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Executive Summary
The twenty-five-year epidemic of opioid misuse in the United States has taken at least 750,000 lives 
through overdose. We undertook to learn whether this toll might have been accompanied by an 
increase in violence resulting from growth in the illicit opioid market, which, like most illicit drug 
markets, includes a risk of violence due to conflicts among sellers and between sellers and buyers. 
We found that increases in activity in this market were associated with — and arguably caused — in-
creased levels of homicide.

Using county opioid overdose rates as a measure of levels of transactions in the illicit market, we 
looked for an association between those rates and county homicide rates between 1999 and 2015. As 
the epidemic has been especially intense in the White U.S. population, we conducted separate anal-
yses for the White and Black populations. We also compared Appalachian counties to the rest of the 
country, as Appalachia has been particularly hard hit by the crisis.

In the nation as a whole, White overdose rates in this period were 28 percent higher than Black rates. 
The growth in overdose rates differed markedly between the two groups: 34 percent for Blacks and 
120 percent for Whites. Black overdose rates did not differ between Appalachian and non-Appala-
chian counties. The White overdose rate, however, was both considerably higher in Appalachia than 
elsewhere (23.5 vs. 19 per 100,000) and much higher than the Black Appalachian rate (14.5). The 
growth in overdose rates was much higher for both groups within Appalachia than elsewhere: 58 
percent vs. 32 percent for Blacks and 146 percent vs. 115 percent for Whites.

Despite this growth in overdose rates during the period, homicide rates declined for both groups and 
in both Appalachian and non-Appalachian counties. This means that the aggregate effect of all the 
factors influencing U.S. homicide rates was a beneficial one. However, to discern the independent 
association (if any) between changes in activity in the illicit-opioid market and changes in homicide 
rates, we conducted a series of multiple regression analyses. We found a positive association between 
overdoses and homicides in both racial groups and both within and without Appalachia. Holding 
constant several other variables known to be associated with homicide rates, we found growth in 
overdose among Whites in this period was associated with a 9-percent increase in homicide across all 
counties and a 19-percent increase within Appalachia. The equivalent figures for Blacks were 3.5 and 16.

Assuming these associations reflect a causal relationship, we conclude that this growth in illicit opi-
oid activity exerted upward pressure on rates of violence; were it not for the violence associated with 
the opioid market, the national drop in killings would have been greater. The finding of another harm 
wrought by the opioid epidemic provides another reason to pursue vigorous public-health efforts, 
with a strong emphasis on treatment, to stem the epidemic.

On the cover: The top map depicts average fatal opioid overdose rates for U.S. counties, 1999–2015, for ages fifteen and older.  
The bottom map does the same for homicide rates. Darker colors indicate higher rates.
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The Opioid Epidemic
By the start of 2022, at least three thousand lawsuits had been filed by states, counties, municipalities, 
tribes, and individuals against manufacturers and distributors of opioids for their role in the epidemic 
of opioid abuse that has taken nearly 750,000 lives. This figure is just the most dramatic measure of 
the damage — personal, social, and economic — wrought by misuse of these highly addictive drugs.1

The onset of the opioid epidemic is generally dated to 1999. In the late 1990s, the medical commu-
nity was beginning to acknowledge that the reluctance to prescribe powerful analgesics with serious 
addiction potential was leaving chronic pain undertreated. A change in this stance resulted in a steep 
increase in prescriptions for natural and semisynthetic opioids, chiefly oxycodone (e.g., Oxycontin, 
Percocet) and hydrocodone (e.g., Vicodin). This liberalization of prescribing practice was vigorously 
advocated by pharmaceutical manufacturers, most infamously by Purdue Pharma, which had  
introduced Oxycontin, a gradual-release form of oxycodone, in 1996. Purdue lobbied physicians  
to prescribe Oxycontin with a claim that its potential for addiction was minimal because, unlike the 
previously dominant, immediate-release varieties, Oxycontin produced no instantaneous “rush.”2

