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Abstract 

In recent years, many states have legalized marijuana for medical use, 

recreational use, or both. At the same time, parental drug abuse is now the 

second most frequent reason for a child’s placement into the foster care 
system (34 percent of all entries in 2019). We investigate the causal link 

between these two facts. Do states that legalize marijuana experience an 

increase in foster care entries related to drug abuse? We utilize multiple 

difference-in-difference approaches to exploit the state level variation in 

recreational and medical marijuana laws. Our findings suggest that when 

states permitted recreational marijuana use, there was no corresponding 

change in the number of foster care entries related to drug abuse, relative to 

control states. For the legalization of medical marijuana, we find an 8-10 

percent decrease in the number of cases associated with parental drug abuse 

in the first two years, followed by an 18 percent decrease in the third year. 

We calculate that on average, approximately 700 fewer entries to foster care 

related to parental drug abuse occurred when a state legalized medical 

marijuana. 
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I. Introduction 

In 2012, Colorado and Washington became the first states to legalize the possession of 

marijuana for recreational use. Since then, 19 states and D.C. have followed their lead. 

Furthermore, all but two states have authorized marijuana use for medicinal purposes, 

starting with California in 1996. While the number of states permitting the use of 

marijuana has increased recently, so too has the number of children entering foster care 

for reasons connected to drug abuse. Parental drug abuse is the second most frequent 

reason (after neglect) for a child’s placement in to the foster care system – 34 percent of 

all entries in to the U.S. foster care system in 2019 listed parental drug abuse as a 

contributing factor for the child’s removal from their home, up from 21 percent in 2007. 

Teenage drug abuse is a less common reason for entering foster care, with about 2 percent 

of entries citing such behavior as a reason for removal. This fraction has remained 

constant in recent years. Figure 1 shows the progression of legalization and entries into 

foster care related to drug abuse from 2007-2019, the years used in this study. 

 

 
Figure 1 Legalization of marijuana use and entry rates related to drug abuse 
Note: Entry data are from AFCARS. Legalization data are from IIHS. The number of states corresponds to a full 
calendar year in which medical or recreational use is legal, using effective dates of legislation. 

 

We seek to understand the effect of marijuana legalization on entry rates into foster care. 

Did states that legalized marijuana use experience an increase in foster care entries 
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related to parental drug abuse? In other words, does legalization lessen stigma, permit 

proper use, and reduce the chance that a child will be removed from their home? Or does 

easy access to legal marijuana increase usage rates by drug abusers, leading to more 

removals? Are children in states where marijuana use is legal more likely to abuse 

marijuana and enter foster care?  

 

We attempt to answer these questions within a difference-in-differences framework. We 

employ the DIDM estimator from de Chaisemartin and D’Haultfoeuille (2022) as well as 
the interaction-weighted (IW) estimator from Sun and Abraham (2021) to estimate the 

change in entries related to drug abuse for states in which marijuana use is legal relative 

to states in which use is illegal. Our estimates suggest that when states permitted 

recreational marijuana use, there was no corresponding change in the number of foster 

care entries related to parental or teenage drug abuse relative to control states. For the 

legalization of medical marijuana, we find an 8-10 percent decrease in the number of 

cases associated with parental drug abuse in the first two years, followed by an 18 percent 

decrease in the third year. The negative effect then tends toward pre-treatment levels. 

Based on pre-treatment counts, we calculate that on average, approximately 700 fewer 

entries to foster care were related to parental drug abuse when a state legalized medical 

marijuana.  

 

These findings provide insight into the broader effects of marijuana legalization. Nearly a 

quarter of the 250,000 children entering the foster care system in 2019 came from states 

in which marijuana may be legally possessed, and over 90 percent came from states in 

which medical marijuana is legal. With additional states currently considering 

recreational legalization or less stringent medical legalization, understanding the 

connection between legal possession of marijuana and foster care entry can contribute to 

the discussion and crafting of both marijuana and foster care policy. 

