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INTRODUCTION

Opioids are a class of drug found naturally in the opium poppy plant.1 There are three main types of 
opioids: natural, semi-synthetic, and synthetic.2,3,4 Morphine and Codeine are part of the natural form, 
as they are both naturally occurring alkaloids of the opium poppy plant.3,4 Using simple chemical 
manipulations of the naturally occurring alkaloids, semi-synthetic opioids, such as Oxycodone, 
Buprenorphine, Naloxone, and heroin, can be made in labs.3,4 Synthetic opioids, like Fentanyl and 
Methadone, are produced by design using human-made chemicals and have no naturally occurring 
components to them.3,4

Opioids are used to block pain signals by binding to opioid receptors in the brain.1 However, since there 
are opioid receptors throughout our bodies, not just in the brain, opioids can also bind to the receptors 
located in other parts of the body and cause additional unpleasant side effects such as constipation, 
nausea, and urinary retention.1 

Prescription opioids are those that can be prescribed by a medical provider to treat both chronic (long-
term) and acute (short-term) pain.5 When prescription opioids are used as prescribed, they can be a 
vital part of a patient’s treatment.5 However, there are significant risks associated with taking opioids. In 
addition to controlling pain, opioids can make people feel “high”, can be addictive, and can lead to an 
individual developing a substance use disorder.1 When taken in high enough doses, opioids can slow or 
restrict breathing, which can lead to overdose, or even death.1

Prescription Opioids
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In addition to opioids being classified by a synthetic process (e.g., natural, semi-synthetic, and synthetic), 
they can also be classified according to their effect at opioid receptors.4 When classifying opioids 
by their effect at opioid receptors, they are labeled as agonists, partial agonists, or antagonists.4,6,7,8 
Opioid agonists such as morphine, bind with an opioid receptor to fully activate and produce a maximal 
response from the receptor.4,6,7,8 Partial opioid agonists, like buprenorphine, bind with an opioid receptor, 
but only produce a partial response, no matter how much of the drug is administered.4,6,7,8 Opioid 
antagonists, such as naloxone, bind to opioid receptors but produce no functional response, while 
simultaneously blocking an opioid agonist from binding to the receptor.4,6,7,8 Table 1 provides more detail 
into the classification of some selected opioids by their effect at opioid receptors. 

Opioid Full Agonists, Partial Agonists, and Antagonists

Full Agonist Partial Agonist Antagonist

Codeine
Fentanyl
Heroin
Hydrocodone
Hydromorphone
Levorphanol
Meperidine
Methadone
Morphine
Oxycodone
Oxymorphone

Buprenorphine
Butorphanol
Pentazocine

Naloxone
Naltrexone 

TABLE 1. Classification of Selected Opioids by Their Effect at Opioid Receptors8
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Experiencing trauma, such as intergenerational or historical trauma, can increase the likelihood of 
developing a substance use disorder. According to Dr. Maria Yellow Horse Brave Heart, historical 
trauma is “cumulative emotional and psychological wounding over the lifespan and across generations, 
emanating from massive group trauma.” 12,13 One well-known massive group trauma is the Jewish 
Holocaust.12,13,14 However, another group trauma that is often overlooked is that of American Indians. 
From the removal of their homes to the Termination and Boarding School eras, American Indians have 
experienced a substantial loss of land, family, and culture. “Like the transfer of trauma to descendants 
from Holocaust survivors, the genocide of American Indians reverberates across generations.”14 Dr. 
Brave Heart says that with historical trauma comes the historical trauma response, which is a set 
of characteristics that a person may experience in reaction to a massive group trauma.12,13 These 
characteristics can be shared by survivors, as well as their descendants.12,13 

Some features of the historical trauma response include12,13

• Depression 

• Low-self esteem 

• Anger 

• Suicidal ideation 

• Dissociation 

• Poor affect (emotion) tolerance 

• Internalization of ancestral suffering 

• Self-destructive behavior including substance abuse and misuse

Historical Trauma

American Indians and Alaska Natives in the United States face numerous health, social, and economic 
disparities. Among these are substance misuse and its related harms. 

