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SUMMARY
This brief examines the
United States opioid
epidemic analyzing trends
in overdose deaths from
heroin and other opioids,
such as prescription painkillers. Using vital statistics
data, it also looks at differences in opioid deaths by
age, sex, race/ethnicity
and urbanization.

Stay updated by visiting us
at: www.shadac.org

INTRODUCTION
For nearly two decades, the United States has experienced a growing crisis of drug abuse and
addiction that is illustrated most starkly by deaths from drug overdose. Since 2000, the number
of drug overdose deaths has more than tripled from 17,500 to 63,500 in 2016.1,2 Most of these
deaths involved opioids, including heroin and prescription painkillers.3 In the years since the U.S.
Centers for Disease Control and Prevention (CDC) declared overdoses from prescription painkillers
an “epidemic” in 2011, the opioid overdose crisis has evolved rapidly from a problem tied mostly
to prescription opioid painkillers to becoming increasingly driven by illicitly trafficked heroin and
synthetic opioids.
This brief provides high-level information about opioids
and opioid addiction, presents the historical context for
the epidemic of opioid-related addiction and mortality
in the United States, and examines trends in opioid-related mortality across the country and among population subgroups.

COMPANION BRIEF
To read SHADAC’s analysis of state-level
data on opioid-related overdose deaths,
visit: www.shadac.org/2016OpioidBriefs.

Background
Addictive properties of opioids
To better understand the development of the opioid crisis, it is important to recognize the addictive properties of opioids and the relationship between different opioid types. Generally, there are
three kinds of opioids: 1) natural opiates, like morphine, which are made from the opium poppy
plant; 2) semi-synthetic opioids, like hydrocodone and oxycodone, which are chemically derived
from natural opiates; and 3) fully synthetic opioids, like fentanyl, which are chemically created to
mimic natural opiates but are typically much more potent. In addition, opioids can be segmented
into illicit opioids, such as heroin, and legal opioids, such as painkillers including oxycodone and
hydrocodone.4 Illicit and legal opioids are chemically similar and stimulate the same opioid receptors in the reward centers in the brain, creating similar feelings of euphoria.5 Repeated use of opioids
can affect the chemistry and wiring of the brain, causing addiction that prompts people to crave
and use opioids habitually, and can cause symptoms of withdrawal if people stop using opioids.6
Because all opioids act similarly in the same parts of the brain, someone who is chemically dependent on a prescription opioid painkiller and unable to obtain it may switch to an illicit opioid, such
as a heroin, to relieve their cravings or withdrawal symptoms. In fact, studies have shown that many
people who use heroin or misuse prescription opioids began with “legitimate” prescriptions for
their own pain treatment or obtained these painkillers from friends or family members with prescriptions.7,8 For example, a national study found that 80 percent of people who reported using
heroin also reported earlier misuse of prescription opioids.9 Research also shows that people often
advance from misuse of prescription opioids to heroin because heroin provides stronger effects
and is often less expensive than prescription opioids.10
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Rise of the epidemic

The rise of the opioid crisis is commonly attributed to an increase in the prescribing of opioid painkillers, which was driven by
a confluence of several factors:
First, in the 1980s some peer-reviewed journals published letters and articles suggesting that opioids were an effective way
to treat pain with little risk of addiction. Specifically, a commonly cited 1980 letter published in the New England Journal of
Medicine and another commonly cited research article published in the journal Pain in 1986 are believed to have contributed
to a belief that opioids did not pose a high risk for addiction.11,12,13,14
Second, in the 1990s and 2000s, there was an increased emphasis among health care professionals on the importance of recognizing and treating pain. In 1996, the president of the American Pain Society raised the idea of “pain as a vital sign,” stating
that “quality care means that pain is measured and treated”— a concept that was adopted by many health professionals and
throughout many health care organizations.15 As examples, the Veterans Health Administration undertook efforts beginning
in 1999 to regularly measure and record patients’ self-reported pain on a scale of 0 to 10, and the health care accreditation
organization The Joint Commission introduced pain-management standards that encouraged the assessment and treatment
of pain.16,17
In 1995, around the same time that health professionals were focusing on under-treatment of pain, the Food and Drug
Administration (FDA) approved the opioid painkiller OxyContin, which has become among the most commonly dispensed
controlled substances in the U.S., and which the FDA has since described as “a focal point of opioid abuse issues.”18 In 2007,
the maker of OxyContin, Purdue Pharma, settled criminal and civil claims by the U.S. Department of Justice that the company
knowingly made false marketing claims that OxyContin was less addictive than other medications.19,20 Despite its renown, the
case of OxyContin is not unique; use of other opioid painkillers also has increased substantially, and other pharmaceutical
companies have settled charges of misrepresenting the abuse-resistance and addictive properties of their medications.21,22

