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Abstract
Background Historically, Blacks and Hispanics have had lower opioid-involved overdose death rates in Connecticut (CT). We
examined if a shift has taken place where rates of Black fatal overdoses have now surpassed Whites in the state.
Methods Drug overdose fatality rates were calculated by number of deaths per year per 100,000 population from 2012 to 2019 in
Connecticut. Measures were by race (White, Hispanic, Black, and Asian or Pacific Islander), age groups, and types of drugs, including
fentanyl, heroin, cocaine, and other opioids. Poisson regression was used to test the interactions (race × age); joinpoint regression
analysiswas used to evaluate trend lines of fatality rate by racial/ethnic groupwithin each age groupwith a significance level of p< 0.05.
Results Drug overdose fatality rates in CT from 2012 to 2019 showed a significant increase for all races combined, estimated 3.6
deaths per 100,000 population per year. For Whites, overdose deaths were 4.6 per year from 2012 to 2017 with no change from
2017 to 2019. The overdose fatality rate for Hispanics was 3.0 and for Asian or Pacific Islanders 0.6 per year from 2012 to 2019.
For Blacks, the death rates were statistically flat between 2012 and 2014; however, from 2015 to 2019, this group saw the largest
average increase of 6.0 overdose deaths per 100,000 population each year. By 2019, the overdose fatality rate was higher in
Blacks than inWhites, (39 vs. 38 per 100,000, respectively). Further, Blacks ages 50 years and over reported the highest overdose
fatality rates among all race/age groups, an increase of 8.5 deaths per 100,000 population since 2014.
Conclusions and Relevance Connecticut is a microcosm of the opioid overdose trend in the New England region of our country.
The majority of overdose deaths in CT involved illicit drugs, fentanyl, heroin, and cocaine, rather than prescription drugs. Blacks
50-years-old and over showed the fastest growing overdose death rates. Opioid deaths are now shifting to the Black community,
creating an urgent public health crisis.
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Introduction

The opioid epidemic has been declared a US national public
health emergency [1]. The ongoing epidemic has shifted from

prescription opioid-involved overdoses beginning in the
1990s to heroin-involved overdose in 2010 and then to syn-
thetic opioid-involved overdoses in 2014 [2, 3]. With the re-
cent introduction of synthetic opioids, such as illicitly
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manufactured fentanyl, the USA has observed an increase in
opioid-related overdoses and deaths [1]. In 2017, 58.9% of the
overdose deaths were linked to synthetic opioids [4]. In 2018,
opioid fatality overdoses increased six-fold to 47,000 deaths
when compared to the number of opioid-involved deaths in
1999 [5].

Opioid-involved overdose deaths have unprecedentedly in-
creased amongminorities, especially Blacks and Hispanics [4,
6–13]. Recent publications have shown a temporal trend in
racial/ethnic disparities of opioid-involved overdose deaths
since 1999 [4, 7, 8, 10–12]. The growth of opioid deaths
among Blacks has started outpacing Whites [7], while the
opioid deaths among Hispanics is still lower when compared
to Whites. [4, 8] Similarly, recent studies on short-term trends
(years 2015 to 2017 and 2017 to 2018) evidenced widening
racial ethnic gaps in opioid overdose fatalities by identifying
complex health disparities in high-risk subgroups [4, 9, 11, 14,
15], such as Black older women and men. Black women and
men 50 years old and over presented the fastest growing opi-
oid overdose fatality rates when compared to other races and
age groups [4, 8, 9, 11]. Due to the complex patterns of
opioid-involved overdose deaths within subgroups, more re-
search is warranted to comprehensively examine temporal
trends by age and racial/ethnic groups.

