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ED: Emergency department  
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HCV: Hepatitis C virus  
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PDMP: Prescription drug monitoring program  

PWUD: People who use drugs  

SAMHSA: Substance abuse and mental health services administration  
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EXECUTIVE SUMMARY  

 Stimulant-related overdose is an increasingly important public health issue in the U.S. 

Across the nation, polydrug use, particularly concomitant use of stimulants and opioids, is 

becoming more prevalent.1 Concurrent use of stimulants and opioids greatly increases risk of 

fatal overdose.2–4 Stimulant-related mortality in Idaho has been rising since 2019, and 

methamphetamine/amphetamine-related crime rates have increased since 2020.5,6 There is no 

current evidence-based medication available for stimulant use disorder; currently supported 

treatment options include cognitive-behavioral therapy and community 

management/motivational incentives, as well as motivational interviewing and community 

reinforcement methods.7 Programs to mitigate stimulant use include a statewide prescription 

drug monitoring program (PDMP), outlawing the sale and use of illegal stimulants, and increasing 

the availability of medical treatment for substance use disorders (such as making substance-

related inpatient care reimbursable by Medicaid and expanding crisis stabilization services 

throughout the state) and acute stimulant-related emergencies.8–16 

 To ascertain vulnerability to stimulant-related overdose across Idaho, we partnered with 

the Idaho Department of Health and Welfare (IDHW) to identify the counties that had the 

highest susceptibility to stimulant-related harms. Based off of our team’s prior experience 

conducting opioid and alcohol-related vulnerability reports, we adopted a statistical model 

which was originally developed by Michelle Van Handel to identify jurisdictions at high risk of 

human immunodeficiency virus (HIV) and related infectious diseases.17–21 We used fatal 

stimulant-related overdose rates as our outcome measure, and rates of drug-related crimes, 

chronic hepatitis C viral (HCV) infections, and stimulant-related emergency department (ED) 

visits as our core indicators of vulnerability. We used the social vulnerability index (SVI) from the 

Centers for Disease Control and Prevention (CDC) at the county level from 2018-2022 as a 

covariate to broadly account for sociodemographic factors. We used bivariate regressions to 

identify core measures and covariates significantly associated with stimulant-related overdose 

death rates. We then constructed multivariable models to calculate variable-specific 

coefficients, which were ultimately used as weights. After weighting each variable by its 

coefficient, we summed the values to calculate county-specific vulnerability scores.  

 In addition to our statistical methods for obtaining vulnerability scores, we used a 

geographic information system (GIS) to create descriptive maps of our outcome measure (i.e., 

stimulant-related overdose mortality rate), all core measures, and covariates. We mapped 

vulnerability scores juxtaposed with treatment centers and tribal lands boundaries to assess 

additional layers of vulnerability not accounted for in our statistical analyses. To determine 

geographic access to treatment, we generated 30- and 60-minute drive-time buffers around 

centers that provided cognitive-behavioral therapy and/or contingency 

management/motivational incentive programs. We created contextual maps depicting 

population density, urban/rural scores, and additional exploratory and descriptive measures to 

assist in the interpretation of our findings.  

 We found that Shoshone, Clearwater, Lewis, Idaho, Owyhee, Gooding, Lincoln, and 

Bannock Counties were the most vulnerable to stimulant-related overdose deaths in Idaho. 

Rates of drug-related crimes and chronic HCV infections, as well as SVI, were significantly 

associated with stimulant-related overdose death rates at the county level. Large swaths of rural 
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Idaho were more than a two-hour round-trip driving to the nearest treatment center, and many 

high-vulnerability counties had only one or a few treatment centers within reasonable driving 

time. Nez Perce, Fort Hall, and Duck Valley Reservations had geographic overlaps with high-

vulnerability counties.  

 Based on our findings, we recommend targeting public health interventions in high-

vulnerability counties and communities. Increasing access to contingency 

management/motivational incentive programs and cognitive-behavioral therapy through 

telehealth options and addressing stigma is vital, as well as continuing to expand harm 

reduction programs such as naloxone distribution to reverse fatal overdoses involving opioids 

and stimulants. We hope that this report can help provide a reference point for targeted 

interventions to reduce stimulant-related harm throughout the state.   
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BACKGROUND 

