? Please select all that apply. Did you…
1.Smoke it (for example, in a joint, bong, blunt, or pipe) 
2.Eat it (for example, in brownies, cakes, cookies, or candy) 
3.Drink it (for example, in tea, cola, or alcohol) 4.Vaporize it (for example, in an e-cigarette-like vaporizer or another vaporizing device) 
5.Dab it (for example, using waxes or concentrates) 
6.Use it some other way
77.Do not know/Not sure; 
99.Refused
	Slightly revised
	BRFSS 2016
	Youth/Adults
	· Monitor emerging modes of use
· Monitor multi-modal use; “select all” approach can monitor emerging modes of use that may not be a person’s primary mode of use. 
· Parentheticals are read only if needed

	
	B) During the past 30 days, in which of the following ways did you use marijuana the most often? Please select one. Did you…
1.Smoke it (for example, in a joint, bong, blunt, or pipe) 
2.Eat it (for example, in brownies, cakes, cookies, or candy) 
3.Drink it (for example, in tea, cola, or alcohol) 4.Vaporize it (for example, in an e-cigarette-like vaporizer or another vaporizing device) 
5.Dab it (for example, using waxes or concentrates) 
6.Use it some other way
77.Do not know/Not sure; 
99.Refused
	Slightly revised
	BRFSS 2017,2018
	Youth/Adults
	· Monitor emerging modes of use
· Monitor primary/most frequent mode of use
· While this question doesn’t allow for tracking of emerging modes of use in the same way as the “select all”, it provides a better sense of the most frequently used mode (for exposure, specific risks, etc.) 

	Frequency of Use*

Psychometric and cognitive testing needed


	On the days that you did use marijuana or cannabis, how many times per day did you use it, on average? [TOTAL # OF TIMES PER DAY:_____ [RANGE: 0-100]; Do not know/Not sure; Refused]
	Existing
	CO State-added BRFSS
	Youth/Adults
	· Monitor more granular frequency of use
· Monitor and establish patterns of heavy use
· Could be used to establish proxy profiles of tolerance (e.g., don’t get high, but frequent user)
· Major limitations to # times question (people conceptualize time differently), limitations to hours spent high question (some users may not get high, may define differently).

	
	B) On the days you use marijuana or cannabis, how many hours a day do you usually spend high?
[TOTAL # OF HOURS PER DAY :_____ [RANGE: 1-24]; I do not get high when I use marijuana or cannabis; Do not know/Not sure; Refused] Instructions: Round to the nearest hour
	Revised
	MTF
	
	

	Reasons for Use


	When you used marijuana or cannabis during the past 30 days, was it primarily: 
[For medical reasons; For non-medical reasons; Both medical and non-medical reasons; DK/REF]
	Revised
	HealthStyles; BRFSS 2018
	Youth/Adults
	· Monitor self-declared reason for use, regardless of whether or not individuals have a medical recommendation. Captures self-medication, and captures non-medical use from dispensaries. 

	Secondhand smoke exposure*

Psychometric and cognitive testing needed

	During the past 7 days, did you breathe the smoke from someone who was smoking marijuana products in an indoor or outdoor public place? 
[Yes; No; DK/REF]

Examples of indoor public places are school buildings, stores, restaurants, and sports arenas. Examples of outdoor public places are school grounds, parking lots, stadiums and parks.

	Revised
	NATS / Styles (adapted from tobacco question)
	Youth/Adults
	· To quantify and monitor secondhand smoke exposure from different settings.

· These questions are just a placeholder for additional question development: 
· Problems with these questions in cognitive testing with youth (definition of breathe – does it mean to inhale? To smell? Something else?). 
· States want a single question that measures both public/private and indoor/outdoor exposures 

	
	During the past 7 days, did you breathe the smoke from someone who was smoking marijuana products in an indoor or outdoor private place? 

[Yes; No; DK/REF]
Examples of indoor private places are apartment buildings, parties, concerts, and sports arenas. Examples of outdoor private places are yards, decks, driveways.

	Revised 
	NATS / Styles (adapted from tobacco question)
	Youth/Adults
	

	
	During the past 7 days, on how many days did you breathe the smoke from someone who was smoking marijuana products in your home?
[TOTAL # OF DAYS:_____[RANGE: 0-7 days]; DK/REF] 
	Revised
	[developed with feedback from states]
	Youth/Adults
	· To quantify and monitor secondhand smoke exposure from home settings.

	Impaired driving*

Psychometric and cognitive testing needed

	A) During the past 30 days, have you driven a vehicle while you were under the influence of marijuana or cannabis?
[Yes, No, DK/REF]
	Slightly Revised
	NSDUH
	Age 18+
	· Monitor self-report risk behaviors (driving under the influence) 
· Limitation with this and other existing marijuana driving question on cognitive testing (“under the influence” is interpreted differently). Measure of hours since consumed also had limitations. Still seeking ideal question wording.
· Oregon is cog testing “driving while still affected by marijuana” – may be a better option.


