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Temporal Trends in Substance Use and 
Cardiovascular Disease–Related Mortality in 
the United States
Abdul Mannan Khan Minhas , MD*; Jakrin Kewcharoen , MD*; Michael E. Hall , MD;  
Haider J. Warraich , MD; Stephen J. Greene , MD; Michael D. Shapiro , DO; Erin D. Michos , MD, MHS; 
Andrew J. Sauer , MD; Dmitry Abramov , MD

BACKGROUND: There are limited data on substance use (SU) and cardiovascular disease (CVD)–related mortality trends in the 
United States. We aimed to evaluate SU+CVD–related deaths in the United States using the Centers for Disease Control and 
Prevention Wide-Ranging, Online Data for Epidemiologic Research database.

METHODS AND RESULTS: The Multiple Cause-of-Death Public Use record death certificates were used to identify deaths related 
to both SU and CVD. Crude, age-adjusted mortality rates, annual percent change, and average annual percent changes with 
a 95% CI were analyzed. Between 1999 and 2019, there were 636 572 SU+CVD-related deaths (75.6% men, 70.6% non-
Hispanic White individuals, 65% related to alcohol). Age-adjusted mortality rates per 100 000 population were pronounced 
in men (22.5 [95% CI, 22.6–22.6]), American Indian or Alaska Native individuals (37.7 [95% CI, 37.0–38.4]), nonmetropolitan/
rural areas (15.2 [95% CI, 15.1–15.3]), and alcohol-related death (9.09 [95% CI, 9.07 to 9.12]). The overall SU+CVD-related 
age-adjusted mortality rates increased from 9.9 (95% CI, 9.8–10.1) in 1999 to 21.4 (95% CI, 21.2–21.6) in 2019 with an average 
annual percent change of 4.0 (95% CI, 3.7–4.3). Increases in SU+CVD-related average annual percent change were noted 
across all subgroups and were pronounced among women (4.8% [95% CI, 4.5–5.1]), American Indian or Alaska Native indi-
viduals, younger individuals, nonmetropolitan areas, and cannabis and psychostimulant users.

CONCLUSIONS: There was a prominent increase in SU+CVD-related mortality in the United States between 1999 and 2019. 
Women, non-Hispanic American Indian or Alaska Native individuals, younger individuals, nonmetropolitan area residents, and 
users of cannabis and psychostimulants had pronounced increases in SU+CVD mortality.
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A lifetime prevalence of substance use (SU) is re-
ported at ≈10% in the general United States (US) 
population.1 It is well-known that SU disorder 

can disturb physical health, mental status, and social 
well-being.1 Several substances, such as alcohol, opi-
oids, stimulants, sedatives, and cannabis are associ-
ated with increased cardiovascular disease (CVD) risk, 
including coronary artery disease, heart failure, and 

arrhythmias.2–6 In patients with pre-existing cardiovas-
cular conditions, SU further heightens the risk of CVD-
related mortality and morbidity.7

Survival rates of CVD have improved substantially 
in the past decades due to improvements in over-
all cardiovascular care, although the trends have 
plateaued.8 In contrast, rates of SU and SU-related 
death have continued to increase.7 Additionally, 
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studies demonstrate that CVD-related mortality asso-
ciated with psychotropic drugs has been escalating.9 
However, the temporal changes in CVD-related mor-
tality associated with various categories of SU have 
yet to be well characterized. Additionally, it is unclear 
whether temporal trends in SU-related CVD mortality 
are impacted by sex, ethnicity, and geographic region 
in the United States. Therefore, we assessed these 
trends in SU-related CVD deaths in the United States 
using the Centers for Disease Control and Prevention 
Wide-Ranging Online Data for Epidemiologic Research 
(WONDER) database.

METHODS
Deaths occurring within the United States related to 
CVD and SU were extracted from the CDC WONDER 
database.10 The Multiple Cause-of-Death Public Use 
record death certificates were used to analyze deaths 
in which SU and CVD were both mentioned as con-
tributing or underlying causes of death on nation-
wide death certificates. This database has previously 
been used in several other studies to determine CVD 

mortality trends.11,12 Patients with SU were identified 
with International Classification of Diseases, Tenth 
Revision, Clinical Modification (ICD-10-CM) codes pro-
vided in supplementary files, and patients with CVD 
were identified with ICD-10-CM codes I00-I99 (dis-
eases of the circulatory system) in patients ≥25 years 
of age as previously described.12–14 Smoking/tobacco 
use was not included in primary analyses as a form 
of SU. If a patient had multiple SU listed on the death 
certificate, they would be counted once for SU-related 
death. However, in a subgroup by drug category, they 
would be accounted for all drug category separately 
listed on the death certificate. ICD codes of intentional 
substance overdoses were included in our analysis, 
whereas accidental or assault by substance were not 
included (Table S1). Institutional Review Board approval 
was not sought because the CDC WONDER database 
contains publicly available, anonymized data. All data 
and materials have been made publicly available and 
can be accessed at https://​wonder.​cdc.​gov/​. Informed 
consent was not required due to the nature of the pub-
licly available deidentified data.

SU+CVD-related deaths, population size, and lo-
cation of death (including medical facilities [outpa-
tient, emergency room, inpatient, death on arrival or 
status unknown], home, hospice, and nursing home/
long-term care facility) were extracted. Demographics 
(sex, race and ethnicity, and age) and regional infor-
mation (urban–rural and state) were extracted from 
1999 to 2019. Races and ethnicities were defined as 
non-Hispanic (NH) White, NH Black, Hispanic, Native 
American or Alaska Native, and NH Asian or Pacific 
Islander patients. These racial and ethnic categories 
have previously been used within analyses from the 
CDC WONDER database and rely on reported data on 
death certificates.10 Age groups were defined as 25–39, 
40–54, 55–69, 70–84, and 85+ years of age. The CDC 
WONDER database provides age-adjusted mortality 
rates in preset 10-year intervals for adults. Therefore, 
we were unable to include patients 18 to 24 years of 
age within the analyses. For urban–rural classifications, 
the 2013 National Center for Health Statistics Urban–
Rural Classification Scheme was used to divide the 
counties into metropolitan (large central metropolitan, 
large fringe metropolitan, medium metropolitan, and 
small metropolitan) and nonmetropolitan (micropolitan 
and noncore) categories.15 Regions were classified into 
Northeast, Midwest, South, and West according to the 
Census Bureau definitions.

