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Introduction
Between 2010 and 2019, more than one million Americans died
from alcohol, drugs, and suicide. There were persistent increases
in alcohol and suicide deaths, and exponential waves of overdose
deaths from different types of drugs. Some of these trends
continued in 2019, including increases in the alcohol-induced
and drug-induced death rates, skyrocketing death rates from
specific types of drugs, and deteriorating trends among certain
demographic and geographic populations. There were also two
notable and new trends in 2019. First, the age-adjusted druginduced death rate among Blacks surpassed whites after many
years of substantially lower rates. Second, while still extremely
high, the overall suicide death rate was slightly lower in 2019
than in 2018—a first since 2004–2005.
Annual Deaths from Alcohol, Drugs, and Suicide in the United States, 1999–2019
180,000

156,242

160,000
140,000
120,000
100,000

74,511

80,000
60,000

47,511

40,000

Total Deaths

Drug Deaths

Suicide Deaths

Source: TFAH and WBT analysis of National Center for Health Statistics data

Alcohol Deaths

2019

2017

2016

2014

2015

2013

2012

2011

2010

2008

2009

2007

2006

2005

2004

2003

2002

2001

2000

1999

0

2018

39,043

20,000

MAY 2021

The COVID-19 pandemic that
enveloped the world in 2020 has
created additional stressors to the
already devastating situation, and
emerging data indicates that Americans
are struggling with much higher rates
of distress, substance use, and drug
overdoses over the past year. Without
urgent action, mental health and
substance issues—already on a grim
trajectory—may continue to rise in the
coming years and lead to more deaths
from alcohol, drugs, and suicide.1
Americans need support coping with
and healing from the pandemic’s
harm now. They need help managing
emergent crises, mental health
conditions, and substance use disorders

with early intervention, improved
medical care and treatment, and harmreduction policies. And they need
better underlying social and economic
conditions that will support and bolster
their health, well-being, and resilience,
and prevent future alcohol, drug, and
suicide deaths.
This report includes three sections that
(1) examine the effect of trauma and
the COVID pandemic as they relate
to mental health, substance use, and
Americans’ well-being; (2) review the
latest mortality trends from alcohol,
drugs, and suicide; and (3) outline key
policy solutions and recommendations
to stem and reverse these trends.

Americans need support coping with and healing from the pandemic’s
harm now. They need help managing emergent crises, mental health
conditions, and substance use disorders with early intervention,
improved medical care and treatment, and harm-reduction policies.
And they need better underlying social and economic conditions that
will support and bolster their health, well-being, and resilience, and
prevent future alcohol, drug, and suicide deaths.
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SUMMARY OF SOLUTIONS AND RECOMMENDATIONS
Trust for America’s Health and Well Being

l

Continue pandemic-related enhanced

Trust call for a multifaceted approach to

flexibilities in access to and rules for

reduce alcohol, drug, and suicide deaths

substance-use treatment.

and improve mental health and well-being,

l

Address the secondary impact of

with a particular emphasis on healing

the substance use and overdoses

from the COVID-19 pandemic. These

on children.

recommendations focus on actionable
items in three areas and are primarily
aimed at federal and state governments.
A summary of recommendations follows;
the full recommendations are on page 26.

Invest in Prevention and Conditions
that Promote Health
l

l

mental health.
l

l

Expand substance use prevention,
l

and substance use healthcare

Bolster crisis-intervention programs

through full enforcement of the

and supports.

Mental Health Parity and Addiction

Reduce availability of illicit opioids

Equity Act.
l

TFAH • WBT • PaininTheNation.org

Expand the mental health and
substance use treatment workforce.

Lower excessive alcohol use through
l

Build community capacity for early

Limit access to lethal means of

identification and intervention for

suicide, including drugs and firearms.

individuals with mental health needs.

Implement policies targeting

Promote diversity and culturally
appropriate care in the healthcare
system.

l

Adopt trauma-informed and

psychostimulant use.

culturally competent policies and

Promote harm-reduction policies to

practices for youth-serving programs

reduce overdose and blood-borne

and agencies.

infections.

6

Increase access to mental health

programs and staff in schools.

Address the Worsening Drug Use
and Overdose Crisis

l

Modernize mental health and
substance use services.

l

l

Improve data accuracy, completeness,
and additional funding.

evidence-based policies.
l

and improve social attitudes toward

and promote resilience in children,

and inappropriate prescriptions.
l

Expand efforts to combat stigma

and timeliness through innovation

mental health, and resiliency

l

l

Reduce traumatic experiences,
families, and communities.

l

Transform the Mental Health and
Substance Use Prevention System

SECTI O N 1

Traumatic events of many types can cause damage at the
individual, relationship, community, and societal level in direct and
indirect ways. Research shows that trauma negatively affects health
and well-being in a variety of ways.2 For example, natural disasters
(e.g., hurricanes and earthquakes) and manmade disasters (e.g.,
mass violence and nuclear accidents) are consistently associated
with subsequent increases in the rates of post-traumatic stress
disorder (PTSD), depression, anxiety, substance use, and youth
behavior problems.3 Traumatic events in childhood can have
lasting effects on health and well-being, including higher risks of a
wide range of chronic diseases and suicide as adults.4,5
In 2020, the COVID-19 pandemic created
new, almost inconceivable heights of
trauma, grief, stress, and isolation for
many Americans. After the first COVID
deaths in the United States in February
2020, the virus swept across the country,
causing widespread illness (more than 30
million Americans have been diagnosed)
and death (over half million Americans
have died from COVID-19).6,7 The harm
from this acute illness, its extended
recoveries and continued morbidity, and
its deaths reverberates, from survivors
and the deceased to families, friends,
caretakers, and colleagues.

l

 ew financial strain from business
N
closures or modifications, or
employment loss or reduction (for more
on economic stress, see on page 12);

l

 ocial isolation to maintain physical
S
distance and reduce exposure to
COVID;

l

 earning loss and disruption in
L
school-based services and supports
(e.g., counseling services, lunch
programs, child abuse reporting) due
to school/childcare closures;

MAY 2021

Cases, hospitalizations, and deaths have
disproportionately affected certain
populations, particularly racial/ethnic
minorities, including American Indians,
Blacks, and Latinos; older Americans;
individuals with underlying medical
conditions; and those living in congregate
settings (e.g., nursing homes and
prisons).8,9,10 (For more on racial/ethnic
disparities related to COVID, see page 13.)

Indirect consequences have extended
across the population—from general
stress and anxiety about COVID and
its ramifications to the downside costs
of policies and norms that changed
to reduce the spread of COVID and
that touch different groups. Some of
the changes to socializing, business,
travel, and other aspects of daily life
came with substantial trade-offs for
certain people. Examples of indirect
consequences include:

Pain in the
Nation:
Alcohol, Drug,
and Suicide
Epidemics

SECTION 1: SPECIAL FEATURE: COVID-19 AND TRAUMA

SPECIAL FEATURE:
COVID-19 and Trauma

Risks for COVID-19 Infections, Hospitalizations, and Death By Race/Ethnicity

Source: CDC, April 15, 202111

l

 dded stress and worry about health
A
and COVID exposures, consequences
of illnesses, healthcare coverage,
school closures, etc.; and

l

 ew challenges in maintaining a healthy
N
lifestyle and managing new physicaldistancing requirements, economic
stress, food insecurity, gym/park
closures, and inaccessible healthcare,
including treatment for substance use
disorders and mental healthcare.

Surveys and other data from the past
year show a catastrophic situation:
many Americans are struggling; they
are unable to manage these new,
overwhelming challenges; and they
cannot maintain healthy coping
strategies. The past decade, 2010–2019,
already saw huge increases in alcohol,
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drug, and suicide deaths; the data
indicate that 2020 will be much worse
regarding alcohol and drug use, mental
health, and overdose deaths. Without
extensive interventions, this traumatic
year may continue to echo for decades
to come. Furthermore, the differential
impact on population groups is stark
and must be considered carefully when
designing policy solutions and programs.
Four key trends during the COVID-19
pandemic from emerging data are:

1. More Americans in crisis
Available data points show extremely
high call volumes to crisis lines at
the beginning of the pandemic, with
elevated levels continuing in subsequent
months, as Americans struggled to
manage with the pandemic:

l

 he number of March 2020 calls to
T
the Disaster Distress Helpline at the
Substance Abuse and Mental Health
Services Administration (SAMHSA)
was 891 percent higher than in
March 2019.12

l

 he Crisis Text Line saw an increase
T
in volume of 40 percent in March and
April 2020.13

l

 olorado’s Crisis Services call and text
C
lines saw a 33 percent increase in volume
for March–October 2020 compared with
the pre-pandemic volume.14

Increased distress held true for clinical
settings as well. One study using
data on emergency department visits
from the Centers for Disease Control
and Prevention (CDC) National
Syndromic Surveillance Program found
an increase in rates of emergency
department visits for mental health
conditions, suicide attempts, and drug
overdoses between March–October
2019 and March–October 2020.15
On a positive note, these higher levels
of crisis and distress do not appear to be
translating to overall higher suicide rates
immediately. Preliminary data show a
decline in U.S. suicide deaths in 2020.16
2. Deteriorating mental health,
particularly among certain populations
In 2019, CDC’s National Health
Interview Survey found 11 percent
of adults ages 18 and older reported
symptoms of anxiety disorder and/
or depressive disorder.17 That figured
tripled by April 2020, and according
to the U.S. Census Bureau and CDC’s
Household Pulse Survey more than
one-third of adults ages 18 and older
had symptoms of anxiety disorder or
depressive disorder during the prior

During the COVID-19 Pandemic, there has been...

891%

Increase in calls to the
National Mental Health
Crisis Hotline (March 2020)

Tripling

of reported symptoms of anxiety or depression
in adults (March 2020-March 2021)
in drug overdose deaths
27% Increase
(Oct 2019-Sept 2020)
Source: ABC News; Household Pulse Survey, National Center for Health Statistics

week from April 2020 through March
2021 (the latest date available at time of
analysis). This ranged from a low of 34
percent in May 14–19, 2020 to a high of
43 percent in November 11–23, 2020.18
The Household Pulse Survey shows
variation in the rates of symptoms
reported in different groups:
l

 ounger age groups have had higher
Y
rates of reported anxiety or depression
symptoms between April 2020 and
March 2021, with the proportion of
18- to 29-year-olds with symptoms
consistently at two to two-and-a-half
times that of groups ages 70 to 79 and
80 and older.19 The average rates of
those with symptoms of anxiety disorder
or depressive disorder across the time
period are: 52 percent of those ages 18
to 29, 44 percent of ages 30 to 39, 40
percent of ages 40 to 49, 37 percent of
ages 50 to 59, 30 percent of ages 60 to
69, 23 percent of ages 70 to 79, and 21
percent of those ages 80 and older.
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Average Percent of Adults Reporting Anxiety or Depression Symptoms in Prior
Week, by Demographic, April 2020–March 2021
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Likewise, Mental Health America found
the number of people seeking online
screening and resources for anxiety and
depression on their website increased
dramatically—with 93 percent more
anxiety screens and 62 percent more
depression screens in the first nine months
of 2020 (January to September) compared
with all of 2019. More people also
reported moderate or severe symptoms for
anxiety and depression, suicidal thoughts,
and self-harm. Seven in 10 individuals with
moderate/severe symptoms of anxiety
and depression reported that loneliness or
isolation were the top contributors to their
mental health concerns.21

Le

ss

th

an

hi

Ag

Ov

era

ll

0%

college degree had lower average rates of
symptoms (32 percent with symptoms),
compared with those who did not
complete high school (46 percent),
those only with a high school education
(39 percent), and those with some
college/associate’s degree (41 percent).

Source: TFAH and WBT analysis of Household Pulse Survey data
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l

 atinos and Blacks have had notably
L
higher rates of reported symptoms than
whites and Asians. The average rates
across the time period show 43 percent
of Latinos, 41 percent of Blacks, 36
percent of whites, and 32 percent of
Asians with reported symptoms of
anxiety disorder or depressive disorder.
Another CDC study confirmed that
Latino adults had the highest levels of
distress and in particular more stress
from food insecurity and unstable
housing compared with other racial/
ethnic groups.20

l

 eported symptoms of anxiety disorder
R
or depressive disorder also vary by
education levels. Individuals with a

3. More substance use
Surveys consistently show increases
in substance use during the COVID
pandemic. One CDC study found
during a June 24–30, 2020 survey, that
overall 13 percent of adults “started
or increased substance use [including
drugs and alcohol] to cope with
pandemic-related stress or emotions.” A
number of groups increased substance
use disproportionately: ages 18 to
24 (25 percent); ages 25 to 44 (20
percent); Blacks (18 percent); Latinos
(22 percent); individuals without a high
school education (22 percent); essential
workers (25 percent); unpaid adult
caregivers (33 percent); individuals with
existing anxiety disorder (27 percent);
individuals with existing depressive
disorder (25 percent); and individuals
with existing PTSD (44 percent).22

Another study, from the Journal of the
American Medical Association, looked
specifically at alcohol use. Comparing
surveys from April 29–June 9, 2019, and
May 28–June 16, 2020, the researchers
found an increase in overall alcohol
consumption for adults, with higher
increases among women, adults ages 30
to 59 years, and whites.23
At the same time, there has also been
disruption to substance use treatment.
The National Association of Addiction
Treatment Providers surveyed 165
organizations in August–September
2020 and found that 27 percent closed
facilities or discontinued programming,
58 percent decreased new admissions
since February 2020, and 66 percent

Other studies looking at medical services
further support the findings of increased
fatal and nonfatal drug overdoses in 2020:
l

starting at the end of March 2020.26
l

saw revenue declines.24

available before December 2021.

 irginia Commonwealth University’s
V
health system saw nonfatal opioid
overdose visits to the emergency
department more than double
between March–June 2019 and
March–June 2020. In contrast, visits
for heart attack, another common
reason for emergency visits, decreased
between the two time periods.27

