COMMENTARY

Commentary on Furr-Holden et al. : Drugs, class, and
race—recent developments in the opioid epidemic call
for urgent next steps
Race and class have shaped the way our nation responds to
drug epidemics. The surge in African American opioid
fatalities highlights the urgent need to advocate for
disadvantaged patient populations and to develop a lasting
infrastructure for compassionate substance use care.
Historically, the US political and cultural responses to
surges in drug use have been inextricably tied to affected
populations. Cocaine use became popular at the turn of
the 20th century for both coastal elite white Americans
and poor southern black Americans. While use among
elite whites was largely ignored, individuals in the medical
and political community stoked fears that cocaine use was
pervasive among African Americans and was a central
cause of crime against whites [1,2]. In the 1950s, amphetamines were developed and prescribed as diet and energy
pills for suburban, white housewives, but urban, minority
users of the same drugs were berated as ‘speed freaks’ [3].
In the 1980s, Americans blamed a surge in crack use for
urban violence and demanded harsh criminal penalties
for users [4], and in the 1990s methamphetamine use
among poor Appalachian whites generated more abrasive
stereotypes than public health action.
Collectively, the politically and culturally powerful have
tended to treat surges in drug use as the problem of poor,
urban minorities, even when wealthier, suburban whites
faced similar increases [5]. They stigmatized substance
use disorders as a moral failing on the part of the lower
classes—poor urban blacks and rural whites—and designed policy focused on preventing crime perpetrated by
users rather than helping the users themselves. This
largely racist and classist stigma inundated the ﬁeld, and
for too long, too many researchers, clinicians and
policymakers were complicit in accepting substance use
disorders as a low-class vice rather than a human medical
condition.
In this way, the opioid epidemic was a watershed moment for the substance use ﬁeld. When opioid use and
harms surged in middle-class, white, suburban towns in
the 2000s and 2010s, substance use disorders ﬁnally began to receive the medical and political attention they
had always deserved, and the subﬁeld of addiction medicine became a more integral (although not fully integrated) component of the medical sciences [6,7]. Of
course, the opioid epidemic had other factors beyond race
and class that made compassionate treatment a politically
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priority—e.g. relatively low fear of violence by users and
dealers, a severe death toll and the epidemic’s intimate connection with medically prescribed opioids—but it is nearly
impossible to dismiss the role of a majority suburban white
patient population.
The tendency for our nation to offer greater sympathies
to suburban, middle-class whites than poor, urban blacks
is, of course, and without caveat, abhorrent. However, this
disparity highlighted through the opioid epidemic gave us
an opportunity to help all those suffering from substance
use disorders, both white and minority. Many seized on
the opportunity, using an increased investment in opioid
disorders to develop and implement compassionate,
evidence-based practices and policies [8]. However, this
cannot be the end of our work. It is imperative that we
act now, while the winds are in our favor, to make a lasting
impact on how substance use disorders are treated in the
United States.
Furr-Holden et al. [9] report data from the Centers from
Disease Control showing that African Americans now outpace whites in opioid-involved overdose deaths. While opioid overdose deaths have increased by more than 75%
among whites between 2013 and 2018, they have increased nearly 200% among African Americans during
the same time-frame. This development calls for two urgent actions.
First, we must not let our sympathies and, more importantly, our investments in opioid disorders fade. Our nation’s recent racial reckoning has highlighted how
ﬁercely we need to ﬁght against individual and systemic
biases and racism [10,11] and, as a ﬁeld, we must advocate
to provide the same urgent support to African American
communities now as we have for white communities. Secondly, we must act now to establish a lasting infrastructure
for inclusive, compassionate and evidence-based substance
use care and policy. Elements of this infrastructure may include increased treatment and recovery facilities [12], systems for ‘warm handoffs’ and case coordination [13] and
policies that enable greater supply and lower cost of effective medication-assisted treatments [14].
Political priorities are ﬁckle. If we establish an infrastructure now, we will be better equipped to address the
continued opioid epidemic among whites, the surge of opioid fatalities in the African American community and all
future substance use epidemics, regardless of which population is most severely impacted.

