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Abstract
Objectives: Opioid overdose death rates in the United States has
been increasing over the past several years. This increasing trend has
been seen in states across the country. Previous studies have
highlighted that opioid-involved deaths have occurred mostly in
non-Hispanic Whites. The objectives of this study were to (1)
compare opioid deaths death trends in U. S. to a state, Louisiana, (2)
compare opioid death trends in Louisiana urban and suburban areas,
and (3) evaluate changes in the overall trends, as well as across race
and gender, that may affect public health policy and practice.
Methods: Data were abstracted from secondary data sources,
including the Louisiana Opioid Data and Surveillance System.
Trends in opioid-involved deaths, drug-induced deaths, and opioid
prescription by prescriber location were determined in the U.S. and
Louisiana.
Results: The increasing trends in age-adjusted rate of opioidinvolved deaths in Louisiana has mimicked what has occurred in
the United States.The crude rates of drug-induced deaths in the U.S.
and Louisiana exhibited an increasing trend. However, the trend in
opioid prescriptions had a decreasing trend.The crude rates were
higher in non-Hispanic Whites, as well as in males. This trend is
changing with the gap between opioid-involved deaths among nonHispanic Whites and non-Hispanic Blacks narrowing, as well as
between males and females.
Conclusions: The study confirmed that the opioid epidemic in the
U.S. is also occurring in Louisiana. The changing trends in the rate of
opioid-involved deaths indicate anarrowing of the gap between nonHispanic Whites and non-Hispanic Blacks, and males and females,
and that public health practice and health policy must address the
future needs to mitigate the opioid epidemic.
Keywords: Opioids, Health Disparities, Minority Populations,
Death Trends, Public Health Practice

Introduction

Opioid usage in the United States is an epidemic and a public health
emergency. The increase in opioid usage began in the 1990’s when
the Joint Commission on Accreditation of Health Care Organizations
(JCAHO) identified pain management as a primary medical disorder.
This coincided with OxyContin’s approval by the Food and Drug
Administration with the assurance of manufacturers that it was not
addictive [1]. OxyContin provided significant pain relief for patients
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but was intertwined with increased prescription and subsequent
abuse by patients [2]. The opioid epidemic can be best described in
three waves. The first wave started in the late 1990’s with increased
prescribing of these type of opioids for pain management followed
by a second wave in 2010 involving increased heroin abuse and
synthetic opioid compounds. The third wave started in 2013 with the
introduction of synthetic compounds such as fentanyl [3].
Unintended opioid overdose mortality rates in the United States
has been increasing over the past several years. The increase has
been significantly more evident in young and middle-aged adults
[4]. From 2011 to 2016, opioid-involved deaths in North America
increased from 33.3 deaths per million population to 130.7 deaths
per million population. The most rapid increase in opioid overdose
deaths occurred in the 25-35 age group, with men accounting for
67.5% of deaths [5]. Given this age group and increasing mortality
rates there is an associated concern of potential years of life lost. It
has been shown that opioid-dependent use was directly associated
with almost one million disability-adjusted life years annually and
nearly one million years of life lost in people under the age of 65
years [6].
The increase in drug overdose deaths has been seen among women
[7]. The increase among women has been most significant in the 4554 and 55-64 age groups [8]. Opioid-involved deaths between 1999
and 2017 increased among women in the 30-64 years age group,
particularly among women 55-64 years of age group [9]. From 1999
to 2017 the crude death rate from drug overdose among women aged
30-64 years increased from 6.7 deaths per 100,000 to 24.3 deaths per
100,000. Overall, there was a 1,643% increase in opioid-involved
deaths [10].
The increase in opioid-involved deaths haveoccurred across all
segments of the United States population. States with high prescription
opioid dosages are at a higher risk for opioid overdose, which is a
major cause ofopioid-involved deaths [11, 12]. The risk is catalyzed
by long-term prescribed opioid usage, especially after release from
prison, completion of an inpatient drug rehabilitation program, and
discharge from hospitalization [13]. Veteran populations who utilized
the Veterans Health Administration have shown an increasing rate
of opioid-involved deaths. From 2010 to 2016 the rate of opioid
overdose among veterans increased from 14.47 per 100,000 person
years to 21.08 per 100,000 person years [14].
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The increase in opioid-involved deaths has been more pronounced
in non-Hispanic Whites [15]. Recent studies have illustrated the
increase in opioid-involved deaths in non-Hispanics Whites,
especially in younger non-Hispanic Whites, may now be seen
in non-Hispanic Blacks, as well as females, because of the use of
drug combinations and synthetic-opioids, such as fentanyl [16-17].
During the past decade, especially since 2013, synthetic opioid usage
has been the major cause of increases in opioid-involved deaths [18].
With the increase use of synthetic opioids the racial distribution of
opioid-involved deaths began to change, especially in non-Hispanic
Blacks [19-20]. Metropolitan areas, including fringe metropolitan
areas, experienced a precipitous increase in opioid-involved deaths
since 2013 [21-22].
This paper describes the study of the comparison of opioid deaths
in Louisiana with the U.S. during a five-year period, 2014 through
2018. The comparison intended to determine whether the trends in
Louisiana resembled what has occurred nationally. Additionally, an
objective of the study was to evaluate whether the changing trend
in opioid-involved deaths in non-Hispanic Blacks and females was
occurring in Louisiana, as well.