There are no established set of criteria that determine someone’s likelihood of developing a substance 
use disorder; the probability differs from person to person.9 Substance use disorders, and death as 
a result of them, are the result of many complex factors. However, having more risk factors may 
increase one’s chance of developing a disorder.9 These risk factors can be of biological, environmental, 
psychological, or socioeconomic nature. Some known risk factors include10,11

• Having a family history of addiction/substance use disorder 

• Having a mental health disorder, such as depression, attention-deficit hyperactivity disorder 
(ADHD), or post-traumatic stress disorder (PTSD) 

• Initiation of use at an early age 

• Stress, poverty 

• Trauma such as maltreatment, adverse childhood experience(s) (ACEs), or historical/
intergenerational trauma

Substance Misuse Among American Indians and Alaska Natives
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From Table 2, one can see that when looking at the United States as a whole, from 2008-2018, 
American Indians and Alaska Natives had the second-highest rates of prescription opioid-involved 
deaths and all opioid-involved deaths, falling only behind Whites. However, when the 2008-2018 
prescription opioid-involved death rates and all opioid-involved death rates are broken down by State 
(Michigan, Minnesota, and Wisconsin), American Indians and Alaska Natives have drastically higher rates 
of prescription opioid-involved deaths and all opioid-involved deaths compared to all other racial groups 
in each State.15,16,17,18

Prescription Opioid-Involved Deaths in the United States

State Race

Prescription Opioids15,16 All Opioids17,18

Count Crude 
Rate

Age-
Adjusted 
Rate **

(95% CI)

Count Crude Rate

Age-
Adjusted 

Rate**
(95% CI)

Michigan

American Indian & 
Alaska Native

122 12.6
13.0

(10.7-15.3)
162 16.8

17.2
(14.5-19.9)

Asian or Pacific 
Islander

27 .8
0.7

(0.5-1.1)
34 1.0

0.9
(0.6-1.3)

Black or African 
American

1,415 8.6
8.8

(8.3-9.2)
1,897 11.6

11.7
(11.2-12.3)

White 7,466 8.4
8.8

(8.6-9.0)
9,944 11.2

11.8
(11.6-12.1)

All Races 9,030 8.3
8.5

(8.3-8.7)
12,037 11.0

11.3
(11.1-11.5)

Minnesota

American Indian & 
Alaska Native

175 19.5
21.3

(18.1-24.5)
228 25.4

27.5
(23.9-31.2)

Asian or Pacific 
Islander

19 *Unreliable
*Unreliable
(0.4-1.3)

20 0.7
0.8

(0.5-1.3)

Black or African 
American

213 5.5
6.5

(5.6-7.4)
291 7.6

9.0
(8.0-10.1)

White 2,090 4.0
4.0

(3.8-4.2)
2,555 4.9

5.0
(4.8-5.2)

All Races 2,497 4.2
4.2

(4.0-4.4)
3,094 5.2

5.2
(5.1-5.4)

TABLE 2. Multiple Cause of Death: Opioid-Involved Death Counts and Crude and Age-Adjusted Rates Per 100,000 Population 

by Race, United States, 2008-201815,16,17,18
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Wisconsin

American Indian & 
Alaska Native

107 13.7
14.9

(12.0-17.7)
130 16.7

17.9
(14.7-21.0)

Asian or Pacific 
Islander

11 *Unreliable
*Unreliable
(0.3-1.4)

19 *Unreliable
*Unreliable
(0.6-1.8)

Black or African 
American

482 10.8
12.3

(11.2-13.4)
655 14.7

16.8
(15.5-18.1)

White 4,155 7.4
7.6

(7.3-7.8)
5,631 10.0

10.4
(10.1-10.7)

All Races 4,755 7.5
7.6

(7.4-7.9)
6,435 10.2

10.5
(10.1-10.7)