Stimulants are a set of substances (e.g., cocaine, methamphetamine), which, upon 

consumption, excite the central nervous system, triggering faster breathing, increased heart 

rate, and alertness.22 While stimulants such as methamphetamine and cocaine are illegal, other 

stimulants (e.g., amphetamine salts, lisdexamfetamine, methylphenidate) are prescribed to treat 

conditions like attention deficit hyperactivity disorder (ADHD).22 Illicit stimulant use, along with 

opioids, dramatically increases the risk of fatal overdose; there is also evidence to suggest 

associations with stroke, cardiovascular conditions, infectious diseases related to injection drug 

use, mental health conditions, and violence.3,23–28 Contingency management/motivational 

incentives, which provide rewards for achieving measurable goals such as negative drug tests, 

are one treatment option which has been shown to increase likelihood of abstaining from 

stimulant use; cognitive behavioral therapy is another supported option, as well as motivational 

interviewing and community reinforcement methods.7,29–32 Stimulant-related deaths have risen 

across the United States as polydrug use has become more prevalent, increasing risk of fatal 

overdose.1,4,33–35 

In Idaho, stimulant-related morbidity and mortality have become increasingly urgent issues 

to address. Stimulant-related mortality in Idaho was slightly lower than that of the U.S. in 2022 (7.5 

deaths per 100,000 population compared to 10.4 at the national level) but has steadily 

increased since 2019; in 2023, rates reached 8.81 deaths per 100,000 in Idaho, an 18.5% increase 

from the year prior.1,36 In 2019, the most recent year for which data were available for national 

stimulant prescription rates, there were 25.5 prescriptions per 100 residents in Idaho, far higher 

than the national average of 6.1.8,37 Since then, stimulant prescription rates in Idaho reached 

36.2 per 100 population in 2023.9   

Laws, public health resources, and funding efforts have been directed at reducing stimulant-

related overdose rates in the state. Idaho has implemented a PDMP to curb unnecessary 

prescribing of potentially harmful substances, such as stimulants, opioids, and benzodiazepines.8 

In addition, manufacturing and delivering controlled substances (such as methamphetamine 

and cocaine) is a felony, and using these stimulants in public is illegal.10–12 However, people are 

granted legal immunity from charges related to use or possession in the case of a medical 

emergency to encourage people to seek help for an acute drug-related crisis.13 Furthermore, 

the state has put a limit on the sale of pseudoephedrine products (classified as stimulants), 

requiring the use of a locked case when selling in a public place, limiting the amount that can 

be purchased within 30 days to nine grams, and requiring a photo ID for purchase.38 There have 

been numerous Medicaid waivers approved during the COVID-19 pandemic in Idaho, including 

Section 115 and 1915c waivers, as well as the 1115 Behavioral Health Transformation waiver, to 

increase accessibility of treatment by covering costs for providers and facilities previously 

considered out-of-network (e.g., carceral settings), supporting the implementation of care in 

home and community-based settings, and improving existing healthcare systems designed to 

support those with substance use disorders.14,15,39 

Various jurisdictional-level assessments have determined vulnerability to infectious diseases 

and opioid overdose deaths and assessed gaps in access to treatment across a multitude of U.S. 

states, including Idaho, Wyoming, and Indiana.17,20,40,41 All assessments used an outcome 

measure, core indicators of vulnerability, and covariates to create a jurisdictional-level (e.g., 

county) vulnerability index for their health outcome of interest. Our team recently completed 

two county-level vulnerability assessments in Idaho, analyzing susceptibility to opioid-related 

overdoses and alcohol-related harms, respectively.18,19 In addition to creating a county-level 
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vulnerability index for each report, we also created descriptive maps of significant vulnerability 

indicators and mapped geographic access to substance use treatment to pinpoint geospatial 

target areas for interventions and funding.  

To date, there have been no known assessments to determine vulnerability to stimulant-

related deaths for the state of Idaho. Our project aims to fill this gap by adapting the statistical 

framework developed by Van Handel et. al (2016) and modified by our team, which we utilized 

in our prior opioid overdose and alcohol-related vulnerability assessments, to identify counties at 

high risk of stimulant-related overdose in Idaho.17,20 We used statistical analyses to calculate an 

overall vulnerability score at the county level, geospatial mapping of relevant indicators by 

county, and the mapping of treatment locations to determine which counties were most at-risk 

to harm from stimulant use. We aimed to provide relevant findings to facilitate data-informed 

selection and implementation of public health and clinical interventions to lower the risk of 

stimulant-related overdose in high-vulnerability regions of Idaho.  
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METHODS 

DATA 

 We obtained stimulant-related data from the IDHW, including measures used as 

indicators in our vulnerability index calculations. IDHW colleagues also connected us to other 

state departments in Idaho to obtain demographic and health-related data as a part of our 

collaborative effort to conduct county-level vulnerability assessments. Based on the literature on 

comorbidities of stimulant use disorder, we considered a variety of measures.3 During our 

biweekly meetings with public health experts from IDHW between September 2024 and April 

2025, we finalized the selection of outcome measures, core indicators, and covariates.  

