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SUMMARY

This brief examines the
United States opioid epi-
demic at the state-level,
analyzing trends in over-
dose deaths from heroin
and other opioids, such
as prescription painkillers.
Using vital statistics data,
it looks at which states
have the highest rates of
opioid-related deaths and
which have experienced the
largest increases in death
rates.

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

INTRODUCTION
The number of annual deaths from drug overdoses in the United States has tripled during the past
15 years, from 17,500 in 2000 to 52,500 in 2015." Most of these deaths involved opioids, including
heroin and prescription painkillers.? Although the incidence of opioid-related deaths has grown
for more than a decade, the problem began drawing substantially more attention from policy-
makers, the news media, and the public since 2011, when the U.S. Centers for Disease Control and
Prevention (CDC) declared overdoses from prescription painkillers an “epidemic” More recently,
heroin use has received increasing attention as deaths
related to the illegal cousin of prescription painkillers more
than tripled between 2010 and 2015.2 This brief provides
high-level information about opioids and opioid addiction,
presents the historical context for the epidemic of opi-
oid-related addiction and mortality in the United States,
and examines trends in opioid-related mortality across the
country and among population subgroups.

To read SHADAC's analysis of
opioid-related overdose deaths
by age, race/ethnicity and

urban/rural communities, visit:
www.shadac.org/OpioidBriefs.

Background

Addictive properties of opioids

To better understand the development of the opioid crisis, it is important to recognize the addic-
tive properties of opioids and the relationship between different opioid types. Generally, there are
three kinds of opioids: 1) natural opiates, like morphine, which are made from the opium poppy
plant; 2) semi-synthetic opioids, like hydrocodone and oxycodone, which are chemically derived
from natural opiates; and 3) fully synthetic opioids, like fentanyl, which are chemically created
to mimic natural opiates but are typically much more potent. Chemically, illicit opioids, such as
heroin, are similar to legal opioid painkillers, such as oxycodone and hydrocodone.* All of these
opioids stimulate the same opioid receptors in the reward centers in the brain, creating similar
feelings of euphoria.® Repeated use of opioids can affect the chemistry and wiring of the brain,
causing addiction that prompts people to crave and use opioids habitually and can cause symp-
toms of withdrawal if people stop using opioids.®

Because all opioids act similarly in the same parts of the brain, someone who is chemically depen-
dent on a prescription opioid painkiller and unable to obtain it may switch to an illicit opioid, such
as a heroin, to relieve their cravings or withdrawal symptoms. In fact, studies have shown that
many people who use heroin or misuse prescription opioids began with “legitimate” prescriptions
for their own pain treatment or obtained these painkillers from friends or family members with
prescriptions.”® For example, a national study found that 80 percent of people who reported using
heroin also reported earlier misuse of prescription opioids.’ Research also shows that people often
advance from misuse of prescription opioids to heroin because heroin provides stronger effects
and is often less expensive than prescription opioids.™
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Rise of the epidemic
The rise of the opioid crisis is commonly attributed to an increase in the prescribing of opioid painkillers, which was driven by
a confluence of several factors.

First, in the 1980s, some peer-reviewed journals published letters and articles suggesting that opioids were an effective
way to treat pain with little risk of addiction. Specifically, a commonly cited 1980 letter published in the New England
Journal of Medicine and another commonly cited research article published in the Journal of Pain in 1986 are believed to have
contributed to a belief that opioids did not pose a high risk for addiction.!" 121314

Second, in the 1990s and 2000s, there was an increased emphasis among health care professionals on the importance of
recognizing and treating pain. In 1996, the president of the American Pain Society raised the idea of “pain as a vital
sign,” stating that “quality care means that pain is measured and treated”— a concept that was adopted by many health
professionals and throughout many health care organizations.”” As examples, the Veterans Health Administration under-
took efforts beginning in 1999 to regularly measure and record patients’ self-reported pain on a scale of 0 to 10, and the
health care accreditation organization The Joint Commission introduced pain-management standards that encouraged
the assessment and treatment of pain.'s"”

In 1995, around the same time that health professionals were focusing on under-treatment of pain, the Food and Drug
Administration approved the opioid painkiller Oxycontin, which has become among the most-common controlled sub-
stances in the U.S., and which the FDA has since described as “a focal point of opioid abuse issues.”™® In 2007, the maker of
Oxycontin, Purdue Pharma, settled criminal and civil claims by the U.S. Department of Justice that the company knowingly
made false marketing claims that Oxycontin was less addictive than other medications.'?® Despite its renown, the case of
Oxycontin is not unique; use of other opioid painkillers also has increased substantially, and other pharmaceutical comp-
anies have settled charges of misrepresenting the abuse-resistance and addictive properties of their medications.??