Methods

The study focused on retrospective evaluation of data from several
sources, including the Centers of Disease Control and Prevention
and the Louisiana Opioid Data and Surveillance System [23]. The
source of mortality data source was death certificates, using coding
according to the Tenth Revision of the International Classification
of Diseases (ICD-10) [24]. A death related to opioid usage and
overdose are ICD-10 codes T40.0, T40.1, T40.2, T40.3, T40.4, and
T40.6. The time-period selected was 2014 through 2018 to coincide
with the point of proliferation of opioid usage and associated
opioid-involved deaths. Additionally, an urban and suburban
area in Louisiana were selected: Orleans and Jefferson Parishes.
These parishes comprise most of the Greater New Orleans area, and
have relatively large populations with diverse demographics.
Trends in the rates of opioid-involved deaths, drug-induced deaths,
and opioid prescription by prescriber location were determined.
Crude rates were calculated using the U.S. Census July 2019
population estimates [25]. Trends in opioid-involved deaths by race
and gender were studied. Additionally, means and standard deviations
were calculated using SPSS version 26.
The Mann-Kendall (M-K) statistical test, using Microsoft Excel,
was used to evaluate trends. The M-K test has been previously used
in health care to study blood stream infections, influenza seasonality,
and cancer-associated complications [26-28].The M-K test is a nonYear

parametric test used to statistically assess if there is a monotonic
increasing or decreasing trend in a data set, over time. The null
hypothesis is that there is no trend in the data, and the alternate
hypothesis is that there was an increasing or decreasing trend. A no
trend indicates that the data points are not correlated. A stable trend
indicates that there have not been any changes, over time. The M-K
test statistic, S, was calculated, as well as the coefficient of variation
and p-values using a .05 level of significance [29].

Results

Overall, the opioid-involved death rates in U.S. and Louisiana have
increased from 2014 through 2018 (Table 1). In the U.S., the
age- adjusted opioid-involved death rate in 2014 was 9.0 deaths
per 100,000 population compared to 14.6 deaths per 100,000 in
2018. The M-K test identified an increasing trend, with a coefficient
of variation of 0.21 and p-value <.05. In Louisiana, the age-adjusted
opioid-involved mortality rate in 2014 was 5.43 deaths per 100,000,
an increase to 7.28 deaths per 100,000 in 2018. This represents an
82% increase. The M-K test identified an increasing trend, with a
coefficient of variation of 0.25 and a p-value <.01.
The drug-induced death rate in the U.S. and Louisiana showed
a statistically significant increasing trend. The rate of increase was
41% in the U.S. and 49% in Louisiana. The age-adjusted druginduced death rate in the U.S. in 2014 was 14.7 deaths per 100,000
and 20.7 deaths per 100,000 in 2018. In Louisiana, the rate was 19.30
deaths per 100,000 and increased to 24.09 deaths per 100,000 in
2018. Trends in drug-induced death rates in the U.S. and Louisiana
were increasing, with coefficients of variation equal to 0.21 and 0.16,
respectively.
Opioid-involved death rates across races in the U.S. has shown
that non-Hispanic Whites have had higher rates than non-Hispanic
Blacks (Table 1). The trends increased for both races, with nonHispanic Blacks experiencing a greater increase than non-Hispanic
Whites. The opioid-involved death rate in non-Hispanic Blacks was
5.6 deaths per 100,000 in 2014 and 14.0 deaths per 100,000 in 2018.
In non-Hispanic Whites the opioid-involved death rate increased
from 12.0 deaths per 100,000 in 2014 to 18.6 deaths per 100,000
in 2018. This increasing trend was also seen in Louisiana. The nonHispanic Whites mean death rate was 7.22 per 100,000 in 2014 and
12.04 deaths per 100,000 in 2018. The non-Hispanic Black death rate
increased from 2.17 deaths per 100,000 to 5.20 deaths per 100,000
from 2014 through 2018. The trends in the U.S. for non-Hispanic
Whites and Blacks were increasing, with coefficients of variations
of 0.20 and 0.38, respectively. The trends in Louisiana were also
increasing, but the trend in non-Hispanic Blacks was not statistically
significant.