We used stimulant-related overdose death rates as our outcome measure and rates of 

nonfatal stimulant-related ED visits, chronic HCV infections, and drug-related crimes as core 

indicators deemed to be associated with stimulant-related risks. Instead of multiple 

socioeconomic and demographic covariates, we elected to use the CDC’s SVI as a 

comprehensive measure of these factors, which indicate susceptibility to health risks such as 

stimulant-related overdose in our statistical analyses, consistent with our approach for our 

alcohol-related vulnerability assessment.19 We compiled all data for our outcome and core 

measures at the county level (N=44), aggregated across a three-year period (2020-2022), and 

calculated annual average rates. We used population data from the IDHW as denominators for 

rate calculations per capita.  

Table 1: Data Measures and Sources 

Outcome variable Unit or Rate Year(s) Source 

Stimulant-related overdose deaths* 
Per 100,000 

Population 
2020-2022 

Idaho Bureau of Vital 

Records & Health 

Statistics, Idaho Dept. 

of Public Health 

Core variables    

Non-fatal suspected stimulant overdose 

emergency department (ED) visits† 

Per 10,000 ED 

visits 
2020-2022 

ESSENCE, NSSP 

Biosense Platform 

Drug-related crimes‡ 
Per 100,000 

population 
2020-2022 Idaho State Police 

Chronic Hepatitis C viral infections, adults 

18-34 years of age 

Per 100,000 

population 
2020-2022 

Division of Public 

Health, Epidemiology 

Section, IDHW 

Covariates    

Social Vulnerability Index 0-1 2018-2022 

Centers for Disease 

Control and 

Prevention; U.S. 

Census American 

Community Survey 

Other    

Substance use disorder treatment 

centers that provide cognitive-

behavioral therapy and contingency 

management/motivational incentives 

Street-level 

address 
2025 

Substance Abuse 

and Mental Health 

Services 

Administration 
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High Intensity Drug Trafficking Areas 

(HIDTA) 
Counties 2013 Oregon-Idaho HIDTA 

Amphetamines seized  

Dosage Units; 

Dosage Units 

per 100,000 

Population 

2020-2022 

Idaho State Police 

Uniform Crime 

Reporting 

Social Vulnerability Index themes 0-1 2018-2022  

Centers for Disease 

Control and 

Prevention; U.S. 

Census American 

Community Survey 

Population density 
People per 

square mile 

2018-2022 

5-Year 

Estimates 

U.S. Census American 

Community Survey 

Tribal lands boundaries  2020 
Idaho Department of 

Health and Welfare 

Health Professional Shortage Area (HPSA) 

Scores 
Counties 

Updated 

October 

2023 

Health Resources 

and Services 

Administration 

HPSA Facilities  

Longitude (X) 

and Latitude 

(Y) 

coordinates 

Updated 

October 

2023 

Health Resources 

and Services 

Administration 

Urban/Rural Classification Counties 2013 

Centers for Disease 

Control and 

Prevention, National 

Center for Health 

Statistics 

National forest administrative boundaries  2024 

United States 

Department of 

Agriculture, Forest 

Service 

 

*Location for stimulant-related overdose deaths was determined by county of residence at time of death.  

†Location for stimulant-related ED visits was determined by county where the incident occurred. 

‡Defined as arrests for drug-related equipment and/or drug/narcotics violations. 

 

DESCRIPTIVE MAPPING  

 We mapped all variables at the county level, dividing counties into five equal groups 

(quintiles) into which the Idaho population could be divided according to the distribution of 

values for specific variables; the counties with the highest rates were in the top quintile, and the 

lowest rates in the bottom quintile. To protect anonymity and avoid misrepresenting local 

realities due to unstable rates, we applied suppression rules to counties that had rates 

calculated with a non-zero total less than five (e.g., counts of 1-4). In addition to mapping the 

variables used in our statistical analyses, we developed Health Professional Shortage Area 

(HPSA) maps based on county-level scores to visualize areas in need of increased access to 

primary care. We also geocoded HPSA facilities by type (e.g., correctional facilities, rural health 

clinics) using the ArcGIS online geocoder (version 3.3.0, Esri, Redlands, CA), allowing us to map 
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the street-level addresses of facilities to further contextualize geographic access to healthcare. 

We mapped High-Intensity Drug Trafficking Area (HIDTA)-designated counties to identify the 

counties with high levels of drug-related activity, including trafficking and distribution. We 

created maps of SVI themes at the county level to assess vulnerability to drug-related harms 

based on racial/ethnic makeup, transportation availability, household characteristics, and 

socioeconomic status. We overlaid tribal land boundaries on our vulnerability score map to 

determine overlap with high-vulnerability counties. We also mapped population density, 

urban/rural classification, and key landmarks/national forest boundaries to describe the 

underlying landscape and contextualize our results.  