Geographically, the northeast region of the USA, including
Connecticut (CT), has been a hotspot for opioid/fentanyl over-
doses [16, 17]. Following the national trends in drug overdose
fatalities, generally, almost all populations began to rise with
the introduction of synthetic opioids; in Whites, a 79%
increase per year was observed and in Blacks a 107%
increase per year was observed [4, 18]. Furthermore, the
use of heroin and its mortality rates in minorities and
Whites have also recently begun to converge [17].
Specifically, from 2014 to 2015, CT had statistically
significant increases in drug overdose death rates [16].
In 2016, there were 917 accidental drug-related deaths
in CT alone. Of these deaths in the past year, 75% were
male, 78% White/non-Hispanic, 94% involved opioids
(along with other substances), 30% involved cocaine,
28% involved alcohol, and 28% involved benzodiaze-
pines [19]. The typical profile for an overdose victim
in CT in 2016 was a non-Hispanic White male between
the ages of 30 and 59 who used opioids, such as
heroin/fentanyl and other substances, and overdosed that
day along with one or two other people [19].

We therefore proposed a comprehensive statistical ap-
proach to address the rise in drug overdose deaths in all pop-
ulations in CT. The study was based on the most recent
available CT overdose mortality data ranging from 2012
to 2019 and investigated changes over time of overdose
deaths related to the use of fentanyl, heroin, and other
prescription and non-prescription opioids in age-
strat if ied racial /ethnic groups (Whites, Blacks,

Hispanics, and Asian or Pacific Islanders (APIs)). The
goal of the study was to analyze data regarding the
extent of health disparities in overdose fatality in minor-
ity populations and to provide better-defined information
regarding possible prevention and intervention strategies
to decrease overdose deaths.

Methods

The study data ranged from 2012 to 2019 and focused on the
accidental overdose deaths from the Connecticut Office of the
Chief Medical Examiner (OCME) (https://portal.ct.gov/
OCME/Statistics). Accidental deaths were defined as any
deaths caused by external, violent, or accidental means and
were not related to any intentional or criminal acts or suicidal
intention [3]. Deaths due to drugs were identified by
toxicology test and noted in the death certificate. Due to no
precise mechanism to ascertain which drugs contributed to the
cause of death, multiple drugs were often listed. Thus, the
overdose information reported in this research is defined as
the overdose involving a particular drug type. Based on the
different distinct patterns of overdose history in the USA, we
selected to report the overdose fatality, which involved the use
of the following drugs/drug categories: fentanyl and fentanyl
analogue, heroin, cocaine, and other opioids including oxyco-
done, oxymorphone, hydrocodone, methadone, tramadol, and
morphine. In the current database, each of these drugs were
determined by OCME based on the toxicity report, death cer-
tificate, as well as a scene investigation using a complex al-
gorithm to identify every possible case (https://data.ct.gov/
Health-and-Human-Services/Accidental-Drug-Related-
Deaths-2012-2018/rybz-nyjw).

Racial/ethnic groups included in this study were catego-
rized as Non-Hispanic Whites (Whites), Hispanics, Non-
Hispanic Blacks (Blacks), and Non-Hispanic APIs. Due to
the exclusion criteria of other racial/ethnic groups, a small
number of racial/ethnic groups (e.g., American Indian or
Alaska Native, other, or missing race/ethnicity) were excluded
from the mortality data. The number/percent of overdose
events were also excluded. Counts for such missing data
ranged from 3 to 16 deaths from 2012 to 2019 in
Connecticut. Age groups used for descriptive analysis includ-
ed < 20, 20–34, 35–49, 50–64, and 64+.