4. Higher rates of drug overdoses
Drug deaths increased by 5 percent
in 2019, driven by large increases in
overdoses of synthetic opioids and
psychostimulants, and the available
data indicate that 2020 will be much
worse. As more 2020 provisional drug
overdose data from CDC’s National
Vital Statistics System becomes
available, they show larger increases
in the number of deaths from drug
overdoses. The most recent data—
covering October 2019 to September
2020—show a 27 percent increase
in reported deaths over the prior
12 months. This is more than five
times the increase seen in the official
mortality data between 2018 and 2019,
and the greatest rate of change in
the provisional data since collection
began in 2015.25 It is unlikely that final
2020 data on drug overdoses will be

 cross-section study using CDC’s
A
National Syndromic Surveillance
Program data from emergency
department visits from December
30, 2018, to October 10, 2020, found
statistically significantly higher rates of
all drug overdoses and opioid overdoses

l

 mergency medical services in
E
Kentucky increased for opioid
overdose calls after the state’s March 6
emergency declaration in response to
the COVID-19 pandemic. Specifically,
the study found a 17 percent increase
in opioid overdose calls leading to
transportation to an emergency
department, a 71 percent increase in
runs with refused transportation, and
a 50 percent increase in suspected
opioid overdose deaths at the scene
when comparing the 52 days after the
declaration to the 52 days before it.28

l

I n Philadelphia, Pennsylvania,
unintentional fatal and nonfatal opioid
overdoses increased significantly
among non-Hispanic Blacks, declined
among non-Hispanic whites, and did
not change for Hispanics between
April–June 2019 and April–June 2020.29
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ECONOMIC STRESS FROM THE PANDEMIC
The COVID-19 pandemic has caused

remained much higher for Blacks (9.6

drop in food insecurity to 18 percent

substantial harm and added anxiety to

percent) and Latinos (7.9 percent) as

for all households—the first time below

lives of Americans in many ways, including

compared with whites (5.4 percent).35,36

20 percent during the pandemic—

economic stress and uncertainty. There
was a very large, immediate recession

l

Small-business revenue, which could
affect both owner as well as employee

in spring 2020—more than 20 million

employment, wages, and financial and/

Americans lost their jobs, and the

or job security, also remained lower—

unemployment rate reached an all-time

down 19 percent between January

high of 14.7 percent in April 2020.30,31

2020 and August 2020 (including a

Job losses disproportionately hurt women,

48 percent decline in the leisure and

Blacks, Latinos, and low-wage workers.32

hospitality sector’s revenue), and an

By summer 2020, many Americans

estimated 420,000 small businesses

were back at work or receiving financial

failed in the first half of 2020, a rate

assistance, including unemployment

twice that of the prior year.37

insurance and economic impact
payments.33 However, there are still
considerable, persistent effects for
certain sectors and populations:
l

l

Food insecurity remained just above
20 percent of all households from April
2020 through early March 2021, twice
the rate from prior years.38,39 Food

As of March 2021, the overall

insecurity was even higher for Black

unemployment rate had fallen to

and Latino households—with rates

6 percent, still substantially higher

above 30 percent for food insecurity

than 3.5 percent in February 2020.34

during the same time period.40 The

Unemployment rates, however, have

March 17–29, 2021 survey showed a

corresponding with the passage of
American Rescue Plan of 2021 the
prior week. The American Rescue
Plan continued and expanded many
social safety-net programs, including
extending the emergency increase in
Supplemental Nutrition Assistance
Program benefits, continuing
unemployment benefits, and providing
a third economic-impact payment of
up to $1,400 per person (payments
started March 12, 2021).41,42
Studies suggest that job loss,
unemployment, and a poor economy are
associated with higher rates of substance
use, development or relapse of substance
use disorder, and, in some studies,
modestly higher suicide rates.43,44,45,46
Another recent study found a link between
food insecurity and suicidal behaviors.47

Monthly Unemployment Rate in United States, March 2001–March 2021
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COVID-19’S RACIAL/ETHNIC DISPARITIES
The COVID-19 pandemic has had a

influence many kinds of health outcomes,

disproportionate impact on racial/

including the risk of coronavirus infection

ethnic minorities, with American Indian/

and a worse disease course.

Alaska Natives, Blacks, and Latinos
having higher rates of COVID cases,
hospitalizations, and death than whites.
The data available on COVID and race/
ethnicity is incomplete and potentially

With respect to COVID, CDC suggests
five SDOH risk factors that contribute to
the racial/ethnic disparities:50
1. Discrimination: chronic and toxic

even worse than current estimates;

stress, as well as the influence of

nonetheless, different estimates come

critical social and economic factors

to the same conclusions: there has

that shapes health and well-being.

been a greater impact on racial/ethnic
minorities.48,49

2. Healthcare access and utilization:
higher uninsured rates, barriers to

These higher rates of cases,

accessing healthcare, and distrust of

hospitalizations, and death for American

the healthcare system.

Indian/Alaska Natives, Blacks, and
Latinos come both from a higher risk of
exposure and infection (e.g., people of
color disproportionately work in frontline
and essential jobs during the pandemic
or live in a multigenerational home) and

3. Occupation: higher rates of
employment in essential work
settings, less likely to work from
home or have paid sick leave.
4. Education, income, and wealth gaps:

worse outcomes after infection (e.g.,

barriers to higher education, as well

preexisting health conditions or lack of

as lower paying and less flexible job

healthcare access due to longstanding

opportunities.

systemic inequities). These kinds of
conditions, together called “social
determinants of health” (SDOHs),

5. Housing: Crowded conditions and
multigenerational households.

Social Determinants of Health

Source: CDC51
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Beyond direct infection, the indirect

around substance use treatment and

consequences of the COVID-19

prevention. In the years before 2020

pandemic may adversely impact racial/

and the COVID-19 pandemic, racial/

ethnic minority communities in a number

ethnic minorities had seen large

of ways. As discussed earlier in this

increases in the rate of drug-induced

section, Black and Latino households

deaths compared with the nearly

were more likely to experience job

stable rates among whites. Between

loss during the pandemic’s resulting

2016 and 2019, Blacks saw increases

recession, have higher food insecurity,

of 42 percent; Latinos: 33 percent;

and were likely to have symptoms of

Asians: 30 percent; American Indians:

anxiety or depression.52,53

23 percent; and whites: 5 percent. In
contrast to the decade between 2006

Considering the disproportionate
direct and indirect effects of COVID19 on racial/ethnic minorities and

and 2015, Blacks had substantially
lower rates of drug-induced deaths
than whites; as of 2019, Blacks have

the implications for mental health

a higher age-adjusted drug-induced

and substance use, policymakers
should prioritize policies, programs,
and funding on the populations most
affected. This is particularly true

death rate than any other race/
ethnicity. (See Section 2, page 17, for
more on mortality trends.)

Annual Age-Adjusted Drug Induced Death Rate (Deaths Per 100,000)
By Race/Ethnicity, 2009–2019
30
25
20
15
10
5
0

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
American Indian

Asian

Black

Source: TFAH and WBT analysis of Household Pulse Survey data
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Latino

White

Q&A with Dr. John Rich: The Impact of Racial Trauma
and Substance Use in Communities of Color
John A. Rich, M.D., MPH, is the Co-Director of the Center for
Nonviolence and Social Justice and Professor at Drexel University
School of Public Health
TFAH: You started your career as a
primary care physician and you saw the
impact of drug and alcohol misuse every
day. How did that work lead you to your
current focus on community health and
the impact of trauma?

TFAH: Tell us more about your work to
design new models of healthcare and
criminal justice that recognize and treat
trauma.

Dr. Rich: Yes, in my work in inner-city
Boston and now in urban Philadelphia,
we see that alcohol abuse and substance
use are very much linked to the trauma
and adversity people have experienced
throughout their lives. But it is not only
urban environments, or among people
of color, in which we see this connection.
The CDC’s Adverse Childhood
Experiences Study has shown that
childhood trauma is almost ubiquitous,
with two-thirds of people, regardless of
their social class, reporting childhood
adversity. 54 But in urban contexts, and
in Black and Brown communities, there
is the added effect of racial trauma.
Racial trauma embodies both small acts
of racism, such as being ignored when
walking through a store or potentially
followed, to overt racism, such as the
police violence. We know that these
experiences affect the mind and body in
ways that can worsen chronic diseases. And
these experiences can create emotional
stresses that lead to self-damaging
behaviors, such as excessive alcohol use. As
we focus on the health of communities, we
not only need to take a trauma-informed
perspective—I prefer the term “healing
informed”—we must also take account of
the impact of racial trauma and ensure
that our approaches to healing are racially

Dr. Rich: My work is centered on creating
opportunities for healing, particularly
for young people, in the healthcare
system—whether through primary care
or as victims of violence. In each of these
interventions—the first being the Young
Men’s Health Clinic, which I started
in Boston; and more recently, Healing
Hurt People, founded by my colleague
and partner Dr. Ted Corbin—our goal
has been to orient young people to the
existence of physical, psychological, and
racial trauma so they understand what is
happening to them in the aftermath of
these significant traumatic events. This
orientation is critical so they do not turn
to substances or other self-destructive
behaviors as a result of the very intrusive
symptoms of trauma. We then engage
them in support to meet their concrete
social needs, such as education, jobs,
intervention with the legal system, or
navigation through the healthcare and
behavioral health systems in order to
address the very real social determinants
of health. As we meet these identified
needs, we then engage them in culturally
responsive healing. Such healing
programs could be traditional evidencebased therapy delivered by a diverse staff.
But they could also be engagement with
music, movement arts, or yoga, because
we know that the wounds of trauma are
not physical and psychological alone;

just and culturally responsive.

they are also spiritual.
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TFAH: Some of your programs train
young Black men to be peer health
educators to other members of their
community. Can such programs help
change the trajectory of boys and
young men within those communities?
Can they play a role in addressing the
deaths of despair crisis?
Dr. Rich: We believe that young people
who have experienced trauma and have
undertaken a healing journey are the
real experts in fashioning new systems
and in helping other young people heal.
We know that young men of color are
often stigmatized and judged, almost as
though they are blamed for the traumas
that have befallen them. Sometimes this
happens at the hands of the very people
who are supposed to be helping, such as
therapists who have not done their own
work to understand their implicit racial
biases. We have launched a Community
Health Worker Peer Training Academy
to equip these amazingly talented young
people of color with the skills and
the certification to be able to support
other young people who are embarking
on a healing journey. Their role is to
engage young people to help them
navigate often unfriendly systems and
to come away with a sense of normalcy,
understanding that the effects of trauma
can be felt by anyone. We’ve also worked
to ensure that these young people,
when they are hired by health centers or
behavioral health organizations or youth
organizations, have the certifications
that will allow their services to be
reimbursed under behavioral health
Medicaid. This is critical for allowing
these young people to have a viable and
promising trajectory within healthcare
and behavioral health.

16
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TFAH: Recently released data showed
a striking decline in mental health
and suggest an increase in overdose
deaths nationwide during the current
pandemic. Are you concerned that
COVID-19 will add to race-based
trauma in the United States?
Dr. Rich: Already COVID has taken
a devastating toll on the physical and
behavioral health of communities of color.
Not only are communities and individuals
in those communities in a deep state of
grief over the loss of family, friends, and
trusted elders in the community, COVID
has laid bare the reality that Black and
Brown people suffer a disproportionate
toll of pain from any and all health and
public health problems. For example,
the lack of healthcare providers who are
Black and Brown is a direct result of the
historical legacy of policies of exclusion
in health professions’ education. It is also
true that the vaccine hesitancy we are
seeing and hearing about among people
of color is entirely understandable given
what people have observed about the
lack of equity in care for COVID and the
lack of access to vaccines that is occurring
across the country. The only way to address
this is to take an aggressive stance to
improve health equity not only for COVID
but for all of the health and public health
problems that are exacerbated by racism
and inequity. Empowering communities
through community health workers is
one such strategy, but we must build that
infrastructure before we are facing a crisis.
TFAH: As a member of the TFAH Board
of Directors, you know a focus of
TFAH’s work is recommending policy
actions to improve Americans’ health
and address health inequities. What
are your top priorities for policies that
should be implemented to advance
health and well-being, particularly
around mental health and substance
misuse, in communities of color?

Dr. Rich: First, we must aggressively
rebuild public health infrastructure across
the country in both urban and rural
settings. We must acknowledge that this
public health infrastructure is critical not
only for chronic diseases but also to stem
the tide of the diseases of despair that
come from disproportionate suffering,
deaths, and racial trauma. We must
promote place-based approaches focusing
on those communities that have been
most affected and devastated.
It has been quite disheartening to
watch the evolution of the COVID19 pandemic. When Black and
Brown people were suffering and
dying disproportionately from this
infection, there was little concern
about these unfair inequities from
white communities. But when the
vaccine appeared and we began as
public health leaders to advocate for
directing vaccinations first to those who
are most at-risk, including Black and
Brown communities, suddenly there
were cries of “unfair” and public health
leaders were accused of bias against
white people. This argument was
ludicrous. We must always focus on the
most affected communities, whether we
know all of the underlying reasons or
not. Our policies must reflect a desire
for health equity, which means meeting
the needs of communities and focusing
resources on those communities that
are most in need of those resources.
Finally, we must focus on greater
diversity among healthcare providers
and healthcare institution leadership,
including boards of trustees and
certainly leadership of public health
institutions. This leadership is critical to
ensuring that the issues that affect Black
and Brown people are squarely placed
in the high priorities and missions of
these institutions.

SECTI O N 2

Even before the pandemic, there was little progress in the
nation’s prevention of alcohol, drug, and suicide deaths. The
most recent alcohol, drug, and suicide mortality data, from
2019, mostly show continuing trends, with small increases in
alcohol-induced deaths and larger increases for drug deaths. On
a positive note, suicide deaths declined, and certain groups saw
declines in drug overdoses. More on these two notable trends:
1. The age-adjusted suicide rate
declined from 14.2 to 13.9 deaths
per 100,000 from 2018 to 2019. The
decline was statistically significant and
the first decrease of any kind since
2005.55 Also promising is that the
decreases were widespread, reaching
across many demographic and
geographic groups—the exceptions
were slightly higher rates among
adults ages 75 and older, Asians,
and Blacks, and a stable rate for
those living in the West. Even better,
preliminary data show a further
decrease in suicides in 2020, despite
the COVID pandemic.56
2. Drug-induced mortality trends
continued to diverge in 2019—
with small increases and even
improvement in certain groups, areas,
and types of drugs, and much worse
trends elsewhere.
• Race/ethnicity: Whites saw a

small increase in drug-induced
death rates, while all other race/

ethnicities saw four to six times the
size of increase. Blacks, as of 2019,
have a higher age-adjusted druginduced death rate than any other
race/ethnicity. This is a big change
from most of the decade in which
Black drug deaths were substantially
lower than whites.