United 
States

American Indian & 
Alaska Native

2,750 5.6
5.9

(5.6-6.1)
3,430 7.0

7.3
(7.0-7.5)

Asian or Pacific 
Islander

1,799 0.9
0.8

(0.8-0.8)
2,243 1.1

1.0
(1.0-1.0)

Black or African 
American

22,429 4.7
4.7

(4.7-4.8)
28,751 6.0

6.1
(6.0-6.1)

White 224,109 8.2
8.3

(8.3-8.3)
276,899 10.1

10.3
(10.3-10.3)

All Races 251,087 7.2
7.2

(7.2-7.3)
311,323 9.0

9.0
(9.0-9.0)

*Death rates are flagged as Unreliable when the rate is calculated with a numerator of 20 or less.
**Year 2000 Standard Population for the United States used for age-adjusted rates.

In the United States in 2018, an average of 41 people died per day from overdoses involving prescription 
opioids.19 However, from 2017 to 2018, the United States saw a 13.5% decrease in death rates involving 
prescription opioids.19 Notably, prescription opioid-involved death rates decreased in males and females, 
persons aged 15–64 years, non-Hispanic whites, Hispanics, non-Hispanic American Indian/Alaska 
Natives, and across all urbanization levels.19 From 2017 to 2018, Michigan, Minnesota, and Wisconsin all 
saw statistically significant decreases in prescription opioid-involved death rates, as well (see Table 3). 
While great strides have been made in the fight against prescription opioid misuse there is still plenty 
of work to be done, as prescription opioid-involved overdose deaths in the United States were still four 
times higher in 2018 compared to 1999.20
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State Category
2017 Death 

Rate per 
100,000

2018 Death 
Rate per 
100,000

Percent 
Change

Statistically 
Significant

Michigan Decrease 6.5 5.6 -13.8 Yes

Minnesota Decrease 3.6 2.5 -30.6 Yes

Wisconsin Decrease 6.4 5.3 -17.2 Yes

TABLE 3. Statistically Significant Changes in Drug Overdose Death Rates Involving Prescription Opioids, Michigan, Minnesota, 

and Wisconsin, 2017-201819

One solution that has been implemented to help curb prescription drug misuse in the United States is 
Prescription Drug Monitoring Programs (PDMPs). According to the Centers for Disease Control and 
Prevention (CDC), “a PDMP is an electronic database that tracks controlled substance prescriptions in 
a state. PDMPs can provide health authorities with timely information about prescribing and patient 
behaviors that contribute to the epidemic and facilitate a nimble and targeted response.”21

Prescribers (i.e., doctors, dentists, physician assistants, nurse practitioners, podiatrists, optometrists, 
veterinarians) and their delegated staff, as well as Pharmacists, are the usual end-users of the PDMPs. 
However, other recipients of PDMP data may include practitioner licensure boards, law enforcement, 
and drug control agencies, medical examiners, drug courts and criminal diversion programs, addiction 
treatment programs, public and private third-party payers, and other public health and safety agencies; 
these additional recipients vary by State.22

PDMPs are set up to require State-licensed pharmacies to submit data on dispensed prescriptions of 
scheduled II-V controlled substances. These data being submitted to the PDMP by pharmacies are 
then compiled into the State’s PDMP database. The medical providers using PDMPs can then query the 
database to check to see which medications a patient may currently be taking or has taken in the recent 
past, before prescribing the patient a controlled substance. The ability to check the PDMP can prevent 
incidents like “doctor shopping” (individuals receiving multiple simultaneous prescriptions of commonly 
misused drugs)22, or concurrent use of medications that should not be taken together, like opioids and 
benzodiazepines. Other end-users of the PDMP, such as medical examiners and law enforcement, 
can query the system to help aid in their investigations into controlled substance-related crimes and 
deaths.22 Currently, 49 States, the District of Columbia, and Guam have operational PDMPs.23,24 At the 
moment, Missouri is the only state without an operational PDMP.23,24

As part of the Great Lakes Inter-Tribal Epidemiology Center’s effort to address opioid surveillance and 
racial misclassification of American Indians and Alaska Natives, this report will examine how Prescription 
Drug Monitoring Program data from Michigan, Minnesota, and Wisconsin was used to conduct a spatial 
analysis highlighting prescribing disparities.