Though Oxycontin held only a fraction of the oxycodone market, it eventually became the best-sell-
ing variety. The company continued to garner enormous profits from the burgeoning rate of Oxycon-
tin prescription despite knowing that its drug was being abused and diverted in growing quantities to 
the illicit market.3 

The age-adjusted U.S. rate of opioid overdose death, fueled largely by Oxycontin and Vicodin (hy-
drocodone), grew from 1 per 100,000 in 1999 to 4.4 per 100,000 in 2016, an increase of 340% (see 
Figure 1). In 2010, Purdue Pharma responded to the evidence, no longer deniable, that Oxycontin 
pills were being crushed and insufflated (snorted) or liquified and injected to defeat the gradual effect 
of the time-release pill. Purdue released a reformulated version of the pill that made these modes of 
abuse very difficult. There is a good deal of evidence that, in addition to its beneficial effect in re-
ducing Oxycontin abuse, this innovation engendered a shift among Oxycontin abusers to heroin.4 
In 2011, a year after the reformulation, the rate of heroin overdose death began a sharp climb from 
what had been a steady rate of about .7 deaths per 100,000 to almost 5 per 100,000 as of 2016, a 
600% increase. Fentanyl and its analogs (the synthetic opioids, excluding methadone), which are 
used medically to treat extreme pain, arrived on the street around 2013. Overdose deaths involving 
this extremely potent category of drugs grew from 1 per 100,000 in that year to approximately 6 per 
100,000 in 2016, a spike of 500%. In sum, the prodigious growth in fatal overdoses from these sever-
al opioid drugs makes the accumulated mortality of three-quarters of a million seem a less fantastic 
claim than it does on a first reading.



The Opioid Epidemic and Violence

We wondered if, in addition to these hundreds of thousands of deaths and the vast burden of illness 
wrought by opioid overdose and addiction, this epidemic might have exacted an additional toll in the 
form of violence. The epidemic began when the loosening up of prescription resulted in addiction 
among patients as well as friends and family members with whom they shared their medicine or 
who stole the drugs from them. As these sources of supply dwindled, some users turned to the illicit 
market, where they could get drugs diverted from legitimate sources. Many, though, as discussed 
above, picked up a heroin habit, a trend stimulated by the anti-abuse reformulation of Oxycontin 
and maintained by addiction as well as the relatively low price of heroin — on a dose-for-dose basis, 
heroin is cheaper than prescription opioids on the street.5 A former agent of the Drug Enforcement 
Administration describes the process:

When people get addicted to prescription opioid-based drugs, at some point the doctor stops 
writing prescriptions, the pharmacist won’t fill it, it becomes too expensive on the street, 
you can’t steal out of your grandmother’s medicine cabinet forever, so what do they do?  
They make that long dark walk down to the use of heroin.6

3

30

25

20

15

10

5

0
1999           2001           2003            2005            2007            2009           2011            2013           2015           2017           2019           2021

Any opioid
Heroin
Prescription opioids
Methadone
Synthetic opioids other than methadone

FIGURE 1. AGE-ADJUSTED OPIOID OVERDOSE 
DEATHS PER 100,000, 1999–2021

Source: National Center for Health Statistics.  
https://www.cdc.gov/nchs/data/databriefs/db457-tables.pdf#4

https://www.cdc.gov/nchs/data/databriefs/db457-tables.pdf#4
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An expert panel of the National Academies of Sciences, Engineering, and Medicine echoes this  
reasoning: “Part and parcel of creating the supply of prescription opioids for treatment of chronic 
pain are increases in the supply to and demand for black markets for opioids, with all of their  
attendant harms, including violence…”7

THE ILLICIT MARKET IN OPIOIDS

Illicit drug markets are risky, “stateless” social spaces. Conflicts involving buyers and sellers over 
price, quantity, purity, and other terms of trade cannot be settled by the police, courts, or other for-
mal agents of dispute resolution. When access to formal social control is cut off, violence becomes a 
potential means of enforcement. Growing demand entices more sellers into the market, increasing 
competition and potential conflict between them. If an illicit drug market entails violence, then as 
the market expands, so should drug-related violence.