Trends of Increasing Deaths From Heroin and Other Opioids

Over more than a decade, the U.S. has experienced statistically significant increases in overdose deaths related to opioids.
Between 2000 and 2015, U.S. rates of drug poisoning deaths related to opioids other than heroin—such as prescription pain-
killers—more than tripled, from 2.5 to 7.6 per 100,000 people (see Figure 1). During the same time, deaths from heroin also
grew nearly six times, from 0.7 to 4.1 deaths per 100,000 people. These trends were largely consistent across different sub-
groups of the U.S. population, such as age and race/ethnicity.

Figure 1: U.S. Heroin and Non-heroin Opioid Death Rates Per 100,000 People, 2000-2015

20 =@= Heroin =@m Non-heroin opioids

*
8.0 7.6

7.0

6.0

5.0 4.1*

4.0 o
3'0 2-5

2.0

0.7
[

1.0

0.0

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

* Statistically significant at 95% level.
Source: SHADAC analysis of vital statistics data from the CDC WONDER system.

Shﬂdh State Health Access Data Assistance Center

w



Although deaths from both heroin and non-her-
oin opioids have increased since 2000, there are
notable differences in their paths. While death
rates from non-heroin opioids steadily increased
from 2000 to 2010, more than doubling from 2.5
to 6.0 deaths per 100,000 people, the increase
in death rates during that time from heroin was
comparatively modest, increasing by less than
half, from 0.7 to 1.0 deaths per 100,000 people.
Since 2010, however, death rates from heroin
have increased more rapidly—more than quadru-
pling to 4.1 per 100,000. During that same time
period, deaths from non-heroin opioids dipped
slightly to 5.8 deaths per 100,000 in 2012 and 2013,
then resumed their climb to a high of 7.6 by 2015.

Some research suggests the increase in heroin
death rates since 2010 may be due, at least in part,
to people switching from prescription painkillers
to heroin.?*?> For example, studies have found that
most people who use heroin began by abusing
prescription painkillers and that rates of heroin
use have increased in recent years among people
who use prescription opioids for non-medical
purposes.?®?’ Other studies also have found evi-
dence that a reformulation of the popular pre-
scription opioid Oxycontin, designed to make
the medication abuse-resistant, may have caused
some people to adopt heroin as a substitute. 22930

Opioid Overdose Deaths at the State-level
Similar to the U.S., most states have experienced
increases in opioid-related deaths. The following
section of our brief examines differences in opioid-
related death rates across states.

Non-heroin opioid-related deaths

Between 2000 and 2015, 39 states saw statistically
significant increases in deaths from non-heroin
opioids (Figure 2). Non-heroin opioid deaths were
statistically stable in just three states (HI, IL, NM)
and the District of Columbia,?'?? and no states
experienced significant declines.
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Figure 2: Non-heroin Opioid Death Rates Per 100,000 People, 2015
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Despite widespread increases in non-heroin opioid death rates, individual states’ death rates and the magnitude of their
increases varied widely. In 2015, Nebraska'’s rate of 2.8 non-heroin opioid deaths per 100,000 people was the lowest in the
U.S., while West Virginia’s rate (the highest) was more than 10 times larger, at 29.4 deaths. Additionally, statistically signifi-
cant increases ranged from an increase of 1.1 deaths per 100,000 people in California (from 2.7 in 2000 to 3.8 in 2015) to an
increase of 26.7 deaths in West Virginia (from 2.7 in 2000 to 29.4 in 2015) (Figure 3).