Crude and age-adjusted mortality rates (AAMRs) 
per 100 000 population were determined. Crude 
mortality rates were determined by dividing the num-
ber of SU+CVD-related deaths by the corresponding 
US population of that year. As previously described, 
AAMRs were calculated by standardizing the SU+CVD-
related deaths to the year 2000 US population.16 The 

CLINICAL PERSPECTIVE

What Is New?
•	 Substance use and cardiovascular disease–re-

lated mortality in the United States between 
1999 and 2019 has been on the continuous rise.

•	 There is heterogeneity in the trend of substance 
use and cardiovascular disease–related mortal-
ity, with women, non-Hispanic American Indian 
or Alaska Native individuals, younger individu-
als, nonmetropolitan area residents, and users 
of cannabis and psychostimulants having more 
pronounced increases in substance use and 
cardiovascular disease mortality.

What Are the Clinical Implications?
•	 Identifying the high-risk groups is crucial for pri-

oritizing preventive measures aiming to reduce 
substance use and cardiovascular disease–
related mortality in these populations.
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Joinpoint Regression Program (Joinpoint V 4.9.0.0, 
National Cancer Institute) was used to determine 
trends in AAMR using annual percent change (APC).17 
This method identifies significant changes in AAMR 
over time by fitting a series of joined straight lines on a 
log scale where temporal variation occurred. For data 
containing 17 to 21 time points, the guidelines recom-
mend that the analysis identifies a maximum of 3 in-
flection points across the study period.18 Therefore, the 
Joinpoint regression statistical software was set to de-
termine a maximum of 3 Joinpoints (21 years of analy-
sis were included) where significant temporal variation 
existed in the trend. APCs with 95% CI for the AAMR 
were calculated at the identified line segments linking 
Joinpoints using the Monte Carlo permutation test. 
The weighted average of the APCs was calculated and 
reported as average APCs (AAPCs) and correspond-
ing 95% CIs as a summary of the reported mortality 
trend for the entire study period. APCs were consid-
ered increasing or decreasing if the slope describing 
the change in mortality did not have CIs that crossed 
zero. Statistical significance was inferred based on 
nonoverlapping CIs.

RESULTS
Population Characteristics
Between 1999 and 2019, there was a total of 51 998 560 
deaths in the United States. There were 29 455 193 
deaths related to CVD in people ≥25 years of age, of 
which 636 572 (2.2%) also had SU listed as concomitant 
cause of death. Of all SU+CVD-related deaths, 75.6% 
were men, and 70.6%, 15.9%, 9.8%, 1.9%, and 1.2% 
were NH White, NH Black, Hispanic, American Indian 
or Alaska Native, and NH Asian or Pacific Islander in-
dividuals, respectively. Only 0.7% of race and ethnic-
ity data were missing. Among SU+CVD deaths, the 
most common age range was 55 to 69 years (39.1% 
of SU+CVD-related deaths), followed by 40 to 54 years 
(36.8%), 70 to 84 years (12.1%), 25 to 39 years (10.3%), 
and 85+ years (1.7%) (Table  S2). When stratified by 
substance category (not mutually exclusive), alcohol 
accounted for the most SU+CVD-related deaths (65%), 
followed by opioids (13.7%), cocaine (9.8%), stimu-
lants (6.5%), sedatives (4.1%), and cannabis (0.5%) 
(Table  S3). Of 5 75 920 SU+CVD-related deaths with 
location available on place of death, 2 74 503 (47.7%) 
occurred in medical facilities, 26 812 (4.6%) occurred in 
nursing/long-term care homes, 10 211 (1.8%) occurred 
in hospice, and 2 64 394 (45.9%) occurred at home 
(Table S4).

Age-Adjusted Mortality Rates per 100 000
The overall CVD-related AAMR (independent of 
contributing SU) was 654.0 (95% CI, 653.8–654.3), 

and overall SU-related AAMR (independent of con-
tributing CVD) was 43.6 (95% CI, 43.6–43.7) (Table; 
Table S5). The overall SU+CVD-related AAMR from 
1999 to 2019 was 14.3 (95% CI, 14.3–14.3) per 
100 000 individuals. During this period, ischemic 
heart disease (4.8) had the highest SU+CVD-related 
AAMR, followed by heart failure (2.0), cerebro-
vascular accident (1.2), and aortic dissection (0.1) 
(Table S6). The overall SU+CVD-related AAMR was 
22.5 (95% CI, 22.6–22.6) in men and 6.8 in women 
(95% CI, 6.7–6.8) (Figure 1; Table S7), and was high-
est in American Indian or Alaska Native individuals 
(37.7 [95% CI, 37.0–38.4]), followed by NH Black indi-
viduals (20.3 [95% CI, 20.1–20.4]), NH White individu-
als (14.1 [95% CI, 14.0–14.1]), Hispanic individuals (13 
[95% CI, 12.9–13.1]), and NH Asian or Pacific islander 
individuals (3.6 [95% CI, 3.5–3.7]) (Figure 2; Table S8). 
Nonmetropolitan/rural areas had higher SU+CVD-
related AAMR than metropolitan/urban areas (15.2 
[95% CI, 15.1–15.3] versus 14.1 [95% CI, 14.1–14.1]) 
(Figure  3; Table  S9). District of Columbia had the 
highest SU+CVD-related AAMR at 25.4, whereas 
Virginia had the lowest SU+CVD-related AAMR at 8.1 
(Figure 4; Table S10). States with AAMRs greater than 
the 90th percentile were the District of Columbia, 
Nevada, Alaska, Oklahoma, and Wyoming, whereas 
states with AAMRs less than the tenth percentile 
were Virginia, New Jersey, Illinois, Pennsylvania, 
and Alabama. Individuals aged 55 to 69 years had 
the highest SU+CVD-related AAMR (25.1 [95% CI, 
25.0–25.2]), followed by 40 to 54 years (17.5 [95% CI, 
17.4–17.6]), 70 to 84 years (15.6 [95% CI, 15.5–15.7]), 
age 85+ years (9.4 [95% CI, 9.2–9.6]), and 25 to 39 
(5.0 [95% CI, 5.0–5.0]) (Figure 5; Table S11).