U.S. Opioid Deaths

Over more than a decade, the U.S. has experienced statistically significant increases in overdose deaths related to opioids;
these increases have occurred throughout the country, with nearly every state having experienced increases in opioid-related
deaths since 2000.23 However, data on overdose deaths show a nuanced story, with related but distinct trends in mortality
from different types of opioids. Additionally, while opioid death rates have increased for most groups across age, sex, race/
ethnicity, and metropolitan/non-metropolitan communities, not all groups have been affected equally.
The following section uses vital statistics data from the CDC to examine national increases in overdose deaths from heroin
and other opioids since 2000, as well as differences across groups by age, sex, race/ethnicity, and metro/non-metro communities (state-level analysis can be found in the companion brief: The Opioid Epidemic: State Trends in Opioid-Related Overdose
Deaths from 2000 to 2016). The analysis below focuses on the opioids that account for the bulk of opioid overdose deaths and
are grouped according to how opioid overdose data are collected:

Natural and semi-synthetic opioids: Natural and semi-synthetic opioids include most prescription opioid painkiller
pills, such as oxycodone and hydrocodone. Although these may be taken legitimately with a prescription, they are also sometimes used illicitly. For example, a person with a prescription may give them away or sell them, or a health care provider
may improperly prescribe them (e.g., “pill mills”). Additionally, drug cartels manufacture and traffic counterfeit “prescription”
opioid pills, which are sometimes mixed with other drugs.

Synthetic opioids (except methadone): Some synthetic opioids, such as fentanyl, also are used legitimately as a medication. However, because they are commonly much more potent than natural and semi-synthetic opioids, synthetic opioids
are typically administered in more-controlled settings, such as in a hospital. Recently, drug cartels have begun manufacturing
and trafficking synthetic opioids, which are sometimes mixed with other drugs such as counterfeit painkillers and heroin as a
way to cheaply increase their potency.
Methadone is one of three medications approved by the FDA for treatment of opioid use disorders and also is used sometimes
as a prescription pain reliever medication. Although methadone is a synthetic opioid, our analysis has excluded methadone
deaths from the category of deaths from synthetic opioids, mainly because it has not followed the same trend of increasing overdose deaths, and methadone deaths have remained at a relatively low rate compared to other opioids described in this brief.
STATE HEALTH ACCESS DATA ASSISTANCE CENTER
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Heroin: Heroin is a form of opioid that is derived from opium poppies and trafficked by international drug cartels. Most
heroin sold in the U.S. comes from Latin America, with a smaller amount coming from Afghanistan and Southeast Asia. Heroin
is illegal in the U.S. and is typically cheaper to obtain than opioid painkillers, so it is sometimes used as a substitute by people
who began their addictions with painkillers.

Opioid Overdose Deaths
Between 2000 and 2016, rates of U.S. drug poisoning deaths related to all three types of opioids increased significantly. Drug
overdose deaths from natural and semi-synthetic opioids grew more than four times, from 1.0 to 4.4 per 100,000 people
(Figure 1). Deaths from heroin increased more than seven times, from 0.7 to 4.9 per 100,000 people. And deaths from synthetic opioids climbed more than 22 times, from 0.3 to 6.2 per 100,000 people.