A g e - A d j u s t e d Drug-Induced Opioid-involved Opioid-involved O p i o i d - O p i o i d Opioid-Involved Death Rate
Death Rate, Non- Death
Rate, i n v o l v e d involved Death
Death Rate
Hispanic Blacks
N o n - H i s p a n i c Death Rate, Rate, Females
Males
Whites

U.S.
2014

9.0

14.7

5.6

12.0

11.7

6.3

2015

10.4

16.3

6.6

13.9

13.7

7.1

2016

13.3

19.8

10.3

17.5

18.1

8.5

2017

14.9

21.7

12.9

19.4

20.4

9.4

2018

14.6

20.7

14.0

18.6

20.1

9.0

Mean

12.44

18.64

9.88

16.28

16.80

8.06

Trend

Increasing

Increasing

Increasing

Increasing

Increasing

Increasing

S

8

8

10

8

8

8

0.38

0.20

0.23

0.16

Coefficient
of Variance

Table. 1 to be Cont..
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p-value

<.05

<.05

<.01

<.05

<.05

<.05

2014

5.43

19.30

2.17

7.22

8.02

2.63

2015

6.03

21.10

2.17

8.11

8.24

3.45

Louisiana

2016

7.52

24.46

4.14

9.27

9.96

4.45

2017

9.06

26.91

3.82

11.73

12.78

4.55

2018

9.88

28.70

5.20

12.04

12.74

4.82

Mean

7.58

24.09

3.50

9.67

10.35

3.98

Std. Dev.

1.90

3.91

1.32

2.15

2.33

0.91

Trend

Increasing

Increasing

No Trend+

Increasing

Increasing

Increasing

S

10

6

7

10

8

10

Coefficient of 0.25
Variance

0.16

0.38

0.22

0.22

0.23

p-value

< .05

N.S.

<0.001

<0.05

<0.001

<.001

Sources: Louisiana Opioid Data and Surveillance System, http://www.lodss.ldh.la.gov
Kaiser Family Foundations, http://www.kff.org/other/state-indicator/opioid-overdoserate *per 100,000 population
+
possible increasing trend, but not statistically significant S= M-K test statistic
Table 1 U.S. and Louisiana Death Rate* Trends, 2014-2018
Opioid-involved deaths are more prevalent in males than females in
the U.S. The opioid-involved death rate for males increased 72% from
2014 through 2018. This was an increasing trend, with a coefficient
of variation of 0.23 and a p-value <.05. The opioid-involved death
rate for females was 6.3 per 100,000 in 2014 and 9.0 deaths per
100,000 in 2018, a 43% increase. This trend was increasing with a
coefficient of variation equal to 0.16 and a p-value <.05. The increase
in opioid-involved death rates was greater in males than females.

population of 390,144; 60.2% non-Hispanic Blacks and 34.0% nonHispanic Whites. Jefferson Parish abuts New Orleans and can be
considered a suburban area. Jefferson Parish has 423,493 residents,
62.9% non-Hispanics Whites and 28.0% non-Hispanic Blacks,
which resembles the racial distribution of Louisiana. Table 2 shows
age-adjusted opioid-involved death rates, drug-induced death rates,
and the opioid-involved death rates among non-Hispanic Whites a
Blacks in Orleans Parish.

The opioid-involved death rate for males in Louisiana increased
59% from 2014 through 2018, an increasing rate with a coefficient
of variation equal to 0.22. The death rate for females increased 83%
from 2.63 deaths per 100,000 in 2014 to 4.82 deaths per 100,000
in 2018, an increasing trend with a coefficient of variation of 0.23.
The opioid-involved death rate in males was 2.6 times greater than
for females in Louisiana. However, the opioid-involved death rate in
males increased 58% during the study period, compared to an 82%
increase among females through 2018.