Regarding substance category, alcohol+CVD-re-
lated AAMR was the highest (9.09 [95% CI, 9.07–9.12]), 
followed by opioids (2.04 [95% CI, 2.03–2.06]), co-
caine (1.45 [95% CI, 1.44–1.46]), stimulants (0.95 [95% 
CI, 0.94–0.96]), sedatives (0.6 [95% CI, 0.6–0.61]), 
and cannabis (0.07 [95% CI, 0.068–0.073]) (Figure 6; 
Tables S12 through S15).

Although smoking/tobacco use was not included 
as a substance for the purpose of this study, for un-
derlying CVD mortality, CVD+SU AAMR was 4.7 (95% 
CI, 4.7–4.7), while CVD+SU+smoking AAMR was 1.0 
(95% CI, 1.0–1.0).

Temporal Trends
Between 1999 and 2019, overall CVD-related death 
(independent of contributing SU) decreased with an 
AAPC of −1.5% (95% CI, −1.6 to −1.4) (Figure  S1). 
However, over this period, the overall SU-related 
death (Figure  S2) (independent of contributing CVD) 
increased with an AAPC of 3.9% (95% CI, 3.2–4.7). 
Overall, the SU+CVD-related AAMR increased from 
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9.9 (95% CI, 9.8–10.1) in 1999 to 21.4 (95% CI, 21.2–
21.6) in 2019, with an AAPC of 4.0% (95% CI, 3.7–4.3) 
(Figure 1). The SU and CVD-related AAMR increased 
from 1999 to 2012 at an APC of 2.8 (95% CI, 2.4–3.2), 
which then accelerated to 6.2 (95% CI, 5.5–6.8) from 
2012 to 2019. The SU+CVD-related AAMR increased 
between 1999 and 2019 in both women (AAPC, 4.8% 

[95% CI, 4.5–5.1]) and men (3.6% [95% CI, 2.8–4.3]). 
(Figure 1).

The AAPC in SU+CVD-related AAMRs and crude 
mortality rates increased across all ethnicities and age 
groups from 1999 to 2019. SU+CVD-related AAMR 
increased in American Indian or Alaska Native in-
dividuals (AAPC, 5.4% [95% CI, 4.4–6.4]), NH White 

Table.  Age-Adjusted Mortality Rates With Average Annual Percentage Changes of Substance Use, Cardiovascular 
Disease, and Substance Use+Cardiovascular Disease–Related Mortality in the United States, 1999 to 2019

Age-adjusted rate per 100 000 population

Year 
1999 95% CI (%)

Year 
2019 95% CI (%)

Overall from 
1999–2019 95% CI (%) AAPC (%) 95% CI (%)

SU-related mortality 30.0 29.8 to 30.3 64.1 63.8 to 64.5 43.6 43.6 to 43.7 3.9 3.2 to 4.7

Alcohol 19.8 19.5 to 20.0 32.1 31.8 to 32.3 24.16 24.1 to 24.2 2.4 2.2 to 2.6

Cannabis 0.05 0.04 to 0.06 0.62 0.59 to 0.65 0.22 0.21 to 0.22 14.7 12.5 to 16.8

Cocaine 3.0 2.9 to 3.1 8.8 8.7 to 9.0 4.5 4.49 to 4.53 6.6 3.6 to 9.7

Opioid 4.9 4.7 to 5.0 23.5 23.3 to 23.7 11.89 11.85 to 11.92 8.3 6.9 to 9.7

Sedative-hypnotics 1.3 1.25 to 1.36 6.3 6.2 to 6.4 3.75 3.73 to 3.76 8.5 7.3 to 9.8

Stimulants 0.4 0.37 to 0.43 9.7 9.6 to 9.8 2.54 2.53 to 2.56 18.1 15.1 to 22.2

CVD-related mortality 798.5 797.2 to 799.8 595.6 594.6 to 596.5 654 653.8 to 654.3 −1.5 −1.6 to −1.4

SU+CVD-related 
mortality

9.9 9.8 to 10.1 21.4 21.2 to 21.6 14.3 14.3 to 14.3 4.0 3.7 to 4.3

Sex

Male 16.6 16.3 to 16.8 33.1 32.8 to 33.5 22.5 22.5 to 22.6 3.6 2.8 to 4.3

Female 4.1 4.0 to 4.2 10.5 10.3 to 10.6 6.8 6.7 to 6.8 4.8 4.5 to 5.1

Race and ethnicity

NH American Indian 
or Alaska Native

25.3 22.0 to 28.6 58.9 55.2 to 62.5 37.7 37.0 to 38.4 5.4 4.4 to 6.4

NH Asian or Pacific 
Islander

2.4 2.0 to 2.8 4.9 4.6 to 5.3 3.6 3.5 to 3.7 3.5 3 to 4.1

NH Black or African 
American

20.3 19.6 to 21.0 26.5 25.9 to 27.1 20.3 20.1 to 20.4 1.6 0.4 to 2.9

Hispanic 12.4 11.8 to 13.1 16.9 16.5 to 17.4 13.0 12.9 to 13.1 1.6 1.2 to 2

NH White 8.4 8.2 to 8.5 22.6 22.3 to 22.8 14.1 14.0 to 14.1 5.1 4.8 to 5.5

Age, y*

25–39 3.1 3 to 3.3 8.2 8 to 8.4 5.3 5.0 to 5.0 5.3 3.9 to 6.6

40–54 11.8 11.5 to 12.1 24.1 23.7 to 24.5 17.5 17.4 to 17.6 3.8 2.9 to 4.7

55–69 15.7 15.3 to 16.2 40.9 40.4 to 41.1 25.1 25.0 to 25.2 4.9 4.3 to 5.5

70–84 14.2 13.7 to 14.7 22.5 21.9 to 23.0 15.6 15.5 to 15.7 2.5 2.1 to 2.9

85+ 10.4 9.4 to 11.4 11.9 11.1 to 12.8 9.4 9.2 to 9.6 0.9 −0.6 to 2.5

Urbanization

Rural 9.0 8.7 to 9.4 24.7 24.2 to 25.3 15.2 15.1 to 15.3 5.0 4.6 to 5.4

Urban 10.1 9.9 to 10.2 20.8 20.6 to 21.0 14.1 14.1 to 14.1 3.8 3.5 to 4.1

Substance

Alcohol 7.5 7.3 to 7.6 12.7 12.5 to 12.8 9.09 9.07 to 9.12 2.7 2.5 to 3

Cannabis 0.017 0.012 to 0.025 0.2 0.18 to 0.22 0.07 0.07 to 0.07 12.7 10.9 to 14.5