Figure 1: U.S. Opioid Death Rates Per 100,000 People, 2000-2016
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Source: SHADAC analysis of vital statistics data from the CDC WONDER system.

Although deaths from all three forms of opioids have increased since 2000, their trends have differed. Deaths from natural
and semi-synthetic opioids increased gradually but continuously from 2000 to 2010 in a pattern that mirrors legal sales of
prescription painkillers. They then dropped slightly for a few years beginning in 2011, likely due to efforts to curb abuse of
prescription painkillers through a variety of interventions, such as pharmaceutical companies’ introduction of new tamper-resistant formulations, law enforcement efforts to shut down “pill mills,” and more-stringent prescribing practices by health
care providers. Around the same time that deaths from natural and semi-synthetic opioids slowed, deaths from heroin began
increasing dramatically, growing from 1.0 per 100,000 people in 2010 to 4.9 deaths per 100,000 people just six years later.
That increase may be due to people seeking heroin as a substitute for prescription painkillers as they have become harder to
obtain. More recently, deaths from synthetic opioids have increased precipitously, from 1.0 per 100,000 people in 2013 to 6.2
per 100,000 people just three years later. That rise is likely due to fentanyl and similar drugs that are illegally manufactured
and trafficked, then commonly mixed with heroin and counterfeit painkillers.
Some research is available to support the hypothesis that the increase in heroin death rates since 2010 may be due, at least
in part, to people switching from prescription painkillers to heroin.24,25 For example, studies have found that most people
who use heroin began by abusing prescription painkillers and that rates of heroin use have increased in recent years among
people who use prescription opioids for non-medical purposes.26,27 Other studies also have found evidence that a reformulation of the popular prescription opioid OxyContin, designed to make the medication abuse-resistant, may have caused some
people to adopt heroin as a substitute.28,29,30
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Opioid deaths by age

Since 2000, U.S. deaths from opioids have increased measurably across nearly all ages of adolescents and adults, but we
focus on non-elderly adults, because they have the highest rates of overdose deaths.31 However, the death rate totals include
people of all ages (i.e., children, non-elderly adults, and elderly adults). These increases across age sub-groups largely mirror
the overall trends in overdose deaths among the U.S. population as a whole—steep increases in heroin deaths since 2010 and
synthetic opioids since 2013, and more gradual but consistent increases in deaths from natural and semi-synthetic opioids
since 2000.
Even though opioid death rates for most age groups moved in similar directions over time, actual opioid death rates differed between age groups. In 2016, three age groups had synthetic opioid death rates that were significantly higher than
the overall rate for all ages (6.0 per 100,000):32 Adults ages 25-34 had the highest rate for synthetic opioid deaths (13.6 per
100,000), followed by ages 35-44 (11.9 per 100,000) and ages 45-54 (9.0 per 100,000) (Figure 2).33 Adults ages 55-64 had rates
that were significantly lower than the overall rate (5.4 per 100,000), and young adults ages 18-24 had a rate that was not significantly different from the overall rate (6.2 per 100,000).
The pattern for heroin deaths was similar to synthetic opioids. Four age groups experiencing heroin overdose death rates
higher than the overall rate for all ages (4.8 per 100,000). Adults ages 25-34 had the highest rate for heroin deaths (11.3 per
100,000), followed by ages 35-44 (9.0 per 100,000), ages 45-54 (7.0 per 100,000), and ages 18-24 (5.5 per 100,000). Adults ages
55-64 had rates that were significantly lower than the overall rate (4.3 per 100,000).
The pattern for natural and semi-synthetic opioids differed from heroin and synthetic opioids, skewing toward older adults.
In this case, four age groups had death rates higher than the overall rate (4.5 per 100,000): Adults ages 45-54 had the highest
rate (8.7 per 100,000), followed by ages 35-44 (7.7 per 100,000), ages 55-64 (7.2 per 100,000), and ages 25-34 (6.3 per 100,000).
Young adults ages 18-24 had rates that were significantly lower than the overall rate (3.1 per 100,000).

