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Abstract

Background: Cannabis concentrates, including dabs, contain extremely high levels of Δ9-

tetrahydrocannabinol (THC). Although these products appear to be gaining popularity among 

recreational cannabis consumers, little data exists regarding concentrate use in the US. We 

conducted a national web-based survey to examine patterns of concentrate use, specifically 

dabbing.

Methods: 4077 respondents completed a survey designed to assess the use of conventional 

flower cannabis relative to dabs. Individuals provided information about frequency and magnitude 

of use, and also completed the Marijuana Motives Measure and Severity of Dependence Scale 

to examine whether dab users have different motives for use and/or demonstrate more severe 

consequences of use compared to those who only use conventional flower products.

Results: 58% of respondents reported they had tried dabs at least once and 36.5% endorsed 

regular use (once a month or more). Those who use regularly use dabs were significantly 

more likely to report using for experimentation (feeling “curious”) relative to reasons for using 

conventional flower products. Interestingly, motives reflecting positive effects (i.e., coping, sleep 

problems, relieving social anxiety) were endorsed more highly for flower use. In addition, regular 

dab users reported being more worried about their use of cannabis products relative to those who 

had tried dabs but did not use regularly.
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Conclusions: Results indicate that cannabis consumers do not necessarily choose dabs over 

flower products for positive effects, but rather appear to choose these highly potent products for 

experimentation. As concentrate use may lead to increased cannabis-related problems, studies 

directly assessing concentrate users are needed.
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1. Introduction

Literature regarding the impact of cannabis use has primarily focused on recreational users 

who typically choose products with high levels of Δ9-tetrahydrocannabinol (THC), the main 

psychoactive constituent of cannabis, responsible for the desired “high” or mood-altering 

effects. Traditionally, most individuals use flower (“bud”) in joint, blunt, bong, spliff, or 

bowl preparations. Data suggests a significant increase in potency (THC concentration) of 

flower products, rising from 4% to 12% between 1995 and 2014 (ElSohly et al., 2016). 

Moreover, there has been a shift toward alternative modes of use and the use of novel 

products with even higher THC concentrations. These potent products termed concentrates, 

provide a faster and more intense “high.”

Concentrates are made by extracting THC from dried cannabis flower using a variety of 

methods (Raber et al., 2015). Non-solvent concentrates include kief, resin, and different 

types of hash and are made by rubbing plant material or utilizing cold water to separate 

trichomes from the plant. Solvent-based extraction methods yield a range of products 

(butane hash oil [BHO], tinctures, etc.), and either require the use of supercritical extraction 

methods (e.g., CO2 extraction) or chemical solvents including hexane, isopentane, isopropyl 

alcohol, acetone, propane or butane. While CO2 extraction avoids exposure to potentially 

harmful chemicals, solvent-based methods remain common. As a result, residual solvents 

are often detected in concentrates, posing risks to users’ health. In fact, Raber et al. (2015) 

detected residual solvents in 83.3% of concentrate samples analyzed. Extraction methods 

yield a variety of concentrated compounds, typically named for the product’s consistency, 

including shatter, wax and “budder”. Concentrates can be used in a number of ways, 

including “dabbing”—a process in which concentrates are placed on a boiling surface 

using a rig that vaporizes a designated amount (a “dab”); the user subsequently inhales the 

vapor, delivering a single, extremely high dose of THC in a single bolus. Concentrates can 

also be used with other routes of administration, including vape pens, which allow users 

to place concentrates (i.e., shatter, wax) directly in the pen’s “tank” to be vaporized or 

to use cartridges containing concentrated oil. Compared to dabbing, vaporizers provide an 

opportunity for users to titrate their intake, rather than receiving a single, highly potent ‘hit’ 

at once.

In addition to concerns regarding residual solvents, concentrates have significantly higher 

levels of THC relative to conventional flower products, which may have negative 

implications for consumers. Recent analyses of concentrate products reported average 

THC levels of 60.3% (Raber et al., 2015) to 68.7% (Smart et al., 2017); however, some 
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concentrates have been shown to approach 75–80% (Stogner and Miller, 2015), and those 

sold at dispensaries frequently list even higher THC potencies on packaging (> 90% THC). 