The trends in Orleans Parish were similar as in the U.S. and
Louisiana. The drug-induced death rate increased from 34.58
deaths per 100,000 to 58.40 deaths per 100,000 in 2018. This trend
is increasing, with a coefficient of variation of 0.25 and a p-value
<.05. Opioid-involved death rates in non-Hispanic Blacks slightly
increased and the M-K test found no trend. Opioid-involved death
rates in non-Hispanic Whites decreased from 12.05 deaths per
100,000 in 2014 to 10.55 deaths per 100,000 in 2018. This represents
a stable trend, indicates that there was no significant change in death
rates over the study period.

The City of New Orleans comprises Orleans Parish, and has a
Year

A g e - A d j u s t e d Drug-Induced Opioid-involved Opioid-Involved Death Opioid-involved
Opioid-Involved Death Rate
Death Rate, Non- Rate,
Non-Hispanic Death Rate, Males
Death Rate
Hispanic Blacks Whites

2014

7.86

34.58

6.38

12.05

13.54

2015

4.99

36.62

2.98

9.04

8.12

2016

9.73

54.55

9.79

11.30

17.87

2017

9.75

59.42

5.53

12.81

15.16

2018

9.40

58.40

8.08

10.55

16.24

Mean

8.35

48.71

6.55

11.15

14.19

2018

9.40

58.40

8.08

10.55

16.24

Mean

8.35

48.71

6.55

11.15

14.19

Std. Dev.

2.03

12.13

2.58

1.45

3.74

Trend

No Trend

Increasing

No Trend

Stable

No Trend

S

4

8

2

0

4

Coefficient 0.24
of Variance

0.25

0.39

0.13

0.26

p-value

<0.05.

N.S.

---

N.S.

N.S.

Source: Louisiana Opioid Data and Surveillance System, http://www.lodss.ldh.la.gov *per 100,000 population
(U.S. Census July 2019 estimates) S= M-K test statistic.
Table. 2 Orleans Parish Death Rate* Trends, 2014-2018
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Hispanic Blacks doubled from 2014 through 2018, from 8.26 deaths
per 100,000 to 16.52 deaths per 100,000, an increasing trend. Among
non-Hispanic Whites the opioid-involved death rate in 2014 was
20.89 deaths per 100,000 and 35.76 deaths per 100,000 in 2018,an
increasing trend with a coefficient of variation of 0.26 and a p-value
<.05. This represents a 72% increase, less than the increasing trend
among non-Hispanic Blacks. The opioid-involved death rate among
males increased from 23.03 deaths per 100,000 in 2014 to 42.69
deaths per 100,000 in 2018. Among females, the opioid-involved
death rate in 2014 was 7.14 deaths per 100,000 and 16.07 deaths
per 100,000 in 2018. The trends are increasing among males and
females, with coefficients of variation of 0.30 for both genders.

Jefferson Parish had a higher age-adjusted opioid-involved death
rate than the state, Orleans Parish, and the U.S. (Table 3). The ageadjusted opioid-involved death rate was 14.87 per 100,000 in 2014
and 29.16 deaths per 100,000 in 2018. This represented a statistically
significant increasing trend in opioid-involved death rates. The druginduced death rate was also higher in Jefferson Parish. The mean
drug-induced death rate was 36.76 deaths per 100,000 population and
the standard deviation is 5.25. The drug-induced death rate increased
nearly 70%, from 34.58 deaths per 100,000 in 2014 and 58.40 deaths
per 100,000 in 2018. This represents an increasing trend, with a
coefficient of variation equal to 0.25.
The opioid-involved death rate in Jefferson Parish among nonYear

Age-Adjusted
OpioidInvolved
Death Rate

Drug-Induced
Death Rate

Opioidinvolved
Death Rate,
Non-Hispanic
Blacks

OpioidInvolved
Death Rate,
Non-Hispanic
Whites

2014

14.87

30.98

7.59

20.89

Opioidinvolved
Death Rate,

Opioidinvolved
Death Rate,

Males

Females

2015

20.75

32.83

8.26

25.85

23.03

7.14

2016

21.22

35.84

8.26

27.62

28.78

12.05

2017

32.95

43.47

16.52

40.37

28.78

12.94

2018

29.16

40.69

16.52

35.76

47.49

16.96

Mean

23.79

36.76

12.39

30.10

34.15

13.03

Std. Dev.