Figure 2: U.S. Opioid Death Rates Per 100,000 People by Age, 2016
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Opioid deaths by race and ethnicity
Death rates from all types of opioids have increased significantly since 2000 for most races and ethnicities—blacks, whites,
and Hispanics/Latinos. Death rates from natural and semi-synthetic opioids also increased significantly among American
Indians and Alaska Natives, but statistical testing for increases since 2000 wasn’t possible among this group for heroin and
synthetic opioids, and testing since 2000 also wasn’t possible among Asians and Pacific Islanders for any opioid types. 34
In 2016, whites had the highest rates of death for all three types of opioids. The death rate for whites was significantly higher
than the overall rate for synthetic opioids (8.2 versus 6.2 per 100,000), heroin (6.3 versus 4.9 per 100,000), and natural and
semi-synthetic opioids (6.0 versus 4.4 per 100,000) (Figure 3). American Indians and Alaska Natives were the only other group
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to have an opioid overdose death rate above the overall rate. Their rate for natural and semi-synthetic opioids was significantly higher than the overall rate (5.5 versus 4.4 per 100,000), their rate for heroin was not significantly different from the
overall rate (5.0 versus 4.9 per 100,000), and their rate for synthetic opioids was significantly lower than the overall rate.
Among Asians and Pacific Islanders, Hispanics/Latinos, and blacks, overdose death rates were significantly lower than the
overall rate for synthetic opioids, natural and semi-synthetic opioids, and heroin.

Figure 3: U.S. Opioid Death Rates Per 100,000 People by Race/Ethnicity, 2016
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Opioid deaths by sex
Death rates from synthetic opioids, natural and semi-synthetic opioids, and heroin have increased significantly among both
males and females since 2000, but males have consistently had higher rates of overdose deaths for all opioids. However, the
gap between overdose death rates varies by type of opioid.
For heroin-related overdoses, females’ death rate in 2016 was less than one-third the rate of males (2.4 versus 7.5 per 100,000).
For synthetic opioids, females’ death rate was slightly more than one-third the rate of males (3.5 versus 8.9 per 100,000). But
for natural and semi-synthetic opioids, the overdose death rate for females was more than two-thirds the rate of males (3.6
versus 5.2 per 100,000).

Figure 4: U.S. Opioid Death Rates Per 100,000 People by Sex, 2016
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Opioid deaths by urbanization
Death rates from synthetic opioids, natural and semi-synthetic opioids, and heroin have increased significantly since 2000
in all categories of urbanization: large metro, small/medium metro, and non-metro (i.e., rural) areas of the U.S. However, the
types of opioids associated with deaths vary across these settings.
In 2016, overdose death rates from synthetic opioids were significantly higher in large metros (6.8 per 100,000) than the
overall rate of 6.2 per 100,000 (Figure 5). The rate for non-metro areas was significantly lower at 4.6 per 100,000, and the rate
for small/medium metros was also significantly lower (5.8 per 100,000).
For heroin, the pattern was similar. Overdose death rates from heroin were significantly higher in large metros (5.6 per
100,000) than the overall rate of 4.9 per 100,000. The rate for non-metro areas was significantly lower at 3.2 per 100,000, and
the rate for small/medium metros was also significantly lower (4.5 per 100,000).
Death rates from natural and semi-synthetic opioids followed an opposite pattern. Non-metro and small/medium metro
areas had rates that were significantly higher (5.0 and 4.9 per 100,000, respectively) compared to the overall rate of 4.4 per
100,000, while the rate for large metro areas was significantly lower than the overall rate (4.1 per 100,000).