Pain in the
Nation:
Alcohol, Drug,
and Suicide
Epidemics

SECTION 2: MORTALITY DATA AND TRENDS

Mortality Data and Trends

• Region: Drug-induced death rates

declined among individuals in the
Northeast, increased moderately in
Midwest and South, and increased
substantially in the West.
• Drug types: Natural and semi-

synthetic opioids and heroin
overdoses declined markedly while
synthetic opioids, cocaine, and
other psychostimulants saw very
large increases.
Other trends in deaths from alcohol,
drugs, and suicide are summarized
below, followed by a state-by-state
analysis. Additional data can be found in
the appendices starting on page 36.

MAY 2021
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2017

2018

2019
Cocaine

WHAT ARE OPIOIDS AND PSYCHOSTIMULANTS?
Opioids are a class of drug that have

times as potent as morphine and

chemical structures similar to opium

is used as a tranquilizer for large

poppies and that interact with nerve cells

animals (e.g., elephants). Fentanyl

to reduce pain and produce feelings of

and carfentanil, as well as their

euphoria.57 Natural opioids are sourced

analogs, are also produced illicitly

from opium poppies, semisynthetic

for nonmedical purposes and are

opioids are synthesized from naturally

extremely dangerous, proving deadly

occurring opium, and synthetic opioids

in just miniscule amounts.62,63

are made entirely in a lab.

58

l

Methadone. A medication used

Common side effects of opioid use

for pain management and to treat

include sedation, dizziness, nausea,

individuals with opioid use disorders;

vomiting, and constipation, and

it reduces withdrawal symptoms

regular opioid use can lead to physical

and cravings, and blocks highs

dependence, and misuse can lead to

from other opioids. Methadone is

Common

a type of synthetic opioid, but it is

addiction and overdose.

59,60

prescription opioid drugs, due to

typically grouped separately from

increased prescribing, were the primary

other synthetic opioids (including in

drivers of the opioid epidemic when

this report) because it is an effective

it began in the late 1990s. In 2010,

treatment for opioid use order.

the crisis moved toward more potent
and illicit opioids: first heroin and then,
starting around 2013, synthetic opioids.61

Psychostimulants include a wide
variety of substances that stimulate
the central nervous system, and

The most common types of opioids

elevate mood and alertness.

include:

Psychostimulants can be addictive,

l

Natural/semisynthetic opioids. The
most common prescription opioids,
like codeine, hydrocodone (including
Vicodin), oxycodone (including
OxyContin and Percocet), and morphine.

l

l

some have important medicinal uses
(e.g., for attention deficit hyperactivity
disorder), and some have the potential
for misuse and serious health effects,
including overdose death.64 The
psychostimulants most often involved

Heroin. An illicit semisynthetic opioid

in overdose deaths are cocaine (which

that is twice as potent as morphine.

has its own category) and a combined

Synthetic opioids. Extremely potent
opioids, including fentanyl and
carfentanil. Fentanyl is a medication
that is 50 to 100 times as potent as
morphine and most frequently used
in anesthesia. Carfentanil is 10,000

category called other psychostimulants
with abuse potential, referred to in
this report as other psychostimulants.
They include methamphetamine,
ecstasy, amphetamine, and
prescription stimulants.65
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Overall National Data and Trends
In total, there were 156,242 alcohol-induced, drug-induced, and suicide deaths—an age-adjusted
rate of 45.7 deaths per 100,000—in the United States in 2019; this is slightly higher than 2018 and
a 52 percent increase over 2009. Additional alcohol, drug, and suicide trends are below.
Trends in Alcohol-Induced Deaths
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Percent Change in Alcohol-Induced Mortality Rates by Select Demographics
and Region, 2009–2019

 lcohol death rates in 2019 were
A
highest among American Indians
(31.9 per 100,000), adults ages 55 to
74 (28.3 per 100,000), males (15.2 per
100,000), and those living in the West
(14.4 per 100,000).
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 he rate of American deaths from
T
alcohol-induced causes was 4 percent
higher in 2019 compared with 2018,
increasing from 9.9 to 10.4 deaths per
100,000 (age-adjusted rates). It was
the 10th year of growth, and, in total,
the alcohol death rate increased by 41
percent since 2009.

Age-Adjusted Alcohol-Induced Mortality Rate (Deaths per 100,000) Overall
and by Select Demographics and Region, 2019

al
l

l

I n 2019, 39,043 Americans died from
alcohol-induced causes, and 320,062
Americans died from alcohol-induced
causes from 2010 to 2019. Note:
Alcohol-induced deaths include alcohol
poisoning, liver diseases, and other
diseases; it does not include alcoholattributable deaths, such as alcoholrelated violence, accidental, or vehicle
fatalities. In this report, alcohol deaths
include alcohol-induced causes only.

Deaths per 100,000

l

Trends in Drug-Induced Deaths

l

 eaths by suicide in 2019 were highest
D
among males (22.4 per 100,000), those
living in non-metro areas (18.9 per
100,000), whites (15.7 per 100,000),
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Suffocation/Hanging

2019
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 rends over time differ based on
T
method of suicide. Suicide by gun
and suffocation/hanging have both
increased substantially over the last
decade. Between 2009 and 2019,
gun suicides increased 16 percent
and suffocation/hanging suicides
increased 42 percent. All other
methods, including poisoning/
overdose, increased by 4 percent over
the same time period.

14.0

2004

l

 uicide rates decreased by 2 percent
S
in 2019 compared with 2018, though
rates are still 19 percent higher than
in 2009. (See beginning of section for
more demographic analysis).

16.0

2003

l

I n 2019, 47,511 Americans died from
suicide, and 434,643 Americans died
from suicide between 2010 and 2019.

Annual Age-Adjusted Suicide Rate (Deaths Per 100,000) By Suicide Method,
1999–2019

2002

l

 rug death rates in 2019 were
D
highest among adults ages 35 to
54 (40.6 per 100,000), males (31.1
per 100,000), those living in the
Northeast (28.8 per 100,000),
young adults ages 18 to 34 (28.4 per
100,000), Blacks (25.1 per 100,000),
and whites (24.3 per 100,000).

2001

Trends in Deaths by Suicide

l

2000

 he rate that Americans died from
T
drug-induced causes was 5 percent
higher in 2019 compared with

2018, up from 21.8 to 22.8 deaths
per 100,000 (age-adjusted rates).
Since 2009, the drug death rate has
increased by 80 percent.

1999

l

I n 2019, 74,511 Americans died from
drug-induced causes, and 566,257
Americans died from drug-induced
causes from 2010 to 2019. Note: Druginduced deaths is a slightly wider
category than drug overdose deaths,
and is used because it allows for
combining total alcohol, drug, and
suicide deaths.

Deaths per 100,000

l

Firearm

Source: TFAH and WBT analysis of National Center for Health Statistics data

and American Indians/Alaska Natives
(13.5 per 100,000). In 2019, half of
suicides were by firearm, 29 percent
were by suffocation/hanging, 13
percent were by poisoning/overdose,
and 8 percent were by other methods.
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Deaths per 100,000

Age-Adjusted Suicide Mortality Rate (Deaths per 100,000) Overall and by
Select Demographics and Region, 2019
25

DATA LIMITATIONS: WHAT
THIS DATA DOES NOT SAY
ABOUT DRUG OVERDOSES?

20

This section focuses on mortality
from alcohol, drugs, and suicide in

15

2019 and other recent trends. It
doesn’t capture local trends, what

10

has happened in 2020 or 2021 (as
mortality data from those years were

5

not available at the time of the report
issuance), nor the full burden of these
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epidemics beyond mortality, such as
nonfatal overdoses and substance use
disorders. Other factors to consider
when looking at overdose data are:
l

may indicate a successful harm-

Percent Change in Suicide Mortality Rates by Select Demographics and
Region, 2009–2019

reduction strategy (e.g., naloxone is
reversing more overdoses) but not an
improvement in underlying issues.
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cluster of deaths and drive overdose
rates in low-population states. For
example, roughly half of the syntheticopioid overdose deaths in Alaska in
2017 occurred in Anchorage over a
three-week period.66
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MENTAL HEALTH, SUBSTANCE USE, AND TREATMENT IN 2019
In addition to the thousands of Americans who die from alcohol,

(which includes marijuana most frequently plus drugs like

drug, and suicide annually, many more Americans struggle with

cocaine, heroin, and methamphetamines, as well as the

suicidal crises, substance use, mental illness, and poor well-

misuse of prescriptions drugs). Illicit drug use has increased

being. Below are related indicators from two 2019 surveys.

since 2015, when 18 percent of Americans reported illicit

Notably, suicidal behaviors and mental illness have increased

drug use, and that increase appears to be driven by higher

over the past decade, particularly among younger Americans.

marijuana use among adults ages 26 and older.

Youth Risk Behavior Survey
l

l

12 and older: In 2019, 5 percent of Americans met the criteria

Substance use among high schoolers: In 2019, 22 percent of

for alcohol use disorder and 3 percent for substance use

high schoolers reported using marijuana and 29 percent

disorder. Alcohol use disorders have declined by 8 percent in

reported using alcohol in the past 30 days.67 Over the past

2002, while substance use disorders have been stable since

decade, most types of substance use among high schoolers has

2015 (comparative data before 2015 is unavailable).

declined significantly, including lifetime alcohol, cocaine, methamphetamine, and heroin use. Lifetime marijuana use between

l

needing substance use treatment and only 2 percent of them

Suicidal ideation and attempts among high schoolers: Overall,

received substance use treatment, leaving a gap of 6 percent

19 percent of high schoolers reported seriously considering a sui-

of Americans in need of treatment. These numbers have

cide attempt, 16 percent made a suicide plan, and 9 percent at-

been stable for since 2015. Self-help groups and outpatient

tempted suicide in 2019. High schoolers who identify as lesbian,

rehabilitation were the most common types of treatment in 2019.

gay, or bisexual (LGB) or who reported having sex with same-sex
partners had significantly higher rates of suicide ideation and

l

18 and older met criteria for a mental, behavioral, or emotional

and reported only opposite-sex partners. Almost half (47 per-

disorder in the past year, including 9 percent with a serious

cent) of LGB high schoolers and more than half (54 percent) of

mental illness. The prevalence of mental illness and serious

high schoolers who reported having sex with same-sex partners

mental illness has increased since 2008 (when 18 percent

reported seriously considering attempting suicide compared with

of adults had any mental illness and 4 percent had a serious

15 percent of heterosexual high schoolers and 19 percent of high

mental illness). Young adults ages 18 to 25 had particularly large

schoolers who reported only opposite-sex sexual partners.68

increases in both any mental illness (increased from 19 percent
in 2008 to 29 percent in 2019) and serious mental illness
(increased from 4 percent in 2008 to 9 percent in 2019), while
adults ages 50 and older had stable rates over the time period.

Alcohol use among Americans ages 12 and older: In 2019, half
of all Americans reported drinking alcohol in the past month, 24
percent reported binge drinking (five or more drinks on the same

l

past year (up from 13 percent in 2002). Less than half of (45

month, and 6 percent reported heavy alcohol use (binge drinking

percent) with a mental illness received mental health services—

five or more days in the past month). Both binge drinking and

although this is higher than in 2008 (when it was 41 percent).

heavy alcohol use has declined since 2015. Over the past two
decades, alcohol use among adolescents ages 12 to 17 and

Mental health services among adults: In 2019, 16 percent of
adults ages 18 or older received mental health services in the

occasion for males and four or more for females) in the past

l

Mental illness among adults: In 2019, 21 percent of adults ages

attempts than their classmates who identified as heterosexual

National Survey on Drug Use and Health
l

Substance use treatment among Americans ages 12 and
older: In 2019, 8 percent of Americans met the criteria of

2009 and 2013 and decreased between 2013 and 2019.
l

Alcohol and substance use disorders among Americans age

l

Suicidal thoughts and behaviors among adults: In 2019,

young adults ages 18 to 25 has declined substantially (from 18

5 percent of adults ages 18 or older seriously considered

percent of adolescents in 2002 to 9 percent in 2019, and from

suicide in the past year, 1 percent made a suicide plan,

61 percent of young adults in 2003 to 54 percent in 2019).

and less than 1 percent made a nonfatal suicide attempt.

Drug use among Americans ages 12 and older: In the past
year, 21 percent of Americans reported using illicit drugs

The number of adults with suicidal thoughts and plans has
increased since 2008; nonfatal attempts have been flat.69
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State Analysis
The rates and trends for deaths caused
by alcohol, drugs, and suicide vary
across regions and states. A state-level
analysis follows, and charts on page
38 in Appendix C have state-level data
on alcohol, drug, suicide, opioid, and
synthetic-opioid deaths and death rates.
l

• States with the lowest age-adjusted

alcohol death rates in 2019 were
Hawaii (5.9 per 100,000) and
Maryland (6.2 per 100,000).
l

 eaths from alcohol, drugs, and
D
suicides. In 2019, 31 states and the
District of Columbia saw higher rates
of death from alcohol, drugs, and
suicide compared with 2018. Between
2009 and 2019, all states’ alcohol, drug,
and suicide mortality rates increased
by double digits, and six states and the
District of Columbia more than doubled.

• States with the highest age-adjusted

drug death rates in 2019 were West
Virginia (56.6 per 100,000) and
Delaware (48.7 per 100,000).
• States with the lowest age-adjusted

drug death rates in 2019 were
Nebraska (9.5 per 100,000) and
South Dakota (11.0 per 100,000).

• States with the highest age-adjusted

death rates from alcohol, drugs, and
suicide in 2019 were New Mexico
(88.0 per 100,000) and West Virginia
(85.1 per 100,000).
• States with the lowest age-adjusted

death rates from alcohol, drugs, and
suicide in 2019 were Texas (32.7 per
100,000) and New York (33.5 per
100,000).
l

 lcohol-induced deaths. In 2019, 41
A
states had higher alcohol death rates
compared with 2018.
• States with the highest age-adjusted

alcohol death rates in 2019 were
New Mexico (34.3 per 100,000) and
Wyoming (28.5 per 100,000).
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 rug-induced deaths. In 2019, 33
D
states plus the District of Columbia
had higher drug-induced drug rates
compared with 2018.

l

 eaths by suicide. In 2019, 19 states
D
had higher suicide death rates
compared with 2018.
• States with the highest age-adjusted

suicide rates in 2019 were Wyoming
(29.3 per 100,000) and Alaska (28.5
per 100,000).
• States with the lowest age-adjusted

suicide rates in 2019 were New Jersey
(8.0 per 100,000) and New York (8.3
per 100,000), plus the District of
Columbia (6.2 per 100,000).