 

 

II. Background 

The gradual and sporadic nature of medical marijuana legalization (MML) and 

recreational marijuana legalization (RML) offers researchers a natural experiment to 

consider the impacts of marijuana use and policy on a wide variety of topics.  While no 

research, to our knowledge, has specifically addressed the impacts of medical marijuana 

policy on foster-care rates, researchers have considered the effects of marijuana use and 

legalization on various related topics. 

 

Not surprisingly, a common research question regarding the legalization of marijuana 

considers the impacts of marijuana legislation on the frequency of marijuana use.  While 

researchers have found little connection between MML and marijuana use (Choo et al. 

[2014]; Anderson et al. [2015]), one might anticipate a positive correlation between RML 

and marijuana use given that RML both eliminates the legal ramifications of marijuana 

use and reduces barriers to attaining the drug.  Indeed, studies generally indicate small 

but significant increases in marijuana use after RML (e.g. Miller et al. [2017] and Moreno 
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et al. [2016]).  Academic research also shows that marijuana use increases for at-risk 

groups, such as pregnant women (Gnofam 2020), and leads to increased rates of 

addiction or “cannabis use disorder” (Cerda 2020). While there appears to be a positive 
association between RML and use for adult subjects, effects of RML on use for adolescents 

are ambiguous.1 

 

Such studies are important given that marijuana use is associated with a range of medical 

and behavioral risks.  The potential adverse effects of marijuana are numerous, ranging 

from an increase in the risk of automobile accidents (Rameaekers et al. [2006]; Asbridge 

et al. [2012]) to mental illness (Radhakrishnan et al. [2014]; Hall [2014 and 2006]) to 

accidental poisoning (Ingold 2014).2 However, there may also be health benefits from 

RML; for example, Chan et al. (2019) show that recreational marijuana legalization 

reduces opioid mortality rates by 20% to 35%, indicating that marijuana legalization may 

serve as a policy tool to reduce opioid abuse.   

 

While it is difficult to infer the impacts of MML and RML on foster care, previous research 

point to a few channels through which marijuana laws could be relevant.  Firstly, we can 

consider the effects of marijuana use on birthrates. Given that marijuana use leads to 

increased sexual activity (Basikin-Sommers et al. 2006) and reduced condom use 

(Hittner & Kennington, 2008), while also reducing male and female fertility (Bari et al. 

[2018]; Gundersen et al. [2015]), it is not obvious how RML or MML will affect a state’s 
birth rates. Prior literature is mixed. While Baggio et al. (2020) shows that MML leads to 

increased birth rates, Papich (2022) shows that RML reduces state-level birthrates by an 

average of about 2.8%. If we consider simply the demographic effects, these findings 

suggest that the need for foster-care homes will increase in states with MML and decrease 

when RML occurs.  

 

Secondly, we can consider the outcomes of children that are exposed to marijuana 

prenatally or raised in an environment with frequent marijuana use. In a meta-analysis, 

Sharapova et al. (2018) report that prenatal exposure is generally associated with a child 

underperforming on tests of memory, quantitative reasoning, and impulse control, 

among others. Such effects vary by race and gender (Schepsis 2012). Prenatal exposure to 

marijuana is also associated with increased adolescent use of marijuana (Day et al. 2006), 

which is particularly worrisome since prior research indicates a correlation between 

adolescent use and brain development (Battistella et al. [2014]; Hill et al. [2007]). Prior 

research (see Wilson and Rhee 2022) suggests that RML increases maternal marijuana 

use; thus, it’s feasible that marijuana legalization indirectly affects embryotic health. 
Collectively, these studies indicate that children reared by marijuana users are more likely 

 
1 For example, Anderson et al. (2021) show no association between RML and adolescent use while Coley 

et al. (2021) find that RML reduces adolescent use.  Conversely, Rusby et al. (2018) report that RML has 
no effect on the number of adolescent users but increases use among those that already used marijuana 

prior to legalization.   
2 For a thorough meta-analysis on the effects of marijuana use and the difficulty in conducting research, 

see Caulkins et al. (2015). 
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to experience behavioral or learning problems and use marijuana themselves. These 

negative effects of marijuana exposure and use could alert educators and law enforcement 

to poor conditions at home, increasing the likelihood that a child ultimately lands in foster 

care.  