Use of concentrates is potentially concerning as THC has been associated with adverse 

physiological (i.e., increased heart rate) (Zuurman et al., 2009) and psychological effects; 

paranoia, anxiety, and hallucinations have been observed in those administered high doses 

of THC (Bhattacharyya et al., 2010; D’Souza et al., 2004; Fusar-Poli et al., 2009; Winton-

Brown et al., 2011). Further, acute administration studies suggest that higher doses of THC 

have a negative impact on cognition. For example, D’Souza et al. (2004) reported that 

THC administration produced acute decrements in cognitive performance, including poorer 

word recall and impaired performance on measures assessing distractibility, verbal fluency 

and working memory which appeared to be dose-dependent. Similarly, Ramaekers et al. 

(2006) administered placebo, 4% THC and 10% THC “marijuana cigarettes” to recreational 

cannabis consumers. Participants performed most poorly after administration of the higher 

potency product across measures of motor control, executive function, and impulsivity. In 

addition, increased severity of dependence (Freeman and Winstock, 2015) and reduced 

creativity (Kowal et al., 2015) have also been observed with higher potency THC. Only one 

study thus far has examined the effect of cannabis potency on brain structure; Rigucci et al. 

(2016) observed alterations in corpus callosum white matter microstructure in self-reported 

high-potency cannabis users compared to low-potency users and controls. Finally, some 

studies note an increased risk of psychosis among self-reported high-potency cannabis users 

relative to low potency users (Large and Nielssen, 2017) and non-users (Di Forti et al., 

2015), and two case reports have documented psychosis following concentrate use (Keller et 

al., 2016; Pierre et al., 2016).

In a recent study which analyzed tweets about concentrate use, Cavazos-Rehg et al. 

(2016) reported that common themes included mentions of extreme effects and the intense 

high resulting from use. Concentrate users also tweeted about negative physiological 

consequences, including passing out, respiratory effects (e.g., coughing, lung pain), nausea/

vomiting, and loss of bodily control. Despite these negative experiences, some report a 

preference for concentrates. In the first known survey of concentrate users (specifically 

those who dab), Loflin and Earleywine (2014) found that the most common reasons 

reported for dabbing were to create a different kind of high, a stronger intoxicating effect, 

and because fewer hits are necessary to achieve desired effects. Although analyses did 

not support the hypothesis that dabbing resulted in more problems, accidents, or greater 

negative side effects relative to conventional flower use, increased self-reported tolerance 

and withdrawal were noted among dab users (Loflin and Earleywine, 2014). Further, in 

a survey of college students, Meier (2017) found that more frequent use of BHO was 

related to higher levels of physical dependence. Using an international survey, Chan et al. 

(2017) reported that BHO use was related to higher self-reported depression and anxiety, 

weaker positive effects and stronger negative effects compared to conventional flower use. 

Despite the increased popularity of concentrate products, few studies have examined rates 

of concentrate use within the US. In a preliminary study, Zhang et al. (2016) analyzed 

Google data to examine the extent of online searches focused on dabbing between 2004 and 

2015. Dab-focused searches increased over time, suggesting greater public interest. Searches 

were performed more often in western states than other regions, and the total number of 
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searches was higher in states with legal medical and recreational cannabis than those with 

only medical cannabis or states without any legalization. Similarly, another study reported 

that dab-related tweets were highest in states with legalized medical or recreational cannabis 

and lowest in states where cannabis use is prohibited (Daniulaityte et al., 2015). Regarding 

the scope of concentrate use, in a US-based survey of 673 cannabis users recruited from a 

web-forum focused on drug-related experiences, 66% of respondents reported concentrate 

use (Daniulaityte et al., 2017). Further, authors reported that living in states with less 

restrictive cannabis policies, being male, being younger, using other drugs, using flower 

cannabis daily, and lower perceived risk of cannabis use all conferred a greater risk of using 

concentrates. Finally, some studies have specifically assessed concentrate use in Washington 

State, one of the first states to legalize recreational cannabis. Carlini et al. (2017) reported 

that concentrate sales increased 770% from 2014–2015 to 2015–2016 in Washington while 

flower products, edibles, and cannabis drinks increased 400–488%. Similarly, Smart et 

al. (2017) reported that although cannabis flower remains the most frequently purchased 

product type in Washington, concentrate sales increased 145.8% over two years (October 

2014–September 2016), accounting for 21% of product sales.

Overall, data suggest a significant, rapid increase in concentrate use across the nation. 

Despite growing popularity, little data exists regarding concentrate use, including 

prevalence, patterns of use, and other related variables. Given the paucity of data and 

increasing use of these products, we developed a comprehensive, internet-based survey to 

examine concentrate use, specifically the use of dabs, among US cannabis users consumers. 