That is the logic of past research connecting the crack-cocaine epidemic to mounting youth homicide 
rates during the 1980s and early 1990s (e.g., Blumstein 1995; Goldstein 1985). We believe the same 
logic holds for the more recent opioid markets. In short, our conjecture is that places with greater 
rates of illicit opioid consumption should, all else equal, see greater levels of violence.

There is, however, a significant demographic difference between these drug epidemics. Crack cocaine, 
at least in its early years, was concentrated in inner cities. These places were beset by high rates of 
violence, and the sale of crack was largely the domain of young Black men, the population segment 
with the highest rates of violent offending and victimization. The opioid epidemic, by contrast, is 
more evenly spread across age and racial groups and among big cities, suburbs, small towns, and rural 
areas.8 This more diffuse prevalence is one reason the impact of the opioid crisis on homicide rates 
may not be as readily apparent as the impact of the crack markets was. Nonetheless, there is a racial 
difference, though less pronounced, in the current drug epidemic as well, with the non-Hispanic 
White (hereafter “White”) population being the harder-hit group. This difference might have impli-
cations for the strength of association — if any — between levels of activity in illicit opioid markets 
and violence in the White and non-Hispanic Black (hereafter “Black”) populations. For this reason, 
we conducted separate analyses of this relationship in these two groups. (Small population counts 
and missing data in the geographic units in our studies precluded estimates of homicide and opioid 
death rates for Hispanics and other ethnicities and races.)

In the 2016 administration of an annual residential survey of drug use in the U.S., 6% of those who 
reported misuse of a prescription pain reliever in the past year said that their most recent source was 
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a “drug dealer or other stranger.” Though this is a very small portion, the large number of Americans 
reporting misuse — an estimated 11.5 million based on the 2016 survey — means that nearly 700,000 
people turned at least once to street markets for prescription opioids.9 And it is highly likely that 
those who reported using this source for their most recent acquisition had done so more than once 
during that past year. In the U.S., heroin must always be sourced from illegal sellers. A RAND study 
estimated the number of chronic heroin users in 2016 to be somewhere between 2.3 and 4.6 mil-
lion.10 Even if the likelihood of violent conflict in a single illicit exchange is low, therefore, the vol-
ume of activity in the illicit markets for opioids comprises hundreds of thousands of encounters with 
a potential for violence.

Street markets are not the only potential source of interpersonal violence associated with the opioid 
epidemic.11 Per the 2016 survey, an estimated 425,000 abusers acquired their most recent opioid dose 
by taking it from a friend or relative without asking. It is reasonable to assume that where illicit use 
of opioids is common, so too will be conflicts between family members and acquaintances over their 
possession and about the consequences of their use.

HYPOTHESIS

To be clear, we did not predict that overall rates of violence during the period our studies  
cover — 1999–2015 — would increase in areas with the greatest consumption of illicit opioids.  
This period was one in which violence rates were flat or declining throughout the U.S. Numerous 
factors influence violence rates, and if the most influential of them in a given area were at levels 
tending to keep violence flat or decrease it, then even if the opioid epidemic were having a positive 
effect on violence in that area (that is, tending to increase it), the rate of violence might still be flat 
or declining — as it was in most places. The proper technique for determining whether the epidemic 
was indeed putting upward pressure on rates of violence — our hypothesis — is multivariate regression 
analysis, which makes it possible to measure the independent effect of each of a number of influences.

We carried out two such studies of the relationship between estimated rates of illicit opioid con-
sumption and rates of violence.12 The first was intended to find out whether such a relationship exist-
ed at a cross-sectional level: Did areas with higher levels of the first tend to have higher levels of the 
second? Controlling for other variables that might be correlated with both illicit opioid consumption 
and homicide and thus lead to misinterpretation of the relationship between opioids and homicide, 
we found the correlation we predicted. We then carried out a longitudinal analysis, testing wheth-
er changes over time in an area’s level of illicit opioid use are associated with changes in violence. 
Longitudinal studies provide a stronger basis for inferring causal relationships, and we will therefore 
focus our discussion on that analysis. 
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Data
We chose to use rates of homicide as our measure of violence. Homicide is, of course, the most  
serious form of violence, but it is also the most reliably registered and tallied. To measure rates of 
illicit opioid use and — by inference — rates of transactions in the illicit market — we used rates  
of opioid-related overdose death. In other words, we used overdose death rates as a proxy for  
transaction rates in the illicit market (Figure 2). This choice requires some justification.