 

In addition to the, primarily, health-based research above, researchers have also 

considered the effects of marijuana legalization on a variety of markets. For example, Ellis 

et al. (2022) report that MML leads to reduced auto accidents and lower auto insurance 

premiums. Evans et al. (working paper) show that a state’s decision to legalize 
recreational marijuana affects in-state universities’ ability to recruit college athletes. 

Hodge and Hazel (2022) show that RML leads to increased restaurant sales and, 

consequently, sales tax revenue. While these studies are not directly related to the current 

research, these articles provide evidence of the growing literature on the importance of 

marijuana legislation—the effects of MML and, in particular, RML are wide-reaching and 

robust. It stands to reason that marijuana legislation, which has been shown to affect 

health outcomes and various markets, could be a factor in determining foster care rates. 

 

Perhaps the research most similar to ours is Gardner and Osei (2022). They estimate the 

effect of RML on foster care entry and estimate that legalization decreases foster care 

placements by 10 percent. Our research complements their work, as we include results 

concerning the effect of medical marijuana legalization on foster care entry in addition to 

those related to recreational legalization. 

 

 

III. Data 

The foster care data come from the Adoption and Foster Care Analysis and Reporting 

System (AFCARS). We have the universe of foster care entrants, from calendar year 2007-

2019, which includes 3.4 million observations.3 Each entry is treated as an independent 

event, so children do appear more than once in the data – but each entry is listed with 

separate causes. Non-mutually exclusive binary variables capture reasons for entry into 

foster care. For our analysis, we use entries related to parental drug abuse and teenage 

drug abuse (estimated separately). We aggregate up to the state-year level of observation 

– i.e. we have the number of entrants related to parental or teenage drug abuse by state 

by year from 2007 to 2019.  

 

We are able to control for several time-varying, state-level characteristics using the 

AFCARS data. In our regressions, we control for the race, sex, and age percentages of a 

state’s foster care entrants; the average number of previous removals for entering 
children; the prevalence of 13 removal reasons (e.g. neglect or abandonment); and 

method of removal (court-ordered, voluntary, or unknown). 

 

 
3 We begin our analysis in 2007 due to missing parental drug abuse data for certain states, notably New 

York, in years prior. We end our analysis in 2019 due to COVID considerations. 
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AFCARS indicates parental drug abuse using two separate indicators. One variable is 

strictly for parental drug abuse and another variable is for child drug abuse – but the child 

drug abuse variable is used if a mother abused drugs while the child was in the womb. 

Therefore, to accurately capture true parental drug abuse, we incorporate all cases in 

which either the parental drug abuse variable is equal to one or the child drug abuse 

variable is equal to one and the age of the child is zero. To construct the teenage drug 

abuse variable, we use all observations in which the child drug abuse variable is equal to 

one and the age of the child at the last removal is between 13 and 19 years old. We take 

the natural log of both the parental and teenage drug abuse counts (plus one) by state and 

year.4 

 

Marijuana timing data come from the Insurance Institute for Highway Safety (IIHS). For 

treatment definition, we use the calendar year in which legislation became effective in 

order to appropriately capture access to either medical or recreational marijuana. In 

addition to looking at the legalization of broadly-defined medical usage, we also separate 

states based on use restrictions (e.g. limits on THC), using categories defined by IIHS. 

 

We also include economic control variables in our analysis: the unemployment rate by 

state and year and real per capita income by state and year. These variables come from 

the Bureau of Economic Analysis. In addition, we incorporate an annual, state-level proxy 

for drug abuse, using the number of drug-related deaths as compiled by the State Health 

Access Data Assistance Center (SHADAC). 