	
	B) During the past 30 days, how many times did you ride in a car or other vehicle driven by someone who had been using marijuana or cannabis?
[0 times; 1 time; 2–3 times; 4–5 times; 6 or more times; DK/REF]
	Slightly Revised
	CO, WA Healthy Youth Survey 
	Youth/Adults
	· Monitor self-report exposure to risk behaviors (exposure to driving under the influence)

	*Question warrants further development and cognitive testing. 









Additional Indicators (non-CORE indicators for optional consideration by states)
	Box 2. Additional Marijuana Indicators for Population-Based Surveillance

	Indicator
	Specific measure(s) 
(recommended question wording)
	Existing, revised, or new
	Data source(s)
	Suggested population(s)
	Monitoring goals

	Age at First Daily/Near Daily Use

	How old were you the first time you used marijuana or cannabis daily or almost daily (on 20 or more days)?
[AGE_____[RANGE: 1-110]; I have never used marijuana daily or near daily; DK/REF]
	Revised
	NSDUH
	Youth/Adults
	· Monitor initiation of more frequent pattern of use
· Provides further information about exposure

	Reasons for Use*

Psychometric and cognitive testing needed

	When you used marijuana or cannabis for medical reasons during the past 30 days, what did you usually use it for: 
a) Pain
b) Sleep
c) Nausea
d) Anxiety
e) Muscle spasms
f) Something else

	New
	[Developed with input from states]
	Adults
	· To be used in conjunction with CORE reason for use question. 
· Assesses specific self-stated reasons for medical use 
· Could monitor marijuana use in place of opiates for pain to get more data on how frequently that occurs

	Medical recommendation
	During the past 30 days, did you use medical marijuana or cannabis as recommended by a doctor or other health care provider for treatment of a medical condition?
[Yes, No, DK/REF]
	Slightly revised
	NSDUH
	Adults
	· Monitor medical recommendations
· NOTE: Limitations because people may have a recommendation but use recreationally, or may not have a recommendation but use medically. Data cannot be used to extrapolate medical use. 

	Perceived risk*

Psychometric and cognitive testing needed

	A) How much do you think you risk harming yourself in any way by using marijuana or cannabis once a month?
1 No risk; 2 Slight risk; 3 Moderate risk; 4 Great risk; DK/REF
	Revised
	NSDUH
	Youth/Adults
	· Monitor self-perceived risk
· Change from NSDUH question to improve interpretation of data and isolate perceived risk to you directly, regardless of marijuana use status (NSDUH uses risk to “people” – but it is unknown if respondents consider people youth, adults, themselves, etc.)
· Limitations with these questions in cognitive testing (people struggled with the hypothetical if they weren’t using marijuana) 

	
	B) How much do you think you risk harming yourself in way by using marijuana or cannabis daily or almost daily (on 20 or more days) in the past month?
1 No risk; 2 Slight risk; 3 Moderate risk; 4 Great risk; DK/REF
	Revised
	NSDUH
	Youth/Adults
	




	Social Norms & Perceptions

Psychometric and cognitive testing needed

	How harmful do your parents or guardians feel it would be for you to use marijuana or cannabis?
[Very harmful; Harmful; A little bit harmful; Not at all harmful; DK/REF]
	Slightly Revised
	AK, CO, OR, WA YRBS/Healthy Youth Survey  
	Youth
	· Monitor injunctive norms for marijuana use
· Updates language about “right or wrong”

	
	How harmful do your friends feel it would be for you to use marijuana or cannabis?
[Very harmful; Harmful; A little bit harmful; Not at all harmful; DK/REF]
	Slightly Revised
	OR, WA YRBS/Healthy Youth Survey  
	Youth
	· Monitor injunctive norms for marijuana use
· Updates language about “right or wrong”

	
	How harmful do YOU think it is for someone your age to use marijuana or cannabis?
[Very harmful; Harmful; A little bit harmful; Not at all harmful; DK/REF]
	Slightly Revised
	CO, WA YRBS/Healthy Youth Survey  
	Youth
	· Monitor injunctive norms for marijuana use
· Updates language about “right or wrong”

	
	Think of your four best friends (the friends you feel closest to). In the past year (12 months), how many of your best friends have used marijuana or cannabis?
[TOTAL # OF FRIENDS:_____[RANGE: 0 – 4 FRIENDS; DK/REF]
	Slightly Revised
	WA Healthy Youth Survey
	Youth or Adults
	· A measure of social network/social influence

	Source/Access
	How difficult or easy would it be for you to get some marijuana or cannabis, if you wanted some?
[Very hard; Sort of hard; Sort of easy; Very easy]
	Slightly Revised
	CO, OR, WA YRBS/Healthy Youth Survey  
	Youth
	· Monitor ease of access among youth
· Might warrant better response options….

	
	How do you usually get the marijuana or cannabis you use?
[You buy it from a retail store or medical dispensary; You buy it from a dealer; You get it for free or shared someone else's; You grow it yourself at home; You get it from a collective garden or from someone authorized to grow it for you; You get it from somewhere else; DK/REF]
	Revised
	Combines questions from NSDUH and states
	Adults/youth
	· Monitor sources of marijuana access
· Monitor/quantify home grow access
· Monitor/quantify black market 

	Household use
	Does anyone who lives with you use marijuana or cannabis?
[Yes, No, DK/REF]
	Slightly Revised
	WA Healthy Youth Survey
	Youth or Adults
	· To monitor exposure at home.