Prescription Drug Monitoring Programs (PDMPs)
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METHODS
Data on dispensed opioid prescriptions in Wisconsin were obtained from the electronic Prescription 
Drug Monitoring Program Controlled Substance Dispensing Statistics Data Dashboard.25 Something 
important to note about Wisconsin’s data is the rate excluded dispensed Buprenorphine HCL-Naloxone 
HCL Dihydrate (Suboxone) prescriptions. Still, it did include other less prescribed opioid partial agonists, 
such as Buprenorphine, Buprenorphine HCL, Butorphanol Tartrate, and Pentazocine HCL/Naloxone 
HCL. Whereas, Michigan’s and Minnesota’s data includes only dispensed opioid agonist prescriptions and 
excludes all partial opioid agonist prescriptions.

Population data, used to calculate dispensed opioid prescription rates by county, was obtained through 
the United States Census Bureau’s County Population Estimates program.26 Rates were calculated, and 
figures were made using Excel. Welch two-sample t-tests with 95% confidence intervals and p-values 
were calculated using R version 4.0.2 interfaced with RStudio Desktop. An alpha level of 0.05 was used. 

The principal challenge faced while working with Prescription Drug Monitoring Data is that no 
information on the race of the patient is collected or provided. Therefore, Contract Health Service 
Delivery Areas (CHSDAs), now known as Purchased/Referred Care Delivery Areas (PRCDAs), were 
used as a proxy for American Indian and Alaska Native race, and as a level of geography for this report. 
CHSDAs/PRCDAs are counties including or adjoining American Indian reservations and are commonly 
used when calculating American Indian health statistics.27 CHSDA/PRCDA county information was 
obtained from the Federal Registrar.27 Dispensed prescription opioid rates per county were also 
examined using counties’ rural or urban designation as outlined by the Health Resources and Services 
Administration (HRSA) Office of Rural Health Policy.28 To conduct the spatial analysis, dispensed 
prescription opioid rates per CHSDA/PRCDA county, and Rural/Urban county designations were 
mapped using ArcMap 10.8.1.



11
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FIGURE 1. Crude Dispensed Prescription Opioid Agonist Rates by CHSDA/PRCDA County Designation, Michigan, Minnesota, 

and Wisconsin, 2019

CHSDA/PRCDA Versus Non-CHSDA/PRCDA

RESULTS
In 2019, Michigan dispensed a total of 6,657,949 opioid agonist prescriptions for a rate of 666.67 
per 1,000 population. Minnesota dispensed a total of 2,472,547 opioid agonist prescriptions for a 
rate of 438.42 per 1,000 population. Wisconsin dispensed a total of 3,126,135 opioid prescriptions 
(excluding Suboxone, see Methods section) for a rate of 536.91 per 1,000 population. Figure 1 shows 
crude dispensed prescription opioid agonist rates per 1,000 population by CHSDA/PRCDA county 
designation. Figure 2 shows crude dispensed prescription opioid agonist rates per 1,000 population by 
rural or urban county designation.
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In Michigan, there are 51 CHSDA/PRCDA counties and 32 non-CHSDA/PRCDA counties.27 The 
mean dispensed prescription opioid agonist rate per 1,000 population for CHSDA/PRCDA counties 
in Michigan in 2019 was 765.83. The mean dispensed prescription opioid agonist rate per 1,000 
population for non-CHSDA/PRCDA counties was 718.04. The welch two-sample t-test used to test for 
a statistically significant difference between the two groups’ means yielded a p-value of 0.22, therefore 
making the difference not statistically significant. 