The survey assessed frequency and magnitude of use, product selection, motives for use and 

consequences of use.

2. Material and methods

2.1. Sample selection

Potential participants aged 18 and older were recruited via self-selection by responding 

to Facebook advertisements for an online survey about cannabis use. Advertisements 

were generated through the site’s proprietary marketing algorithms and targeted those 

who had “liked” pages associated with cannabis use or pro-cannabis interest (e.g. High 

Times, NORML). The total reach estimated by Facebook was 202,921. Additionally, 

links were posted on the Cognitive and Clinical Neuroimaging Core’s Facebook page 

(@MJBrainStudy), Twitter (@CCNCBrainStudy), and on the “Cannabis Extracts” Reddit 

forum (https://www.reddit.com/r/CannabisExtracts/).

Prior to entering the survey, participants were presented with an informed consent page 

approved by Partners Healthcare; only respondents who gave consent to participate were 

directed to the survey. Compensation was not provided for participation. Automatic data 

collection procedures were disabled to preserve anonymity except for spam deterrence 

features (e.g., preventing multiple responses from the same IP address). Study procedures 

were reviewed and approved by the Partners Institutional Review Board.
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2.2. Survey content

The Internet survey took approximately 20 min to complete and was hosted on 

SurveyMonkey.com, with data collected over a 64-day period (12/20/2016–2/22/2017). 

Survey content included questions addressing demographics, general substance use history, 

and cannabis use history, which included a subset of questions designed to specifically 

assess current and former concentrate use, namely dabs. In addition, individuals who 

endorsed cannabis use completed a modified version of the Marijuana Motives Measure 

(MMM) (Simons et al., 1998), which assesses motives/reasons for use (only 15 of the 

original 25-items from the MMM were chosen for the survey based on factor loading 

scores, and an additional question was added to query about the use of cannabis for 

medical symptoms). Participants were asked to complete the MMM to assess motives for 

conventional flower use and additionally, individuals who endorsed dabbing completed the 

MMM a second time to assess motives for dabbing. Participants also completed the Severity 

Dependence Scale (SDS), a five-item questionnaire assessing problematic cannabis use 

(Piontek et al., 2008).

2.3. Data analysis

Statistical analyses were performed using the Statistical Package for the Social Sciences 

(SPSS) version 24 (IBM Corp., Armonk, NY). Descriptive statistics were performed on 

the entire sample and to better assess cannabis use patterns across the US, descriptive 

statistics were also performed on three discrete groups. Survey respondents were subdivided 

by legal status of cannabis at the time of the survey (2016): 8 states and DC with legalized 

recreational (and medical) cannabis, 20 states with full medical cannabis programs, and 

22 states which prohibited cannabis. Notably, the latter group also included states only 

allowing access to CBD products, as concentrates are illegal in these states. Chi-square tests 

were utilized to assess nominal (e.g., gender) and ordinal data (e.g., income). In addition, 

analyses of variance (ANOVAs) were used to assess scalar data (e.g., age) or, if homogeneity 

of variance was unequal between groups, non-parametric, Kruskal-Wallis tests were used. 

Wilcoxon signed rank tests were performed on the MMM data for individuals reporting 

use of both flower and concentrate products in order to compare differences in the ordinal 

ranking for motives of use between products. Two-tailed t-tests were used (α = .05) and 

bootstrapped 95% confidence intervals were calculated using 1000 samples, which were not 

bias-corrected or accelerated. For the SDS, regular dab users were divided into current and 

former users; chi-square tests were used for the ordinal SDS rankings, while ANOVAs were 

used for total SDS scores, which were considered scalar.

3. Results

3.1. Sample characteristics and participation rate

As noted in Fig. 1, a total of 6819 individuals clicked on the survey link; of these, 

5412 provided consent. Among those who consented and began the survey, 4077 (75.33% 

participation rate) completed demographics questions and provided information about their 

cannabis use and were therefore included in data analyses. Demographic information (age, 

gender, ethnicity, income, and education) are provided in Table 1, and basic information 

regarding patterns of cannabis, alcohol, and other drug use are provided in Table 2. Notably, 
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the majority of participants who began the survey completed the entire survey (3674 

participants; 67.89% of the total number of individuals who provided consent).