Statistical Methods

Crude fatality rates per year per 100,000 were calculated using
the number of opioid involved deaths from the CT OCME
public dataset (https://portal.ct.gov/OCME/Statistics) along
with the 2000 US Census from the National Center for
Health Statistics (https://portal.ct.gov/DPH/Health-
Information-Systems%2D%2DReporting/Population/
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Annua l -S ta t e%2D%2DCounty -Popu la t ion-wi th -
Demographics) for the per year base population estimates for
each age group and racial/ethnic group. Overall, fatality rates
were generated from deaths involved with all drugs in the
study. Rates (e.g., number of persons dying from an overdose
relative to the number of people at risk for that group during a
specified period (year)) were analyzed using Poisson regres-
sion [20] in the GENMOD procedure in SAS. The predictors
were time (years between 2012 and 2019), race (White,
Hispanic, Black and API), and age plus the interaction (race
× age), which assessed the extent to which age modified the
association of mortality and race reported in the figure legend
of the trend plot. If the interaction (race × age) was significant
at 0.05, joinpoint analysis was performed by race within three
ages groups (20–34, 35–49, and 50+) and ages < 20 were
excluded due to the small numbers of death.

Joinpoint regression models were used to evaluate trend
lines and graphic displays of the relationships over time
[21–26] were created using Joinpoint Trend Analysis
Software [21]. To estimate changes of crude fatality rates by
groups (e.g., age, race, types of drugs) over time, the algorithm
tested if the slope of each regression line was statistically
different from zero using a two-sided alpha level of 0.05.
The regression analysis used a weighted least square (WLS)
approach that uses the reciprocal of the SEs for weights. One
joinpoint was used as default for 7–11 data points [21]. When
a significant trend line was identified it was compared across

all race groups. All p values reported in the text are from the
Joinpoint analysis, except where noted.

Results

In Connecticut, there were 6236 fatal overdoses, 175 deaths
per 100,000 population from 2012 to 2019 (Table 1). About
two thirds were between 20 and 49 years old, a quarter were
50 to 64 years old, and the remaining 3% were either younger
than 20 or older than 65 years old. Of all overdose deaths,
78% were White, 12% Hispanic, 9% Black, and 0.7% API.
Three quarters were male.

The crude annual opioid-involved fatality rate sharply in-
creased from 2012 to 2019, with a slight pause in 2018 (Fig.
1). Fentanyl-involved crude fatality rates showed sharper in-
creases from 2016 to 2019. Heroin involved fatality rates in-
creased from 2012 to 2016 and slightly declined since then.
For other opioids, no notable changes occurred from 2012 to
2019.

Racial/Ethnic Overdose Fatality Differences by Age
and by Types of Drugs Involved

Overdose fatality involved with all drugs

Comparing the overdose fatality by racial/ethnic status (Fig. 2
and Supplement Table 1), the absolute increase from 2012 to
2014 was 13.8 per 100,000 population (123% increase) for
Whites, 7.0 for Hispanics (91% increase), and 1.8 for APIs
(16% increase). In contrast, in the last 5 years, from 2015 to
2019, for all persons, the absolute increase was 12.5 per
100,000 population (~ 50% increase since 2015), with notable
increases for Hispanics at 6.4 (~ 112% increase) and Blacks at
25.4 (~ 189% increase).

Figure 2 shows the Joinpoint analysis results for drug over-
dose fatality rates from 2012 to 2019 by race. For the total
fatality rate, there was a significant increase during this period
(p < 0.05, red line) with a Joinpoint-estimated increase per
year of 3.6 per 100,000 population. For Whites (purple), the
estimated increase per year was 4.6 from 2012 to 2017 (p <
0.05) and flat (i.e., no change) from 2017 to 2019. For
Hispanics (blue), the increase per year was 3.0 deaths during
the same period (p < 0.05). APIs had the lowest fatalities of
any group with 0.6 (p < 0.05). For Blacks, the rates were
statistically flat between 2012 and 2014; however, from
2015 to 2019, this group saw the largest average increase of
6.0 overdose deaths per 100,000 population each year. By
2019, the overdose fatality rate among Blacks was at a similar
level of Whites (39 vs. 38 per 100,000, respectively).