 

We present summary statistics in Tables 1 and 2. Table 1 shows the difference in key 

variables in 2007 – prior to treatment – between states that never allowed recreational 

marijuana use and those that did.5 The share of black and Hispanic children entering care 

are different for the two groups, as are the economic variables – income and the 

unemployment rate. Given that the rates of parental and teenage drug abuse are not 

statistically different, given that the groups of states have similar reasons for entering 

foster care, and given that our empirical strategies include pre-treatment periods of ever 

treated states as controls, these differences do not alarm us. We include these variables 

as controls in our regressions, and pre-treatment trends, conditional on controls, are not 

statistically different between these two groups. 

 

Table 2 depicts the analog for states that never and ever allowed medical marijuana use. 

Generally speaking, the two categories of states are statistically similar except in the 

number of foster care entries and in the rate of drug-related deaths. For reasons stated 

above, we are not necessarily concerned about these differences. We use the logged  

  

 
4 Of the 663 observations (51 states over 13 years), two values of the parental drug abuse variable and 

38 values of the teenage drug abuse are equal to zero. 
5 For brevity, we only show the statistics for the five most cited reasons for entry into foster care and the 

three most referenced race categories. 
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Table 1 Summary statistics - recreational legalization 

Variable Untreated Ever treated Difference 

Entered 5,153  7,221  2,069  

    (4,206) (11,208) (3,355) 

Percent parental drug abuse 0.23 0.16 -0.08 

  (0.15) (0.15) (0.07) 

Percent teen drug abuse 0.02 0.01 -0.01 

  (0.02) (0.02) (0.01) 

Percent white 0.48 0.36 -0.12 

  (0.15) (0.16) (0.08) 

Percent black 0.29 0.18 -0.11*** 

  (0.14) (0.11) (0.04) 

Percent Hispanic 0.13 0.35 0.22** 

  (0.12) (0.19) (0.10) 

Percent male 0.51 0.52 0.00 

  (0.02) (0.02) (0.01) 

Percent age is 0 0.17 0.17 0.01 

  (0.04) (0.02) (0.01) 

Percent age 1-5 0.28 0.27 -0.00 

  (0.06) (0.03) (0.02) 

Percent age 6-10 0.19 0.19 0.00 

  (0.03) (0.02) (0.01) 

Percent age 11-15 0.25 0.25 -0.00 

  (0.06) (0.05) (0.02) 

Percent age 16-20 0.12 0.12 -0.00 

  (0.06) (0.03) (0.02) 

Percent neglect 0.47 0.56 0.09 

  (0.26) (0.10) (0.06) 

Percent physical abuse 0.15 0.15 0.00 

  (0.09) (0.13) (0.04) 

Percent inability to cope 0.16 0.22 0.06 

  (0.14) (0.09) (0.05) 

Drug-related deaths per 100,000 11.88 12.11 0.23 

  (3.56) (2.16) (1.13) 

Real per capita income (1980) 17,555  19,012  1,458* 

  (2,580) (2,090) (834) 

Unemployment rate 4.42 5.27 0.85** 

  (0.77) (0.91) (0.33) 

Observations 40 11 51 
Note: Depicted are (weighted) group means in 2007 for states that never permitted the recreational use of 

marijuana between 2008 and 2019 and those that did. ”Percent” implies the percent of all foster care entries by 
state and year. Drug death data come from SHADAC. Income and unemployment data come from the BEA. All 

other data are from AFCARS. *p<0.10, **p<0.05, ***p<0.01 
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1) Table 2 Summary statistics - medical legalization 

Variable Untreated Ever treated Difference 

Entered 2,677 6,045 3,369*** 

    (1,102) (4,351) (874) 

Percent parental drug abuse 0.19 0.24 0.05 

  (0.08) (0.15) (0.05) 

Percent teen drug abuse 0.02 0.02 0.01 

  (0.01) (0.03) (0.01) 

Percent white 0.53 0.48 -0.06 

  (0.12) (0.14) (0.05) 

Percent black 0.27 0.30 0.03 

  (0.17) (0.13) (0.07) 

Percent Hispanic 0.07 0.13 0.06* 

  (0.04) (0.12) (0.03) 

Percent male 0.51 0.51 0.01 

  (0.02) (0.02) (0.01) 