Age-Adjusted Rate of Alcohol, Drug, and Suicide Deaths (per 100,000), 2009
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S EC T I ON 3

SECTION 3: SOLUTIONS AND RECOMMENDATIONS

Pain in the
Nation:
Alcohol, Drug,
and Suicide
Epidemics

Solutions and Recommendations
Policymakers looking to reduce alcohol, drug, and suicide deaths
and improve mental health and well-being must now also work on
healing the country from the pandemic and its ripple effects, all
while continuing to address ongoing trends that existed prior to
the pandemic. Trust for America’s Health and Well Being Trust
continue to call for a multipronged policy approach to stem the
alcohol, drug, and suicide epidemics, including implementation
of the following actionable solutions and recommendations. The
solutions and recommendations fall into three buckets and most
focus on federal and state governments.

1: Invest in Prevention and Conditions that Promote Health
l

l

 educe traumatic experiences and
R
promote resilience in children,
families, and communities by
supporting policies and programs that
reduce violence, unstable housing,
and racial and ethnic discrimination—
which have a long-term impact on
preventing substance use, promote
better mental health, and reduce
economic hardship. Congress should
increase funding for CDC research
on and implementation of effective
strategies to reduce and mitigate
Adverse Childhood Experiences
(ACEs). Resources should go to
communities with an elevated risk of
ACEs and personnel should reflect
community composition.

MAY 2021

 xpand substance use prevention,
E
mental health, and resiliency
programs in schools. Specifically,
schools need support to increase:
(1) staff training in screening and
responding to childhood trauma;
(2) social and emotional learning
programs including evidence-based
life- and coping-skills curriculum
like the Good Behavior Game; and

(3) culturally appropriate mental
health and other services including
additional counselors, mental health
professionals, mental health literacy
programs for students and teachers,
and regular mental health screenings.
Congress should increase funding
for federal programs that support
evidence-based prevention programs
in schools, promote protective
factors, and reduce risk behaviors,
including CDC’s Division of
Adolescent and School Health. Lowincome communities where schooldistrict funding is lower than average
should receive priority.
l

 olster crisis intervention programs
B
and supports. Increase federal
funding of crisis-intervention services
and supports for at-risk populations,
such as crisis hotlines—including
the forthcoming 988 hotline—with
ready linkages to services, and
support comprehensive crisisintervention programs that include
connectedness, reducing access to
lethal means, teaching coping and
problem-solving skills, providing

evidence-based treatments, and
strengthening delivery and access to
care. Government should support
boosting of funding for state and local
health departments to implement
suicide-prevention programs, such as
mobile crisis intervention services and
comprehensive suicide-prevention
planning. Congress should also
ensure sustainable funding through
braiding and blending of grants and
reimbursement from Medicaid.
ventdusud

PREVENTING ADVERSE CHILDHOOD EXPERIENCE
Adverse childhood experiences (ACEs) are potentially traumatic
events that happen between ages 0 and 17 like abuse or

CDC Framework for Preventing ACEs
Strategy

neglect, witnessing violence at home or in the community,
having a family member attempt or die by suicide, and having
household members with substance use or mental health
problems. Research shows that these experiences can have

Strengthen economic
supports to families

• Strengthening household
financial security
• Family-friendly work policies

Promote social norms that
protect against violence and
adversity

•P
 ublic education campaigns
• Legislative approaches to
reduce corporal punishment
• Bystander approaches
• Men and boys as allies in
prevention

Ensure a strong start for
children

•E
 arly childhood home visitation
• High-quality child care
• Preschool enrichment with family
engagement

Teach skills

• Social-emotional learning
• Safe dating and healthy
relationship skill programs
• Parenting skills and family
relationship approaches

Connect youth to caring
adults and activities

•M
 entoring programs
• After-school programs

lasting effects on health and well-being throughout life from an
increased risk of injury, chronic illness, and suicide.70,71,72
COVID-19 has had a substantial impact on children. Many children
in the United States have experienced disruptions in school and
childcare, leading to potential loss of learning and separation
from school supports; isolation from friends, school, and social
settings; food insecurity and familial economic concerns; general
fear and uncertainty; and potentially heightened abuse and
substance use in the household.73,74 Focusing on reducing the
harm from COVID and preventing additional ACEs among children
through proven policies and interventions is especially important
given the compound stress and potential trauma COVID has
introduced. Otherwise, the lasting impact on health and social
outcomes may be felt for decades to come.
Preventing ACEs is a CDC Injury Center priority, and in 2020,
CDC awarded a number of grants in this area, including four to
states to boost state surveillance capacity (Georgia, Connecticut,
Massachusetts, and Michigan) and three to researchers
evaluating prevention strategies at Research Triangle Institute,

Intervene to lessen
immediate and long-term
harms

University of Nebraska, Lincoln, and Prevent Child Abuse
America.76 Additional grants are expected in 2021. The SocialEmotional Learning Initiative in the U.S. Department of Education
also funds grants for evidence-based, field-initiated innovations

Approach

•E
 nhanced primary care
• Victim-centered services
• Treatment to lessen the harms
of ACEs
• Treatment to prevent problem
behavior and future involvement
in violence
• Family-centered treatment for
substance use disorder

Source: CDC75

that address student social, emotional, and cognitive needs.

77
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988: THE NEW NATIONAL CRISIS HOTLINE

l

28

The Senate passed the National Suicide

digit 800-number administered by SAMSHA,

Hotline Designation Act in May 2020, the

and a Veterans Crisis Line administered by

House of Representatives passed it in in

the U.S. Department of Veterans Affairs. The

September 2020, and former President Donald

act requires SAMSHA to support training and

Trump signed it into law in October 2020.

services for high-risk populations, including

The Act requires the Federal Communications

LGBTQ youth, American Indians/Alaska

Commission to designate 988 as the new

Natives, and individuals living in rural areas.78

phone number for a national suicide-prevention

In July 2020, the Federal Communications

and mental health crisis hotline, in the

Commission adopted rules requiring that

same vein as the emergency 911 hotline.

all service providers route 988 calls to the

The 988 crisis line will take the place of the

National Suicide Prevention Line by July 16,

national suicide-prevention hotlines, a 10-

2022.79

 educe availability of illicit opioids
R
and unnecessary prescriptions
through responsible opioid
prescribing practices, including
compliance with the CDC Guideline
for Prescribing Opioids and support
for high-functioning Prescription
Drug Monitoring Programs. Expand
public education about misuse
and safe disposal of unused drugs,
including through support for Drug
Enforcement Administration’s
National Prescription Drug Take Back
Day. Federal officials should maintain
support for “hotspot” monitoring,
like the Overdose Detection Mapping
Application Program as well as
interventions and antitrafficking
strategies focused on heroin,
fentanyl, and other illicit drugs. After
multifaceted initiatives to promote
appropriate prescribing, the rate of
opioid prescriptions declined each
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year from 2012 to 2019—and in 2019,
the prescribing rate fell to the lowest
in 14 years.80
l

Lower excessive alcohol use through
evidence-based policies, such as by
increasing pricing, reducing sales
hours, and limiting density of alcohol
outlets; enforcing underage drinking
laws; and holding sellers and hosts
liable for serving minors. CDC has
recently awarded grants to expand
technical assistance and training on
strategies to reduce excessive alcohol
use.81 The federal government should
support these efforts with continued
funding.

l

 imit access to lethal means of
L
suicide by promoting safe storage of
medications and firearms through
public education and laws; restricting
access to firearms for children and
individuals in crisis or at-risk of

suicide; and providing education
and creating protocols for healthcare
providers, counselors, and first
responders on how to interact with
and counsel patients and families
to create safe environments. For
example, universal background
checks for gun purchases and
extreme risk protection orders should
be implemented nationwide, and
programs to engage stakeholders—
like the gun shop project which
educates gun stores on suicide
prevention—should be expanded; and
healthcare providers should be trained
in lethal mean counseling. The
Counseling on Access to Lethal Means
model improves medication and
firearms storage behavior—with one
study, focusing on parental counseling
for suicidal youth in the emergency
department, finding 100 percent
firearms lockup at follow-up.82

Q&A with Dr. Kelly Clark: Treating
Substance Use Disorders in 2021
Kelly J. Clark, MD, MBA, DFAPA, DFASAM, is the founder and President
of Addiction Crisis Solutions, a company focused on transforming
addiction care into an evidence-based, cost-effective practice.
TFAH: What are the biggest barriers for
individuals with substance use disorders
to getting care? What about barriers to
recovery?
Dr. Clark: The biggest barrier to people
getting care is a lack of an appropriate
addiction treatment infrastructure in the
United States. The addiction treatment
industry developed outside of both
medical and mental health treatment
systems. This separate addiction
treatment industry means that evidencebased and quality driven care, as used
in medical settings, has never been
required. Most mental health programs
and individual providers do not address
addiction issues. Even we psychiatrists
rarely choose to treat addiction, perhaps
because during four years of post-medical
school training we have just one month
of addiction training. Most treatment
programs don’t even provide the baseline
quality of care service of access to FDA
approved medications to treat addiction,
and because of the lack of independent
oversight and certification, there is
no way for individuals with substance
use disorders, their families, referring
physicians, or even their health plans to
know whether a specific program gives
appropriate care—or whether the care is
likely to be harmful.
In addition, discrimination and stigma
against people with addiction is a clear
barrier, as well as a need for the country
to immediately invest in training a more
robust addictions treatment workforce.

TFAH: Recently data showed a striking
decline in mental health and an increase
in drug overdose deaths nationwide
during the COVID-19 pandemic. How
has the pandemic affected patients and
their healthcare?
Dr. Clark: Significant numbers of people
have had worsening of their anxiety and
depressive symptoms during the pandemic,
although suicides have decreased.
Additional stress has been felt, particularly
by people with children in the home, with
lower income levels, and essential workers.
There has also been a significant
increase in alcohol consumption and
hospitalizations for alcohol related
liver disease, particularly in the unusual
demographic of women in their 20s and
30s. People identify boredom, increase
availability, and increased stress as
reasons for their increased alcohol use
during COVID.
As for changes in healthcare: access
to in-person care has decreased. Many
psychiatric and addiction treatment
programs closed during the beginning of
the pandemic, and many of the dedicated
beds were converted to treat COVID-19.
Many of those have not been returned
to the less profitable psychiatric or
addiction beds. However, there has been
an explosion of the use of telemedicine
for mental health and addiction services,
made possible by relaxation of federal
and state constraints. Both patients and
providers are happy with this change, and
we can expect it to continue.
TFAH • WBT • PaininTheNation.org
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TFAH: How has drug overdose and
substance use disorder treatment
evolved over the past two decades? What
aspects still need improvement?
Dr. Clark: Addiction medicine is now
recognized subspecialty, a large body
of research and information has
been developed, and there have been
tremendous advances.
We now have three FDA approved
medications to treat opioid addiction
with clear evidence that these
medications save lives, and three FDA
approved medications to treat Alcohol
Use Disorder. Recent evidence shows
a combination of two medications
is effective in treating about one in
seven people with methamphetamine
use problems. We also have rescue
medication (naloxone) for opioid
overdoses that’s widely available. And
there are specific types of talk therapies,
as well as behavioral therapies like
contingency management, which have
been shown to be effective. Having
federal and state parity laws that require
a range of healthcare plans to cover
mental health and addiction conditions
is also a huge step.
However, we have many areas that need
improvement. Most providers are not
utilizing these medications and patients
do not demand them. There is no FDA
approved medication for stimulant
addiction, and the best behavioral
program includes several months of
intensive outpatient treatment with
contingency management approaches
outlawed by some federal health plans.
State certification for treatment programs
is variable with little true requirement
that evidence-based approaches must be
used by trained clinicians. Furthermore,
we are without enforcement of the
federal parity laws. We do not require
physicians, nurses, social workers,
30
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psychologists to become even minimally
competent in the appropriate treatment
of persons with addiction.
TFAH: How can the healthcare system
improve patient care and better support
families as related to drug overdoses
and substance use disorders?
Dr. Clark: The healthcare system and
providers can do a lot better. Healthcare
systems can start by hiring physicians
who specialize in addiction medicine
and building evidence-based treatment
programs. They should also demand parity
payments from healthcare plans, including
Medicaid and commercial plans, so these
programs can become self-sustaining.
Healthcare providers need to stop
referring people to programs which do
not provide appropriate care. We must
treat addiction as the chronic brain
disorder that it is, and people suffering
from addiction with the same respect,
compassion, and quality of care as when
that same person is suffering from any
other disease.
We all tend to be uncomfortable with
brain diseases. But the stigma around
addiction and the lack of training
permeates our health system. Many
healthcare providers feel lost in dealing
with patient’s addiction–they just
don’t know what proper care is. They
send patients to local legacy programs
which might not provide quality care
or trained clinicians. If the patient does
not benefit from the insufficient care,
then the referring provider, the patient,
and the patient’s family too often think
“treatment does not work” or blame the
patient for “not trying hard enough.”
The healthcare system should treat this
as any other condition, which require
investment in infrastructure building
and quality control but will dramatically
save money and lives.

TFAH: What can non-health sectors (e.g.
schools, private workplaces) and local
communities contribute to reducing
substance misuse?
Dr. Clark: Different programs are useful
depending on the setting. For example,
employers can demand appropriate
benefit design and network adequacy
to cover evidence-based care and not
cover poor-quality programs. All heath
care providers and communities can
promote safe disposal to help ensure
every home free of unused medications.
Families can decide that, as a rule,
children and young adults should
almost never take an opioid for pain.
(Even a short-term use for dental pain
in children actually increases their
risk of developing a substance misuse
problem. Brains younger than 25 are
still developing and are at higher risk to
develop addictive disease when exposed
to addicting drugs.)
I believe the best type of prevention
programs are community engaging
resiliency programs which train parents,
employees, and students to develop the
skills to deal with life stresses in healthy
ways. And end outdated programs where
law enforcement or people in recovery
come into schools to tell kids that drugs
are dangerous – these are not helpful
and even increase the chance that kids
will use drugs. We must use prevention
science to guide the way and stop doing
what we know doesn’t work.
TFAH: If you could recommend
to national policymakers one or
two actions that would make a real
difference, what would they be?