Figure 3: States with the Largest Significant Increases in Non-heroin Opioid Death Rates, 2000-2015
Deaths per 100,000 people

2015
West Virginia 2.7 294 +26.7
New Hampshire 2.2 28.7 +26.5
Rhode Island 52 214 +16.3
Ohio 1.6 17.3 +15.6
Massachusetts 4.7 20.2 +15.5

Note: Changes in the above table were statistically significant at 95% level.
Source: SHADAC analysis of vital statistics data from the CDC WONDER system.

Although nearly all states have experienced significant increases in death rates from non-heroin opioids, certain regions of
the U.S. have been more severely affected than others. Of the 17 states with death rates significantly higher than the U.S. rate,
five are clustered in New England (CT, MA, ME, NH, Rl), and eight are clustered in a region of Midwestern and Southern states
(KY, OH, MD, MI, NC, SC, TN, WV) (Figure 4).

Figure 4: State Rates of Non-heroin Opioid-related Deaths, 2015

¥

b . Rate significantly higher than U.S.
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. Rate not significantly different than U.S.

Source: SHADAC analysis of vital statistics data from the CDC WONDER system.
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Heroin-related deaths

Because heroin deaths are less common than
non-heroin opioid deaths, heroin death rates were
only available for 20 states for 2000.2* However,
since heroin deaths have increased, death rates
were available for 42 states and D.C. by 2015.
Among the 20 states for which testing was possi-
ble, 19 saw statistically significant increases, and
one saw no significant change (NV). None saw sig-
nificant declines (Figure 5).

For states with significant changes between 2000
and 2015, the magnitude of the increases in heroin
deaths ranged from a low of 0.5 more deaths per
100,000 in California (from 1.0 to 1.5) to 12.7 more
deaths per 100,000 in Ohio (from 0.7 to 13.3) (Figure
6). The levels of heroin death rates themselves also
varied between states. In 2015, Ohio’s death rate of
13.3 per 100,000 people was nearly 20 times higher
than Kansas's rate of 0.7 deaths per 100,000.

As with non-heroin opioid death rates, the highest
state-level heroin death rates are regionally con-
centrated. Of the 17 states with heroin death rates
that were significantly higher than the U.S. rate in
2015, all but one (NM) were found in a contiguous
block (Figure 7). More than half of those states (CT,
KY, MA, MD, MI, NH, NM, OH, WV) also have high
death rates from non-heroin opioids, which is not
a surprise considering research on the relationship
between heroin use and abuse of other opioids.
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Figure 5: Heroin Death Rates Per 100,000 People, 2015
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Figure 6: States with the Largest Significant Largest Increases in Heroin Death Rates, 2000-2015
Deaths per 100,000 people

2015
Ohio 0.7 133 +12.7
Connecticut 3.2 11.3 +8.1
lllinois 0.3 6.7 +6.4
Michigan 0.9 6.8 +5.9
New Mexico 2.2 8.1 +5.9

Note: Changes in the above table were statistically significant at 95% level.
Source: SHADAC analysis of vital statistics data from the CDC WONDER system.

Figure 7: State Rates of Heroin-related Deaths, 2015
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Source: SHADAC analysis of vital statistics data from the CDC WONDER system.

Discussion

Since 2000, the U.S. has experienced statistically significant increases in overdose deaths from both heroin and non-heroin
opioids, such as prescription painkillers. Although data are more limited at the state level than at the national level, they illus-
trate a similar story to the U.S. epidemic: Some states have been hit especially hard, but almost every state has seen significant
increases in opioid deaths.

Of the 42 states with data on non-heroin opioid death rates from 2000 to 2015, 39 experienced statistically significant
increases and none saw declines. Of the 20 states with available data on heroin-related death rates, 19 saw statistically signif-
icant increases between 2000 and 2015, and none saw declines. Considered in combination with related research, the trends
in state-level death rates from heroin and non-heroin opioids suggest these problems are related. For example, most of the
states with the highest rates of heroin-related deaths also have among the highest rates of deaths from other opioids.
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As overdose deaths and awareness of the opioid crisis have grown, many states have adopted policies aimed at restricting
access to prescription opioids. For example, 49 states have created prescription drug monitoring programs, which may allow
health care professionals to identify patients who may be “doctor shopping” to obtain multiple opioid prescriptions from
different providers and which allow regulators and law enforcement to identify physicians or clinics that inappropriately pre-
scribe large quantities of opioids, commonly known as “pill mills.” Many states also have adopted policies aimed specifically
at preventing opioid overdoses, such as expanding access to the medication naloxone, which can reverse the toxic effects of
an opioid overdose.