In Minnesota, there are 29 CHSDA/PRCDA counties and 58 non-CHSDA/PRCDA counties.27 The 
mean dispensed prescription opioid agonist rate per 1,000 population for CHSDA/PRCDA counties 
in Minnesota in 2019 was 567.60. The mean dispensed prescription opioid agonist rate per 1,000 
population for non-CHSDA/PRCDA counties was 494.11. The welch two-sample t-test yielded a 
p-value of 0.06; thus, making the difference borderline statistically significant. 

In Wisconsin, there are 32 CHSDA/PRCDA counties and 40 non-CHSDA/PRCDA counties.27 The 
mean dispensed prescription opioid agonist rate per 1,000 population for CHSDA/PRCDA counties 
in Wisconsin in 2019 was 592.58. The mean dispensed prescription opioid agonist rate per 1,000 
population for non-CHSDA/PRCDA counties was 569.76. The welch two-sample t-test yielded a 
p-value of 0.64; thus, making the difference not statistically significant.

When combining 2019 dispensed prescription opioid agonist data from Michigan, Minnesota, and 
Wisconsin, the mean dispensed prescription opioid agonist rate per 1,000 population for CHSDA/
PRCDA counties is 665.0. The mean dispensed prescription opioid agonist rate per 1,000 population 
for non-CHSDA/PRCDA counties was 572.51. The welch two-sample t-test yielded a p-value of 6.08e-
4. This p-value indicates there is evidence that the mean dispensed prescription opioid agonist rate 
per 1,000 population for CHSDA/PRCDA counties is significantly higher than the mean dispensed 
prescription opioid agonist rate for non-CHSDA/PRCDA counties (see Table 4). 

State

Mean Dispensed
Prescription Opioid 

Agonist Rate CHSDA/
PRCDA Counties

Mean Dispensed 
Prescription Opioid Agonist 
Rate non-CHSDA/PRCDA 

Counties

95% CI P-value

Michigan 765.83 718.04 -29.77, 125.36 0.22

Minnesota 567.60 494.11 -3.96, 150.93 0.06

Wisconsin 592.58 569.76 -73.81, 119.45 0.64

3-State Total 665.00 572.51 40.06, 144.93 6.08e-4*

TABLE 4. Dispensed Prescription Opioid Agonist Mean Rates Per 1,000 Population by CHSDA/PRCDA and Non-CHSDA/

PRCDA Counties, Michigan, Minnesota, Wisconsin, 2019

* Indicates a statistically significant p-value  
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FIGURE 2. Crude Dispensed Prescription Opioid Agonist Rates by Rural or Urban County Designation, Michigan, Minnesota, 

and Wisconsin, 2019

Dispensed opioid rates per county were examined using counties’ rural or urban designation, as there is 
prior evidence that patients living in rural areas have been prescribed an opioid at higher percentages 
than those living in urban areas.29,30 

In Michigan, there are 57 counties labeled as entirely rural (meaning all census tracts within the county 
are considered rural) by the Health Resources and Services Administration (HRSA) Office of Rural 
Health Policy and 26 counties labeled as urban.28 The overall dispensed opioid agonist prescription rate 
for rural counties in Michigan in 2019 was 784.89 per 1,000 population. The overall dispensed opioid 
agonist prescription rate for urban counties was 665.23 per 1,000 population. The welch two-sample 
t-test yielded a p-value of 4.09e-3, making the difference in means statistically significant.

In Minnesota, there are 60 counties labeled as entirely rural by the Health Resources and Services 
Administration (HRSA) Office of Rural Health Policy and 17 counties labeled as urban.28 The overall 

Rural Versus Urban
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dispensed opioid agonist prescription rate for rural counties in Minnesota in 2019 was 545.27 per 1,000 
population. The overall dispensed opioid agonist prescription rate for urban counties was 459.37 per 
1,000 population. The welch two-sample t-test yielded a p-value of 0.02, making the difference in 
means statistically significant.