 To assess access to treatment services for stimulant use disorders, we used the ArcGIS 

online geocoding system to geocode and map the address-level locations of centers which 

provided cognitive behavioral therapy and contingency management/motivational incentives. 

Contingency management/motivational incentives can work to treat stimulant use disorders by 

providing rewards for hitting certain milestones such as not using stimulants (i.e., a negative drug 

test) and regular attendance at therapy sessions.7 Cognitive-behavioral therapy can help treat 

stimulant use disorders by helping patients gain profound self-awareness surrounding their 

thoughts, beliefs, and circumstances and develop tools to manage their disorder and any co-

occurring mental health conditions.7 Both forms of treatment are proven to be effective at 

reducing stimulant use and related risky behaviors, such as unprotected sex or sharing used drug 

equipment.7 Using the ArcGIS Pro network analysis tool, we generated 30- and 60-minute drive-

time service areas around treatment centers that provided cognitive-behavioral therapy and 

contingency management/motivational incentives to identify areas with limited geographic 

access. We chose cutoffs of 30 and 60 minutes based on realistic travel times to treatment as 

determined by the IDHW, which are consistent with our past two assessments and informed by 

literature on average drive-times to substance use disorder treatment in Idaho.18,19,21,42,43  

 

VULNERABILITY SCORES AND RANKING  

  We tested all core indicators and covariates for associations with our outcome measure, 

stimulant-related death rates, using bivariate regressions. We included all core indicators and 

covariates significant at the p<0.2 in the final vulnerability model. To weigh each variable by the 

strength and direction of their relationship with our outcome measure, we multiplied each 

variable by their correlation coefficient obtained from multivariable regressions. We then 

summed all weighted variables at the county level to create a vulnerability score. We organized 

all counties into quintiles based on their vulnerability score, with those in the top quintile having 

the highest vulnerability to stimulant-related overdose deaths and those in the bottom quintile 

having the lowest vulnerability. We conducted all statistical analyses using Python version 3.11 

(Python Software Foundation, Wilmington, DE) and Stata 17 (StataCorp. 2021. Stata Statistical 

Software: Release 17. College Station, TX: StataCorp LLC). The Tufts Health Sciences Institutional 

Review Board reviewed and approved our project as non-human subjects research.  
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RESULTS 

DESCRIPTIVE MAPPING 

 

Figure 1: Geographic Features of Idaho, 2025 

 Idaho is a western state with lots of land covered by national forests (Figure 1). Interstate 

highways 84, 86, and 15 meander through southern Idaho, connecting various large cities that 

stretch west to east, from Oregon to Montana, and south into Utah. I-90 cuts through north Idaho 

and Coeur D’Alene, running from the western border with Washington to the eastern border with 

Montana. A series of state highways stretch through rural areas and connect the northern and 

southern regions of the state.  
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Figure 2: Stimulant-Related Overdose Deaths per 100,000 Population, Idaho 

Counties, 2020-2022 

 Stimulant-related overdose deaths ranged from 0 to 15.2 deaths per 100,000 population 

throughout Idaho counties (Figure 2). Many counties had zero stimulant-related overdose deaths 

or very few (between one and four deaths) from 2020-2022. The counties with the highest rates 

of stimulant-related overdose deaths were Shoshone, Nez Perce, Cassia, and Bannock.  
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Figure 3: Nonfatal Suspected Stimulant-Related Emergency Department (ED) 

Visits per 10,000 ED Visits, Idaho Counties, 2020-2022  

 Boundary, Canyon, Ada, Boise, Jefferson, Bingham, and Caribou Counties had the 

highest rates of stimulant-related ED visits from 2020-2022 (Figure 3). These counties encompass 

three regions of the state; the adjacent Jefferson, Bingham, and Caribou Counties are located 

in the southeastern region of the state, while Boise, Ada, and Canyon Counties are grouped 

near the western border with Oregon. Boundary County stands alone in the north, bordering 

Canada. The region spanning Lemhi, Custer, Clark, and Butte Counties in rural central Idaho had 

very low rates of stimulant-related ED visits (Appendix 1).  
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Figure 4: Chronic Hepatitis C Viral (HCV) Infections per 100,000 Adults 18-34 

Years of Age, Idaho Counties, 2020-2022 

  Rates of chronic HCV infections in Idahoans between the ages of 18-34 varied across 

the state from 0 to 330 infections per 100,000 residents in 2020-2022 (Figure 4). While Shoshone, 

Idaho, Payette, Ada, Bannock, and Franklin had high infection rates (over 62.8 per 100,000), 