Poisson regression results of the (race × age) interaction
was significant (p < 0.001). Figure 3A shows the detailed
age-race Joinpoint analysis results for all drug involved

Table 1 Annual drug overdose fatality per 100,000 population (number
of deaths) in Connecticut

2012 2013 2014 2015 2016 2017 2018 2019

Age (in years)

≤ 19 1.1 0.4 0.8 1.1 1.2 0.5 0.95 0.5

(9) (3) (7) (9) (10) (4) (8) (4)

20–34 16.7 23.5 23.7 32.2 41.1 50.4 42.0 48.1

(115) (162) (163) (222) (283) (347) (289) (331)

35–49 20.2 27.8 34.8 36.9 49.1 54.2 56.8 66.4

(133) (183) (229) (342) (323) (357) (374) (437)

50–64 11.1 17.2 18.0 29.3 35.2 39.5 38.5 47.4

(86) (133) (139) (226) (272) (305) (297) (366)

≥ 65 1.5 1.0 2.6 3.4 2.9 2.9 5.5 7.3

(9) (6) (16) (20) (17) (17) (26) (45)

Gender

Female 5.3 7.6 9.1 10.4 12.6 14.1 12.0 15.6

(96) (139) (166) (190) (230) (257) (237) (286)

Male 14.7 20.0 22.3 30.5 38.8 44.4 43.9 51.5

(256) (348) (388) (531) (676) (774) (765) (897)

Total 9.9 13.6 15.5 20.2 25.4 28.9 28.1 33.1

(352) (487) (554) (721) (906) (1031) (1002) (1183)
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overdose fatality rates from 2012 to 2019. There were signif-
icant increases after 2014 (p < 0.05, red line) with annual
Joinpoint-estimated increases: 4.8 additional deaths per
100,000 population per year for individuals ages 20–34 (Fig.
3B), 6.8 for ages 35–49 (Fig. 3C), and 5.1 for ages 50 and over
(Fig. 3D).

In general, the fatality rates for Whites, Hispanics, and
Blacks of all ages showed an increase overtime, while the
fatality rate for APIs remained relatively flat. However, the
fatality rate in Blacks ages 50 years and over surpassed the
rates of Whites and Hispanics (8.5 deaths per 100,000 popu-
lation per year) since 2014. This was the highest increase

among all race–age groups.

Fentanyl-involved overdose fatality

Figure 4A shows the Joinpoint analysis results for fentanyl
involved overdose fatality rates from 2012 to 2019, by age
and race. After 2014, there were significant increases (p <
0.05) with annual Joinpoint-estimated increases: 8.9 addition-
al deaths per 100,000 population per year in individuals ages
20–34, 10.0 in ages 35–49, and 4.2 in ages 50 and over (Fig.
4A).

Per 100,000 Fig. 1 Overdose fatality per
100,000 population by types of
drugs in Connecticut: 2012–2019

Per 100,000Fig. 2 Overdose fatality involved
with all drug type use in
Connecticut from 2012 - 2019, by
racial/ethnic status per 100,000
population by Joinpoint analysis
trend lines. A test for (race ´ year)
interaction indicates mortality
rates varied across race/ethnic
group and time period 2012 to
2019 (Poisson regression
analysis, (p = 0.002, χ2 = 44.2).
Joinpoint analysis presents solid
lines as increasing over time (p <
0.05). For Blacks and Whites, a
breakpoint indicates a change in
the trend of mortality. A dotted
line indicates no change during
that time period (p > 0.05).

725J. Racial and Ethnic Health Disparities  (2022) 9:722–730



In general, the fatality rates for Whites, Hispanics, and
Blacks of all ages showed similar increases over time, while
the fatality rate for APIs remained relatively flat (Fig. 4B, 4C
and 4D). Fatality rates inWhites ages 20–34 (Fig. 4B) and 35–
50 (Fig. 4C) estimated the highest increases of > 11 additional
deaths per 100,000 population per year. In contrast, Blacks, 50
years old and over (Fig. 4D) surpassed rates of Hispanics and
Whites (additional 9.3, 6.3, and 3.4 deaths per 100,000 popu-
lation per year, respectively) since 2015.