Percent age is 0 0.15 0.17 0.02 

  (0.03) (0.04) (0.01) 

Percent age 1-5 0.27 0.28 0.00 

  (0.05) (0.06) (0.02) 

Percent age 6-10 0.19 0.18 -0.01 

  (0.03) (0.03) (0.01) 

Percent age 11-15 0.26 0.25 -0.00 

  (0.04) (0.06) (0.02) 

Percent age 16-20 0.13 0.12 -0.01 

  (0.06) (0.06) (0.03) 

Percent neglect 0.48 0.48 -0.00 

  (0.16) (0.26) (0.08) 

Percent physical abuse 0.13 0.15 0.01 

  (0.02) (0.09) (0.02) 

Percent inability to cope 0.15 0.16 0.00 

  (0.13) (0.14) (0.06) 

Drug-related deaths per 100,000 9.14 12.10 2.96*** 

  (2.26) (3.32) (1.00) 

Real per capita income (1980) 16,879 17,730 851 

  (2,954) (2,690) (1,573) 

Unemployment rate 3.86 4.62 0.76 

  (1.17) (0.87) (0.49) 

Observations 6 33 39 
Note: Depicted are (weighted) group means in 2007 for states that never permitted the medical use of marijuana 

between 2008 and 2019 and those that did so during that time frame. ”Percent” implies the percent of all foster care 

entries by state and year. Drug death data come from SHADAC. Income and unemployment data come from the 

BEA. All other data are from AFCARS. *p<0.10, **p<0.05, ***p<0.01 
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number of entries in our regressions and control for drug-related deaths. Pre-treatment 

trends, conditional on controls, are not statistically different between these two groups. 

 

IV. Methodology 

Given the recent, ongoing revolution regarding difference-in-differences methodology, 

we utilize two recently developed estimators to understand the causal link between 

marijuana legalization and drug abuse-related entries into foster care. We separately 

estimate regressions examining the impact on parental and teenage drug abuse, using 

both medical and recreational legalization. We employ the interaction-weighted (IW) 

approach developed in Sun and Abraham (2021) along with the estimator (DIDM) 

developed in de Chaisemartin and D’Haultfoeuille (2020).   
 

For the IW estimator, first regress  

 𝐷𝑟𝑢𝑔𝐴𝑏𝑢𝑠𝑒𝑠𝑡 = ηs + τt + Xstθ + ∑ ∑ 𝛿𝑒,𝑙(1{𝐸𝑠 = 𝑒}  ×  𝐿𝑒𝑔𝑎𝑙𝑠𝑡𝑙 )𝑙 ≠ −1  e ∉ C + ϵst  
using never-treated units as controls (C), where DrugAbuse is the logged number of 

entries into foster care related to, separately, parental or teenage drug abuse in state s at 

year t; 𝜂𝑠 are state fixed effects; 𝜏𝑡 are year fixed effects; X includes state-level control 

variables; Legal denotes the treatment status of a state; e denotes a cohort of first-time 

treated states; l denotes a relative year to treatment; and Es represents the time when state 

s initially receives treatment. Estimation of this equation yields weighted cohort-specific 

average treatment effects by relative year to treatment. Next, estimate weights by the 

share of each cohort in a period: Pr{ES = e | ES ∈ [-l, 13-l]}. Then take the weighted average 

over all the cohort-specific estimates associated with each relative period (from step 1) 

using the weight estimates (from step 2).  