In addition to policies such as those, the CDC recommends improving access to substance abuse treatment services.>* Some
policy changes at the U.S. level are aimed at increasing access to substance abuse treatment services. For example, the
U.S. Department of Health and Human Services estimated that 62 million Americans would be affected by provisions in
the Affordable Care Act (ACA) requiring expanded coverage of mental health and substance use disorders.® In addition to
expanding health insurance coverage, the ACA required that plans sold in the individual and small-group markets covered
substance abuse treatment in parity with other health conditions, and it also required that states expanding their Medicaid
programs under the ACA cover substance abuse treatment for newly eligible beneficiaries.** Additionally, the U.S. Substance
Abuse and Mental Health Services Administration (SAMHSA) recently revised regulations allowing some physicians to treat
more patients with buprenorphine, a medication similar to methadone that can be used to treat opioid addiction.’” However,
SAMHSA also has acknowledged other limitations in the availability of treatment, such as shortages of substance abuse treat-
ment professionals, especially in rural areas.®

Although the opioid overdose epidemic has affected nearly all states, our findings show substantial differences across states.
As policymakers consider options to curb the crisis, it will be important to consider those differences. For example, different
solutions may be successful in a state like Massachusetts—with high death rates from heroin and non-heroin opioids—than
in a state like Oklahoma—with a low death rate from heroin but a high rate from non-heroin opioids.
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Appendix Table 1: Non-heroin opioid overdose deaths per 100,000 people