3.2. Patterns of cannabis concentrate use (dabbing)

Of the 4077 respondents, 58% reported dabbing at least once. Among those who had tried 

dabs, 45.04% reported regular use of dabs (defined as “once a month or more”) at some 

point in their lives, and 36.54% reported current regular concentrate use; see Fig. 1. Of note, 

13.74% of all respondents indicated that their preferred mode of use was dabbing (Table 

2). Patterns of use were also examined among the 869 current, regular concentrate users in 

terms of frequency, magnitude, and money spent on concentrates per month; see Table 3. 

Nearly three-fourths of those who endorsed current dabbing reported using at least once a 

week. Moreover, 37.17% of current users reported dabbing more than once per day, the most 

frequently reported pattern of use. Over half of respondents reported using between 1–5 g 

per month, but a significant number of individuals (20.94%) also indicated that someone else 

buys/gives dabs to them and were, therefore, unable to report total amount used.

Analyses examining patterns of use based on legalization status (recreational vs medical vs 

prohibited; Fig. 2) indicated that age of onset of cannabis use was similar across groups (18–

19 years old; p = .135). Although results suggested a significant between-group difference 

for age at which individuals first tried dabs (F = .118, p = .044), post hoc analyses revealed 

only a trend between recreational states and medical states (p = .051). Interestingly, the age 

at which individuals first tried dabs was slightly older in recreational states (37.16 years old) 

versus medical states (35.42 years old). No differences were observed between states with 

prohibition (35.83 years old) and those with recreational and/or medical legislation. Group 

differences also emerged regarding patterns of use for both flower products and dabs (Table 

4). Specifically, significant differences were noted between groups in terms of the proportion 

of individuals reporting current flower use (X2 = 40.058, p < .001) and the proportion 

reporting current dab use (X2 = 58.786, p < .001). Perhaps not surprisingly, more individuals 

from recreational states reported using flower products “daily or more,” relative to those 

from states with only medical cannabis or where cannabis is prohibited. This same pattern 

was observed for dabs; dabbing “daily or more” was reported most often in recreational 

states. These statistics represent data from the currently sample only and are not meant to 

serve as estimates of national prevalence.

3.2.1. Marijuana motives measure (MMM)—Frequencies of responses across items 

of the MMM were calculated for both flower products and dabs (Table 5). The most 

common reasons for cannabis use, regardless of product type, were related to the perceived 

low risk associated with use (“safer than alcohol,” “not a dangerous drug”), and enjoyable 

effects. Moreover, results revealed several significant differences in motives for use of 

flower products versus dabs. The following reasons were endorsed significantly more often 

for flower relative to dabs: enjoyable effects (p < .001); to cope with problems, depression, 

or medical symptoms (all ps < .001); using cannabis while drunk (p < .001); celebration 

of a special occasion (p = .009); to relax when feeling social anxiety (p < .001); perceived 

relative low risk/danger (ps < .001); and to facilitate sleep (p < .001). A trend was also noted 

for flower users to endorse cannabis use as a result of boredom (p = .080). Interestingly, 
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only one reason was more highly endorsed for dabs, which was experimentation (feeling 

“curious,” p < .001), although a trend also emerged for reasons of conformity (“to be cool,” 

p = .062). Use of flower and dabs did not differ based on ability to achieve altered states of 

perception (p = .103) or access to products (p = .450).

3.2.2. Severity of Dependence Scale (SDS)—Analyses were performed on data 

from participants who completed both the SDS and provided information about current 

patterns of dabbing (n = 1037). Among those with a history of regular dabbing (at least once 

a month), SDS responses were compared between current (n = 865) and former dab users 

(n = 172). Results indicated that current users more frequently endorsed being “worried 

about cannabis use” relative to former users (X2 = 8.149, p = .044). No differences were 

observed across the remaining questions which assessed thinking that cannabis use was 

“out of control,” being anxious at the thought of not using cannabis, wishing they could 

stop cannabis use, and finding it difficult to stop using cannabis. Further, no significant 

between-group differences were observed for total SDS scores.

Additional analyses examining potential moderating factors for the SDS findings were also 

completed. While analyses revealed that current and former dab users were well-matched 

for age, education, income, age of onset of cannabis use, use of alcohol, and use of other 

substances, the two groups differed with regard to frequency of conventional flower use (X2 

= 7.675, p = .022). Specifically, significantly more current dab users reported weekly and 

daily cannabis use compared to former dab users. However, when conventional flower use 

was included as a covariate in the analyses, SDS results remained unchanged, although it 

was a significant contributor to the model (p = .018).