Dr. Clark: We have to build a real
addiction treatment system, and train
people to live more resiliently with the
stresses of modern life. Hundreds of
millions of dollars that Congress allocated
in the past few years for the opioid
epidemic have not been spent, because
we don’t have the infrastructure to use it.
The next step we should take in
reimagining addiction treatment is to
utilize the opioid settlement monies
to build a new system that’s based
on trained individuals following best
medical practices with adequate
oversight and licensing requirements.
We need to develop curriculum
for doctors, nurses, social workers,
psychologists, and program-based
counselors (including peer support
specialists) and train a new workforce
focused on addiction treatment. It
is insufficient to add a few hours of
training to our current healthcare
workforce and expect this to suddenly
provide addiction treatment, nor can
we simply pay for more treatment
because there is no one to provide
that additional treatment, and since
the current systemic quality of care
is insufficient the outcomes are
understandably poor. Building the
appropriate infrastructure can become
a self-sustaining system through health
insurance payments, which now far too
often are being spent on wasteful care.
For more recommendations, I suggest
policymakers read our article “Guide
for Future Directions for the Addiction
and OUD Treatment Ecosystem”
recently published by the National
Academy of Medicine.87

TFAH • WBT • PaininTheNation.org

31

2: Address the Worsening Drug Use and Overdose Crisis
l

I mplement policies targeting
psychostimulant use that complement
current opioid-focused policies. This
includes actions such as additional
flexibility in federal grants to states
to address substances besides
opioids based on local needs, and
congressional support for promising
clinical trials for medications to treat
psychostimulant-use disorder, including
the Accelerated Development of
Additive Pharmacotherapy Treatment
trial at the National Institute on Drug
Abuse. The trials should include
participants who match the racial/
ethnic diversity of the populations with
psychostimulants-use disorders.

l

 romote harm-reduction policies to
P
reduce overdose and blood-borne
infections. Important harm-reduction
policies include: reducing barriers
to access of overdose-prevention
medications, such as naloxone, for
first responders and those at high risk
for overdose; providing fentanyl test
strips for those who use drugs; and
increasing syringe-services programs.
Such efforts should reflect the culture
and language of those affected and
should be equitably accessible.

l

32

 ontinue enhanced flexibilities in
C
access to and rules for substance-use
treatment. In response to the COVID19 pandemic, the U.S. Department
of Justice and U.S. Department of
Health and Human Services allowed
physicians to prescribe buprenorphine,
a medicine used to treat opioiduse disorder, to new patients via
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telemedicine, provide certain patients
28 days of at-home medication,
and allow alternative methods
for methadone delivery, another
medication for opioid use disorder.
l

 ddress the secondary impact of
A
the substance use and overdoses
on children through wrap-around
services for children and families,
school-based supports, and schoolclimate programs to promote safe and
supportive environments. Congress

should expand grant programs, like
SAMHSA’s Project AWARE or the
U.S. Department of Education’s
Project SERV, to enable the hiring of
school-based mental health providers
and referrals to local mental health
providers for students who would
benefit from such care. Ratios between
on-site mental health providers and
students should ensure that any
student who needs services can access
them in a timely manner.

SPRINGBOARD FOR EQUITABLE RECOVERY AND RESILIENCE IN COMMUNITIES ACROSS AMERICA
In July 2020, the CDC Foundation and Well Being Trust, along

4. Focus on early childhood development—To attract and

with input from more than 100 other organizations released a

retain talented teachers, salaries should be increased and

framework to guide the nation’s recovery from COVID-19 and

there should be more funding for high-quality home visiting

improving well-being and resilience. Called the Springboard

programs. Forty years of research shows that these kinds

for Equitable Recovery and Resilience in Communities Across

of programs yield significant reductions in child abuse and

America, it offers dozens of solutions and recommendations

neglect, reduction in emergency visits, fewer behavioral and

that meet four guiding principles: (1) affirm human dignity by

intellectual problems in children, and a heathier population.

establishing racial justice and full inclusion for all people as a
daily, living reality; (2) strengthen belonging and civic muscle
by working across differences for the well-being of people and
places, which in turn, unlocks abundant assets of people and
places; (3) expand all of the interconnected vital conditions
with local stewards taking the lead, beginning with people and
places that are struggling and suffering; and (4) solidify new
legacies for living together by renewing civic life, economic life,
and social, emotional, and spiritual life.

Key recommendations from the Springboard include:
1. E
 mergency funding for access to healthcare—We must be
dedicated to community-based organizations and clinicians
treating individuals with mental health and substance use
disorders. With demand for services soaring in the pandemic, it is essential to keep the doors open, lights on, and
providers paid, to save lives.
2. O
 rganize Local Recovery and Resilience Accountability
Councils—These Councils assure local control and
coordination over the direction, actions, and accountabilities
of federal, state, philanthropy, and business partners.
These Councils can incorporate insights from similar,
successful efforts, like Accountable Communities for Health
and Ryan White Planning Councils.
3. Uphold civil and human rights—History shows substantial
benefits when we enforce established civil rights with respect
to healthcare, education, employment, housing, transportation,
voting, environmental protection, and other vital conditions—
all of which still have significant room to improve.

5. Make housing affordable—The cost of building affordable
housing should be reduced by having state and local
governments purchase and hold land with federal
assistance. Policymakers should create renters’ insurance
through payroll taxes, and create Rent Resilience Funds to
cover rent for those who require assistance during economic
downturns. We can prevent housing instability in the first
place by encouraging corporations to provide subsidized
housing for low-income employees.
6. Boost household wealth—We should establish a standard
for fair pay that is tied to the local cost of living; direct firsttime homebuyer credits and match savings initiatives to
households of color and low-income communities; and offer
a debt bail-out for working families that matches the relief
given to banks in 2008.
7. C
 reate Outdoor Classrooms—Schools that create outdoor
classrooms can maintain physical distance to keep kids
and teachers safe and, over the long term, studies show
that exploring, playing, and learning in nature improves
academic achievement.
8. A
 ssure equitable access to parks and open spaces—Cities
can adopt a transparent, data-driven, community-led approach
to improve the equitable allocation of public resources as
part of park and urban open-space development. Parks can
contribute to higher land values. The positive aspects of
open space can only be created if their development is just,
equitable, and inclusive in both process and outcome.83
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DRUG POLICY PRIORITIES IN THE BIDEN ADMINISTRATION
In April 2021, the Biden-Harris

l

administration released its “Statement
of Drug Policies Priorities for Year One,”
outlining the White House’s approach to

approach to drug policy;
l

l

the Office of National Drug Control Policy
to develop and submit a plan to Congress
annually.85 In announcing the plan, the
administration said that while focusing

efforts to reduce youth substance use;
l

Reducing the supply of illicit substances;

l

Advancing recovery-ready workplaces
and expanding the addiction

the nation needs to simultaneously

workforce; and

The Biden plan includes a whole-ofgovernment approach with the Office of
National Drug Control Policy in the lead,
and it works across federal sectors and
with Congress and other stakeholders
within the following priority areas:
l

Expanding access to evidence-based
treatment;
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Supporting evidence-based prevention

on recovery from the COVID-19 pandemic,
address the addiction crisis.

34

Enhancing evidence-based harm
reduction efforts;

addressing the nation’s overdose and
addiction epidemic.84 The statute requires

Advancing racial equity in the U.S.

l

Expanding access to recovery support
services.

The American Rescue Plan Act of
2021, signed into law in March 2021,
includes approximately $4 billion in
support for and an expansion of access
to behavioral health services and
programs nationwide.86

3: Transform the Mental Health and Substance Use Prevention System
l

 xpand efforts to combat stigma
E
and improve social attitudes toward
mental healthcare. The federal
government should incorporate
positive messaging around mental
health screening and treatment across
a variety of federal funding programs
that reach underserved populations
in order to increase screening and
reduce stigma for those seeking
help. These messages should come
from salient messengers, including
potentially from private organizations
and high-profile individuals.

l

I mprove data accuracy, completeness,
and timeliness through innovation
and additional funding. This includes
promotion of standardized categories
and collection of racial/ethnic and
other demographic data that aid
in identification of disparities and
improvements to death investigation
systems. Near real-time data can provide
public health officials with a system
for detecting, understanding, and
monitoring health events like overdoses
and suicide, serve as an early warning
system for emerging issues, and guide
government responses. Additional
investments are necessary to expand
current programs like CDC’s National
Syndromic Surveillance program
(currently covering 71 percent of the
nation’s emergency departments) and
its Emergency Department Surveillance
of Nonfatal Suicide-Related Outcomes
program (which allows states to turn
syndromic data into preventive action).
Investment is also needed in innovative
data-science methods that can provide
forecasting of mortality data and
bridges the gap in availability of official
mortality data.

l

 odernize mental health and
M
substance use services by aligning
healthcare provider payment, quality
measures, and training toward clinical
models focused on the whole health
of individuals, including individual
determinants of health and prioritizing
integrated delivery models. Expanding
comprehensive health insurance to
all Americans and ensuring parity in
covered mental health and substance
use services and provider networks
should be a priority for Congress.

l

I ncrease access to mental health and
substance use healthcare through
full enforcement of the Mental
Health Parity and Addiction Equity
Act. Congress should have the U.S.
Department of Labor investigate and
levy monetary penalties against health
insurers and heath plan sponsors who
violate the Parity Act. Parity should
also expand to Medicare, Medicaid
fee-for-service, and TRICARE.

l

 xpand the mental health and
E
substance use treatment workforce
through increased investments
in mental health workforce
development programs, such as the
Graduate Medical Education and
Graduate Psychology Education
programs. Training and continuing
education curricula for all mental
health providers and primary care
practitioners should include suicideprevention and evidence-based services.
Experts should establish uniform
standards for peer support specialists
and community health workers, and
health insurers should cover and
adequate pay for these services.

l

 uild community capacity for early
B
identification and intervention for
individuals with mental health needs
by training community members and
employing some mental health providers
into local settings where people most
commonly interact and may first
present mental health needs. Creating
a multilayered, community-forward
approach to mental health and addiction
care is a cost-effective way to connect
people with early access to necessary
mental health support and services,
while reserving limited specialty care for
individuals with more complex needs.

l

 romote diversity and culturally
P
appropriate care in the healthcare
system. Congress should increase the
number of mental health and substance
use practitioners from communities
of color by increasing support for
programs like SAMHSA’s Minority
Fellowship and the Health Resources
and Services Administration’s
Behavioral Health Workforce Education
and Training grants. Medical education
should include curricula on providing
culturally and linguistically appropriate
care throughout the continuum of care.

l

 dopt trauma-informed and culturally
A
competent policies and practices for
youth-serving programs and agencies.
Congress should maintain federal
support for programs that disseminate
technical assistance and training
for trauma, like the National Child
Traumatic Stress Network. The juvenile
justice system should adopt approaches
that recognize that substance abuse
and serious emotional disturbances are
health issues not criminal justice issues.
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A P P ENDIC E S

APPENDICES

Pain in the
Nation:
Alcohol, Drug,
and Suicide
Epidemics

Appendix A: Data Methodology
Unless otherwise referenced, data in this report are from the
National Center for Health Statistics’ Multiple Cause of Death
Files, 1999–2019, accessed via the CDC Wide-ranging ONline
Data for Epidemiologic Research (WONDER) Database (wonder.
cdc.gov/mcd-icd10.html).
For alcohol and drug deaths, TFAH
used CDC’s underlying cause-of-death
categories, “Drug/Alcohol Induced
Causes,” and, for deaths by suicide,
the “Injury Intent and Mechanisms”
category. Because a small number of
deaths are categorized as both alcoholor drug-induced and as suicide, TFAH
removed duplicates (ICD-10 underlying
causes of death codes X60–65) when
determining combined death totals.
Age-adjusted death rates (deaths per
100,000) are used for all categories save
age categories.

l

 eroin deaths: X40–44, X60–64,
H
X85, and Y10–14 “underlying causes
of death” codes plus T40.1 “multiple
causes of death” code.

l

 ommon prescription opioid deaths:
C
X40–44, X60–64, X85, and Y10–14
“underlying causes of death” codes
plus T40.2 “multiple causes of death”
code.

l

 ocaine deaths: X40–44, X60–64,
C
X85, and Y10–14 “underlying causes
of death” codes plus T40.5 “multiple
causes of death” code.

For deaths related to specific drugs,
TFAH used ICD-10 codes as follows:

l

 ther psychostimulant deaths:
O
X40–44, X60–64, X85, and Y10–14
“underlying causes of death” codes
plus T43.6 “multiple causes of death”
code.

l

l

 ll opioid deaths: X40–44, X60–64,
A
X85, and Y10–14 “underlying causes
of death” codes plus T40.0–40.4 and
T40.6 “multiple causes of death”
codes.
 ynthetic-opioid deaths: X40–44,
S
X60–64, X85, and Y10–14 “underlying
causes of death” codes plus T40.4
“multiple causes of death” code.