Figure 5: U.S. Opioid Death Rates Per 100,000 People by Metro Size, 2016
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Conclusions
Since 2000, the U.S. has experienced statistically significant increases in opioid-related overdose deaths. This trend began
earlier for natural and semi-synthetic opioids, such as prescription painkillers, with increases in overdoses dating to at least
the early 2000s. During the past several years, however, the opioid crisis has evolved rapidly. Beginning around 2010, the
growth in deaths from natural and semi-synthetic opioids began to slow, replaced with a steeper increase in heroin overdose
deaths. Then again around 2014, deaths related to synthetic opioids, such as fentanyl, began an even more-dramatic climb.
By 2016, deaths from synthetic opioid overdoses—which used to comprise a small fraction of opioid-related overdoses—
now outnumber overdoses from heroin and natural and semi-synthetic opioids.
Our examination of opioid overdose deaths across different segments of the U.S. population shows that, while the epidemic
has affected a broad swath of people, certain groups have been harder hit. Among age groups, adults in prime working
years—ages 25-54—had the highest opioid-related death rates. Overdoses from heroin and synthetic opioids were particularly high among those age 25-34, while overdoses from natural and semi-synthetic opioids were highest among ages 45-54.
The prevalence of overdoses among older working-age adults is somewhat surprising, because other research finds that
younger adults (ages 18-25) typically report the highest rates of substance abuse, while adults over age 25 typically report
lower rates of substance abuse.35
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Our analysis by race/ethnicity found that non-Hispanic whites had the highest rates of overdose deaths for all three types of
opioids we examined. But American Indians/Alaska Natives also had relatively high rates of death from natural and semi-synthetic opioids and heroin. In comparison, blacks, Hispanics/Latinos and Asians/Pacific Islanders had opioid death rates that
were significantly lower than the overall population.
The epidemic also has affected people in both rural and urban areas across the country, with significant increases in opioid-related deaths across large metro, small/medium metro and non-metro areas. However, there were differences between
these groups: Deaths from heroin and synthetic opioids were highest in large metro areas, while deaths from natural and
semi-synthetic opioids were highest in non-metro and small/medium metro areas.
Our analysis also found that males consistently have higher rates of opioid overdose deaths than females, but the size of the
difference varies by opioid type. Females’ death rates from heroin and synthetic opioids are only approximately one-third
the rates for males, but females’ death rates from natural and semi-synthetic opioids are a closer two-third the rates of males.
Our findings include insights into the evolving opioid crisis that are important for policymakers to consider as they take steps
to address the problem. For example, these data show how the opioid crisis affects various groups of people differently and
isn’t predominantly an urban or a rural problem. They also suggest the need for a multi-pronged approach to intervening in
the crisis. Efforts to limit prescribing of opioid painkillers cannot eliminate the growth in opioid overdose deaths unless supplies of illegally trafficked heroin and synthetic opioids are also curtailed. The evolution of the opioid epidemic from prescription painkillers (i.e., natural and semi-synthetic opioids) also indicates that unless people with opioid use disorders receive
treatment for their addictions, they are likely to simply shift to obtaining opioids from new—and potentially more-dangerous—sources. However, access to needed resources and services, such as opioid addiction treatment and the medication
used to reverse opioid overdoses (naloxone), is not equally available to all people. For example, rural areas have known gaps
in access to naloxone and treatment for opioid use disorder.36,37,38 As policymakers consider solutions to curb opioid overdose
deaths, they should also consider differences in need across different sub-populations and the existing barriers that those
groups face.