Heroin overdose fatality

Figure 5 shows the Joinpoint analysis results for heroin in-
volved overdose fatality rates from 2012 to 2019 by age and
race. There were significant increases of fatality rates by age
from 2012 until 2016, estimated 2.7–4.1 per 100,000 popula-
tion per year for age groups 20–34, 35–49, and 50–64 (p <
0.05), and no notable changes through 2019 (Fig. 5A).

Regarding racial/ethnic status within each age group,
Blacks and Hispanics ages 50 years old and over were the
only groups with annual increases of overdose deaths from
2015 to 2019 (p < 0.05) (Fig. 5D). Blacks 50 years old and
over showed a significant continuous increase of an additional
4.9 deaths per 100,000 population per year (p < 0.05), the
highest increase among all race–age groups.

Cocaine and other opioid-involved overdose fatality

Supplemental Figure 1 shows the Joinpoint analysis results for
cocaine-involved overdose fatality rates from 2012 to 2019 by
race. There was a significant increase during all years of 1.3
per 100,000 population (p < 0.05, red line) for the total fatality
rate.

Regarding racial/ethnic status, Whites and Hispanics pre-
sented a similar annual increase of about one death per
100,000 population per year from 2012 to 2019 (p < 0.05)
while no changes were observed in APIs. In contrast, there
were no changes in Blacks from 2012 to 2014. However, since
2014, there was a significant increase of 3.0 deaths per
100,000 per year (p < 0.05). In 2019, the fatality rate in
Blacks was three times higher than that of Whites and
Hispanics. Analysis by age and racial/ethnic status showed a
significant increase from 2012 to 2019 in Whites and Blacks.
Cocaine overdose deaths decreased over time in the older age
group when compared to the younger age groups. In contrast,
cocaine overdose deaths increased continuously in older
Blacks, particularly in those 50 years old and over.

Supplemental Figure 2 shows data for other opioid over-
dose fatality rates for total and racial/ethnic status. No group
met the criteria for Joinpoint change overtime (p < 0.05).
Overall, other opioid use fatality rates were flat from 2012 to
2019.
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Fig. 3 A) All-cause overdose fatality per 100,000 population by age
groups from 2012 - 2019. B) Overdose fatality in age groups 20–34 by
racial/ethnic status. C) Overdose fatality in age groups 35–49 by racial/
ethnic status. D) Overdose fatality in age groups 50+ by racial/ethnic

status. Joinpoint analysis presents solid lines as increasing over time (p
< 0.05). A dotted line indicates no change during the specific period (p >
0.05).
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Discussion

Overdose fatalities involving the use of fentanyl in CT report-
ed here are parallel with what has occurred in the USA [16,
27–30]. Since 2014, the USA has experienced a drug over-
dose epidemic characterized by a shift in mortality from
heroin-related to synthetic opioid-related, primarily illicitly
manufactured fentanyl [16, 26–30]. Fentanyl and fentanyl an-
alogues are easily and cheaply manufactured and are consid-
erably more profitable to dealers/distributors than heroin [27].
Fentanyl is often added to or sold as heroin in many geograph-
ic regions of the USA [27]. Since 2015, higher levels of fen-
tanyl mortality (> 100%) have been reported in Black and
Hispanic populations as compared to Whites. Historically,
these minority groups had lower opioid-involved overdose
death rates [4]. A study by Lippold and colleagues reported
60% of opioid-involved overdose deaths in US metropolitan
areas in 2017, with synthetic opioids reaching 70% of all
opioid-involved overdose deaths among Blacks, 54.2%
among Whites, and 56.0% among Hispanics [4]. Recently,
an increase in synthetic opioid-involved overdose deaths has
been observed in Black populations between the ages of 45
and 54 (19.3 to 41.9 per 100,000 population) and between
ages 55 and 64 years (21.8 to 42.7 per 100,000 population)
[4]. Further, a recent report stated that compared to all other
populations, Blacks/African Americans had the highest

increase in overdose death rates involving synthetic opioids
like fentanyl and fentanyl analogs [31, 32]. Our analysis ech-
oes the US fatal overdoses during the same period and shows a
steady, sharp increase of overdose fatalities in all racial/ethnic
groups (White, Black, and Hispanic), particularly in older
Blacks ages 50 and over, in CT. Deaths involving fentanyl
use exceeded those involving heroin use in CT.