State 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
Alabama 1.0 1.3 1.6 1.1 1.8 1.7 2.7 35 40 43 3.9 35 29 2.8 35 4.1
Alaska 3.9 N/A  N/A N/A  N/A N/A 4.1 N/A 117 118 8.4 7.2 8.3 7.7 8.9 9.4
Arizona 4.6 4.8 5.7 5.3 5.6 6.1 7.0 7.0 7.2 8.6 8.7 7.1 6.8 6.0 6.0 6.8
Arkansas N/A 1.1 3.5 3.4 4.8 4.6 5.1 5.3 7.2 7.2 6.6 6.0 5.8 5.6 6.0 7.0
California 2.7 1.4 3.8 3.5 3.5 3.5 3.7 4.0 4.3 4.7 45 4.4 3.7 4.0 3.9 3.8
Colorado 34 4.0 3.8 4.2 4.5 5.4 5.9 6.3 6.2 6.4 5.1 6.6 6.1 6.0 7.0 6.2
Connecticut 1.7 1.7 2.5 1.9 3.0 2.7 4.0 3.8 3.4 3.4 4.2 3.4 3.1 6.6 8.0 11.8
Delaware 3.1 3.6 4.6 3.8 3.5 3.0 3.8 4.2 6.5 8.5 103  11.1 6.7 89 9.4 9.2
DC 6.4 8.1 4.6 10.2 8.0 7.2 9.3 4.6 4.2 N/A 3.4 5.2 3.9 3.9 54 7.6
Florida 2.6 4.3 4.7 5.2 6.4 5.8 6.5 7.8 7.7 83 8.9 8.2 6.4 5.8 5.9 7.4
Georgia 1.4 2.1 2.4 2.6 29 33 35 4.0 4.0 4.8 53 52 5.0 4.7 6.0 7.1
Hawaii 22 2.8 35 3.0 4.0 4.6 3.8 53 3.6 4.0 5.1 5.0 4.2 4.2 33 34
Idaho 2.1 3.7 3.2 4.0 3.2 3.6 4.7 4.1 4.7 4.1 5.2 5.0 3.8 45 4.4 5.1
Illinois 4.3 4.0 4.4 3.6 4.1 4.4 6.5 5.0 5.9 6.2 6.0 6.0 7.2 43 4.3 5.2
Indiana 0.6 1.0 1.0 2.0 2.1 2.4 2.8 3.6 4.2 4.2 3.9 4.7 4.2 3.3 49 5.5
lowa N/A 0.8 1.2 13 2.0 2.3 32 3.5 4.1 4.7 5.0 5.4 55 53 43 46
Kansas 0.9 1.8 3.0 2.8 4.4 4.0 4.4 43 3.2 5.2 3.5 4.1 5.7 54 54 4.8
Kentucky 23 3.5 4.3 5.7 5.4 6.8 7.9 8.1 8.4 9.7 132 148 13.0 118 13.0 16.1
Louisiana 1.2 1.8 2.1 2.6 3.2 3.7 4.3 4.8 2.7 2.6 2.5 2.2 2.8 3.6 3.7 4.0
Maine 3.1 43 7.1 6.6 7.7 89 7.1 7.9 7.8 8.6 7.1 6.7 7.2 8.6 12.1 16.6
Maryland 8.6 8.7 9.2 9.4 7.6 7.5 8.4 8.5 7.2 7.8 7.4 7.8 8.8 96 113 135
Massachusetts 4.7 7.4 7.1 8.7 6.8 83 9.6 8.9 83 8.9 7.5 8.3 77 106 142 202
Michigan 0.9 1.1 1.7 1.8 2.6 3.5 5.0 4.0 4.4 5.1 5.1 49 4.7 5.3 6.3 9.4
Minnesota 1.1 1.8 1.8 2.1 2.6 2.8 3.0 3.4 4.2 49 4.1 4.5 4.6 4.1 4.3 4.4
Mississippi N/A 0.9 0.9 1.1 0.9 1.3 2.3 3.2 3.6 3.2 3.3 2.9 3.6 3.2 3.3 43
Missouri 1.6 2.0 2.5 43 4.0 4.6 6.4 57 6.4 6.4 7.4 6.6 5.9 6.7 7.1 7.9