STATE HEALTH ACCESS DATA ASSISTANCE CENTER

7

The Opioid Epidemic: National Trends, 2000 to 2016

References
U.S. Centers for Disease Control and Prevention, National Center for Health Statistics. “Drug Poisoning Mortality: United States, 1999-2015.”
2017. Available at: https://www.cdc.gov/nchs/data-visualization/drug-poisoning-mortality
1

U.S. Centers for Disease Control and Prevention. “Overdose Deaths Involving Opioids, Cocaine, and Psychostimulants — United
States, 2015–2016” Morbidity and Mortality Weekly Report. 2018. Available at: https://www.cdc.gov/mmwr/volumes/67/wr/mm6712a1.
htm?s_cid=mm6712a1_w
2

U.S. Centers for Disease Control and Prevention. “Increases in Drug and Opioid-Involved Overdose Deaths — United States, 2010–2015.” Morbidity and Mortality Weekly Report. 2016. Available at: https://www.cdc.gov/mmwr/volumes/65/wr/mm655051e1.htm
3

The issue of legal status of opioid drugs is complex. Heroin, as a Schedule 1 controlled substance, is treated as an “illegal” drug with a high risk
for abuse and no medicinal value. Most other opioids, such as oxycodone and hydrocodone, are considered Schedule 2 controlled substances,
meaning they have substantial potential for abuse but also have medicinal value. The legality of Schedule 2 opioids depends on how they are
manufactured and distributed. If a person takes an opioid painkiller that was properly prescribed and dispensed by licensed health care provider,
then that would generally be legal. However, opioid painkillers are sometimes fraudulently prescribed or diverted from their intended patients,
which is illegal. Additionally, criminal drug traffickers also manufacture counterfeit opioids that are chemically similar to prescription painkillers
(e.g., fentanyl) and sell them illegally on the black market.
4

Merrer, J., Becker, J., Befort, K., Kieffer, B. “Reward Processing by the Opioid System in the Brain.” Physiological Reviews. 2009; 89(4): 1,379-1,412.
Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4482114/
5

American Academy of Addiction Medicine. “Public Policy Statement: Definition of Addiction.” 2011. Available at: https://www.asam.org/docs/
default-source/public-policy-statements/1definition_of_addiction_long_4-11.pdf?sfvrsn=2
6

Keyes, K., Cerda, M., Brady, J., Havens, J., & Galea, S. “Understanding the Rural-Urban Differences in Nonmedical Prescription Opioid Use and
Abuse in the United States.” The American Journal of Public Health. 2014; 104(2): e52-e59. Available at:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3935688/#bib68
7

Canfield, M., Keller, C., Frydrych, L., Ashrafioun, L., Purdy, C., & Blondell, R. “Prescription opioid use among patients seeking treatment for opioid
dependence.” Journal of Addiction Medicine. 2010; 5(1):86. Available at: https://www.ncbi.nlm.nih.gov/pubmed/20543897
8

Muhuri, P., Gfroerer, J. & Davies, C. “Associations of Nonmedical Pain Reliever Use and Initiation of Heroin Use in the United States.” SAMHSA
Center for Behavioral Health Statistics and Quality Data Review. 2013. Available at:
http://www.samhsa.gov/data/sites/default/files/DR006/DR006/nonmedical-pain-reliever-use-2013.htm#endnote2
9

Canfield, M., Keller, C., Frydrych, L., Ashrafioun, L., Purdy, C., & Blondell, R. “Prescription opioid use among patients seeking treatment for opioid
dependence.” Journal of Addiction Medicine. 2010; 5(1):86. Available at: https://www.ncbi.nlm.nih.gov/pubmed/20543897
10

Frakt, A. “Painkiller Abuse, a Cyclical Challenge.” The New York Times. 2014. Available at: https://www.nytimes.com/2014/12/23/upshot/painkiller-abuse-a-cyclical-challenge.html
11

DuPont, S., Bezaitis, A., Ross, M. “Stemming The Tide Of Prescription Opioid Overuse, Misuse, And Abuse.” Health Affairs Blog. 2015. Available at:
http://healthaffairs.org/blog/2015/09/22/stemming-the-tide-of-prescription-opioid-overuse-misuse-and-abuse/
12

13

Portenoy, R., Foley, K. “Chronic use of opioid analgesics in non-malignant pain: report of 38 cases.” Pain. 1986; 25(2): 171-186.