	Safe storage
	If marijuana or cannabis is stored in your home, is it kept in a secure place where children cannot get it?
[Yes, No, No children live in the household, DK/REF]
	Slightly Revised
	Oregon BRFSS
	Adults who report children in the home
	· To monitor safe storage, prevention of potential accidental ingestion
· Would require skip pattern to ask only of adults with a child in the household.

	Co-administration with other substances
	When you used marijuana or cannabis during the past 30 days, did you ever mix it with tobacco, for example, in a blunt, in a marijuana cigarette, in a pipe, or in a vape or e-cigarette?
[Yes, No, DK/REF]
	Revised 
	Modified from Oregon BRFSS
	Youth or Adults
	· To monitor co-administration of marijuana and tobacco.

	
	When you used marijuana or cannabis during the past 30 days, did you ever drink alcohol at the same time or within a few hours of drinking?
[Yes, No, DK/REF]
	Slightly revised
	Oregon BRFSS
	Youth or Adults
	· To monitor co-administration of marijuana and alcohol

	Lifetime use                  (for youth)
	During your life, how many times have you used marijuana? [TOTAL # OF TIMES:_____[RANGE: 0 – 999 days]; DK/REF]

	Slightly Revised
	YRBSS
	Youth
	· Sets a cut point for youth analyses to exclude experimenters

	Drugged Driving
	During the past 30 days, have you driven a vehicle while after having use both alcohol and marijuana or cannabis?
[Yes, No, DK/REF]
	Slightly Revised
	NSDUH
	Age 18+
	· Monitor self-reported risk behaviors (driving under the influence of marijuana AND alcohol); 
· Monitor compounding effects from mixing marijuana & alcohol.

	
	During the past 30 days, how many times did you ride in a car or other vehicle driven by someone who had used both alcohol and marijuana or cannabis?
[0 times; 1 time; 2–3 times; 4–5 times; 6 or more times; DK/REF]
	Slightly Revised
	CO, WA Healthy Youth Survey 
	Youth/Adults
	· Monitor self-report exposure to risk behaviors (exposure to driving under the influence)

	Advertising/ Marketing
	During the past 30 days, have you seen an advertisement for marijuana or cannabis products or stores?
Examples of advertisement are road and street signs, online website, newspaper, magazines, social media, text, etc.   
[Yes, No, DK/REF]
	Slightly Revised
	OR BRFSS
	Youth/Adults
	· Monitor self-report exposure to cannabis related marketing or advertising.



Future Needs
These key marijuana indicators are the first attempt to addresses the current and evolving marijuana state policies and nuances of individual behavior on this particular substance. This project highlighted a number of gaps that exist. Most notably – related to the recommended core indicators: 
· We lack a good measure for frequency of marijuana use that goes beyond the number of days of use in the past 30 and helps to establish exposure.             While multi-question panels have been used to assess how much of each mode of marijuana use an individual consumes (e.g., how many joints per day, how many blunts per day, etc.), these are not conducive to a large scale population base survey, and have knowledge and recall-based limitations. A number of states have used a question assessing the number of times of marijuana use per day. However, “time” has been found to be conceptualized differently by different users (e.g., one person might consider a three hour bong smoking session to be one time, while another might consider a few puffs on a joint to be one time). Other approaches (like number of hours spend “high” each day) have limitations as well. Additional measurement development is needed on this topic. 
· We lack a good measure for marijuana impaired driving. States vary widely in the questions they use related to marijuana and driving, with some asking about driving within a certain timeframe of marijuana use (e.g., within four hours of use), and some asking about driving while “under the influence” of marijuana, and other just asking about driving after using marijuana. Despite a handful of cognitive tests of this question, we still do not have a broadly understood measure. Additional measurement development is needed on this topic. 
· We lack a good measure of secondhand exposure to marijuana smoke. As marijuana policies change, being able to assess how much people are exposed to marijuana smoke at home, in public, and in other private settings is vital to being able to understand possible impacts from secondhand smoke in the real world. Modified questions from the tobacco control literature were not broadly understood in recent cognitive testing CDC conducted among youth. 
· We lack a single or two-item measure that can be used as a proxy for marijuana dependence on population-based surveys. 
· We lack good measures for reasons for medical marijuana use, perceived risk, and social norms.  
In addition to the gaps mentioned above, continued and frequent revisions will be necessary to update this list of core indicators as state policies, types of products, use patterns, and evidence of potential harms and benefits of marijuana and its constituents evolve. In addition, future reviews might address issues related marijuana adverse health outcomes or changes on individual behavior among population at high risk (e.g., pregnant women, racial and ethnic minorities, and persons with comorbid mental health and other substance abuse condition). Future efforts should encourage a collective participation of state and local public health authorities as well as federal partners. 
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