Montana N/A N/A 2.2 4.5 4.7 4.7 5.2 6.2 7.3 9.4 6.1 6.7 5.0 6.8 53 4.7
Nebraska N/A 1.7 1.4 N/A 1.5 2.5 1.8 2.4 1.7 3.6 3.4 2.8 29 2.1 3.0 2.8
Nevada 7.1 7.8 8.7 9.7 108 119 123 129 137 154 153 153 144 121 109 115
New Hampshire 2.2 4.0 6.2 7.0 6.5 8.0 7.8 10.1 6.1 7.8 8.0 8.8 7.4 7.2 189 287
New Jersey 1.9 2.6 3.1 3.0 2.4 33 33 2.9 2.6 0.4 32 39 3.8 4.0 44 5.8
New Mexico 8.0 7.2 9.8 10.8 8.3 9.2 115 123 141 8.3 8.8 9.2 11.8 125 15.1 11.2
New York 2.4 2.9 2.6 2.7 2.3 2.7 4.7 4.4 49 43 4.7 5.5 5.7 5.6 5.5 7.5
North Carolina 3.1 3.6 4.4 5.3 6.0 6.9 7.2 7.7 8.4 84 7.7 7.8 7.1 6.8 7.9 9.1
North Dakota N/A N/A  N/A NA NA NA NA NA 51 N/A- N/A  N/A N/A NA 45 45
Ohio 1.6 2.3 2.9 2.5 3.5 4.0 4.8 5.0 55 43 7.2 7.9 6.8 70 112 173
Oklahoma 3.6 4.4 4.1 7.4 8.9 9.0 109 138 113 152 138 127 136 129 125 104
Oregon 2.3 3.4 45 5.0 5.1 6.3 8.2 6.7 6.8 6.6 6.6 6.9 6.1 5.0 5.5 5.8
Pennsylvania 1.7 1.2 1.8 2.7 3.0 3.2 3.0 3.5 4.0 4.2 4.4 4.4 45 5.0 5.6 7.5
Rhode Island 5.2 7.4 6.5 9.3 7.0 10.2 118 8.0 12.1 105 102 124 115 143 162 214
South Carolina 2.0 1.9 1.9 2.1 3.1 34 49 4.3 46 4.8 55 5.1 47 4.8 9.5 2.9
South Dakota N/A N/A  N/A N/A 2.7 3.1 3.3 2.5 4.2 4.4 4.5 4.4 3.0 4.4 4.0 3.1
Tennessee 1.7 2.3 2.8 5.0 6.3 7.3 7.6 7.7 7.6 8.2 9.8 9.8 10.7 11.0 118 138
Texas 1.3 1.9 2.7 2.8 29 3.1 3.8 3.5 3.0 3.6 3.6 3.3 3.1 2.7 2.8 2.9
Utah 6.8 7.3 9.0 114 116 134 137 143 136 146 125 142 158 153 16.1 15.2
Vermont 32 4.7 5.8 7.0 6.1 6.0 9.4 8.8 8.0 5.6 6.6 7.8 7.2 9.1 7.0 9.9
Virginia 2.8 3.4 3.7 3.9 45 4.0 45 5.4 5.2 4.8 43 6.0 53 5.6 6.7 7.0
Washington 5.4 4.7 6.5 6.7 8.4 89 9.6 9.3 9.4 9.5 8.1 89 8.2 7.8 7.7 7.3
West Virginia 2.7 7.6 9.8 11.1 13.8 8.1 160 184 195 9.3 24.7  30.1 25.1 235 254 294
Wisconsin 1.6 2.2 2.8 3.3 3.6 4.4 5.6 6.2 5.6 5.7 6.0 6.2 5.6 7.1 7.2 7.1
Wyoming N/A N/A N/A N/A N/A N/A N/A 4.4 7.4 5.6 8.5 7.3 7.2 8.0 7.8 7.4
United States 2.5 2.8 3.6 3.9 4.2 4.5 5.4 5.5 5.6 5.8 6.0 6.2 5.8 5.8 6.5 7.6