Clearwater had the highest by far at 330.1 per 100,000. Many counties in central Idaho had very 

low numbers of infections (1-4) between 2020 and 2022, where rates were suppressed.  
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Figure 5: Drug-Related Crimes per 100,000 Population, Idaho Counties, 2020-

2022 

 Drug-related crime rates were highest in Benewah, Shoshone, Adams, Washington, 

Payette, Jerome, Clark, and Caribou Counties (Figure 5). All of these counties, except Jerome, 

bordered another state. None of the counties with the highest drug-related crime rates are 

HIDTA-designated counties, but Canyon and Kootenai Counties had drug-related crime rates in 

the second highest quintile rank. In addition, several counties in the panhandle and 

southwestern corner of the state also had high rates of drug-related crimes.  
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Figure 6: Social Vulnerability Index (SVI), Idaho Counties, 2018-2022 

 Benewah, Shoshone, Lewis, Washington, Owyhee, Elmore, Gooding, and Power had the 

highest SVI scores of all Idaho counties from 2018 to 2022 (Figure 6). These are rural counties with 

low population densities, with the exception of Lewis County (Appendix 1).   
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STATISTICAL ANALYSES 

Table 2: Descriptive Statistics and Bivariate Regressions 

Variable Mean (SD) Median 
Beta-

coefficient  

p-

value 

Outcome Measure 

Stimulant related overdose deaths 

per 100,000 population 
5.5 (4.43) 5.2 - - 

Core Variables 

Stimulant related ED Visits per 

10,000 Visits  
3.0 (2.66) 2.6 -0.19 0.456 

Drug-related crimes per 100,000 

population 
625.1 (677.99) 490.5 -0.001 0.115 

Chronic HCV infections per 100,000 

adults aged 18-24 Years  
46.7 (51.45) 41.4 0.04 0.001 

Covariates 

Social Vulnerability Index (SVI; 0-1) 0.499 (0.299) 0.50 3.70 0.102 

 

The mean rate of stimulant-related overdose deaths across Idaho counties was 5.5 

deaths per 100,000 population from 2020-2022 (Table 2). The mean number of stimulant-related 

ED visits per 100,000 was even lower, at 3.0 per 100,000. While the mean number of drug-related 

crimes per 100,000 was 625.1, the median was 490.5, indicating that a few counties had high 

drug-related crime rates. The mean chronic HCV infection rate across Idaho counties was 46.7 

per 100,000.  

Of all core measures, drug-related crimes per 100,000 population and chronic HCV 

infections per 100,000 population were significantly associated with stimulant-related death rates 

at the county level. SVI scores were also significantly associated with rates of stimulant-related 

overdose deaths. Rates of stimulant-related ED visits were not significantly associated with 

stimulant-related overdose death rates in our bivariate model.  

 

Table 3: Multivariable Model 

Variable Beta-

coefficient  

p-

value 

Drug-related crimes per 100,000 population -0.001 0.113 

Chronic HCV infections per 100,000 adults aged 18-24 Years 0.035 0.005 

Social Vulnerability Index (SVI, 0-1) 3.52 0.087 

  

In the multivariable model, rates of chronic HCV infections were significantly associated 

with stimulant-related overdose death rates at the county level. Drug-related crime rates and 

SVI remained non-significant or marginally significant.  
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MAPS OF STIMULANT-RELATED VULNERABILITY  

 

Figure 7: Stimulant-Related Vulnerability Rankings, Idaho Counties, 2020-2022 

 Based on our vulnerability rankings considering a range of risk factors, Shoshone, 

Clearwater, Lewis, Idaho, Owyhee, Gooding, Lincoln, and Bannock Counties had the highest 

vulnerability to stimulant-related overdose deaths from 2020 to 2022 (Figure 7). Shoshone and 

Bannock Counties were in the top quintile rank for stimulant-related overdose death rates 

(Figure 2). In fact, Shoshone County was in the top quintile rank for every vulnerability measure 

except stimulant-related ED visits, where it was suppressed due to low counts (Figures 2-6). 