In Wisconsin, there are 46 counties labeled as entirely rural by the Health Resources and Services 
Administration (HRSA) Office of Rural Health Policy and 26 counties labeled as urban.28 The overall 
dispensed opioid prescription rate (excluding Suboxone) for rural counties in Wisconsin in 2019 was 
624.32 per 1,000 population. The overall dispensed opioid prescription rate (excluding Suboxone) for 
urban counties was 501.32 per 1,000 population. The welch two-sample t-test yielded a p-value of 
4.49e-3, making the difference in means statistically significant.

When combining 2019 dispensed prescription opioid agonist data from Michigan, Minnesota, and 
Wisconsin, the overall dispensed opioid agonist prescription rate for rural counties was 651.37 per 1,000 
population. The overall dispensed opioid agonist prescription rate for urban counties was 540.92 per 
1,000 population. With a p-value of 2.44 e-5, there is evidence that the mean dispensed prescription 
opioid agonist rate per 1,000 population for rural counties is significantly higher than the mean 
dispensed prescription opioid agonist rate for urban counties (see Table 5).

State

Mean Dispensed 
Prescription

Opioid Agonist 
Rate Rural
Counties

Mean Dispensed 
Prescription

Opioid Agonist 
Rate Urban

Counties

95% CI P-value

Michigan 784.89 665.23 39.60, 199.73 4.09e-3*

Minnesota 545.27 459.37 13.38, 158.42 0.02*

Wisconsin 624.32 501.32 39.51, 206.50 4.49e-3*

3-State Total 651.37 540.92 60.07, 160.83 2.44 e-5*

TABLE 5. Dispensed Prescription Opioid Agonist Mean Rates Per 1,000 Population by Rural and Urban County Designation, 

Michigan, Minnesota, Wisconsin, 2019

* Indicates a statistically significant p-value  
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DISCUSSION

According to the IHS Indian Health Manual, “all IHS pharmacies must report to State Prescription 
Drug Monitoring Programs as outlined in Part 3, Chapter 32.” 31 The manual further describes this 
responsibility by saying “all Federal IHS pharmacy sites with an approved MOU between the IHS 
Area and the state in which the facility is located shall ensure that Schedule CII-CV dispensing data 
is reported at the frequency required by the state in which the facility is located. Daily reporting is 
recommended to ensure a complete and accurate patient record.” 32 

The IHS Bemidji Area Office (BAO) runs three Federal/direct service programs in support of the Leech 
Lake Band of Ojibwe, Red Lake Band of Chippewa Indians, and the White Earth Band of Chippewa 
Indians.33 All of the Federal/direct service programs for the BAO are located in Minnesota and thus, 
reporting the Minnesota prescription monitoring program (PMP). It is currently unknown how many 
Tribal-operated pharmacies in the Bemidji Area are submitting data to the State’s PDMP and at what 
frequency. However, examining the State PDMP data along with Tribal pharmacy data would allow 
for a richer analysis of prescription opioid data as it relates to American Indians and Alaska Natives in 
Michigan, Minnesota, and Wisconsin.

While mapping dispensed prescription opioid rates by patient county is a good start, other variables 
could be added to this analysis to provide more insight. In addition to breaking down the prescription 
rates by patient county, this variable could also be broken down and analyzed by sex of the patient 
and age of the patient; research demonstrates the link between female gender, and older age and 
an increased chance of being prescribed an opioid.34,35,36 Another important variable that could be 
examined is the number of physicians per county. There is prior evidence showing the number of 
available physicians as a strong predictor of amounts of opioid prescribed.37 Additionally, it may be 
beneficial to examine is the number of pharmacies per county. This variable may play a role in how 
many prescriptions get dispensed to those living in a county. However, there is currently no published 
evidence on this topic. 

Furthermore, examining trend data over a range of years will give a better understanding of how 
prescribing rates are changing over time. While the number of dispensed prescription opioids (full and 
partial agonists combined) seems to be trending downward in recent years (see Figure 6), it will be 
essential to examine how 2020 prescribing rates have changed due to the COVID-19 pandemic.