Source: SHADAC analysis of vital statistics data from the CDC WONDER system.
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Appendix Table 2: Heroin overdose deaths per 100,000 people

State 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
Alabama N/A N/A  NA NA NA NA NA NA NA NA NA NA 08 0.8 2.7 25
Alaska N/A- N/A  NA NA NA NA NA NA NA NA NA NA 29 3.2 33 4.7
Arizona N/A 0.5 0.5 1.2 0.8 0.6 0.9 0.9 1.1 14 1.5 1.9 1.6 23 3.1 3.8
Arkansas N/A NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA
California 1.0 0.7 1.0 1.0 0.8 0.7 0.8 0.8 0.9 0.9 0.8 0.9 0.9 1.2 1.4 15
Colorado 0.8 0.5 0.6 0.4 0.5 0.8 0.8 0.8 0.9 14 0.9 15 1.8 23 29 238
Connecticut 3.2 2.8 2.6 3.2 2.8 2.2 2.5 35 3.2 29 23 25 29 6.5 89 113
Delaware N/A N/A  NA NA NA NA NA NA NA NA NA NA 24 4.5 6.3 7.1
DC N/A N/A  N/A NA NA NA NA NA NA NA NA 36 44 5.1 55 9.9
Florida 1.1 13 13 13 0.9 0.7 0.5 0.5 0.6 0.5 0.3 0.4 0.6 1.0 1.9 3.1
Georgia N/A N/A N/A NA NA NA NA NA 02 02 NA 03 0.4 0.7 1.6 2.2
Hawaii N/A- N/A  N/A NA NA NA NA NA NA NA NA NA NA NA NA NA
Idaho N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA NA NA
lllinois 0.3 0.3 0.4 0.2 0.3 0.4 0.5 0.5 0.8 0.9 1.2 13 2.1 4.5 5.6 6.7
Indiana N/A N/A  NA NA NA NA NA NA 09 1.0 0.9 1.1 1.8 2.6 2.8 3.9
lowa N/A NA NA NA NA NA NA NA NA NA NA NA NA 10 13 1.6
Kansas N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA NA 07
Kentucky N/A NA NA NA NA NA NA NA NA 06 0.9 13 34 5.1 5.5 7.4
Louisiana N/A N/A  NA NA NA NA NA NA NA NA NA NA 1.1 2.7 24 2.9
Maine N/A NA NA NA NA NA NA NA NA NA NA NA NA NA 31 4.5
Maryland N/A N/A 05 0.5 1.3 14 1.9 23 1.8 2.7 1.6 1.8 29 3.6 52 6.6
Massachusetts N/A NA NA 04 NA 03 0.6 1.1 0.9 0.9 1.1 2.2 3.8 44 7.2 9.6
Michigan 0.9 0.8 0.6 0.7 0.9 15 1.5 1.1 2.2 2.6 2.2 2.8 2.8 4.5 55 6.8
Minnesota N/A NA NA NA NA NA NA NA NA NA NA 08 0.9 1.7 1.9 2.2
Mississippi N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA 08 1.4
Missouri 0.9 0.4 1.0 0.7 1.0 0.9 1.1 1.1 2.1 238 32 4.4 37 4.6 5.8 53
Montana N/A- N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA NA
Nebraska N/A- N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA NA
Nevada 1.9 1.1 1.8 1.6 1.2 1.9 1.4 1.6 1.2 08 NA 15 1.6 1.7 2.2 2.7
New Hampshire N/A N/A NA NA NA NA NA NA NA 20 NA 34 3.5 5.5 8.1 6.5
New Jersey 24 2.3 2.7 25 1.4 2.0 1.2 1.2 13 N/A 1.1 1.5 3.6 44 4.8 5.8
New Mexico 22 1.2 1.3 1.4 1.8 2.5 1.1 1.4 33 24 1.1 34 52 4.6 7.2 8.1
New York 0.1 0.3 0.3 0.3 0.2 0.2 0.6 1.0 1.1 13 1.0 1.7 2.6 33 4.2 5.4
North Carolina 0.5 0.6 0.5 0.6 0.6 0.7 0.6 0.6 0.7 0.8 0.4 0.9 1.6 2.0 2.8 4.1
North Dakota N/A- N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA N/A
Ohio 0.7 0.8 1.0 0.8 1.1 1.2 1.1 14 2.1 2.0 33 4.0 6.4 9.1 1.1 133
Oklahoma N/A~ N/A N/A NA NA NA NA NA NA NA NA NA 07 0.6 0.7 1.0
Oregon 0.9 1.0 1.2 1.0 1.3 1.1 1.6 3.0 25 3.1 2.0 35 35 2.7 3.2 25
Pennsylvania 1.2 1.0 1.1 14 1.1 1.1 0.8 0.7 1.3 14 1.1 2.0 2.7 3.4 4.3 5.6
Rhode Island N/A N/A NA NA NA NA NA NA NA NA NA NA 29 6.5 6.8 4.3
South Carolina N/A N/A  NA NA NA NA NA NA NA NA NA NA NA 07 14 2.2
South Dakota N/A- N/A  NA NA NA NA NA NA NA NA NA NA NA NA NA NA
Tennessee N/A N/A  NA NA NA NA NA NA NA 04 NA NA 08 1.1 2.3 33
Texas 0.5 0.8 0.8 0.9 0.9 0.9 0.9 0.9 1.0 1.2 1.0 14 14 14 1.6 1.9
Utah 23 1.9 1.2 1.3 0.9 1.9 1.8 1.9 2.7 2.1 1.9 2.7 3.0 42 3.8 43
Vermont N/A NA NA NA NA NA NA NA NA NA NA NA NA 35 5.8 5.8
Virginia 0.9 1.2 1.2 1.2 0.9 0.8 0.9 1.2 1.1 13 0.5 13 1.4 25 3.1 43
Washington 0.9 0.8 1.1 1.0 0.9 0.8 0.8 1.2 1.0 1.0 0.9 2.2 25 29 4.1 4.2
West Virginia N/A N/A NA NA NA NA NA 12 2.1 N/A 1.7 2.0 3.8 8.7 98 118
Wisconsin 0.5 0.4 0.5 0.5 0.4 0.6 0.5 0.6 1.2 14 1.7 25 34 43 4.9 53
Wyoming N/A- N/A N/A NA NA NA NA NA NA NA NA NA NA NA NA N/A
United States 0.7 06 0.7 0.7 0.6 0.7 0.7 0.8 1.0 1.1 1.0 1.4 1.9 2.7 34 4.1

Source: SHADAC analysis of vital statistics data from the CDC WONDER system.
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