Illicit opioid transactions
(measured by overdose rate) Homicide rate

FIGURE 2. CAUSAL RELATIONSHIP BETWEEN  
ILLICIT MARKET ACTIVITY AND HOMICIDE

Aggregate rates of opioid overdose are a function not only of the number of people using illicit 
opioids but also of the inherent lethality of the drugs being consumed. A typical dose of heroin, for 
example, is more powerful in effect than a typical dose of any of the prescription opioids.13 Fentanyl, 
in turn, is many times as powerful and dangerous as heroin and also considerably cheaper to produce, 
making it attractive to sellers and to some consumers of opioids.14 Fentanyl and its analogs currently 
account for more opioid-related deaths than any other drug.15 Both the spike in fentanyl overdoses 
beginning in 2014 and the ongoing yearly increase in overdose death from heroin — which is now 
commonly mixed with some variant of fentanyl — are to an unknown extent attributable to the in-
herent danger of these drugs as well as the number of people consuming them.

Nevertheless, it would not be tenable to ascribe the twenty-year rise in opioid-related deaths solely 
to an increase in opioid potency, with no growth in the number of people using opioids. The near 
trebling in opioid prescriptions in the ten years preceding the 2011 spike in heroin deaths — well be-
fore the arrival of fentanyl on the street around 2014 — was accompanied by a commensurate growth 
in overdose deaths. Moreover, there was a clear geographic concordance between prescription rates 
and overdose deaths, as shown in Figure 3.16 In addition, a diverse set of indicators strongly suggests 
growth in the number of people consuming opioids. Rates of heroin use gleaned from in-person 
residential surveys, of opioid-use disorder among pregnant women, of opioid-withdrawal syndrome 
in newborns, and of admissions to state-sponsored treatment for opioid addiction all showed striking 
increases over the seventeen-year period of our studies. In light of these indicators, we are confident 
that area differences in opioid-related death rates are at least partly a function of area differences in 
the prevalence of opioid use.
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FIGURE 3. PER CAPITA OPIOID PRESCRIPTION RATES 
(LEFT) AND OPIOID DEATH RATES (RIGHT), 2006–2014

(Darker colors = higher rates) 
Source: The Washington Post, January 17, 2020
https://www.washingtonpost.com/graphics/2019/investigations/dea-pain-pill-database; used under license

The other determinant of overdose rates — the inherent lethality of the drugs being consumed —can-
not be dismissed as insignificant, though. Fentanyl and its similarly dangerous chemical analogs pres-
ent the greatest challenge here. However, the sharp uptick in overdose deaths involving the synthetic 
opioids did not occur until 2014, so that only the last two years of our 1999–2015 study period could 
be “tainted” by the introduction of a much more dangerous drug.17 But as a check against this poten-
tial confounding variable, we replicated our analysis with the last years of our study period omitted, 
as discussed below.

Our predictive variable of interest is an area’s number of drug-involved deaths per 100,000 popula-
tion, which is mainly a function of the rate of opioid-overdose death.18 Our outcome variable is that 
area’s number of homicide victimizations per 100,000. (Race-specific versions of these variables were 
used in the separate Black and White analyses.)

We included as covariates a large set of social, economic, and demographic variables that have been 
shown in previous studies to be associated with homicide rates.19 Failure to control for their influence 
could lead to mismeasurement of any association between opioid overdose rates and homicide.