Bannock, a HIDTA-designated county, had high rates of chronic HCV infections, as did 

Clearwater and Idaho Counties (Figures 4 and 5). Bannock County also had one of the highest 

rates of overdose deaths involving both a stimulant and an opioid (Appendix 2). Owyhee, 

Shoshone, and Gooding were all in the top quintile rank for SVI scores (Figure 6).  
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Figure 8: Stimulant-Related Vulnerability Scores and Tribal Lands,  

Idaho Counties, 2020-2022 

 When overlaying tribal land boundaries, Nez Perce, Fort Hall, and Duck Valley 

Reservations intersect high-vulnerability counties (Figure 8). Nez Perce overlaps with two counties 

in the top quintile rank for stimulant-related vulnerability, while Fort Hall also crosses over multiple 

counties in the top two quintile ranks. The northern section of Duck Valley resides within Owyhee 

County, a high-vulnerability county, while the southern portion of the tribal land crossed over into 

the state of Nevada (Figure 1).  
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GEOGRAPHIC ACCESS TO STIMULANT-RELATED TREATMENT 

 

Figure 9: Stimulant-Related Vulnerability Scores (2020-2022) and Treatment 

Centers (2025), Idaho Counties 

 Treatment centers that offered cognitive-behavioral therapy and/or contingency 

management/motivational incentives were located throughout the state but mainly 

concentrated in urban areas (Figures 1 and 9). Except for Bannock County, most high-

vulnerability counties had limited treatment options. Owyhee and Lincoln Counties had no 

treatment centers.  
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Figure 10: Geographic Access to Treatment for Stimulant Use Disorder, Idaho, 

2025 

 Geographic access to treatment centers that offered cognitive-behavioral therapy 

and/or contingency management/motivational incentives was widespread throughout urban 

areas of the state and regions connected by interstate and major highways (Figure 7). The 

majority of treatment centers (60) that offered cognitive-behavioral therapy also offered 

contingency management/motivational incentives. There were only a few centers that offered 

these services in rural central Idaho, and many residents of that region would need to travel 

more than two-hours round-trip to access care. In addition, large swaths of counties in northern 

Idaho, such as Boundary, Clearwater, and Shoshone, were further than a two-hour round-trip 

drive to the nearest treatment center.  
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DISCUSSION 

 Through our stimulant-focused vulnerability assessment, we found that Shoshone, 

Clearwater, Lewis, Idaho, Owyhee, Gooding, Lincoln, and Bannock Counties had the highest 

levels of stimulant-related overdose vulnerability. These are a mix of urban and rural counties, 

with some being sparsely populated and others containing major metropolitan centers. In 

addition, we found that chronic HCV infection rates, drug-related crime rates, and SVI scores 

were significantly associated with stimulant-related overdose mortality rates at the county level. 

Treatment centers that offered cognitive-behavioral therapy and contingency 

management/motivational incentives were primarily located within urban areas and along 

interstate highways. Large regions of rural, high-vulnerability counties were further than a two-

hour drive round-trip to treatment options. Additionally, three of five tribal lands in Idaho 

overlapped with one or multiple high-vulnerability counties.  

 Among the counties identified as highly vulnerable to stimulant-related overdose, 

Shoshone, Clearwater, Lewis, Idaho, and Gooding were rural, while Bannock, Lewis, and 

Owyhee were more densely populated or urban. Bannock County, classified as urban, had one 

of the highest fatal overdose rates involving both stimulants and opioids. Owyhee was classified 

as a “medium metro” county under the CDC’s urban-rural index but had sparse population 

density throughout much of the county. Overall, stimulant use tended to be more prevalent in 

rural areas; co-use of opioids and stimulants is more likely in rural and remote regions.44–47 In 

multiple studies interviewing people who use drugs (PWUD) in rural communities, participants 

cited methamphetamine as being easily accessible in terms of cost and availability.48–50 This 

viewpoint is corroborated by the 2023 Oregon-Idaho HIDTA Drug Threat Assessment, which 

found methamphetamine to be the second most dangerous drug threat to Idaho, behind 

fentanyl.51 Economic stress, physical exhaustion from manual labor, desires to be more aware 

and active throughout the day, interpersonal dynamics amongst drug users, and the use of 

methamphetamine to reduce dependence on heroin or other substances have been cited as 

reasons for stimulant use and co-use with opioids among PWUD in rural areas.48–50 

 Chronic HCV infection rates were a significant predictor of fatal stimulant-related 

overdose rates at the county level. Chronic HCV infections affect the liver, increasing the risk of 

liver cancer and cirrhosis.52 PWUD who share drug equipment to use or inject stimulants, opioids, 

or other drugs are at high risk of HCV transmission.3,28,53,54 Syringe services programs (SSPs) are 

harm reduction facilities that offer sterile injection equipment, providing safe disposal of used 

syringes, as well as naloxone for overdose reversal, counseling, and referrals to other treatment 

options for those with substance use disorders. SSPs are evidence-based interventions with 

demonstrated effectiveness in reducing HIV infections and injection-related risks, especially 

when offered alongside additional treatment options.55 In July of 2024, an Idaho law  that 

rescinded the legality of SSPs in Idaho went into effect, reducing the availability of important 

harm reduction services that can reduce blood-borne disease transmission, as well as 