IHS (Indian Health Service) Participation in State PDMPs

Next Steps: Additional Variables to Examine
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This report is subject to limitations. The first is that using CHSDA/PRCDA counties does not account 
for urban Indians living in metropolitan areas in non-CHSDA/PRCDA counties. Many American Indians 
and Alaska Natives have left reservations, some by choice and some by force.41 According to the 
2010 United States Census, 71% of American Indians and Alaska Natives lived in urban areas.41 From 
2000 to 2010, the number of American Indians and Alaska Natives (alone or in combination with one 
or more races) living in urban areas grew by 34% or almost 1 million people.42 The second limitation is, 
not all Tribal pharmacies may be submitting dispensing data to a State PDMP. Therefore, dispensed 
prescriptions from some Tribal pharmacies will go uncounted in the counties where their patients 
reside. Thus, skewing the actual dispensed prescription rate for that county. The third is this report 
only includes one year of data (2019). Having additional years of data to examine will allow trends to 
be shown over time and provide more power for the comparison of CHSDA/PRCDA counties to non-
CHSDA/PRCDA counties and rural counties to urban counties. The fourth is dispensed prescription 
opioid data on opioid agonists alone was not available for the State of Wisconsin. Therefore, since only 
dispensed prescription opioids (excluding Suboxone) were available, counts and rates from Wisconsin 
are not comparable to those in Michigan and Minnesota.

Finally, since this report mainly examines full opioid agonists, it could be beneficial also to explore the 
rates of partial opioid agonists, such as buprenorphine, to see how these prescribing rates have changed 
over time and vary by patient county, sex, age, etc. Changes in partial opioid agonist prescribing rates 
might point to changes in access to MAT (medication-assisted treatment).

Limitations

FIGURE 6. Number of Dispensed Prescription Opioids (Full and Partial Agonists), Michigan, Minnesota, and 

Wisconsin, 2015-201925,38,39,40
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CONCLUSION
From this report, there is evidence that in Minnesota, 2019, CHSDA/PRCDA counties overall have 
a higher rate of dispensed prescription opioid agonists than do non-CHSDA/PRCDA counties; this 
difference is borderline statistically significant. Though, this does not hold for CHSDA/PRCDA counties 
in Michigan and Wisconsin. However, when combining 2019 dispensed prescription opioid agonist 
data from Michigan, Minnesota, and Wisconsin, the mean dispensed prescription opioid agonist rate 
per 1,000 population for CHSDA/PRCDA counties is significantly higher than non-CHSDA/PRCDA 
counties; this difference is statistically significant. This could be due to CHSDA/PRCDA counties in 
Michigan and Wisconsin indeed do have lower rates of dispensed prescription opioid agonists, or it 
could be due to a lack of Tribal pharmacies reporting to their State’s PDMP. Further exploration will 
need to be done to understand these contributing factors. 

Moreover, this report provides additional evidence to the body of literature showing that patients living 
in rural counties are being prescribed opioids at higher rates than those living in urban counties.29,30 

In 2019, Michigan, Minnesota, and Wisconsin all had significantly higher rates of dispensed prescription 
opioid agonists prescribed to patients living in rural counties compared to urban counties. While this 
relationship could be partially contributed to the age of patients living in rural versus urban counties, 
an additional examination will need to be done thoroughly grasp any confounding variables that may 
contribute to this association. 

Lastly, if your Tribe’s medical providers currently do not have access to your State’s PDMP and are 
interested in obtaining access, please contact the Great Lakes Inter-Tribal Epidemiology Center or your 
State’s PDMP. Also, if your Tribe’s pharmacy is currently not submitting data to your State’s PDMP, but 
is interested in doing so, please reach out to the Great Lakes Inter-Tribal Epidemiology Center or your 
State’s PDMP. The Great Lakes Inter-Tribal Epidemiology Center is happy to help create relationships 
between Tribal communities and State PDMPs or help Tribes directly with their prescription opioid-
related public health needs. Together we will continue to prevent opioid misuse, and its related harms 
and work to enhance the quality of life for all Native people.
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