The geographic units of analysis are 1,421 counties and county clusters. The latter combine small-
er adjacent counties into single units with populations of at least 50,000.20 (This provides for more 
reliable estimates of variables in low-population areas, where rates of low-frequency events, such as 

https://www.washingtonpost.com/graphics/2019/investigations/dea-pain-pill-database
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homicide, undergo a good deal of yearly fluctuation due to the “law” of small numbers.) For brevity, 
we will use “county” in reference to both single counties and these clusters of small counties.

Our studies cover, again, the period from 1999 through 2015. For our first, cross-sectional study, 
we derived a single value of each variable for each geographic unit by averaging across all seventeen 
years. For our longitudinal study, data sparseness at the county level precluded using yearly measures 
for the homicide and overdose variables. We therefore created three subperiods, averaging the vari-
able values from the component years of each: 1999–2004, 2005–2010, and 2011–2015. The total 
number of observations for the White sample is 4,263 (1,421 counties × 3 subperiods). In the Black 
sample, missing values and low counts for the homicide and drug death rates across the 1,421 coun-
ties reduce measurement reliability. We therefore limited the Black sample to counties in which at 
least 5% of the population is Black, which yields 1,873 observations (617 units in the first subperiod 
and 628 units in the second and third subperiods).

Finally, we include controls for unmeasured attributes of each geographic unit that were consistent 
over time and could have influenced either the predictive variables in our regression models (such 
as opioid overdose rates), the outcome variable (homicide rates), or both and thus muddy the true 
relationship between the predictors and the outcome. Similarly, in our longitudinal study we include 
controls for our three time periods to statistically remove potential influences of the time period on 
the variables of interest.

Descriptive Statistics

In our cross-sectional analysis, we found a great deal of variation across counties in overdose death 
rates for both the Black and White populations. Seventy-four percent of the White distribution 
ranged between 6.2 and 19 per 100,000 (one standard deviation below and above the mean). In our 
regression models, these rates correspond to predicted homicide rates, net of the influence of other 
variables, of 2.5 and 3.2 per 100,000, a difference of about 28%. In the Black distribution of overdose 
rates, 85% of the rates fall between 1.8 and 15 per 100,000 (one SD below and above the mean). 
The regression model predicts homicide rates at those values of 18 and 24.4, a difference of 37%. We 
found, in short, a substantial association between these two ills.

Motivated by this association between rates of opioid death and homicide in our cross-sectional 
study (as well as by a similar finding in a paper covering a much briefer period), we undertook a 
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longitudinal analysis.21 While regression analysis alone can never prove a causal relationship, demon-
strating an association between changes in the levels of one variable with changes in those of another 
provides, as mentioned, more compelling evidence of a causal relationship.

The opioid epidemic has been particularly severe in rural regions, especially in the earlier years, when 
prescription pills were the main opioid of abuse.22 No area exemplifies this trend quite as dramatical-
ly as Appalachia, a region of some 420 counties in a north-south band through thirteen states in the 
eastern portion of the country. While overdose rates in 1999 were similar there to elsewhere, the in-
crease in rates over the next twenty years was larger than in the rest of the country.23 For this reason, 
we devoted special attention to the counties in this region.

Across the full set of counties in our analyses (a constant 1,421 for the White population and a 
three-subperiod average of 624 for the Black population, based on the 5% criterion), the average 
Black homicide rate for the seventeen-year period was 20.3 per 100,000, more than six times the 
White average of 3.3. Black homicide declined by 6.2% over the period, and the White rate dropped 
by 6.5% (see Table 1). But the White drug-related death rate of 18.7 was 28% higher than the Black 
rate of 14.6. The growth in overdose death also differed markedly between the two groups: 34%  
for Blacks but 120% for Whites. These statistics square with both the long-standing Black-White  
homicide difference and the evidence from numerous sources that the opioid crisis has been  
especially intense in White populations.