14

Porter, J., Jick, H. “Addiction Rare in Patient Treated With Narcotics.” New England Journal of Medicine. 1980; 302(2): 123.

U.S. Department of Veterans Affairs. “Pain as the 5th Vital Sign Toolkit.” 2000. Available at: https://www.va.gov/PAINMANAGEMENT/docs/
Pain_As_the_5th_Vital_Sign_Toolkit.pdf
15

Mularski, R., White-Chu, F., Overbay, D., Miller, L., Asch, S., Ganzini, L. “Measuring Pain as the 5th Vital Sign Does Not Improve Quality of Pain
Management.” Journal of General Internal Medicine. 2006; 21(6): 607-612. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1924634/
16

Garcia, A. “State Laws Regulating Prescribing of Controlled Substances: Balancing the Public Health Problems of Chronic Pain and Prescription
Painkiller Abuse and Overdose.” Journal of Law, Medicine and Ethics. 2013. Available at: https://www.aslme.org/media/downloadable/files/links/
j/l/jlme-41_1-garcia_supp2.pdf
17

U.S. Food and Drug Administration. “Timeline of Selected FDA Activities and Significant Events Addressing Opioid Misuse and Abuse.” 2017.
Available at: https://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm338566.htm
18

U.S. Department of Justice. “Justice Department Recovers $2 Billion for Fraud Against the Government in Fy 2007; More Than $20 Billion Since
1986.” 2007. Available at: https://www.justice.gov/archive/opa/pr/2007/November/07_civ_873.html
19

Meier, B. “U.S. maker of OxyContin painkiller to pay $600 million in guilty plea.” The New York Times. 2007. Available at: http://www.nytimes.
com/2007/05/11/business/worldbusiness/11iht-oxy.1.5665287.html
20

STATE HEALTH ACCESS DATA ASSISTANCE CENTER

8

The Opioid Epidemic: National Trends, 2000 to 2016

Stempel, J. “Endo to flag Opana ER painkiller’s risks, under NY settlement.” Reuters. 2016. Available at: http://www.reuters.com/article/
us-endo-new-york-settlement-idUSKCN0W51YI
21

New York State Office of the Attorney General. “A.G. Schneiderman Announces Settlement With Endo Health Solutions Inc.
& Endo Pharmaceuticals Inc. Over Marketing Of Prescription Opioid Drugs.” 2016. Available at: https://ag.ny.gov/press-release/
ag-schneiderman-announces-settlement-endo-health-solutions-inc-endo-pharmaceuticals
22

State Health Access Data Assistance Center (SHADAC). “The Opioid Epidemic: State Trends in Opioid-Related Overdose Deaths from
2000 to 2015.” 2017. Accessible at: http://www.shadac.org/sites/default/files/publications/2016StateOpioidBrief
23

Cicero, T., Ellis, M., & Harney, J. “Shifting Patterns of Prescription Opioid and Heroin Abuse in the United States.” The New England
Journal of Medicine. 2015; 373(18): 1789-1790. Available at: http://www.nejm.org/doi/pdf/10.1056/NEJMc1505541
24

Unick, G., Rosenblum, D., Mars, S., Ciccarone, D. “Intertwined Epidemics: National Demographic Trends in Hospitalizations for
Heroin- and Opioid-Related Overdoses, 1993–2009.” PLOS One. 2013; 8 (2): e54496. Available at: http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0054496
25

Muhuri, P., Gfroerer, J., Davies, C. “Associations of Nonmedical Pain Reliever Useand Initiation of Heroin Use in the United States.” U.S.
Substance Abuse and Mental Health Services Administration (SAMHSA) Center for Behavioral Health Statistics and Quality Data Review.
2013. Available at: http://archive.samhsa.gov/data/2k13/DataReview/DR006/nonmedical-pain-reliever-use-2013.pdf
26