Cocaine 0.94 0.9 to 0.99 2.23 2.17 to 2.29 1.45 1.4 to 1.5 5.1 1.9 to 8.4

Opioid 0.76 0.72 to 0.8 3.6 3.52 to 3.68 2.04 2.03 to 2.06 8.7 7.1 to 10.4

Sedative-hypnotics 0.21 0.19 to 0.23 0.97 0.93 to 1.01 0.6 0.6 to 0.61 9.4 7.7 to 11.1

Stimulants 0.17 0.15 to 0.19 3.2 3.13 to 3.28 0.95 0.94 to 0.96 16.8 13.9 to 19.9

AAPC indicates average annual percentage change; CVD, cardiovascular disease; NH, non-Hispanic; and SU, substance use.
*Crude mortality rates.
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individuals (AAPC, 5.1% [95% CI, 4.8–5.5]), NH Asian 
or Pacific Islander individuals (AAPC, 3.5% [95% CI, 
3 to 4.1]), Hispanic individuals (AAPC, 1.6% [95% CI, 

1.2–2]), and NH Black individuals (AAPC, 1.6% [95% 
CI, 0.4–2.9%]) (Figure 2). Nonmetropolitan/rural areas 
(5% [95% CI, 4.6–5.4]) had higher AAPC in SU+CVD 

Figure 1.  Overall and sex-stratified substance use+cardiovascular disease–related age-adjusted mortality rates in 
the United States, 1999 to 2019.
*The APC is significantly different from zero at α=0.05. APC indicates annual percentage change.

Figure 2.  Race- and ethnicity-stratified substance use+cardiovascular disease–related age-adjusted mortality 
rates in the United States, 1999 to 2019.
*The APC is significantly different from zero at α=0.05. APC indicates annual percentage change; and NH, non-Hispanic.
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AAMR than metropolitan/urban areas (3.8% [95% CI, 
3.5–4.1]) (Figure  3). SU+CVD-related crude mortality 
rates increased in age range 25 to 39 years (AAPC, 

5.3% [95% CI, 3.9–6.6]), 55 to 69 years (AAPC, 4.9% 
[95% CI, 4.3–5.5]), 40 to 54 years (AAPC, 3.8% [95% 
CI, 2.9–4.7]), 70 to 84 years (AAPC, 2.5% [95% CI, 

Figure 3.  Substance use+cardiovascular disease–related age-adjusted mortality rates of metropolitan and 
nonmetropolitan areas in the United States, 1999 to 2019.
*The APC is significantly different from zero at α=0.05. APC indicates annual percentage change.

Figure 4.  Geographic map demonstrating substance use+cardiovascular disease–related age-adjusted 
mortality rates by states in the United States, 1999 to 2019.
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2.1–2.9]), and 85+ years (AAPC, 0.9% [95% CI, -0.6 to 
2.5]) (Figure 5).

Regarding AAMR of SU+CVD-related mortality 
stratified by substance category, between 1999 and 
2019, cannabis had the highest AAPC (12.7% [95% CI, 
10.9–14.5]), followed by sedatives (9.4% [95% CI, 7.7–
11.1]), opioids (8.7% [95% CI, 7.1–10.4]), cocaine (5.1%, 
[95% CI, 1.9–8.4]), and alcohol had the lowest AAPC 
(2.7% [95% CI, 2.5–3]) (Figure 6).

DISCUSSION
Our analysis of SU+CVD trends in the United States 
between 1999 and 2019 demonstrates several im-
portant findings. Despite a reduction in overall CVD 
mortality during this period, SU+CVD-related mortality 
increased at an average of 4% per year. Men, American 
Indian or Alaska Native individuals, the 55- to 69-year 
age group, and nonmetropolitan areas demonstrated 
the highest AAMRs in their demographic subgroups. 
In 2019, alcohol, opioids, stimulants (methampheta-
mines), and cocaine were the most common SU con-
tributors to SU+CVD mortality. The temporal increase 
in SU+CVD during the study period was pronounced 
in women, American Indian or Alaska Native and NH 
White individuals, younger individuals, nonmetropoli-
tan areas, and users of stimulants. The increase in 

SU+CVD-related AAMR has particularly accelerated 
since 2012. These results have important public health 
implications by identifying high-risk groups that may 
benefit from targeted efforts to reduce substance-as-
sociated CVD mortality.

Substances evaluated in our analysis, including al-
cohol, cannabis, cocaine, opioids, and stimulants, have 
multiple cardiovascular effects and are associated with 
the development of cardiomyopathy, arrhythmias, mi-
crovascular disease, and coronary artery disease, par-
ticularly in the case of cocaine and stimulants.2–6,19–21 
SU may also be associated with the progression of 
CVD due to reduced health literacy and adherence to 
medical care.22 Among the substances evaluated in our 
study, alcohol was the most common to be associated 
with SU+CVD-related death, more than 4 times opioids, 
the second-highest substance. While cannabis had the 
lowest SU+CVD-related absolute AAMR throughout 
analysis, it demonstrated a large increase in AAPC over 
the study period. This could be due to a nationwide in-
crease in use in the setting of permissive laws, especially 
in the younger age group and White individuals,7,23–25 
or due to increased potency of tetrahydrocannabinol in 
cannabis products in recent years.26 On the other hand, 
low absolute mortality rates of cannabis+CVD suggest 
that targeting other SU may yield more substantial im-
provement in CVD mortality. Large percent increases in 

Figure 5.  Age-stratified substance use+cardiovascular disease–related age-adjusted mortality rates in the United States, 
1999 to 2019.
*The APC is significantly different from zero at α=0.05. APC indicates annual percentage change.
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SU+CVD were also seen among stimulant use, partic-
ularly between 2010 and 2019, where stimulants were 
the fastest-growing category of SU+CVD. Stimulants, 
particularly methamphetamines, are associated with 
significant cardiotoxicity and have become an epi-
demic across certain geographic regions in the United 
States.14,27 These findings further reinforce the growing 
role of stimulants as a contributor to CVD mortality.