overdoses.56  

 Drug-related crime rates were also significantly associated with stimulant-related 

overdose mortality rates. Associations between drug-related crime and stimulant-related 

overdose deaths are more difficult to explain. A growing body of literature points to associations 

between law enforcement drug seizures and subsequent overdose-related risks in local 

communities.57–59 While many of these prior studies have focused on opioid-related seizures, the 

same may hold true for stimulant-related drug seizures. The associations imply that, in the case of 

opioid seizures, increased enforcement of drug-related laws may be having the unplanned 
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effect of increasing risk of overdose for PWUD. One qualitative study interviewing people who 

use opioids in Rhode Island found that consistently buying from one dealer is a harm reduction 

method to decrease risk of contamination with unwanted dangerous substances like fentanyl.60 

This highlights a potential explanation for this association: when people’s normal drug supply is 

interrupted and they buy from an unfamiliar dealer, they may be unaware that their drugs are 

adulterated and more potent than usual, increasing risk of fatal overdose. More research on this 

topic as it pertains to stimulant-related seizures and overdose mortality is needed to further 

unpack this association.  

SVI was also associated with fatal stimulant-related overdose rates. Numerous racial and 

ethnic groups are at higher risk of stimulant-related mortality; from 2007-2019, deaths involving 

both stimulants and opioids increased drastically in non-Hispanic Black populations compared to 

non-Hispanic white populations.61 Hispanic and Asian communities also face increasing 

vulnerability to overdoses involving concurrent stimulant and opioid use.61 Younger age, 

Medicaid enrollment status, poverty, and rurality are additional risk factors associated with 

stimulant use.47,61,62 Additional groups at higher risk for stimulant use include men who have sex 

with men and sex workers.3  

While rates of chronic HCV infections, drug-related crimes, and SVI scores were 

significantly associated with stimulant-related overdose death rates, stimulant-related ED visit 

rates were not. In Idaho, stimulant-related overdose death rates have increased from 2019-2023, 

while rates of stimulant-related ED visits have been dropping since 2020.36 There are likely 

multiple contributing factors influencing this pattern. One factor could be that increased 

lethality of using stimulant and opioids together could be contributing to increasing fatal 

overdose death rates while nonfatal overdose death rates drop.4,33–35  

We also identified overlaps between tribal lands and high-vulnerability counties. A study 

assessing methamphetamine use in the Native American community found that the prevalence 

of use was almost four times higher among American Indian and Alaska Native residents 

compared to the general U.S. population.63 In 2020, the drug overdose death rate for American 

Indian and Alaska Native residents in Idaho was on par with that of the general population, and 

was even close to the drug overdose death rate for all U.S. residents.64 Stimulants were involved 

in 19% of all drug-related overdose deaths among American Indians and Alaska Native residents 

in the state from 2013-2020.64 These findings highlight the need for interventions to reduce risk of 

stimulant-related overdose, as well as treatment programs for people with stimulant use 

disorders.  

 We observed that cognitive-behavioral therapy and contingency 

management/motivational incentive programs were relatively accessible (geographically) in 

urban areas and along interstate and major highways; however, rural regions faced drive-times 

of over two hours round trip to centers that offered these services. Many high-vulnerability 

counties also had sparse geographic access to these treatment options. A study interviewing 

people who use stimulants about their participation in treatment found low utilization amongst 

people who use stimulants in rural areas.65 Multiple qualitative studies investigating perceptions 

of treatment for PWUD found that stigma surrounding mental health and substance use disorders 

is an impediment to treatment for PWUD living in rural areas.66–69 Additionally, a qualitative study 

interviewing PWUD in Oregon found a desire to have an available medication to treat stimulant 

use disorder, such as methadone, buprenorphine, and suboxone for opioid use disorder.50 

Recent changes in policies regarding telehealth could potentially alleviate the challenges 



Stimulant-Related Vulnerability in Idaho: An Epidemiological Assessment April 7, 2025 
 

26 

 

associated with access to care in rural areas, however, increased awareness and outreach will 

be necessary to improve the uptake of these services.70,71  

 

LIMITATIONS 

While the findings of our vulnerability assessments are critical, we need to consider 

several limitations when evaluating the results of our report. Since our analysis was at the county 

level, we had a relatively small sample size (N=44), which could have influenced associations 

between core indicators and covariates, as well as our outcome measure. In addition, many 

counties had low counts, even after aggregating over a three-year period, which could have 

contributed to unstable estimates of county-level rates. We obtained and geocoded the street   

addresses for substance use disorder treatment centers that provided cognitive-behavioral 

therapy and contingency management/motivational incentives from SAMHSA, which only lists 

providers who opt in for inclusion in the data; this could exclude any providers who chose not to 

be listed. HIV and acute HCV infections are key indicators of recent bloodborne infectious 

diseases related to stimulant use and injection drug use in general; however, there were very low 

counts of HIV and acute HCV infections at the county level. Therefore, we had to exclude HIV 

from our analyses and use chronic HCV infections as an indicator of infectious bloodborne 

disease related to stimulant use.  
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RECOMMENDATIONS 