Note: CDC and other analyses of drug
deaths may use a slightly narrower drugoverdose category compared with the
“drug-induced cause” category used in
this brief.
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Appendix B: Demographic Data
DEATHS, DEATH RATES, AND ONE-YEAR PERCENT CHANGE IN DEATH RATE BY SELECT DEMOGRAPHICS, 2019

Overall
Female
Male
American
Indian

Combined Alcohol, Drug,
and Suicide
Deaths per
Change
2019
100,000
2018 to
Deaths
(Age2019
Adjusted)
156,242
45.7
3%
42,743
24.9
1%
113,499
67.5
3%

Alcohol-Induced

39,043
11,122
27,921

Deaths per
100,000
(AgeAdjusted)
10.4
5.9
15.2

2019
Deaths

Drug-Induced
Change
2018 to
2019

2019
Deaths

4%
6%
4%

74,511
24,118
50,393

Deaths per
100,000
(AgeAdjusted)
22.8
14.5
31.1

Suicide
Change
2018 to
2019

2019
Deaths

5%
1%
6%

47,511
10,255
37,256

Deaths per
100,000
(AgeAdjusted)
13.9
6.0
22.4

Change
2018 to
2019
-2%
-3%
-2%

3,028

65.2

2%

1,450

31.9

-2%

969

20.8

11%

669

13.6

-1%

Asian
Black

3,048
18,235

13.3
38.8

4%
11%

562
3,494

2.4
7.3

-2%
7%

1,016
11,698

4.4
25.1

10%
15%

1,609
3,309

7.1
7.1

2%
1%

Latino
White
0-17
18-34
35-54
55-74
75+
Northeast
Midwest
South
West
Metro
Rural

17,270
131,931
1,967
35,745
60,848
50,148
7,513
26,597
33,714
57,474
38,457
132,366
23,876

30.6
49.6
2.7
46.9
73.7
67.8
33.3
45.7
48.3
44.2
46.4
45.0
50.8

8%
1%
-6%
1%
3%
3%
1%
-1%
2%
3%
5%
3%
2%

5,458
33,537
n/a
2,073
13,618
20,891
2,441
5,148
8,036
13,268
12,591
32,373
6,670

10.6
11.2
<0.1
2.7
16.5
28.3
10.8
7.7
10.3
9.2
14.4
10.1
12.2

7%
5%
-15%
4%
2%
2%
3%
4%
4%
4%
4%
4%

7,837
60,828
406
21,601
33,515
17,855
1,126
15,996
16,537
27,134
14,844
65,485
9,026

13.4
24.3
0.6
28.4
40.6
24.2
5.0
28.8
24.9
21.8
18.4
23.1
21.0

15%
2%
23%
1%
5%
8%
2%
-2%
4%
5%
11%
5%
4%

4,331
41,935
1,646
12,913
15,537
13,105
4,306
6,209
10,183
18,716
12,403
38,718
8,793

7.3
15.7
2.3
17.0
18.8
17.7
19.1
10.4
14.6
14.4
15.3
13.2
18.9

-2%
-2%
-10%
-1%
-2%
-5%
1%
-3%
-3%
-2%
0%
-2%
-2%

Opioid Overdose

Synthetic Opioid Overdose

49,860
15,225
34,635
527

11.1

21%

321

6.7

44%

112

2.4

9%

381

8.3

22%

Asian
Black

428
7,750

1.8
16.6

13%
23%

291
6,433

1.2
13.8

27%
29%

177
4,873

0.8
10.4

24%
19%

377
1,312

1.6
2.9

18%
39%

Latino
White
0-17
18-34
35-54
55-74
75+
Northeast
Midwest
South
West
Metro
Rural

5,264
41,155
237
16,886
22,440
9,955
337
12,586
11,661
17,744
7,869
44,762
5,098

8.8
16.8
0.3
22.2
27.2
13.5
1.5
22.9
17.8
14.5
9.9
16.0
12.3

18%
4%
25%
3%
7%
9%
16%
1%
3%
8%
19%
6%
6%

3,802
29,314
171
13,474
16,488
6,136
85
10,960
9,273
12,502
3,624
33,024
3,335

6.3
12.2
0.2
17.7
20.0
8.3
0.4
20.1
14.3
10.3
4.7
11.9
8.3

34%
13%
70%
11%
17%
26%
3%
5%
11%
19%
65%
15%
16%

2,006
10,721
31
4,456
7,615
3,740
38
4,916
3,627
5,784
1,556
14,872
1,011

3.4
4.4
<0.1
5.9
9.2
5.1
0.2
8.9
5.5
4.6
1.9
5.3
2.4

15%
3%
-1%
9%
15%
27%
8%
6%
6%
22%
8%
4%

1,796
14,097
61
4,565
8,027
3,481
33
1,224
3,127
5,845
5,971
13,400
2,767

3.1
5.7
<0.1
6.0
9.7
4.7
0.1
2.3
4.9
4.9
7.4
4.8
6.7

25%
27%
-19%
30%
33%
34%
45%
38%
30%
17%
28%
27%

Overall
Female
Male
American
Indian

2019
Deaths

6%
3%
8%

36,359
10,076
26,283

Deaths per
100,000
(AgeAdjusted)
11.4
6.3
16.6

Change
2018 to
2019

2019
Deaths

16%
13%
16%

15,883
4,336
11,547

Deaths per
100,000
(AgeAdjusted)
4.9
2.7
7.1

Other Psychostimulants
Overdose
Deaths per
Change
2019
100,000
2018 to
Deaths
(Age2019
Adjusted)
16,167
5.0
28%
4,733
2.9
23%
11,434
7.1
28%

Deaths per
100,000
(AgeAdjusted)
15.5
9.3
21.7

2019
Deaths

Change
2018 to
2019

Cocaine Overdose
Change
2018 to
2019
8%
2%
10%

Source: TFAH and WBT analysis of NCHS data
TFAH • WBT • PaininTheNation.org
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Appendix C: State Data
DEATHS, DEATH RATES, AND ONE-YEAR CHANGE IN DEATH RATE FROM ALCOHOL, DRUG, AND SUICIDE, OVERALL
AND BY DRUG TYPE, 2019
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Overall
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
DC
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
TFAH • WBT

Combined Alcohol,
Drug, and Suicide
Deaths per
Change
100,000
2019
2018 to
(AgeDeaths
2019
adjusted)
156,242
45.7
3%
2,089
41.5
0%
529
70.3
6%
4,569
61.1
6%
1,260
41.1
-4%
15,942
37.7
7%
3,465
56.8
6%
2,024
54.4
13%
647
67.6
7%
426
59.2
8%
11,307
49.8
4%
3,911
35.3
0%
561
37.3
15%
900
48.9
-5%
5,251
39.8
1%
3,439
50.9
-2%
1,247
38.5
11%
1,259
42.8
3%
2,727
60.7
3%
2,336
50.2
7%
843
60.0
4%
3,427
54.2
2%
3,612
50.3
-4%
5,070
49.3
-6%
2,416
40.7
11%
1,091
35.8
17%
3,299
53.4
-2%
662
59.2
17%
728
36.9
7%
1,799
53.9
-4%
853
61.0
-9%
4,235
46.2
-3%
1,827
88.0
7%
6,887
33.5
-2%
4,760
44.1
-1%
371
49.7
10%
7,331
62.7
4%
2,096
51.6
-1%
2,503
53.4
6%
7,224
54.8
-2%
552
50.6
-2%
2,589
48.6
2%
453
51.9
10%
4,282
60.7
9%
9,615
32.7
4%
1,482
49.0
-8%
367
54.9
-5%
3,424
38.5
4%
3,800
46.2
4%
1,487
85.1
-1%
2,850
46.6
6%
418
70.4
16%
• PaininTheNation.org

Alcohol-Induced
2019
Deaths
39,043
425
185
1,286
342
5,345
1,198
409
106
70
2,722
940
96
290
1,137
791
408
353
553
368
208
430
738
1,193
828
240
608
246
271
546
203
698
729
1,581
1,176
149
1,242
659
938
1,047
139
620
191
936
2,656
290
125
773
1,264
252
865
178

Deaths per
100,000
(Ageadjusted)
10.4
7.5
23.9
16.1
10.3
12.2
18.8
9.2
8.9
9.6
10.2
7.8
5.9
14.5
7.9
10.4
11.7
11.1
10.7
6.9
11.2
6.2
9.1
10.2
12.9
7.0
8.8
20.3
13.0
15.1
12.2
6.7
34.3
7.0
9.6
19.7
9.0
15.1
18.3
6.7
11.5
9.9
21.2
11.7
8.7
9.8
15.0
7.8
14.3
11.6
12.5
28.5

Drug-Induced

Change
2018 to
2019

2018
Deaths

4%
4%
-10%
7%
5%
3%
13%
21%
16%
-13%
-5%
2%
4%
4%
2%
-2%
7%
1%
14%
3%
-7%
5%
2%
10%
10%
19%
2%
38%
0%
-4%
5%
4%
5%
-4%
5%
14%
1%
6%
1%
12%
-7%
6%
-4%
3%
12%
-10%
23%
12%
5%
10%
10%
22%

74,511
906
149
2,016
404
6,668
1,118
1,263
442
319
5,538
1,502
266
280
2,846
1,756
374
430
1,487
1,316
391
2,421
2,312
2,565
886
431
1,649
153
180
690
420
2,867
632
3,814
2,378
95
4,440
680
761
4,475
312
1,181
90
2,219
3,355
614
142
1,621
1,416
934
1,226
81

Deaths per
100,000
(Ageadjusted)
22.8
18.7
19.9
28.2
14.0
16.1
18.7
36.0
48.7
44.4
26.8
13.9
17.5
15.9
22.3
27.4
12.1
15.2
35.0
29.3
31.5
39.0
33.6
26.3
15.6
14.9
27.9
15.0
9.5
21.4
33.0
32.4
31.8
19.2
23.3
13.1
39.9
17.5
16.9
36.3
30.2
23.6
11.0
33.1
11.5
20.4
25.3
19.1
17.7
56.6
21.6
14.5

Suicide
Change
2018 to
2019

2018
Deaths

5%
0%
26%
11%
-16%
16%
7%
14%
9%
20%
12%
-1%
11%
0%
3%
4%
20%
15%
6%
11%
7%
2%
-4%
-10%
20%
28%
-1%
13%
5%
-3%
-12%
-4%
14%
-1%
1%
21%
7%
-8%
12%
-2%
-3%
-1%
56%
13%
5%
-11%
-10%
8%
6%
2%
10%
28%

47,511
804
210
1,419
548
4,436
1,312
435
111
44
3,465
1,585
224
365
1,439
972
528
523
756
704
276
657
647
1,472
830
436
1,141
289
309
642
255
762
513
1,705
1,358
136
1,806
816
906
1,896
123
852
182
1,219
3,891
654
110
1,140
1,263
330
845
170

Deaths per
100,000
(Ageadjusted)
13.9
16.3
28.5
18.7
18.0
10.7
22.1
11.4
11.3
6.2
14.5
14.6
15.5
20.4
10.9
14.2
16.7
18.2
16.5
15.0
19.4
10.3
8.7
14.3
14.4
14.4
18.2
26.2
16.1
19.8
17.5
8.0
24.0
8.3
12.5
18.1
15.1
20.5
20.4
14.1
10.7
16.2
20.9
17.2
13.4
21.2
16.0
12.8
15.9
18.5
14.0
29.3

Change
2018 to
2019
-2%
-2%
16%
-3%
-2%
-2%
1%
7%
-1%
-18%
-4%
1%
30%
-15%
-4%
-11%
8%
-6%
-5%
-1%
5%
1%
-12%
-5%
10%
5%
-7%
5%
21%
-5%
-10%
-3%
-4%
0%
-9%
-5%
-1%
2%
7%
-5%
12%
5%
8%
4%
-2%
-5%
-15%
-8%
0%
-13%
-6%
16%

Source: TFAH and WBT analysis of NCHS data

DEATHS, DEATH RATES, AND ONE-YEAR CHANGE IN DEATH RATE FROM ALCOHOL, DRUG, AND SUICIDE, OVERALL
AND BY DRUG TYPE, 2019
Opioid Overdose
2019
Deaths
Overall
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
DC
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

49,860
414
83
1,290
198
3,235
633
1,100
387
243
3,771
862
55
133
2,219
1,254
161
184
1,036
558
323
2,104
1,969
1,789
428
245
1,096
70
68
373
365
2,502
394
2,939
1,817
43
3,452
268
332
3,034
240
862
39
1,543
1,497
397
114
1,266
827
673
928
47

Deaths per
100,000
(Ageadjusted)
15.5
8.9
10.9
18.4
7.0
7.9
10.6
31.7
43.0
33.7
18.7
8.2
3.5
7.6
17.5
19.9
5.4
6.7
24.6
12.6
26.4
34.0
28.9
18.5
7.8
8.5
18.8
7.2
3.6
11.7
29.1
28.4
20.0
14.9
18.1
5.9
31.5
6.9
7.6
25.1
23.3
17.6
4.5
23.4
5.1
13.3
20.7
15.1
10.5
41.4
16.6
8.3

Synthetic Opioid Overdose

Change
2018 to
2019

2019
Deaths

6%
8%
24%
16%
-5%
36%
12%
15%
9%
26%
18%
-1%
-15%
8%
3%
14%
11%
18%
5%
26%
13%
1%
-1%
-11%
24%
41%
-4%
15%
7%
2%
-12%
-4%
20%
-1%
1%
13%
6%
-11%
-4%
6%
-10%
3%
29%
17%
6%
-10%
-9%
6%
11%
-2%
9%
22%

36,359
213
24
796
115
1,675
255
950
343
216
2,837
419
20
32
1,706
899
102
75
825
324
283
1,917
1,861
1,458
309
141
886
n/a
27
114
343
2,221
149
2,338
1,363
n/a
3,117
81
95
2,661
203
568
24
1,152
423
94
100
993
337
572
660
n/a

Deaths per
100,000
(Ageadjusted)
11.4
4.7
3.2
11.6
4.1
4.2
4.3
27.7
38.4
30.2
14.4
4.0
1.3
1.9
13.6
14.5
3.5
2.8
19.9
7.4
23.3
31.1
27.5
15.2
5.7
5.0
15.4
n/a
1.4
3.7
27.6
25.4
7.7
12.0
13.8
n/a
28.6
2.1
2.3
22.2
20.0
11.7
2.8
17.8
1.5
3.1
18.6
11.9
4.4
35.9
12.0
n/a

Cocaine Overdose

Change
2018 to
2019

2019
Deaths

16%
43%
n/a
51%
25%
93%
95%
23%
16%
34%
34%
19%
n/a
8%
9%
26%
25%
60%
11%
49%
18%
5%
3%
-5%
53%
92%
1%
n/a
2%
33%
-12%
-1%
42%
7%
6%
n/a
11%
2%
-6%
9%
-5%
9%
n/a
38%
19%
9%
-4%
16%
52%
5%
28%
n/a

15,883
97
n/a
159
21
850
139
369
169
124
1,408
305
n/a
n/a
877
268
20
34
124
104
105
707
782
682
60
45
147
n/a
n/a
53
76
878
79
1,320
780
n/a
1,223
44
64
1,188
143
227
n/a
334
753
43
55
411
132
131
302
n/a

Note: Some data unavailable due to insufficent reporting of type of drug involved in overdose or for privacy reasons.