Policy initiatives to expand drug overdose treatments
should target reduction of opioid use disorder in Connecticut
[33]. In recent years, Connecticut has been expanding
medication-assisted treatments including buprenorphine,
extended-release naltrexone, and other FDA-approved medi-
cations, adding care management and peer supports and other
harm reduction initiatives, and targeting at-risk populations
(https://www.samhsa.gov/grants-awards-by-state/ct/
discretionary/all/details?page = 34; https://portal.ct.gov/
DMHAS/Programs-and-Services/Opioid-Treatment/Opioid-
Treatment). However, in general, small portions of those with
addiction who need treatment actually received it at a specialty
facility (https://www.whitehouse.gov/wp-content/uploads/
2020/02/2020-NDCS-Treatment-Plan.pdf). Increases in
overdose fatalities with the use of heroin and cocaine were
observed in CT [16, 17]. There are limited resources to treat
individuals with cocaine and heroin addiction and people of
color are usually the ones who have less access to adequate
treatment, such as medication-assisted treatment [34]. Thus,
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Fig. 4 A) Fentanyl involved overdose fatality per 100,000 population by
age groups. B) Fentanyl involved overdose fatality in age groups 20–34
by racial/ethnic status. C) Fentanyl involved overdose fatality in age
groups 35–49 by racial/ethnic status. D) Fentanyl involved overdose

fatality in age groups 50+ by racial/ethnic status. Joinpoint analysis
presents solid lines as increasing over time (p < 0.05). A dotted line
indicates no change during the specific period (p > 0.05).
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health disparities in treating heroin and cocaine addictions has
been further enlarged.

The overdose fatality trends from 2012 to 2019 in
Connecticut reflect similar trends observed in the USA [4,
7–14, 30, 32–35]. Understanding racial and ethnic health dis-
parities can shine a light on the increase in overdose fatalities
involving fentanyl and polydrug use in CT. It is important to
understand the root causes that underlie previous and current
drug-specific sub-epidemics (e.g., opioids, cocaine), as well as
both supply and demand factors (supply factors—lower
prices, increased potency; demand factors—despair, loss of
purpose, and dissolution of communities) to merge and drive
mortality in an exponential trajectory [36].

Further, our data support and are consistent with previous
study findings of the rise of fentanyl-involved deaths, as well
as the increase in other illicit drug use (heroin and cocaine) in
the Black population [4–14]. However, there is a lack of de-
tailed drug fatality data on identifying annul trends for these
specific high-risks groups. In our study, we showed that older
Blacks, ages 50 and over, in CT, showed the sharpest increase
in heroin-involved fatalities overall. We also showed that
there has been an increase in this group for cocaine fatali-
ties since 2012 and fentanyl since 2015. Future policies and
interventions to prevent overdose fatalities with specific
targeted substances involved should target this group. In
recent years, Connecticut has expanded resources

including harm reduction to populations in need; however,
as a top priority, further investigation and policy may be
needed to study the older Black population. Health pro-
viders and community outreach programs should be in-
formed about this current highest risk group. In the end,
the overall implication of this study demonstrates that fur-
ther data are required to study higher risk subgroups and
risk factors by age and race, particularly in different geo-
graphic regions.