Our results indicate that men have higher SU+CVD-
related AAMR, likely related to a higher SU rate among 
men and generally lower mortality among women from 
CVD conditions.28 Both men and women experienced 
increases in SU+CVD-related AAMRs throughout the 
study periods. AAPC was pronounced in women at al-
most 5% a year, concordant with data from the National 
Vital Statistics System indicating a notable increase in 
SU usage and overdose rate especially among mid-
dle-aged women.29 Vulnerabilities leading to SU have 
been shown to vary between men and women, with 
greater psychosocial burdens, higher rates of comorbid 
mood disorders, and higher barriers to SU treatment in 
women, all potentially contributing to a rise in SU+CVD.30 
Therefore, additional efforts to address the growing use 
of SU geared towards unique sex-based barriers may 
be of value to improve SU+CVD mortality trends.

We also highlight substantial racial disparities in the 
rates of SU+CVD, which expands on the prior literature 
in this important area. We found that American Indian 

or Alaska Native individuals had the highest absolute 
AAMRs and had a pronounced increase in SU+CVD-
related AAMR during the study period, with the AAMR 
almost double the second-highest group (NH Black in-
dividuals). There may be several reasons for racial differ-
ences in SU+CVD. Prior studies have noted that White 
and American Indian individuals were more likely to use 
alcohol and develop alcohol use disorder. In contrast, 
Black individuals were more likely to use illicit drugs (in-
cluding cocaine or stimulants).31 Differences in baseline 
use may be further exacerbated by disparities in SU 
treatment, where White individuals were more likely to 
undergo substance abuse treatment and with higher 
treatment success rate.32,33 Additionally, racial and eth-
nic minority groups have higher SU-related death de-
spite similar or lower SU rates,31,33 which may highlight 
barriers in health care and other socioeconomic inequal-
ities. Racial disparities may also coincide with economic 
disparities based on social factors as contributors to 
both SU and SU+CVD, although prior studies have sug-
gested heterogeneity in risk of SU disorder between in-
dividuals from different socioeconomic levels.34–36 Our 
results suggest that targeting efforts to identify and ad-
dress causes in racial differences in SU+CVD mortality 
may be an important component of addressing known 
racial disparities in overall CVD outcomes.37

Our results also demonstrate that SU+CVD AAMR 
is more prominent in rural areas than urban areas, 

Figure 6.  Substance use+cardiovascular disease–related age-adjusted mortality rates stratified by substance in the 
United States, 1999 to 2019.
*The APC is significantly different from zero at α=0.05. APC indicates annual percentage change.
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with trends particularly diverging over the last decade. 
Differences in SU+CVD may be one of the explana-
tions for previous studies that have highlighted higher 
CVD mortality in rural compared with urban regions.38 
Rural differences in SU have been attributed to socio-
economic vulnerabilities and access to health delivery 
systems in general39 and SU treatment in particular,40 
and will require further evaluation.

Lastly, when examined by age groups, we found that 
although younger adults had lower SU+CVD AAMR 
than older individuals, those aged 25 to 39 years had 
pronounced AAPC increase during the study period. 
These results are concordant with the data demonstrat-
ing a surge in SU use in young adults living in the United 
States.25 Increases in SU+CVD in younger populations 
are particularly alarming because younger patients 
have otherwise low rates of traditional CVD mortality, 
and targeting SU use in younger adults should remain 
an essential target of public health intervention.

This study has several limitations. The accuracy of the 
CDC WONDER data set depends on use of ICD codes, 
which may have resulted in misclassification of causes of 
death. Although we included ICD codes of intentional sub-
stance overdose, we did not include ICD codes of acci-
dental or assault by substance. Overdose deaths are not 
specifically addressed in our analysis because the focus 
was primarily on SU+CVD-associated mortality, although 
differentiating overdose from primarily CVD causes may 
be difficult. Individual drug categories for certain sub-
stances such as methamphetamines are not well charac-
terized by ICD-10 codes. Still, important categories such 
as ICD 10 codes stimulants have been associated with 
good accuracy for classifying methamphetamine use.41 
Compared with other studies using ICD codes to identify 
SU mortality, we have used a broader definition with more 
inclusive ICD codes to capture more patients with a his-
tory of SU,42 although we could not independently verify 
the accuracy of these codes for SU. Using ICD codes, we 
were not able to specifically identify or differentiate users 
of alternative form of the substances (for instance, patients 
who used cannabis extracts). Smoking as a form of SU 
contributor to mortality is not evaluated in this analysis 
because the focus was primarily on other SU, and multi-
variable analyses adjusted for contributing smoking could 
not be performed in this data set. However, smoking was 
listed as a contributing source in ≈20% of individuals with 
CVD+SU mortality and may therefore mediate some of the 
SU-related mortality in this analysis. Patients with concur-
rent smoking+SU will require further evaluation in future 
studies. Additionally, our results suggest that patients with 
SU should be screened and offered management for con-
current high-risk CVD comorbidities including smoking. 
Reasons for heterogeneity in outcome differences among 
States were not examined, though they may be related to 
the higher prevalence of SU because AAMRs are a result 
of both prevalence and case fatality. Lastly, additional data 

on variables that may be important contributors to SU and 
CVD mortality, such as socioeconomic status, income 
level, mental health, and other comorbid conditions, were 
not able to be evaluated in our study.