7.21

5.25

4.77

7.85

10.40

3.88

Trend

Increasing

Increasing

No Trend

Increasing

Possible
Increasing
Trend+

Increasing

S

10

8

4

8

7

8

Coefficient of
Variance

0.39

0.13

0.38

0.26

0.30

0.30

p-value

<0.01

<0.05

N.S.

<0.05

N.S.

<0.05

Source: Louisiana Opioid Data and Surveillance System, http://www.lodss.ldh.la.gov *per 100,000 population (U.S.
Census July 2019 estimates)+not statistically significant S= M-K test statistic
Table. 3 Jefferson Parish Death Rate*Trends, 2014-2018
Table 4 presents the crude rate, per 100 population, of opioid
prescriptions. During the study period the mean crude rate in the U.S.
was 64.62 opioid prescriptions per 100 population. In Louisiana, the
mean crude rate was 109.0 per 100. In the two metropolitan areas,
the crude rate was 137.2 per 100 in Jefferson Parish and 89.8 per 100
in Orleans Parish. The crude rate in the U.S. decreased from 75.6
prescriptions per 100 to 51.4 prescriptions per 100.

Louisiana also experienced a decrease, from 118 to 96 prescriptions
per 100. Jefferson Parish saw a decrease from 145 to 121
prescriptions per 100, with the decrease in Orleans Parish from 103
to 68 prescriptions per 100. The decreasing trends were statistically
significant in the U.S., Louisiana, Jefferson Parish, and Orleans
Parish.

Year

U.S.