Addiction, 116, 684–685

Commentary
Declaration of interests

685

heinonline.org/HOL/P?h=hein.journals/branlaj46&i=182
(accessed 9 November 2020).

The author reports an equity interest in Data Science Solutions LLC, a public health consulting ﬁrm.

6. Netherland J, Hansen H. White opioids: pharmaceutical race
and the war on drugs that wasn’t. BioSocieties 2017; 12:
217–38.

Keywords Class, opioid epidemic, opioids, overdose,
treatment, race.

7. Smith D. E. Medicalizing the opioid epidemic in the U.S. in the
era of health care reform. J Psychoact Drugs 2017; 49:
95–101.

THEODORE L. CAPUTI MPH
Health Equity Research Laboratory, Harvard Medical School/
Cambridge Health Alliance, Cambridge, MA, USA
E-mail: tcaputi@gmail.com
Submitted 10 November 2020; ﬁnal version accepted 16 November 2020

References
1. The cocaine habit. JAMA 1900; 34: 1637. https://
jamanetwork.com/journals/jama/article-abstract/477443
2. Williams EH, M.d. Negro Cocaine ‘Fiends’ Are A New
Southern Menace; Murder and Insanity Increasing Among
Lower Class Blacks Because They Have Taken to ‘Snifﬁng’
Since Deprived of Whisky by Prohibition (published 1914).
New York Times. Available at: https://www.nytimes.com/
1914/02/08/archives/negro-cocaine-ﬁends-are-a-newsouthern-menace-murder-and-insanity.html (accessed 9
November 2020).
3. Rasmussen N. America’s ﬁrst amphetamine epidemic 1929–
1971. Am J Public Health 2008; 98: 974–85.
4. Reinarman C., Levine H. G., editors. Crack in America: Demon
Drugs and Social Justice. Berkeley, CA: University of California
Press; 1997.
5. Black A. D. The war on people: reframing the war on drugs by
addressing Racism within American drug policy through restorative justice and community collaboration note. Univ
Louisville Law Rev 2007; 46: 177–98. Available at: https://

© 2020 Society for the Study of Addiction

8. Collins F. S., Koroshetz W. J., Volkow N. D. Helping to end addiction over the long-term: the research plan for the NIH
HEAL initiative. JAMA 2018; 320: 129.
9. Furr-Holden D., Milam A. J., Wang L., Sadler R. African
Americans now outpace whites in opioid-involved
overdose deaths: a comparison of temporal trends from
1999 to 2018. Addiction 2021; 116: 677–83.
10. Farahmand P., Arshed A., Bradley M. V. Systemic racism
and substance use disorders. Psychiatr Ann 2020; 50:
494–8.
11. Matsuzaka S., Knapp M. Anti-racism and substance use treatment: addiction does not discriminate, but do we? J Ethn Subst
Abuse 2020; 19: 567–93.
12. Cummings J. R., Wen H., Ko M., Druss B. G. Race/ethnicity
and geographic access to Medicaid substance use disorder
treatment facilities in the United States. JAMA Psychiatry
2014; 71: 190.
13. Ahmed O. M., Mao J. A., Holt S. R., Hawk K., D’Onofrio G.,
Martel S., et al. A scalable, automated warm handoff from
the emergency department to community sites offering continued medication for opioid use disorder: lessons learned
from the EMBED trial stakeholders. J Subst Abuse Treat 2019;
102: 47–52.
14. Sharp A., Jones A., Sherwood J., Kutsa O., Honermann B.,
Millett G. Impact of Medicaid expansion on access to opioid
analgesic medications and medication-assisted treatment.
Am J Public Health 2018; 108: 642–8.

Addiction, 116, 684–685