4. Discussion

This national online survey suggests that dab use is common among US cannabis consumers 

and supports the feasibility of conducting survey studies among individuals who use 

cannabis-based products. Although the survey required approximately 20 min and provided 

no remuneration, more than 4000 respondents provided data, suggesting that individuals 

who identify as cannabis consumers are willing to provide information regarding patterns 

and motives for use as well as positive and negative outcomes, which is critical for public 

policy. In addition to current findings, data from several other types of studies suggest 

that concentrate use is on the rise. Online searches and tweets related to concentrates have 

increased (Cavazos-Rehg et al., 2016; Zhang et al., 2016), and concentrate sales in legal 

cannabis markets have increased sharply (Carlini et al., 2017; Smart et al., 2017). Two recent 

surveys also suggest that concentrate use is growing, both within the US (Daniulaityte et al., 

2017) and internationally (Chan et al., 2017).

As states continue to pass legislation for medical and recreational cannabis, concentrates 

are gaining popularity and individuals appear to be engaging in use for several reasons. 

Regarding motive, concentrates are considered novel products, so it is not surprising that 

individuals were significantly more likely to report “curiosity” as a motive for using dabs 

compared to flower products. Concentrates are also newer products, which likely contributed 

to an older age of onset of concentrate use (mid 30’s) relative to the age of onset of flower 
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cannabis (18–19 years old). Interestingly, users indicated that they were more motivated 

to use flower than dabs for reasons including enjoying the effects, coping, celebrating a 

special occasion, relieving social anxiety, alleviating sleeping difficulties, and perceived 

low risk. This suggests that respondents were more motivated to use flower products to 

achieve positive effects, especially important in light of previous research which reported 

that concentrate use is related to stronger negative effects and weaker positive effects relative 

to high-potency flower (Chan et al., 2017). Taken together, data may indicate that users 

tend to seek out dabs for new experiences but may not experience positive effects to the 

same extent they do with flower products, raising questions as to why users continue to 

use dabs if they derive greater pleasure or relief of negative symptoms with conventional 

flower products. It is possible that individuals initially seek out dabs for new experiences but 

continue using them for other reasons. Previous studies note that dab use is related to self-

reported increases intolerance and withdrawal symptoms (Loflin and Earleywine, 2014), and 

in the current study, regular dab users endorsed being more worried about their cannabis use 

compared to those who had only tried concentrates. Notably, current dab users also reported 

a higher frequency of cannabis use overall, which significantly contributed to higher SDS 

scores; however, when flower use was controlled for, SDS results remained unchanged, 

suggesting that dab use is related to increased worry about cannabis use. Additional insight 

regarding why dab users initiate and maintain use is critical in order to better understand risk 

factors and consequences associated with use.

Regardless of motive, concentrate use appears to be prevalent and increasingly popular. 

Interestingly, over 26% of all survey respondents identified as regular (at least monthly) 

concentrate users, and more than one-third of these individuals reported use multiple times 

per day. Although the amount of money spent on concentrates varied widely, it is likely that 

some individuals make their products, spending less money, while those buying from friends 

or a dispensary may spend more. Interestingly, motives to use dabs did not appear to be 

influenced by availability, which may indicate that concentrates are as readily available as 

flower products to many consumers, yet the more frequent use of dabs was noted in states 

with recreational cannabis laws, perhaps suggesting that social norms and “cannabis culture” 

influence dab use.

High rates of regular dab use raise potential concern given previous data reporting an 

association between higher THC levels and decrements in cognitive performance (Kowal et 

al., 2015; Ramaekers et al., 2006) as well as altered brain structure (Rigucci et al., 2016). 

It remains unclear, however, whether the use of dabs and other concentrate products will 

have a more deleterious effect on these measures relative to flower products, especially 

as the potency of flower products has continued to rise over the past several decades. 

Further, it is likely that specific product selection (e.g., shatter, wax, oil), mode of use (e.g., 

dabbing, vaping) and frequency/magnitude of use will significantly impact outcomes, as 

these variables affect THC exposure. While some suggest that individuals who use higher 

potency cannabis products may titrate their use accordingly and use less to get the desired 

effect (Freeman et al., 2014; van der Pol et al., 2014), others posit that users may not 

regulate their intake as a function of THC content (Chait, 1989). Moreover, it is unclear if 

the use of higher potency products confers additional risk or vulnerabilities for decrements 

previously noted in recreational users, especially among younger consumers.
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To date, no studies have directly assessed individuals who predominantly use dabs or 

concentrates compared to those who use conventional flower products. Specifically, the 

neurocognitive consequences of concentrate use remain unknown, an important area for 

future studies. Interestingly, Daniulaityte et al. (2017) recently noted that the most common 

“health-related” risk reported by daily dab users was “poor memory,” underscoring the 

importance of directly assessing the effects of concentrate use on cognitive and clinical 

domains. Future studies should also examine safety with regard to accidents related to 

making concentrate products and those related to high levels of intoxication often associated 

with concentrate use.