Based on our findings, we recommend the following strategies:  

• Targeted resource allocation: Targeting responses and distributing resources in Shoshone, 

Clearwater, Lewis, Idaho, Owyhee, Gooding, Lincoln, and Bannock Counties will ensure 

that programs are distributed in the regions with highest need for interventions to reduce 

stimulant-related harms. Expanding resources for the communities that are most affected 

by stimulant use, including Hispanic, non-Hispanic Black, non-Hispanic Asian, and 

American Indian and Alaska Native subpopulations, communities with low 

socioeconomic status, and young adults, would also help combat stimulant-related 

overdose and transmission of bloodborne infectious diseases in populations at higher risk.  

 

• Increase accessibility to treatment for stimulant use disorder: Contingency 

management/motivational incentives and cognitive-behavioral therapy are evidence-

based interventions that are effective in treating stimulant use disorder.29 Telehealth 

could be a viable option for expanding access to substance use disorder treatment in 

rural areas where geographic access to treatment options is low. Studies analyzing 

cognitive-behavioral therapy delivered via telemedicine during the COVID-19 pandemic 

have demonstrated promising results for treating substance use disorders.31,72 Since 

contingency management/motivational incentives involve group therapy, there are 

challenges to converting them into a virtual form; however, there has been 

demonstrated interest among patients and providers in developing a virtual option for 

said programs.32 Expansion of telemedicine should also focus on increasing availability of 

phones or computers as well as internet access, which can be a barrier to effective 

utilization of telehealth in rural regions.73 To maximize the effectiveness and utilization of 

cognitive-behavioral therapy and contingency management/motivational incentives to 

address stimulant use disorder, stigma among people seeking treatment for substance 

use disorders, particularly in rural areas, must be addressed. While shared stigmatized 

beliefs around substance use treatment can be difficult to change, partnering with 

prominent community leaders and organizations, such as churches and local 

community-based agencies, can be a venue for prompting transformative conversations 

about mental health and substance use.74  

 

• Expand harm reduction resources: Naloxone, or Narcan, is a life-saving medication 

which can be used to reverse opioid-related overdoses, including those involving both 

opioids and stimulants.75 Given the increase in polydrug use nationwide and subsequent 

heightened risk of fatal overdose, naloxone is important to distribute to prevent fatal 

opioid-related overdoses involving stimulants.1,4,33–35 In 2022, there were 25,467 naloxone 

kits distributed throughout Idaho.76 In addition, from 2021 to 2022, reported opioid 

overdose reversals increased by 152% in Idaho.76 Bannock County, which had a high rate 

of deaths involving opioids and stimulants, received one of the highest number of 

naloxone kits of all counties in 2022.76 It is vital to continue using this momentum to 

increase access to harm reduction resources. In addition, in the absence of SSPs, public 

health and harm reduction education is essential, aimed at reducing the sharing of 

injection equipment, while emphasizing safe discard, with the goal of HCV and HIV 

prevention.  
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CONCLUSION 

 In conclusion, we identified Shoshone, Clearwater, Lewis, Idaho, Owyhee, Gooding, 

Lincoln, and Bannock Counties to be highly vulnerable to stimulant-related overdose deaths. 

Many of these counties are rural and had limited geographic access to treatment. Chronic HCV 

infection rates, drug-related crime rates, and SVI scores were significantly associated with 

stimulant-related overdose mortality rates at the county level. Expanding access to evidence-

based forms of treatment for stimulant use, including cognitive-behavioral therapy and 

contingency management/motivational incentives, should be prioritized to reduce risk of 

stimulant-related overdose. Additional harm reduction efforts should focus on increasing the 

availability of overdose prevention and naloxone distribution to prevent overdoses stemming 

from polydrug use, as well as use of sterile injection equipment and decreased sharing of 

injection-related equipment.  
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Appendix 1: County Names (A), Urban-Rural Index (B), and Counties by 

Vulnerability Ranking (C) 
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Appendix 2: Population Density (A), Deaths Involving Opioids and Stimulants (B), 

and Drug Seizures (C, D) 
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Appendix 3: SVI Themes, Idaho Counties, 2018-2022 
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Appendix 4: HIDTA- Designated Counties (A), HPSA Facilities (B), and HPSA 

Scores (C) 