TABLE 1. AVERAGE OVERDOSE AND HOMICIDE RATES 
AND CHANGES, 1999–2015: ALL COUNTIES

Overdose  
Rate

Overdose 
Change

Homicide  
Rate

Homicide 
Change

White 18.7 120% 3.3 -6.5%

Black 14.6 34% 20.3 -6.2%

Comparing Appalachian counties to the rest of the country, we found essentially no difference in homi-
cide rates for the Black populations: 19.2 in Appalachia and 20.4 elsewhere (see Table 2).  
The Appalachian White homicide rate of 4 was 24% higher than the White rate elsewhere. The drug 
death rates among Blacks, like the Black homicide rates, did not differ between Appalachia (14.5) and 
elsewhere (14.6). The White overdose rate, however, was both considerably higher in Appalachia than 
elsewhere — 23.5 versus 19 — and much higher than the Black overdose rate. The White rate grew by 



10

146% in Appalachia versus 115% elsewhere. The Black overdose rate was lower within than outside of 
Appalachia in the first years of the period. However, because the rate grew by 58% (in comparison to 32% 
elsewhere), the Appalachian and non-Appalachian averages for the full period were essentially identical.

TABLE 2. AVERAGE OVERDOSE AND HOMICIDE RATES AND CHANGES, 
1999–2015: APPALACHIA (APP) VS NON-APPALACHIA (NON)

Overdose Rate Overdose Change Homicide Rate Homicide Change

App Non App Non App Non App Non

White 23.5 19 146% 115% 4 3.2 -10% -6%

Black 14.5 14.6 58% 32% 19.2 20.4 -12% -1%

On the other hand, homicide rates in both the White and Black Appalachian populations declined, 
and the drop was greater, at 10% and 12% respectively, than the drop in non-Appalachian counties 
(6% and 1%) and the drop in White and Black rates for all counties, i.e., the nation as a whole (6.5% 
and 6.2%).

Regression Results

An increase in activity in the street market in opioids, which we infer from the growth of overdose 
deaths both within and outside of Appalachia, coupled with a national decrease in homicide, would 
seem to argue against the hypothesis that increased transactions in the illicit market boosted homi-
cide rates. As discussed earlier, however, only the controlled correlational analysis provided by regres-
sion modeling can reveal whether homicide changes were associated, net of other influences, with 
changes in the level of consumption of opioids.

In the Black regression model, the overdose rate was, in fact, the only one of 18 variables showing  
a statistically significant positive association with homicide. In the White model, too, the overdose 
rate was a significant predictor of homicide.24 In other words, homicide rates increased more  
(or decreased less) where growth in overdose rates was greater, controlling for the effects of the  
other variables.

The association between rates of fatal opioid overdoses and homicide is statistically significant for 
both the Black and White populations, but modest. Given the increase in Black overdose death of 
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34% between the first and last subperiod, the regression model predicts a 3.5% increase in the rate 
of homicides (see Table 3). The White growth in opioid deaths, 120%, corresponds to a model pre-
diction of a 9.1% homicide rise. But, again, both Black and White homicide actually declined over 
the years between 1999 and 2015. Our analysis suggests, though, that this growth in consumption of 
illicit opioids has exerted upward pressure on rates of violence: were it not for the violence associated 
with the opioid epidemic, the drop in killings would have been greater.

TABLE 3. ESTIMATED HOMICIDE INCREASE ASSOCIATED 
WITH GROWTH IN OPIOID USE, 1999–2015

All Counties Appalachia

White 9.1% 19%

Black 3.5% 15.9%

We wondered if in Appalachia, which saw exceptionally large growth in use of illicit opioids, the 
magnitude of the association between opioid use and homicide might also differ, in either direction, 
from that found for the country as a whole, despite the fact that the homicide drop was greater in 
Appalachia. We conducted a separate regression analysis for that region and found that the associ-
ation was stronger there for both races, with a predicted elevation of homicide rates by 15.9% for 
Blacks and 19% for Whites. It appears that the greater malign influence of opioids on violence in 
Appalachia was more than negated by a benign trend, greater than in the rest of the nation, in one or 
more of the other causes of violence.