CONCLUSIONS
Our analysis demonstrates a prominent increase in 
SU+CVD-related mortality in the United States be-
tween 1999 and 2019, with the most pronounced 
increases among women, American Indian or Alaska 
individuals, younger individuals, those living in nonme-
tropolitan areas, and users of cannabis and psycho-
stimulants. When looking at the most recent data in 
year 2019, AAMR was higher among men, American 
Indian or Alaska Native individuals, those 55 to 69 years 
old, nonmetropolitan areas, and users of alcohol, opi-
oids, stimulants (methamphetamines), and cocaine. 
Additional public health efforts targeting SU may be 
valuable to reduce CVD mortality.

ARTICLE INFORMATION
Received June 19, 2023; accepted October 25, 2023.

Affiliations
Department of Medicine, University of Mississippi Medical Center, Jackson, 
MS (A.M.M., M.E.H.); Division of Cardiology, Loma Linda University 
Medical Center, Loma Linda, CA (J.K., D.A.); Department of Medicine, VA 
Boston Healthcare System, Boston, MA (H.J.W.); Division of Cardiology, 
Duke University School of Medicine, Durham, NC (S.J.G.); Cardiovascular 
Medicine, Wake Forest University School of Medicine, Winston Salem, 
NC (M.D.S.); Division of Cardiology, Johns Hopkins School of Medicine, 
Baltimore, MD (E.D.M.); and Saint Luke’s Mid America Heart Institute, 
Kansas City, MO (A.J.S.).

Sources of Funding
None.

Disclosures
Dr Greene has received research support from the Duke University 
Department of Medicine Chair’s Research Award, American Heart Association 
(#929502), Amgen, AstraZeneca, Bristol Myers Squibb, Cytokinetics, Merck, 
Novartis, Pfizer, and Sanofi; has served on advisory boards for Amgen, 
AstraZeneca, Boehringer Ingelheim/Lilly, Bristol Myers Squibb, Cytokinetics, 
Roche Diagnostics, Sanofi, and scPharmaceuticals; serves as a consultant 
for Amgen, Bayer, Bristol Myers Squibb, Boehringer Ingelheim/Lilly, Corteria 
Pharmaceuticals, CSL Vifor, Lexicon, Merck, PharmaIN, Roche Diagnostics, 
Sanofi, Tricog Health, and Urovant Pharmaceuticals; and has received speaker 
fees from Boehringer Ingelheim, Cytokinetics, and Roche Diagnostics. The re-
maining authors have no disclosures to report.

Supplemental Material
Tables S1–S15
Figures S1–S2

REFERENCES
	 1.	 Ignaszewski MJ. The epidemiology of drug abuse. J Clin Pharmacol. 

2021;61:S10–S17. doi: 10.1002/jcph.1937
	 2.	 Richards JR, Garber D, Laurin EG, Albertson TE, Derlet RW, Amsterdam 

EA, Olson KR, Ramoska EA, Lange RA. Treatment of cocaine cardio-
vascular toxicity: a systematic review. Clin toxicol (Phila). 2016;54:345–
364. doi: 10.3109/15563650.2016.1142090

https://doi.org//10.1002/jcph.1937
https://doi.org//10.3109/15563650.2016.1142090


J Am Heart Assoc. 2024;13:e030969. DOI: 10.1161/JAHA.123.030969� 10

Minhas et al� Substance Use and Cardiovascular-Related Mortality

	 3.	 O’Keefe JH, Bhatti SK, Bajwa A, DiNicolantonio JJ, Lavie CJ. Alcohol 
and cardiovascular health: the dose makes the poison…or the remedy. 
Mayo Clin Proc. 2014;89:382–393. doi: 10.1016/j.mayocp.2013.11.005

	 4.	 Chow SL, Sasson C, Benjamin IJ, Califf RM, Compton WM, Oliva EM, 
Robson C, Sanchez EJ. Opioid use and its relationship to cardiovascu-
lar disease and brain health: a presidential advisory from the American 
Heart Association. Circulation. 2021;144:e218–e232. doi: 10.1161/
cir.0000000000001007

	 5.	 Latif Z, Garg N. The impact of marijuana on the cardiovascular system: 
a review of the most common cardiovascular events associated with 
marijuana use. J Clin Med. 2020;9:9. doi: 10.3390/jcm9061925

	 6.	 Gan WQ, Buxton JA, Scheuermeyer FX, Palis H, Zhao B, Desai R, 
Janjua NZ, Slaunwhite AK. Risk of cardiovascular diseases in relation to 
substance use disorders. Drug Alcohol Depend. 2021;229:109132. doi: 
10.1016/j.drugalcdep.2021.109132

	 7.	 Kim Y, Oh S, Fadel PJ, Salas-Wright CP, Vaughn MG. Trends of sub-
stance use among individuals with cardiovascular disease in the United 
States, 2015-2019. Int J Environ Res Public Health. 2022;19:577. doi: 
10.3390/ijerph19010577

	 8.	 Kobo O, Abramov D, Fudim M, Sharma G, Bang V, Deshpande A, 
Wadhera RK, Mamas MA. Has the first year of the COVID-19 pandemic 
reversed the trends in CV mortality between 1999-2019 in the United 
States? Eur Heart J Qual Care Clin Outcomes. 2022;9:367–376. doi: 
10.1093/ehjqcco/qcac080

	 9.	 Kelly BC, Vuolo M. Trends in psychotropic drug-implicated cardiovas-
cular mortality: patterns in U.S. mortality, 1999-2020. Am J Prev Med. 
2023;65:377–384. doi: 10.1016/j.amepre.2023.02.016

	10.	 Centers for Disease Control and Prevention CDC WONDER NCfHS. 
Multiple Cause of Death 1999–2019 on CDC WONDER Online Database 
1999–2019. 2020. Accessed September 4, 2023. http://​wonde​rcdcg​
ov/​mcd-​icd10​html

	11.	 Kobo O, Abramov D, Davies S, Ahmed SB, Sun LY, Mieres JH, Parwani 
P, Siudak Z, Van Spall HGC, Mamas MA. CKD-associated cardiovas-
cular mortality in the United States: temporal trends from 1999 to 2020. 
Kidney Med. 2023;5:100597. doi: 10.1016/j.xkme.2022.100597