Jones, C. “Heroin use and heroin use risk behaviors among nonmedical users of prescription opioid pain relievers – United States,
2002–2004 and 2008–2010.” Drug and Alcohol Dependence. 2013; 132(1-2): 95-100. Available at: http://www.sciencedirect.com/science/
article/pii/S0376871613000197
27

Alpert, A., Powell., D., Liccardo Pacula, R. “Supply-Side Drug Policy in the Presence of Substitutes: Evidence from the Introduction of
Abuse-Deterrent Opioids.” National Bureau of Economic Research. 2017. Available at: http://www.nber.org/papers/w23031
28

Cicero, T., & Ellis, M. “Abuse-Deterrent Formulations and the Prescription Opioid Abuse Epidemic in the United States: Lessons Learned
from OxyContin.” Journal of the American Medical Association Psychiatry. 2015;72(5): 424-30. Available at: https://www.ncbi.nlm.nih.gov/
pubmed/25760692
29

Dart, R., Surratt, H., Cicero, T., Parrino, M., Severtson, S., Bucher-Bartelson, B., Green, J. “Trends in Opioid Analgesic Abuse and Mortality
in the United States.” New England Journal of Medicine. 2015; 372: 241-248. Available at:
http://www.nejm.org/doi/full/10.1056/NEJMsa1406143#t=article
30

Gaither, J., Leventhal, J., Ryan, S. “National Trends in Hospitalizations for Opioid Poisonings Among Children and Adolescents, 1997 to
2012.” JAMA Pediatrics. 2016; 170(12): 1,194-1,201. Available at: http://jamanetwork.com/journals/jamapediatrics/fullarticle/2571466
31

The death rate totals in the age section may not match the death rate totals in other sections of this brief (e.g., race/ethnicity, gender,
metro/non-metro) because this section examines death rates by age groups, which cannot be age-adjusted like in other sections of this
brief.
32

Our analysis does not correct for overlap between specific sub-groups (e.g., age, gender) and the total overdose death rates. This
results in a more-conservative estimate of statistical significance (i.e., less likely to find a statistically significant difference).
33

Statistical testing from 2000-2016 wasn’t possible for Asians and Pacific Islanders in heroin, natural and semi-synthetic opioids, and
synthetic opioids because data are suppressed by the CDC when rates are based on especially small numbers of deaths. That was also
the case among American Indians for heroin and synthetic opioids. However, because none of these rates were suppressed by the CDC in
2016, that suggests that death rates for these groups also have increased substantially.
34

Bose, J., Hedden, S., Lipari, R., Park-Lee, E., Porter, J., Pemberton, M. “Key Substance Use and Mental Health Indicators in the United
States: Results from the 2015 National Survey on Drug Use and Health.” 2016. Available at: https://www.samhsa.gov/data/sites/default/
files/NSDUH-FFR1-2015Rev1/NSDUH-FFR1-2015Rev1/NSDUH-FFR1-2015Rev1/NSDUH-National%20Findings-REVISED-2015.pdf
35

Democratic Staff of the Senate Committee on Finance. “Dying Waiting for Treatment: The Opioid Use Disorder Treatment Gap and the
Need for Funding.” 2016. Available at: https://www.finance.senate.gov/imo/media/doc/101116%20Opioid%20Treatment%20Gap%20
Report%20Final.pdf
36

Corso, C., Townley, C. “Intervention, Treatment, and Prevention Strategies to Address Opioid Use Disorders in Rural Areas: A Primer On
Opportunities For Medicaid-Safety Net Collaboration.” 2016. Available at: https://nashp.org/wp-content/uploads/2016/09/Rural-OpioidPrimer.pdf
37

National Rural Health Association. “Treating the Rural Opioid Epidemic.” 2017. Available at: https://www.ruralhealthweb.org/NRHA/
media/Emerge_NRHA/Advocacy/Policy%20documents/Treating-the-Rural-Opioid-Epidemic_Feb-2017_NRHA-Policy-Paper.pdf
38

STATE HEALTH ACCESS DATA ASSISTANCE CENTER

9