Finally, as a check against the possibility that the growth in opioid deaths was largely due not to  
an increase in the prevalence of opioid use but to the introduction of fentanyl into the illegal opioid 
supply, we replicated our analysis with the last years of our study period omitted — the third  
sub-period, when overdose deaths due to fentanyl and its analogs came to be a substantial and even-
tually predominant fraction of all drug deaths. We found that in the earlier period, spanning 1999 
to 2010, the size of the association between White overdose and homicide was greater and that for 
Blacks was smaller than in the full-period analysis, though both associations remained statistically 
significant. The connection between homicide and drug death rates predates the rise of fentanyl.
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Conclusions
We believe our analyses provide evidence favoring the hypothesis that motivated them: the growth of 
street markets in opioids produced increases in violence related to transactions in these markets and 
possibly to opioid-related conflicts outside of market contexts. There are limitations to our studies, 
of course. Although we included a large set of covariates that might affect homicide rates, some of 
which did prove to be correlated with them, it is possible that we omitted one or more variables that 
were influencing homicide and were also correlated with opioid death rates, resulting in mistaken-
ly attributing to opioids the causal effect of those omitted variables. Our use of overdose rates as a 
stand-in for opioid use prevalence and interpretation of the latter as a measure of frequency of illicit 
market transactions would stand on firmer ground if bolstered by ethnographic evidence on the 
operation of opioid markets.25 Such studies, uncommon to date, would shed light on conflicts among 
sellers over territory, customers, and sources of supply; preemptive and retaliatory violence; and pred-
atory violence by street robbers.

The violence associated with the opioid epidemic has been neither as geographically circumscribed 
nor as abundant as what occurred in the crack-cocaine epidemic of the mid-eighties and early nine-
ties. This may be one reason opioid-related violence has gone largely unrecognized. As well, the poli-
cy response to the opioid crisis, unlike the response to crack cocaine, has not equated opioid use with 
criminality, at least at the level of the end user, but has instead framed the crisis as a public-health 
emergency. This relatively benign approach to opioid policy may derive from the shared racial identi-
ty of the typical opioid abuser and those crafting and carrying out the approach, many of whom have 
seen the ravages of opioid addiction in friends and family. 26 It may also represent a commendable re-
thinking of the “war on drugs” mentality of previous decades, with its collateral damage to individu-
als and communities. And this comparatively enlightened response may be explicable in part because 
policymakers believed they could afford to elevate treatment over punishment, unlike their counter-
parts during the crack era, who were confronted with drug-related violence of appalling proportion 
and demands from every quarter to extinguish it.

We endorse the public health approach, with its strong emphasis on treatment, as the best way to 
stem the tide of opioid demand and associated violence. But substantially reducing the demand for 
opioids and other harmful drugs will ultimately require a greatly broadened public health strategy, 
one that addresses the sources of the rise in “deaths of despair” from suicide and substance abuse, 
which during the decades of the opioid epidemic have reached levels high enough to reverse the 
long-standing decline in mortality rates of middle-aged White Americans.27
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The decriminalization of fentanyl testing strips, currently illegal in most states, would reduce the risks 
from illicit opioid consumption. At a minimum, the availability of treatment for opioid use disor-
der, with methadone and buprenorphine, should be vastly expanded. Only a small minority of those 
abusing drugs receive treatment, yet it is well established that treatment for substance abuse reduces 
both drug abuse and criminal involvement of those receiving treatment.28 County-level studies find 
that increases in the prevalence of substance abuse treatment, whether measured by the number of 
patients accessing treatment at existing facilities or the number of treatment facilities, are associated 
with reductions in county crime rates, including homicide.29 These studies document the crime-re-
duction effects of treatment not only in those receiving treatment but also in the communities in 
which they live.

The rate of opioid overdoses turned sharply upward in 2020 and 2021, the worst years of the coro-
navirus pandemic.30 U.S. homicide also increased sharply in these years, at an unprecedented rate. 
Several factors unrelated to the opioid epidemic, including a drop in proactive policing and declining 
police legitimacy in the eyes of the public, probably contributed to the homicide rise.31 But analysis 
of the geographic distribution and case circumstances of the killings that have produced this homi-
cide spike would provide the evidence needed to answer a question raised by our studies: Is there a link?
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