Louisiana

Jefferson

Orleans

2014

75.6

118

145

103

2015

70.6

113

142

100

2016

66.5

112

142

97

2017

59.0

106

136

81

2018

51.4

96

121

68

Mean

64.62

109.0

137.2

89.8

Standard Deviation

9.6

8.4

9.6

14.9

Trend

Decreasing

Decreasing

Decreasing

Decreasing

S

-10

-10

-9

-10

Coefficient of Variance

0.15

0.08

0.07

0.17

p-value

<.01

<0.01

<0.03

<0.01

Sources: CDC, http://www.cdc.gov/drugoverdose/maps/rxrate-maps.html Louisiana Opioid Data and Surveillance
System, http://www.lodss.ldh.la.gov *per 100 population S= M-K test statistic
Table. 4 Opioid Prescriptions by Prescriber Location, Crude Rate* Trends, 2014-2018
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Discussion
As has been previously reported, the United States has experienced
an increasing trend in the rate of opioid-involved deaths, as has been
seen in Louisiana over the past several years [30]. The third wave with
the use of synthetic opioids, such as fentanyl and fentanyl analogs,
became very prevalent the year before the study period began. Studies
have shown that inadvertent contamination of heroin has resulted in a
50 times more potent fentanyl. This is likely a contributing factor in
the increase in opioid related deaths. Additionally, research suggests
that combination of fentanyl and heroin use is occurring at a younger
age and with riskier behaviors such as combining with other drugs,
more frequent use, and higher doses [32].
Opioid usage and opioid-involved death rates for both metropolitan
and fringe metropolitan areas have been increasing for many years
[32]. The opioid-involved death rate increased 62% in the U.S. and
Louisiana had a slightly greater increase of 82 percent. The urban
and suburban areas had statistically significant trends, and the rate
nearly doubled in the fringe suburban area.
Drug-induced death rates increased in all study areas. The increase
was 41% in the U.S. and 48% in Louisiana. The urban area’s (Orleans
Parish) rate increased 69%, which was double the rate increase
in Jefferson Parish. The increasing trends in all study areas were
statistically significant. The difference in the rate increase between
Orleans and Jefferson Parish may be an indication that an increasing
proportion of non-Hispanic Blacks are overdosing and dying because
of opioid usage.
When reviewing racial differences in the opioid epidemic it is
interesting to observe the opioid-involved death rates among nonHispanic Whites and non-Hispanic Blacks. The percent increase in
opioid-involved death rates among non-Hispanic Blacks was the
same in the U.S. and Louisiana. The increase was 150% in the U.S.
and 140% in Louisiana. Among non-Hispanic Whites the increase
in opioid-involved death rates in Louisiana was greater than in the
U.S. However, the increase in non-Hispanic Blacks was three times
greater in the U.S. compared to non-Hispanic Whites. This was also
seen in Louisiana where the increase in opioid-involved death rates
in non-Hispanic Blacks was double the increase in non-Hispanic
Whites.
The increase in the opioid-involved death rate among non-Hispanic
Blacks was greater than non-Hispanic Whites in Orleans Parish. In
fact, the death rate among non-Hispanic Whites decreased from 2014
through 2018. This similar trend was observed in Jefferson Parish
where the opioid-involved death rate was double the rate in nonHispanic Whites. The death rate in non-Hispanic Whites increased,
but to lesser extent than among non-Hispanic Blacks.
There are many reasons that may contribute to the increase in
opioid involved death rate in non- Hispanic Blacks. Non-Hispanic
Blacks in the U.S. are overall undertreated for pain in comparison
to non-Hispanic Whites. Additionally, non-Hispanics Blacks are
given lower quantities of pain medicine for similar reports of pain
[33]. Pain medication is less likely to be prescribed to non-White
minorities than their White counterparts. This may lead to possible
insufficient treatment of pain [34]. This may account for the increase
in deaths in non-Hispanic Whites during the first wave of the opioid
epidemic since they were more likely to be prescribed opioids. It is
also possible that non-Hispanic Blacks are more likely to go to illicit
forms of pain relief such as heroin and fentanyl when the medical
community do not adequately address their pain management needs.
The trend in gender differences trends has begun to change. The
opioid epidemic is predominantly affecting males, but more and
more females are using, overdosing, and dying from opioids. In
the U.S., the opioid-involved death rate increase continues to be
greater in males. But, the gap in differences is beginning to narrow.
Interestingly, in Louisiana the increase in the opioid-involved death
rate in females was greater than for males. Males in Louisiana had
a mean opioid-involved death rate that was 3 times greater than in
females, but on the state-level the increase in death rates among
females has nearly double the rate in males. In Jefferson Parish the
J Pub Health Issue Pract
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opioid-involved death rate was more than 3 times higher in males,
but the increase in opioid-involved death rates among females was
greater. Due to low number, data on the opioid-involved death rates
in females was not available for Orleans Parish.
Research has been done on the variation of prescribing patterns
among primary care providers on the county level [35]. Studies
have shown that the rate of opioid prescriptions by prescriber has
decreased over the past five years. In the U.S., a 32% decrease
has been observed, and a 19% decrease in Louisiana. The rate of
prescriptions decreased in both Orleans and Jefferson Parish. These
decreasing trends are statistically significant and a good sign in
battling the opioid epidemic, and hopefully decreasing opioidinvolved death rates. However, it is telling that in 2018, in Louisiana
and Jefferson Parish, after decreasing for four years, the crude rate
per 100 population was more than one opioid prescription for every
person in the population. This illustrates that work needs to be done
to fully address the opioid epidemic in the U.S.
This study confirms the need to continue existing policies and
practices to combat the opioid epidemic, as well as to create new
ones. Policy recommendations include the following: a) strengthen
state Prescription Drug Monitoring Program (PDMP) policies to
increase timely (e.g., real-time) reporting by pharmacies and mandate
proactive routine use by health care providers; b) strengthen federal
and state policies and funding to increase workforce credentialing
for substance abuse counseling with specific attention to ensure
that minority and female populations participate in such training
opportunities; c) establish policies for enhanced public health agency
surveillance through data monitoring that includes analysis by race,
ethnicity, and gender, as well as reporting to appropriate health
officials any potential patterns in the population of prescription drug
misuses; d) implement policies, whether government or institutionalbased for the education of health care providers on implicit biases
when treating patients presenting with complaints of pain.

Conclusions

Over the past several years the increase in the rate of opioidinvolved deaths trends among non-Hispanic Blacks has been greater
than non-Hispanic Whites, indicating that the gap is narrowing.
As this continues, it is imperative to address opioid abuse in both
races. To a lesser extent, the narrowing of the gap between males and
females was seen in Louisiana, which may be considered what will
occur in the future across the U.S.
On a larger scale, the public health system needs to be aware of
what the future holds, in order to appropriately address the opioid
epidemic. Policies, prevention interventions, and programs that
aid with treatment and recovery must be targeted to non-Hispanic
Blacks, as well as non-Hispanic Whites. While crude rates of opioid
prescription per 100 population have decreased there is still much
work to be done to mitigate opioid-related deaths in the U.S. and
Louisiana.
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