To combat the opioid epidemic crisis properly in the USA
and CT, a better understanding regarding opioid use and the
effects by age and race and ethnicity will be necessary [32,
33]. Focusing on the population as a whole can cause inaccu-
rate interpretation of data, such as an underestimation of the
effect of the opioid crisis on each racial/ethnic population.
Throughout the years, the opioid epidemic has shifted drasti-
cally from prescription misuse in the White population to now
heroin and illicit drugs, such as fentanyl, affecting both the
White and Black communities [17, 32, 33 ]. A better under-
standing on the opioid epidemic by age and race is necessary,
and this in turn will allow for a better design of access strate-
gies to treat people whowould not normally receive the proper
help, such as people in large metropolitan areas with low
income or lack of insurance [37]. One strategy can include
the ease of access to resources such as naloxone distribution
and medication assisted treatment for higher risk groups.

Ra
te

Year

Per 100,000   

80

40

60

20

0

2012 2014 2015 2016 2017 2018 20192013

Age Group
<20
20-34

<64

35-49
50-64

Ra
te

Year

B)A)

D)C)

Per 100,000   Ages 20-34
80

40

60

20

0

2012 2014 2015 2016 2017 2018 20192013

Race
White

API
Black
Hispanic

Ra
te

Year

Per 100,000   Ages 35-49
80

40

60

20

0

2012 2014 2015 2016 2017 2018 20192013

Race
White

API
Black
Hispanic Ra

te

Year

Per 100,000   Ages 50+
80

40

60

20

0

2012 2014 2015 2016 2017 2018 20192013

Race
White

API
Black
Hispanic

Fig. 5 A) Heroin involved overdose fatality per 100,000 population by
age groups. B) Heroin involved overdose fatality in age groups 20–34 by
racial/ethnic status. C) Heroin involved overdose fatality in age groups
35–49 by racial/ethnic status.D) Heroin involved overdose fatality in age

groups 50+ by racial/ethnic status. Joinpoint analysis presents solid lines
as increasing over time (p < 0.05). A dotted line indicates no change
during the specific period (p > 0.05).
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The findings in this study are subject to several limitations.
First, drug-related causes of deaths in CT are not only based
on toxicology reports but also from death certificates and
scene investigations. The drug classification used in this anal-
ysis was not based on ICD-10 codes but was ascertained di-
rectly from the CT OCME databases. Second, variability of
the quality and completeness of toxicological testing in death
certificate data has been noted [38–40], even though CT is
classified as having “very good to excellent reporting” by
the CDC [41]. Incompleteness in data reporting may affect
the generalizability of the results. Third, the data used in this
study do not include overdoses classified as relating to inten-
tional acts (or undetermined intent). Issues in the classification
of injury intent for drug poisoning incidents in death certifi-
cate data can be problematic [42], particularly since the extent
of these classification issues vary by race/ethnicity [43]. Given
these issues, a more accurate representation would be to in-
clude all drug overdose mortality, regardless of intent. We
suggest that for future studies both types of overdose informa-
tion be included (accidental and intentional). Fourth, as a sec-
ondary data analysis, the ability to justify some important risk
factors of substance abuse such as stress is limited and would
be beneficial for future studies.

Despite some limitations, strengths of this study include the
use of detailed drug category data, 2019 data, to illustrate and
understand the racial/ethnic differences in overdose fatalities.
The age-stratified analyses also provide detailed racial/ethnic dis-
parities in specific drug-involved overdose fatalities over time.

In summary, we found increased rates of opioid use and
overdoses in Blacks ages 50 years and over in CT, which is a
microcosm of the Northeast region in our country [33]. The
data point to the fact that opioid-involved deaths may be
shifting to the Black community. We believe that it is critical
for addiction treatments in Black communities and other his-
torically oppressed groups mirror that of White communities.
Treatments such as naloxone and medication-assisted treat-
ments should be culturally competent to specifically address
the needs of people of color, particularly in the older Black
population (50-years-old and over) in CT.
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