	12.	 Jain V, Minhas AMK, Ariss RW, Nazir S, Khan SU, Khan MS, Rifai MA, 
Michos E, Mehta A, Qamar A, et al. Demographic and regional trends 
of cardiovascular diseases and diabetes mellitus-related mortality in the 
United States from 1999 to 2019. Am J Med. 2023;136:659–668.e657. 
doi: 10.1016/j.amjmed.2023.03.002

	13.	 Manemann SM, Gerber Y, Bielinski SJ, Chamberlain AM, Margolis 
KL, Weston SA, Killian JM, Roger VL. Recent trends in cardiovascu-
lar disease deaths: a state specific perspective. BMC Public Health. 
2021;21:1031. doi: 10.1186/s12889-021-11072-5

	14.	 Dickson SD, Thomas IC, Bhatia HS, Nishimura M, Mahmud E, Tu XM, 
Lin T, Adler E, Greenberg B, Alshawabkeh L. Methamphetamine-
associated heart failure hospitalizations across the United States: geo-
graphic and social disparities. J Am Heart Assoc. 2021;10:e018370. doi: 
10.1161/jaha.120.018370

	15.	 Ingram DD, Franco SJ. NCHS urban-rural classification scheme for 
counties. Vital Health Stat 2. 2013;2014:1–73.

	16.	 Anderson RN, Rosenberg HM. Age standardization of death rates: im-
plementation of the year 2000 standard. Natl Vital Stat Rep. 1998;47:20.

	17.	 Joint Trend Analysis Software. National Cancer Institute: Division of 
Cancer Control & Population Sciences. Accessed September 4, 2023. 
https://​surve​illan​ce.​cancer.​gov/​joinp​oint/​

	18.	 Number of Joinpoints. National Cancer Institute. Division of Cancer 
Control & Population Sciences. Accessed September 4, 2023. https://​
surve​illan​ce.​cancer.​gov/​help/​joinp​oint/​setti​ng-​param​eters/​​metho​d-​
and-​param​eters​-​tab/​numbe​r-​of-​joinp​oints​

	19.	 Tobolski J, Sawyer DB, Song SJ, Afari ME. Cardiovascular disease 
associated with methamphetamine use: a review. Heart Fail Rev. 
2022;27:2059–2065. doi: 10.1007/s10741-022-10261-7

	20.	 Talarico GP, Crosta ML, Giannico MB, Summaria F, Calo L, Patrizi R. 
Cocaine and coronary artery diseases: a systematic review of the liter-
ature. J Cardiovasc Med (Hagerstown). 2017;18:291–294. doi: 10.2459/
JCM.0000000000000511

	21.	 Jalali Z, Khademalhosseini M, Soltani N, Esmaeili NA. Smoking, alcohol 
and opioids effect on coronary microcirculation: an update overview. 
BMC Cardiovasc Disord. 2021;21:185. doi: 10.1186/s12872-021-01990-y

	22.	 Degan TJ, Kelly PJ, Robinson LD, Deane FP, Smith AM. Health literacy 
of people living with mental illness or substance use disorders: a sys-
tematic review. Early Interv Psychiatry. 2021;15:1454–1469. doi: 10.1111/
eip.13090

	23.	 Sun Y, Liu B, Wallace RB, Bao W. Association of Cannabis use with all-
cause and cause-specific mortality among younger- and middle-aged 
U.S. Adults. Am J Prevent Med. 2020;59:873–879. doi: 10.1016/j.
amepre.2020.07.010

	24.	 Hasin DS, Borodovsky J, Shmulewitz D, Walsh C, Livne O, Struble CA, 
Aharonovich E, Fink DS, Budney A. Use of highly-potent cannabis con-
centrate products: more common in U.S. states with recreational or 
medical cannabis laws. Drug Alcohol Depend. 2021;229:109159. doi: 
10.1016/j.drugalcdep.2021.109159

	25.	 Bonar EE, Goldstick JE, Chapman L, Bauermeister JA, Young SD, 
McAfee J, Walton MA. A social media intervention for cannabis use 
among emerging adults: randomized controlled trial. Drug Alcohol 
Depend. 2022;232:109345. doi: 10.1016/j.drugalcdep.2022.109345

	26.	 ElSohly MA, Chandra S, Radwan M, Majumdar CG, Church JC. A com-
prehensive review of cannabis potency in the United States in the last 
decade. Biol Psychiatry Cogn Neurosci Neuroimaging. 2021;6:603–
606. doi: 10.1016/j.bpsc.2020.12.016

	27.	 Kewcharoen J, Chang AK, Parwani P, Fraser G, Bharadwaj A, Seliem 
A, Tran D, Stoletniy L, Sakr A, Abramov D. Echocardiographic param-
eters and outcomes in methamphetamine-associated heart failure: a 
propensity score-weighted analysis. Cardiol Res. 2022;13:81–87. doi: 
10.14740/cr1364

	28.	 Mehta LS, Beckie TM, DeVon HA, Grines CL, Krumholz HM, Johnson 
MN, Lindley KJ, Vaccarino V, Wang TY, Watson KE, et al. Acute myo-
cardial infarction in women: a scientific statement from the American 
Heart Association. Circulation. 2016;133:916–947. doi: 10.1161/
cir.0000000000000351

	29.	 VanHouten JP, Rudd RA, Ballesteros MF, Mack KA. Drug overdose deaths 
among women aged 30-64 years–United States, 1999-2017. MMWR 
Morb Mortal Wkly Rep. 2019;68:1–5. doi: 10.15585/mmwr.mm6801a1

	30.	 Mazure CM, Fiellin DA. Women and opioids: something different is hap-
pening here. 2018;392:9–11. doi: 10.1016/s0140-6736(18)31203-0

	31.	 Mowbray O, Purser G, Tennant E, Paseda O. Substance use related 
violent deaths among racial/ethnic groups in the United States. Addict 
Behav. 2022;133:107384. doi: 10.1016/j.addbeh.2022.107384

	32.	 Pinedo M. A current re-examination of racial/ethnic disparities in the 
use of substance abuse treatment: do disparities persist? Drug Alcohol 
Depend. 2019;202:162–167. doi: 10.1016/j.drugalcdep.2019.05.017