 

The DIDM estimator in this setting compares the change in the mean outcome between 

one year and the next for two sets of groups, the newly treated states and the untreated 

states. Given that no states in our sample go from treated to not treated, the DIDM 

estimator is equal to ∑ DID+,t13t=2  where 𝐷𝐼𝐷+,𝑡 is ∑ 𝑁𝑔,𝑡𝑁1,0,𝑡 (𝑌𝑔,𝑡 − 𝑌𝑔,𝑡−1)𝑔:𝐷𝑔,𝑡=1,𝐷𝑔,𝑡−1=0 − ∑ 𝑁𝑔,𝑡𝑁0,0,𝑡 (𝑌𝑔,𝑡 − 𝑌𝑔,𝑡−1)𝑔:𝐷𝑔,𝑡=𝐷𝑔,𝑡−1=0  

where g represents a cohort of states grouped by first year of treatment, Dg,t represents 

treatment status for cohort g at year t; Ng,t represents the number of states in cohort g,t; 

N1,0,t represents the total number of treated states at time t; N0,0,t represents the total 

number of untreated states at time t; and Yg,t - Yg,t-1 represents the change in the average 

observed outcome for group g at time t. The DIDM estimator therefore compares the 

change in entry rates related to drug abuse for treated states compared to untreated 

states, weighted by the respective share of observations in each category for each time 

period.  
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V. Results 

Parental drug abuse 

We first present results pertaining to parental drug abuse. Results are presented in Figure 

2. Estimates from the top two figures indicate that states which legalized the recreational 

use of marijuana experienced no statistically meaningful change in the number of foster 

care entries caused by parental drug abuse compared to states in which recreational use 

of marijuana is illegal. Estimated effects for each year after treatment are negative, 

implying fewer drug abuse-related cases, but coefficients are not statistically different 

from zero. Note that coefficients for years prior to treatment are not statistically 

distinguishable from zero, allaying concerns that treated states differed from control 

states in drug-abuse related foster care entries prior to treatment.  

 
Figure 2 Dynamic treatment effects of marijuana legalization on foster care entries related to parental drug abuse 
Note: Estimates are presented using the Interaction-Weighted estimator and the DIDM estimator. The dependent 

variable is the logged number of foster care entries related to parental drug abuse in a given state. Data span 2007-
2019. Controls include racial, sex, and age percentages of a state’s foster care entrants; the average number of 

previous removals for entering children; the prevalence of 13 removal reasons (e.g. neglect or abandonment); the 
prevalence of method of removal (court-ordered, voluntary, or unknown); the unemployment rate; real per capita 

income; the number of drug-related deaths (not available for South Dakota in 2011); and the legalization of 
medical/recreational marijuana use. Observations vary by legalization: recreational (662) and medical (506). 

Adjusted standard errors are clustered at the state level. Ninety percent confidence intervals are shown. 

IW - recreational use DIDM - recreational use

IW - medical use DIDM - medical use
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States that legalized the medical use of marijuana experienced a decrease in the number 

of parental drug abuse-related cases following enactment of the law. Using the more 

precise estimates from the DIDM approach, we estimate an 8 percent decrease (s.e. 0.051) 

in such cases in the first two years following enactment, followed by an 18 percent 

decrease (s.e. 0.116) relative to pre-treatment levels in year three.6 In the fourth and fifth 

years, the treatment effect cannot be statistically distinguished from zero. While the IW 

estimates are not as precise as those of the DIDM estimator, coefficients follow the same 

trends and support the claim that drug abuse-related entries slowed after legalization, 

especially in the third year. Given the average number of parental drug abuse-related 

entries in the year before treatment (2,067) an 8 percent decrease corresponds to 165 

entries and an 18 percent decrease implies 372 fewer entries related to parental drug 

abuse. Over three years, this yields approximately 700 fewer entries into foster care 

related to parental drug abuse.  

 

To better explore the connection between medical legalization and foster care entries, we 

separate states that have legalized the medical use of marijuana into two categories: those 

with relatively restrictive use laws and those without such restrictions. Typically, limits 

built into a state’s statutes may cap the percent of tetrahydrocannabinol (THC) that may 

be used in a medicinal product. With separate regressions, we use the same empirical 

strategies to estimate the change in parental drug abuse-related entries into foster care 

for unrestrictive and restrictive medical legalization (as categorized by the IIHS), with the 

control group of states being those that never approved medical use. Results are shown 

in Figure 3. 