Deaths per
100,000
(Ageadjusted)
4.9
2.1
n/a
2.3
0.8
2.1
2.3
10.6
18.8
17.3
6.8
2.8
n/a
n/a
6.9
4.2
0.7
1.1
2.9
2.3
8.9
11.5
11.5
7.1
1.1
1.6
2.4
n/a
n/a
1.7
6.4
10.0
3.8
6.6
7.7
n/a
10.8
1.2
1.5
9.6
14.1
4.6
n/a
4.9
2.5
1.4
9.8
4.9
1.7
7.9
5.4
n/a

Change
2018 to
2019
8%
9%
n/a
-3%
-12%
42%
3%
17%
18%
22%
14%
6%
n/a
n/a
14%
4%
n/a
10%
-6%
-11%
12%
1%
8%
-11%
13%
36%
6%
n/a
n/a
11%
21%
1%
32%
4%
9%
n/a
10%
1%
37%
13%
7%
-15%
n/a
28%
1%
-16%
5%
0%
6%
-6%
9%
n/a

Other Psychostimulants
Overdose
Deaths per
Change
100,000
2019
2018 to
(AgeDeaths
2019
adjusted)
16,167
5.0
28%
230
5.1
46%
64
8.5
20%
717
10.1
20%
126
4.5
6%
2,862
6.9
19%
353
5.9
5%
70
2.3
3%
28
3.1
n/a
n/a
n/a
n/a
825
4.2
39%
439
4.2
10%
170
10.9
10%
86
5.0
27%
257
2.1
1%
512
8.3
34%
159
5.1
56%
162
5.8
108%
459
11.1
27%
214
4.9
62%
65
5.5
82%
79
1.4
24%
104
1.6
35%
225
2.5
33%
242
4.3
42%
130
4.6
35%
452
7.9
23%
58
5.9
67%
51
2.7
61%
303
9.5
-1%
59
4.7
70%
203
2.4
43%
277
14.4
32%
240
1.3
34%
338
3.4
30%
20
3.1
n/a
846
8.0
46%
327
8.5
0%
288
6.5
28%
454
3.8
53%
22
2.3
n/a
332
7.0
34%
31
4.0
n/a
651
10.0
36%
1,055
3.7
31%
224
7.5
-5%
n/a
n/a
n/a
207
2.5
53%
544
6.9
15%
393
24.4
27%
170
3.3
48%
25
4.5
16%

TFAH • WBT • PaininTheNation.org

39

References
1 Petterson S, et al. “Projected Deaths
of Despair During the Coronavirus
Recession.” Well Being Trust, May 2020.
https://wellbeingtrust.org/wp-content/
uploads/2020/05/WBT_Deaths-of-Despair_
COVID-19-FINAL-FINAL.pdf (accessed April
20, 2021).
2 The Social-Ecological Model: A Framework
for Prevention. In Centers for Disease Control
and Prevention, updated January 28, 2021.
https://www.cdc.gov/violenceprevention/
about/social-ecologicalmodel.html (accessed
April 15, 2021).
3 Lee JY, Kim SW, and Kim JM. “The Impact
of Community Disaster Trauma: A Focus
on Emerging Research of PTSD and Other
Mental Health Outcomes.” Chonnam
Medical Journal, 56(2): 99-107, 2020.
https://cmj.ac.kr/DOIx.php?id=10.4068/
cmj.2020.56.2.99 (accessed April 15, 2021).

10 COVID-19: People at Increased Risk. In
Centers for Disease Control and Prevention, updated March 15, 2021. https://www.cdc.gov/
coronavirus/2019-ncov/need-extra-precautions/index.html (accessed April 15, 2021).
11 Risk for COVID-19 Infection,
Hospitalization, and Death By Race/
Ethnicity. In Centers for Disease Control and
Prevention, updated April 16, 2021. https://
www.cdc.gov/coronavirus/2019-ncov/
covid-data/investigations-discovery/
hospitalization-death-by-race-ethnicity.html
(accessed April 20, 2021).

4 Preventing Adverse Childhood Experiences.
In Centers for Disease Control and Prevention,
updated April 6, 2021. https://www.cdc.
gov/violenceprevention/aces/fastfact.html
(accessed April 15, 2021).

12 Levine M. “Calls to US Helpline Jump
891%, as White House Is Warned Of
Mental Health Crisis.” ABC News, April 7,
2020. https://abcnews.go.com/Politics/
calls-us-helpline-jump-891-white-housewarned/story?id=70010113 (accessed April
15, 2021).

5 Thompson MP, Kingree JB, and Lamis
D. “Associations of Adverse Childhood
Experiences and Suicidal Behaviors
in Adulthood in a U.S. Nationally
Representative Sample.” Child: Care, Health
and Development, 45: 121-128, 2019. https://
onlinelibrary.wiley.com/doi/abs/10.1111/
cch.12617 (accessed April 15, 2021).

13 Noguchi Y. “Flood of Calls and Texts
to Crisis Hotlines Reflects Americans’
Rising Anxiety.” NPR, May 4, 2020.
https://www.npr.org/sections/healthshots/2020/05/04/847841791/
flood-of-calls-and-texts-to-crisis-hotlinesreflects-americans-rising-anxiety (accessed
April 15, 2021).

6 Chappell B. “1st Known U.S. COVID-19
Death Was Weeks Earlier Than Previously
Thought.” NPR, April 22, 2020. https://
www.npr.org/sections/coronavirus-liveupdates/2020/04/22/840836618/1st-knownu-s-covid-19-death-was-on-feb-6-a-post-mortemtest-reveals (accessed April 15, 2021).

14 Johnson D. “Colorado Crisis Line Continues Record-Breaking Volume During
Pandemic.” KHOU 11, November 23,
2020. https://www.khou.com/article/life/
wellness/colorado-crisis-line-record-breaking-volume/73-150ce123-0785-4578-8d56f78a365e0466 (accessed April 15, 2021).

7 U
 nited States COVID-19 Cases and
Deaths by State. In Centers for Disease
Control and Prevention, updated March 22,
2021. https://covid.cdc.gov/covid-datatracker/#cases_totalcases (accessed April
15, 2021).

15 Holland KM, Jones C, Vivolo-Kantor AM, et
al. “Trends in US Emergency Department
Visits for Mental Health, Overdose,
and Violence Outcomes Before and
During the COVID-19 Pandemic.” JAMA
Psychiatry, 78(4): 372-379, February 3,
2021. https://jamanetwork.com/journals/
jamapsychiatry/fullarticle/2775991
(accessed April 15, 2021).

8 Risk for COVID-19 Infection,
Hospitalization, and Death By Race/
Ethnicity. In Centers for Disease Control
and Prevention, updated March 12, 2021.
https://www.cdc.gov/coronavirus/2019ncov/covid-data/investigations-discovery/
hospitalization-death-by-race-ethnicity.html
(accessed April 15, 2021).

40

9 COVID-19: Older Adults. In Centers for Disease
Control and Prevention, updated April 2, 2021.
https://www.cdc.gov/coronavirus/2019ncov/need-extra-precautions/older-adults.
html (accessed April 15, 2021).

TFAH • WBT • PaininTheNation.org

16 Ahmad FB and Anderson RN. “The Leading
Causes of Death in the US for 2020.” JAMA,
March 31, 2021. https://jamanetwork.
com/journals/jama/fullarticle/2778234
(accessed April 15, 2021).

17 National Health Interview Survey Early
Release Program: Early Release of Selected
Mental Health Estimates Based on Data
from the January–June 2019. In National
Center for Health Statistics, May 2020.
https://www.cdc.gov/nchs/data/nhis/
earlyrelease/ERmentalhealth-508.pdf
(accessed April 15, 2021).
18 Indicators of Anxiety or Depression Based
on Reported Frequency of Symptoms
During Last 7 Days. In National Center for
Health Statistics, Centers for Disease Control
and Prevention, April 7, 2021. https://data.
cdc.gov/NCHS/Indicators-of-Anxiety-orDepression-Based-on-Repor/8pt5-q6wp
(accessed April 15, 2021).
19 Household Pulse Survey: Anxiety and
Depression. In National Center for Health
Statistics, Centers for Disease Control and
Prevention, April 7, 2021. https://www.cdc.
gov/nchs/covid19/pulse/mental-health.
htm (accessed April 15, 2021).
20 McKnight-Eily LR, Okoro CA, Strine
TW, et al. “Racial and Ethnic Disparities
in the Prevalence of Stress and Worry,
Mental Health Conditions, and Increased
Substance Use Among Adults During the
COVID-19 Pandemic—United States, April
and May 2020.” Morbidity and Mortality
Weekly Report, 70(5): 162-166, February
5, 2021. https://www.cdc.gov/mmwr/
volumes/70/wr/mm7005a3.htm (accessed
April 15, 2021).
21 COVID-19 and Mental Health: A Growing
Crisis. Alexandria, VA: Mental Health
America, 2021. https://mhanational.org/
sites/default/files/Spotlight%202021%20
-%20COVID-19%20and%20Mental%20
Health.pdf (accessed April 15, 2021).
22 Czeisler MÉ, Lane RI, Petrosky E, et al.
“Mental Health, Substance Use, and
Suicidal Ideation During the COVID-19
Pandemic—United States, June 24-30,
2020.” Morbidity and Mortality Weekly Report,
69(32): 1049-1057, 2020. https://www.cdc.
gov/mmwr/volumes/69/wr/mm6932a1.
htm (accessed April 15, 2021).
23 Pollard MS, Tucker JS, and Green HD.
“Changes in Adult Alcohol Use and
Consequences During the COVID-19
Pandemic in the US.” JAMA Network
Open. 3(9): e2022942, September 29, 2020.
https://jamanetwork.com/journals/
jamanetworkopen/fullarticle/2770975
(accessed April 15, 2021).

24 Treatment Provider COVID-19 Impact Study.
Denver, CO: National Association of Addiction Treatment Providers, September 2020.
https://www.naatp.org/sites/naatp.org/
files/COVID-19%20Impact%20Survey%20
Results.pdf (accessed April 15, 2021).
25 12 Month-Ending Provisional Number of
Drug Overdose Deaths. In Centers for Disease
Control and Prevention, updated April 4,
2021. https://www.cdc.gov/nchs/nvss/
vsrr/drug-overdose-data.htm#dashboard
(accessed April 15, 2021).
26 H
 olland KM, Jones C, Vivolo-Kantor AM,
et al. “Trends in US Emergency Department Visits for Mental Health, Overdose,
and Violence Outcomes Before and During
the COVID-19 Pandemic.” JAMA Psychiatry,
78(4): 372-379, February 3, 2021. https://
jamanetwork.com/journals/jamapsychiatry/
fullarticle/2775991 (accessed April 15, 2021).

32 Stevenson B. “The Initial Impact of COVID19 on Labor Market Outcomes Across
Groups and the Potential for Permanent
Scarring”. The Hamilton Project, July 2020.
https://www.hamiltonproject.org/assets/
files/Stevenson_LO_FINAL.pdf (accessed
April 15, 2021).
33 Board of Governors of the Federal Reserve
Systems. “Update on the Economic WellBeing of U.S. Households: July 2020
Results.” U.S. Federal Reserve, September
23, 2020. https://www.federalreserve.gov/
publications/2020-update-economic-wellbeing-of-us-households-overall-financialsecurity.htm (accessed April 15, 2021).
34 Unemployment Rate [UNRATE]. In U.S.
Bureau of Labor Statistics, FRED, Federal
Reserve Bank of St. Louis, updated April 19,
2021. https://fred.stlouisfed.org/series/
UNRATE (accessed April 20, 2021).

27 Ochalek TA, Cumpston KL, Wills BK,
et al. “Nonfatal Opioid Overdoses at an
Urban Emergency Department During
the COVID-19 Pandemic.” JAMA, 324(16):
1673-1674, 2020. https://jamanetwork.
com/journals/jama/fullarticle/2770986
(accessed April 15, 2021).

35 Employment Status of the Civilian Population
by Race, Sex, and Age: Monthly, Seasonally
Adjusted. In U.S. Bureau of Labor Statistics,
FRED, Federal Reserve Bank of St. Louis, updated
April 6, 2021. https://fred.stlouisfed.org/
release/tables?rid=50&eid=747 (accessed
April 20, 2021).

28 Slavova S, Rock P, Bush HM, et al. “Signal
of Increased Opioid Overdose During
COVID-19 From Emergency Medical
Services Data.” Drug and Alcohol Dependence,
214: 108176, September 1, 2020. https://
www.sciencedirect.com/science/article/
abs/pii/S0376871620303410?via%3Dihub
(accessed April 15, 2021).

36 Employment Status of the Hispanic or
Latino Population by Sex and Age: Monthly,
Seasonally Adjusted. In U.S. Bureau of Labor
Statistics, FRED, Federal Reserve Bank of St.
Louis, updated April 6, 2021. https://fred.
stlouisfed.org/release/tables?rid=50&eid=713
(accessed April 20, 2021).

29 Khatri U, Pizzicato L, Viner K, et al. “Racial/
Ethnic Disparities in Unintentional Fatal
and Non-Fatal Emergency Medical ServicesAttended Opioid Overdose During the
COVID-19 Pandemic in Philadelphia.” JAMA
Open Network, 4(1): e2034878, January 21,
2021. https://jamanetwork.com/journals/
jamanetworkopen/fullarticle/2775360
(accessed April 15, 2021).
30 Rappeport A, Dougherty C, Schmidt G,
et al. “U.S. Jobs Report Shows Clearest
Data Yet on Economic Toll.” The New York
Times, May 8, 2020. https://www.nytimes.
com/2020/05/08/business/stock-marketcoronavirus-jobs-report.html (accessed
April 15, 2021).
31 U.S. Bureau of Labor Statistics. “Unemployment Rate Rises to Record High 14.7 Percent in April 2020.” TED: The Economics Daily,
May 13, 2020. https://www.bls.gov/opub/
ted/2020/unemployment-rate-rises-torecord-high-14-point-7-percent-in-april-2020.
htm?view_full (accessed April 15, 2021).

37 Bauer L, Broady K, Edelberg W, and
O’Donnell J. “Ten Facts About COVID10 and the U.S. Economy.” Brookings
Institution, September 17, 2020. https://
www.brookings.edu/research/ten-factsabout-covid-19-and-the-u-s-economy/
(accessed April 20, 2021).
38 Schanzenbach D and Pitts A. “Estimates
of Food Insecurity During the COVID19 Crisis: Results from the COVID
Impact Survey, Week 1 (April 20-26,
2020).” Northwestern Institute for Policy
Research News, May 2020. https://www.
ipr.northwestern.edu/news/2020/foodinsecurity-triples-for-families-during-covid.
html (accessed April 20, 2021).
39 Schanzenbach D and Tomeh N. “Seven Key
Economic Indicators.” Northwestern Institute
for Policy Research News, December 21, 2020.
https://www.ipr.northwestern.edu/apps/
economicindicators.html (accessed April
20, 2021).