	33.	 Lo CC, Cheng TC. Racial/ethnic differences in access to substance 
abuse treatment. J Health Care Poor Underserved. 2011;22:621–637. 
doi: 10.1353/hpu.2011.0054

	34.	 Lewis B, Hoffman L, Garcia CC, Nixon SJ. Race and socioeconomic 
status in substance use progression and treatment entry. J Ethn Subst 
Abus. 2018;17:150–166. doi: 10.1080/15332640.2017.1336959

	35.	 Karriker-Jaffe KJ. Neighborhood socioeconomic status and substance 
use by U.S. adults. Drug Alcohol Depend. 2013;133:212–221. doi: 
10.1016/j.drugalcdep.2013.04.033

	36.	 Karriker-Jaffe KJ. Areas of disadvantage: a systematic review of effects 
of area-level socioeconomic status on substance use outcomes. Drug 
Alcohol Rev. 2011;30:84–95. doi: 10.1111/j.1465-3362.2010.00191.x

	37.	 Velarde G, Bravo-Jaimes K, Brandt EJ, Wang D, Douglass P, Castellanos 
LR, Rodriguez F, Palaniappan L, Ibebuogu U, Bond R, et al. Locking the 
revolving door: racial disparities in cardiovascular disease. J Am Heart 
Assoc. 2023;12:e025271. doi: 10.1161/JAHA.122.025271

	38.	 Chaganty SS, Abramov D, Van Spall HGC, Bullock-Palmer RP, Vassiliou 
V, Myint PK, Bang V, Kobo O, Mamas MA. Rural and urban disparities in 
cardiovascular disease-related mortality in the USA over 20 years; have 
the trends been reversed by COVID-19? Int J Cardiol Cardiovasc Risk 
Prev. 2023;19:200202. doi: 10.1016/j.ijcrp.2023.200202

	39.	 Dew B, Elifson K, Dozier M. Social and environmental factors and their 
influence on drug use vulnerability and resiliency in rural populations. J 
Rural Health. 2007;23:16–21. doi: 10.1111/j.1748-0361.2007.00119.x

	40.	 Pullen E, Oser C. Barriers to substance abuse treatment in rural and 
urban communities: counselor perspectives. Subst Use Misuse. 
2014;49:891–901. doi: 10.3109/10826084.2014.891615

	41.	 Shearer RD, Shippee ND, Winkelman TNA. Characterizing trends 
in methamphetamine-related health care use when there is no ICD 
code for "methamphetamine use disorder". J Subst Abus Treat. 
2021;127:108369. doi: 10.1016/j.jsat.2021.108369

	42.	 Girard LC, Griffiths MD, Rossow I, Leino T, Goudriaan AE, Smith ORF, 
Pallesen S. Temporal order of diagnosis between gambling disorder 
and substance use disorders: longitudinal results from the Norwegian 
patient registry. Addict Behav Rep. 2023;17:100501. doi: 10.1016/j.
abrep.2023.100501

https://doi.org//10.1016/j.mayocp.2013.11.005
https://doi.org//10.1161/cir.0000000000001007
https://doi.org//10.1161/cir.0000000000001007
https://doi.org//10.3390/jcm9061925
https://doi.org//10.1016/j.drugalcdep.2021.109132
https://doi.org//10.3390/ijerph19010577
https://doi.org//10.1093/ehjqcco/qcac080
https://doi.org//10.1016/j.amepre.2023.02.016
http://wondercdcgov/mcd-icd10html
http://wondercdcgov/mcd-icd10html
https://doi.org//10.1016/j.xkme.2022.100597
https://doi.org//10.1016/j.amjmed.2023.03.002
https://doi.org//10.1186/s12889-021-11072-5
https://doi.org//10.1161/jaha.120.018370
https://surveillance.cancer.gov/joinpoint/
https://surveillance.cancer.gov/help/joinpoint/setting-parameters/method-and-parameters-tab/number-of-joinpoints
https://surveillance.cancer.gov/help/joinpoint/setting-parameters/method-and-parameters-tab/number-of-joinpoints
https://surveillance.cancer.gov/help/joinpoint/setting-parameters/method-and-parameters-tab/number-of-joinpoints
https://doi.org//10.1007/s10741-022-10261-7
https://doi.org//10.2459/JCM.0000000000000511
https://doi.org//10.2459/JCM.0000000000000511
https://doi.org//10.1186/s12872-021-01990-y
https://doi.org//10.1111/eip.13090
https://doi.org//10.1111/eip.13090
https://doi.org//10.1016/j.amepre.2020.07.010
https://doi.org//10.1016/j.amepre.2020.07.010
https://doi.org//10.1016/j.drugalcdep.2021.109159
https://doi.org//10.1016/j.drugalcdep.2022.109345
https://doi.org//10.1016/j.bpsc.2020.12.016
https://doi.org//10.14740/cr1364
https://doi.org//10.1161/cir.0000000000000351
https://doi.org//10.1161/cir.0000000000000351
https://doi.org//10.15585/mmwr.mm6801a1
https://doi.org//10.1016/s0140-6736(18)31203-0
https://doi.org//10.1016/j.addbeh.2022.107384
https://doi.org//10.1016/j.drugalcdep.2019.05.017
https://doi.org//10.1353/hpu.2011.0054
https://doi.org//10.1080/15332640.2017.1336959
https://doi.org//10.1016/j.drugalcdep.2013.04.033
https://doi.org//10.1111/j.1465-3362.2010.00191.x
https://doi.org//10.1161/JAHA.122.025271
https://doi.org//10.1016/j.ijcrp.2023.200202
https://doi.org//10.1111/j.1748-0361.2007.00119.x
https://doi.org//10.3109/10826084.2014.891615
https://doi.org//10.1016/j.jsat.2021.108369
https://doi.org//10.1016/j.abrep.2023.100501
https://doi.org//10.1016/j.abrep.2023.100501

	Temporal Trends in Substance Use and Cardiovascular Disease–Related Mortality in the United States
	Methods
	Results
	Population Characteristics
	Age-Adjusted Mortality Rates per 100 000
	Temporal Trends

	Discussion
	Conclusions
	Sources of Funding
	Disclosures
	References