 

We are hesitant to draw conclusions based on these regression results. For the limited 

medical legislation, we estimate a sizeable decrease in the number of drug abuse-related 

foster care entries following enactment in the third and fourth year of treatment when 

using the IW estimator, but the magnitudes of the coefficients are not as large nor are the 

coefficients as precisely estimated when using the DIDM estimator. For the less restrictive 

medical legislation, we observe a statistically and economically significant decrease in the 

number of entries with the DIDM estimator, but pre-treatment coefficients estimated by 

the IW estimator suggest that treated and control states may not have had parallel trends 

prior to legislation enactment.  

 
6 𝑒−0.085 − 1 = −0.081; 𝑒−0.203 − 1 = −0.184 
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Figure 3 Dynamic treatment effects by type of medical marijuana legalization 

Note: Estimates are presented using the Interaction-Weighted estimator and the DIDM estimator. The dependent 
variable is the logged number of foster care entries related to parental drug abuse in a given state. Data span 2007-

2019. Controls include racial, sex, and age percentages of a state’s foster care entrants; the average number of 
previous removals for entering children; the prevalence of 13 removal reasons (e.g. neglect or abandonment); the 
prevalence of method of removal (court-ordered, voluntary, or unknown); the unemployment rate; real per capita 

income; the number of drug-related deaths (not available for South Dakota in 2011); and the legalization of 
medical/recreational marijuana use. Observations vary by legalization: limited medical (276) and unlimited 

medical (350). Adjusted standard errors are clustered at the state level. Ninety percent confidence intervals are 
shown. 

Teenage drug abuse 

We also examine whether or not marijuana legalization affected entry into foster care 

based on teenage drug use. In this section, the dependent variable is the logged number 

of teenage drug abuse-related entries. Results are presented in Figure 4. There is no 

persuasive evidence that the number of teenage drug abuse-related foster care entries 

increased in states that legalized recreational use relative to those that did not. When 

examining the legalization of medical use, coefficients are positive and large but noisy 

across both estimators. None are statistically significant at traditional levels. 

IW - limited medical use DIDM - limited medical use

IW - unlimited medical use DIDM - unlimited medical use



   

 

13 

 

     

 
Figure 4 Dynamic treatment effects of marijuana legalization on foster care entries related to teenage drug abuse 
Note: Estimates are presented using the Interaction-Weighted estimator and the DIDM estimator. The dependent 

variable is the logged number of foster care entries related to teenage drug abuse in a given state. Data span 2007-
2019. Controls include racial, sex, and age percentages of a state’s foster care entrants; the average number of 

previous removals for entering children; the prevalence of 13 removal reasons (e.g. neglect or abandonment); the 
prevalence of method of removal (court-ordered, voluntary, or unknown); the unemployment rate; real per capita 

income; the number of drug-related deaths (not available for South Dakota in 2011); and the legalization of 
medical/recreational marijuana use. Observations vary by legalization: recreational (662) and medical (506). 

Adjusted standard errors are clustered at the state level. Ninety percent confidence intervals are shown. 

  

IW - recreational use DIDM - recreational use

IW - medical use DIDM - medical use
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VI. Conclusion 

Our findings suggest that states which legalized medical marijuana experienced a 

decrease in parental drug abuse-related entries into foster care in the initial years 

following the legalization compared to states that did not legalize medical marijuana. 

Estimates exploiting variation in state-level limitations on medical marijuana are mixed. 

We find no evidence that the legalization of marijuana for recreational use had a 

statistically significant impact on foster care entries related to parental drug abuse, and 

we find no evidence of an impact of marijuana legalization on entry into foster care related 

to adolescent drug use. 

 

The only states that have legalized the recreational use of marijuana are those that have 

also legalized its medical use, so it’s unclear if this decrease in entries related to medical 
legalization is a culture effect – marijuana is now somewhat legally accepted and not 

necessarily an immediate suspicion when investigating claims of child maltreatment – or 

a medicinal effect – marijuana may now be consumed legally and is perhaps less likely to 

be abused. We suspect both effects may be at play. Ultimately, further research is 

necessary in order to fully understand the consequences of marijuana legalization and its 

impacts on society.  
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