41 American Rescue Plan Act of 2021:
Public Law No: 117-2, March 11, 2021.
https://www.congress.gov/bill/117thcongress/house-bill/1319/all-info
(accessed April 20, 2021).
42 “Third Economic Impact Payment.” In U.S.
Internal Revenue Service, updated April 16,
2021. https://www.irs.gov/coronavirus/
third-economic-impact-payment (accessed
April 20, 2021).
43 Henkel D. “Unemployment and Substance
Use: A Review of the Literature (19902010).” Current Drug Abuse Reviews, 4(1):
4-27, March 2011. https://pubmed.ncbi.
nlm.nih.gov/21466502/ (accessed April 20,
2021).
44 Compton WM, Gfroerer J, Conway KP,
and Finger MS. “Unemployment and
Substance Outcomes in the United States
2002-2010.” Drug and Alcohol Dependence,
142: 350-353, September 1, 2014. https://
pubmed.ncbi.nlm.nih.gov/25042761/
(accessed April 20, 2021).
45 Harper S, Charters TJ, Strumpf EC, et
al. “Economic Downturns and Suicide
Mortality in the USA, 1980-2010:
Observational Study.” International
Journal of Epidemiology, 44(3): 956-66, June
2015. https://academic.oup.com/ije/
article/44/3/956/630705 (accessed April
20, 2021).
46 Hempstead KA and Phillips JA. “Rising
Suicide Among Adults Aged 40–64
Years: The Role of Job and Financial
Circumstances.” American Journal of
Preventive Medicine, 48(5): 491-500, May
2015. https://pubmed.ncbi.nlm.nih.
gov/25736978/ (accessed April 20, 2021).
47 Koyanagi A, Stubbs B, Oh H, et al. “Food
Insecurity (Hunger) and Suicide Attempts
Among 179,771 Adolescents Attending
School from 9 High-Income, 31 MiddleIncome, and 4 Low-Income Countries: A
Cross-Sectional Study.” Journal of Affective
Disorders, 248: 91-98, April 1, 2019. https://
pubmed.ncbi.nlm.nih.gov/30716616/
(accessed April 20, 2021).
48 Risk for COVID-19 Infection,
Hospitalization, and Death By Race/
Ethnicity. In Centers for Disease Control and
Prevention, updated April 16, 2021. https://
www.cdc.gov/coronavirus/2019-ncov/
covid-data/investigations-discovery/
hospitalization-death-by-race-ethnicity.html
(accessed April 20, 2021).

40 Ibid.
TFAH • WBT • PaininTheNation.org

41

49 COVID Racial Data Tracker. In COVID
Tracking Project, updated March 7, 2021.
https://covidtracking.com/race (accessed
April 20, 2021).

58 “Narcotics (Opioids).” In: U.S. Drug
Enforcement Administration. https://www.dea.
gov/taxonomy/term/331 (accessed April
15, 2021).

50 Health Equity Considerations and Racial
and Ethnic Minority Groups. In Centers
for Disease Control and Prevention, updated
February 12, 2021. https://www.cdc.gov/
coronavirus/2019-ncov/community/
health-equity/race-ethnicity.html (accessed
April 20, 2021).

59 Benyamin R, Trescot AM, Datta S,
Buenaventura R, Adlaka R, Sehgal
N, Glaser SE, and Vallejo R. “Opioid
complications and side effects.” Pain
Physician, 11(2 Suppl): S105-20, March
2008. https://pubmed.ncbi.nlm.nih.
gov/18443635/ (accessed April 21, 2021).

51 Public Health Gateway. In Centers for Disease
Control and Prevention. https://www.cdc.
gov/publichealthgateway/images/sdoh/
SDOH-icons.png (accessed April 20, 2021).

60 “Opioids.” In: National Institute on Drug
Abuse. https://www.drugabuse.gov/drugsabuse/opioids (accessed April 15, 2021).

52 Stevenson B. “The Initial Impact of COVID19 on Labor Market Outcomes Across
Groups and the Potential for Permanent
Scarring”. The Hamilton Project, July 2020.
https://www.hamiltonproject.org/assets/
files/Stevenson_LO_FINAL.pdf (accessed
April 15, 2021).
53 Schanzenbach D and Tomeh N. “Seven Key
Economic Indicators.” Northwestern Institute
for Policy Research News, December 21, 2020.
https://www.ipr.northwestern.edu/apps/
economicindicators.html (accessed April
20, 2021).
54 About the CDC-Kaiser ACE Study. In Centers
for Disease Control and Prevention, updated
April 6, 2021. https://www.cdc.gov/
violenceprevention/aces/about.html?CDC_
AA_refVal=https%3A%2F%2Fwww.cdc.gov
%2Fviolenceprevention%2Facestudy%2Fab
out.html (accessed April 20, 2021).
55 Hedegaard H, Curtin SC, and Warner M.
“Suicide Mortality in the United States,
1999–2019.” NCHS Data Brief, no. 398.
Hyattsville, MD: National Center for Health
Statistics, February 19, 2021. https://stacks.
cdc.gov/view/cdc/101761 (accessed April
20, 2021).
56 Ahmad FB and Anderson RN. “The
Leading Causes of Death in the US for
2020.” JAMA, March 31, 2021. https://
jamanetwork.com/journals/jama/
fullarticle/2778234 (accessed April 15,
2021).
57 “Opioids and Substance Misuse.” In
Substance Abuse and Mental Health Services
Administration, updated June 10, 2020.
https://www.samhsa.gov/iecmhc/specialtopics/opioids-substance-misuse (accessed
April 15, 2021).

42

TFAH • WBT • PaininTheNation.org

61 Understanding the Epidemic. In: Centers
for Disease Control and Prevention, updated
March 17, 2021. https://www.cdc.gov/
drugoverdose/epidemic/index.html
(accessed April 21, 2021).
62 U.S. Drug Enforcement Administration.
“DEA Issues Carfentanil Warning to Police
and Public.” Press Release, September
22, 2016. https://www.dea.gov/divisions/
hq/2016/hq092216.shtml (accessed April
15, 2021).
63 Sanburn J. “Heroin Is Being Laced With a
Terrifying New Substance: What to Know
About Carfentanil.” Time, September 12,
2016. http://time.com/4485792/heroincarfentanil-drugs-ohio/ (accessed April 15,
2021).
64 Favrod-Coune T and Broers B. “The Health
Effect of Psychostimulants: A Literature
Review.” Pharmaceuticals (Basel), 3(7): 23332361, July 2010. https://www.ncbi.nlm.nih.
gov/pmc/articles/PMC4036656/ (accessed
April 15, 2021).
65 “Opioid Overdose: Other Drugs.” In:
Centers for Disease Control and Prevention,
updated January 26, 2021, https://www.
cdc.gov/drugoverdose/data/otherdrugs.
html (accessed April 15, 2021).
66 Email correspondence with Dr. Jay Butler,
previously chief medical officer for the
Alaska Department of Health and Social
Services, January 11, 2019.
67 Jones CM, Clayton HB, Deputy NP, et al.
“Prescription Opioid Misuse and Use of
Alcohol and Other Substances Among
High School Students—Youth Risk
Behavior Survey, United States, 2019.”
Morbidity and Mortality Weekly Report,
69(Suppl-1): 38-46, 2020. http://dx.doi.
org/10.15585/mmwr.su6901a5 (accessed
April 20, 2021).

68 Ivey-Stephenson AZ, Demissie Z, Crosby
AE, et al. “Suicidal Ideation and Behaviors
Among High School Students—Youth
Risk Behavior Survey, United States,
2019.” Morbidity and Mortality Weekly Report,
69(Suppl-1):47-55, 2020. http://dx.doi.
org/10.15585/mmwr.su6901a6 (accessed
April 20, 2021).
69 Substance Abuse and Mental Health
Services Administration. Key Substance Use
and Mental Health Indicators in the United
States: Results from the 2019 National Survey
on Drug Use and Health. HHS Publication
No. PEP20-07-01-001, NSDUH Series H-55.
Rockville, MD: Center for Behavioral
Health Statistics and Quality, Substance
Abuse and Mental Health Services
Administration, September 2020. https://
www.samhsa.gov/data/sites/default/files/
reports/rpt29393/2019NSDUHFFRPDFW
HTML/2019NSDUHFFR1PDFW090120.
pdf (accessed April 20, 2021).
70 Preventing Adverse Childhood
Experiences. In Centers for Disease Control
and Prevention, April 6, 2021. https://www.
cdc.gov/violenceprevention/aces/fastfact.
html (accessed April 20, 2021).
71 Thompson MP, Kingree JB, and Lamis
D. “Associations of Adverse Childhood
Experiences and Suicidal Behaviors
in Adulthood in a U.S. Nationally
Representative Sample.” Child: Care, Health
and Development, 45(1): 121-128, January
2019. https://onlinelibrary.wiley.com/doi/
abs/10.1111/cch.12617 (accessed April 20,
2021).
72 Felitti VJ, Anda RF, Nordenberg D, et al.
“Relationship of Childhood Abuse and
Household Dysfunction to Many of the
Leading Causes of Death in Adults: The
Adverse Childhood Experiences (ACE)
Study.” American Journal of Preventive
Medicine, 14(4), 245-258, May 1998.
https://www.ajpmonline.org/article/
S0749-3797(98)00017-8/fulltext (accessed
April 20, 2021).
73 Bryant DJ, Oo M, and Damian AJ. “The rise
of adverse childhood experiences during
the COVID-19 pandemic.” Psychological
Trauma: Theory, Research, Practice, and Policy,
12(S1), S193-S194, 2020. http://dx.doi.
org/10.1037/tra0000711 (accessed April
21, 2021).

74 Swedo E, Idaikkadar N, Leemis R, et al.
“Trends in U.S. Emergency Department
Visits Related to Suspected or Confirmed
Child Abuse and Neglect Among Children
and Adolescents Aged <18 Years Before and
During the COVID-19 Pandemic — United
States, January 2019–September 2020.”
MMWR Morb Mortal Wkly Rep, 69:1841–
1847, Dec 2020. DOI: http://dx.doi.
org/10.15585/mmwr.mm6949a1 (accessed
April 20, 2021).
75 Prevention Strategies. In Centers for
Disease Control and Prevention, updated
April 6, 2021. https://www.cdc.gov/
violenceprevention/aces/prevention.html
(accessed April 20, 2021).
76 Funded Research. In Centers for Disease
Control and Prevention, updated September
24, 2020. https://www.cdc.gov/
violenceprevention/aces/fundedresearch.
html (accessed April 20, 2021).
77 House Committee on Appropriations.
“Appropriations Committee Releases Fiscal
Year 2021 Labor-HHS-Education Funding
Bill.” Press release: July 6, 2020. https://
appropriations.house.gov/news/pressreleases/appropriations-committee-releasesfiscal-year-2021-labor-hhs-education-funding
(accessed April 20, 2021).
78 National Suicide Hotline Designation Act
of 2020: Public Law No: 116-172. https://
www.congress.gov/bill/116th-congress/
senate-bill/2661/actions (accessed April
20, 2021).
79 Suicide Prevention Hotline. In Federal
Communications Commission, updated March
30, 2021. https://www.fcc.gov/suicideprevention-hotline (accessed April 20,
2021).
80 U.S. Opioid Dispensing Rate Maps. In
Centers for Disease Control and Prevention,
updated December 7, 2020. https://www.
cdc.gov/drugoverdose/maps/rxrate-maps.
html (accessed April 20, 2021).

82 Runyan CW, Becker A, Brandspigel S,
Barber C, Trudeau A, and Novins D.
“Lethal Means Counseling for Parents
of Youth Seeking Emergency Care for
Suicidality.” West J Emerg Med, 17(1):8-14,
2016 doi:10.5811/westjem.2015.11.28590
(accessed April 21, 2021).
83 Well Being Trust Releases Thriving
Together: A Springboard for Equitable
Recovery and Resilience in Communities
Across America. In Well Being Trust, July 27,
2020. https://wellbeingtrust.org/news/
well-being-trust-releases-thriving-togethera-springboard-for-equitable-recovery-andresilience-in-communities-across-america/
(accessed April 20, 2021).
84 The Biden-Harris Administration’s
Statement of Drug Policy Priorities for Year
One. In Executive Office of the President and
Office of National Drug Control Policy, April
1, 2021. https://www.whitehouse.gov/wpcontent/uploads/2021/03/BidenHarrisStatement-of-Drug-Policy-Priorities-April-1.
pdf?fbclid=IwAR2TBk34U_XRqlqK_pAYnU
d_9f7zY3IbCQI9KxI6S5eYeRJdFzl9B09hZ84
(accessed April 20, 2021).
85 Section 706(a)(1) of the Office of National
Drug Control Policy Authorization Act of
1998, as amended (21 U.S.C. § 1705(a)
(1)). Public Law 109-469, December 29,
2006. https://www.congress.gov/109/
plaws/publ469/PLAW-109publ469.pdf
(accessed April 20, 2021).
86 American Rescue Plan Act of 2021: Public
Law No: 117-2. March 11, 2021. https://
www.congress.gov/bill/117th-congress/
house-bill/1319 (accessed April 20, 2021).
87 Waller RC, Clark KJ, Woodruff A, Glossa
J, and Ostrovsky A. “Guide for Future
Directions for the Addiction and OUD
Treatment Ecosystem.” National Academy of
Medicine Perspectives, April 2020. https://
doi.org/10.31478/202104b (accessed April
20, 2021).

81 Funding Opportunity CDC-RFA-DP21-2105:
Promoting Population Health through Increased Capacity in Alcohol Epidemiology
& the Prevention of Excessive Alcohol Use.
Grant Opportunity, U.S. Centers for Disease
Control and Prevention. In grants.gov, March
24, 2021. https://www.grants.gov/web/
grants/view- opportunity.html?oppId=328583
(accessed April 20, 2021).

TFAH • WBT • PaininTheNation.org

43

1730 M Street, NW, Suite 900
Washington, DC 20036
(t) 202-223-9870
www.tfah.org

wellbeingtrust.org
info@wellbeingtrust.org