Although this survey generated critical information about dab use across the US, several 

limitations must be considered. First, non-probability sampling was used to gather data from 

respondents, which limits generalizability, as the study sample is inherently limited to only 

those targeted through social media who were willing to spend time answering questions for 

approximately 20-min about their substance use without any financial incentives. However, 

given that this survey collected information about drug use which remains illegal at the 

Federal level, self-selection methods were utilized in order to maximize honest reporting. 

Further, self-selection and promotion allowed the survey to reach more individuals. This 

survey also collected data on the amount of money spent on concentrate products. Given 

differences in US state markets and cost-of-living expenses, and since many make products 

for themselves and others, this metric may be influenced by additional factors. For this 

reason, information regarding frequency and amount consumed was also collected as a more 

objective measure of concentrate use. However, some respondents may have included the 

amount they make for others when asked, “What quantity of concentrates are you buying or 

making each month?” Finally, as the survey specifically targeted cannabis concentrate users, 

frequency of use reported by the current sample may not reflect national use rates and may, 

therefore, overestimate concentrate use among the general population. Nonetheless, this 

survey provides key information about rates of use within a targeted and growing population 

of cannabis consumers.

5. Conclusions

Despite the growing popularity of concentrates, few have examined the extent of use across 

the US or consequences related to these highly potent products. This survey provides a 

critical, preliminary step in understanding the scope of dabbing and motives for use. Current 

findings suggest that dab users may engage in use because of curiosity/experimentation, 

but they do not tend to report positive motives for use (enjoyable effects, relief of negative 

symptoms, etc.) to the same extent as they do with flower products. These data underscore 

the need for direct assessment of concentrate users in order to clarify the neurocognitive 

impact of these products as well as psychological effects and issues related to safety.
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Fig. 1. 
Schematic classifying individuals based on degree of survey completion and cannabis and 

dabs use status.
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Fig. 2. 
Information about cannabis and concentrate use based on 2016 legal status.

Note: States were categorized into three groups based on cannabis legalization status in 

2016, the time at which the survey was launched: 1) recreational (and medical) cannabis 

legalized, 2) medical cannabis programs and 3) prohibited or only allow limited access to 

CBD. For each of these three groups, the number of respondents, average age of onset of 

regular cannabis use, average age that individuals first tried dabs, and preferred type of 

concentrate product are provided.
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Table 3

Patterns of Current Dab Use (n = 869).

Variable n (%)

How often do you currently use dabs?

 More than once a day 323 (37.17%)

 Once a day 83 (9.55%)

 6–7 times a week 24 (2.76%)

 4–5 times a week 35 (4.03%)

 2–3 times a week 113 (13.00%)

 Once a week 69 (7.94%)

 2–3 times a month 130 (14.96%)

 Once a month 87 (10.01%)

 Non-Response 5 (0.58%)

How much are you spending on concentrates for dabbing each month?

 < $25 97 (11.16%)

 $25–$50 125 (14.38%)

 $50–$75 101 (11.62%)

 $75–$100 123 (14.15%)

 $100–$150 76 (8.75%)

 $150 or more 160 (18.41%)

 Someone else buys it or gives it to me 182 (20.94%)

 Non-Response 5 (0.58%)

What quantity of concentrates are you buying or making each month?

 1/4 g 14 (1.61%)

 1/2 g 32 (3.68%)

 1 g 188 (21.63%)

 2–3 g 203 (23.36%)

 3–4 g 1 (0.12%)

 4–5 g 159 (18.30%)

 5–10 g 17 (1.96%)

 10–15g 24 (2.76%)

 15–20 g 10 (1.15%)

 20–30 g 11 (1.27%)

 30+ g 15 (1.73%)

 Someone else buys it or gives it to me 144 (16.57%)

 Other (please specify) 46 (5.29%)

 Non-Response 5 (0.58%)
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