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Study Mandate
• HJR 597 (Delegate Marshall) requested that JCHC study heroin use in
Virginia.
• Determine rates of heroin use and overdose in the Commonwealth
• Study the reasons individuals become addicted to heroin and the pathways
that lead individuals to heroin use, including whether individuals who
overdose on heroin have also used other illegal substances; identify
initiatives underway in the Commonwealth to address the problem.
• Study the impact of state and federal laws and regulations on the availability
of naloxone and other drugs used for the prevention of heroin overdose,
including who may possess and administer naloxone, the processes by
which individuals may obtain naloxone, whether law-enforcement agencies
and other individuals authorized to possess and administer naloxone
actually do so to prevent overdoses, and how often naloxone has been used
to prevent overdoses in the Commonwealth
• Make recommendations for improving the Commonwealth's response to
the heroin crisis and its efforts to reduce heroin use and the incidence of
heroin overdoses.

• HJR 597 did not pass out of House Rules committee but was approved by
JCHC members at the May 23, 2017 Work Plan Meeting
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Background
• Non-cancer chronic pain affects over • The number of people indicating
30% of Americans (Volkow)
heroin use on the National Survey on
Drug Use and Health (NSDUH)
• Treatment alternatives for chronic
increased by 150% from 2007
pain are elusive, resulting in an over
(207,000) to 2013 (517,000)
reliance on opioid medications
• The increase in use was found to be
• The CDC reports that between 2000
greatest among white men between
and 2015 there was over a 137%
the ages of 18 and 25 (Harris)
increase in fatal drug poisonings,
63% involved opioids
• Deaths in 2013 from prescription
painkiller overdoses among women
• Deaths from drug overdose involving
have increased more than 400%
heroin tripled from 8% in 2010 to
since 1999, compared to 265%
25% in 2015 (Hedegaard)
among men (CDC)
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Rates of Heroin Use and Overdose in Virginia
• According to the 2014-2015 National Survey of Drug Use
and Health Surveys, 25,000 Virginians over the age of 12
used heroin in the last year; or approximately 0.3% of the
state population
• The survey reports that heroin use went from 0.2% to
0.3% of the U.S. population from 2007 to 2015
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From 2002 to 2015 there was a 6.2-fold
increase in the total number of deaths; from
1,200 to over 15,000 (NIDA)

National Heroin Data

In 2013, 59% of the heroin deaths involved
one other drug (marijuana, cocaine and/or
opioid pain relievers)
From 2002 to 2013 the percent of heroin
users with opioid pain reliever abuse or
dependence more than doubled from 20.7%
to 45.2%

During the 1960s, 82% of heroin users
seeking treatment reported using heroin as
their first opioid; by 2010 the percent
flipped, 75% of heroin users seeking
treatment reported using prescription
painkillers first
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Virginia Heroin Fatalities
The total number of fatal heroin-related overdoses have been increasing since 2010.
Fatal heroin overdoses often occur as the primary drug causing death, but more
recently, fentanyl and/or fentanyl analogs in addition to heroin have caused fatal
overdoses. Fatal heroin overdoses increased by 31.0% in 2016 when compared to 2015.
Total Number of Fatal Heroin Overdoses by Quarter and Year of Death, 2007-2017
(‘Total Fatalities’ for 2017 is a Predicted Total for the Entire Year)
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Why Heroin?
Heroin has the same effect on the brain and body as prescription
opioid painkillers (i.e. OxyContin and Vicodin)
A complex chain of events related to pain relief, intense euphoria
and cravings for more are triggered
Tolerance to prescription opioids leads to overuse but as the
opioids become more costly and difficult to obtain a small
percent of prescription opioid users seek heroin as an alternative

People who use opioid painkillers are 40-times more likely to be
addicted to heroin
Heroin is more available, more potent, easier to administer, and
it is more cost-effective than prescription opioids
9
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Misuse of Prescription Opioids and Heroin
• The rate of opioids prescribed in the United States
peaked in 2012
•In spite of this, the CDC reports that the amount
remains three times as high as it was in 1999
•The longer a person takes a prescription opioid the
more likely they will become addicted or dependent
•Past misuse of prescription opioids is the strongest
predictor and risk factor for starting heroin use
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The Path to Addiction
• Addiction is highly individualistic,
genetics account for 35% to 40% of risk

• Several lawsuits during this period
found health care facilities and
physicians negligent for not adequately
• Opioid addiction and abuse often begin
treating patient pain
with routine events to control pain
from: wisdom teeth extraction, arthritis, • In 1995 OxyContin was approved by the
back pain, surgery, injuries (i.e. car
FDA as the first 12-hour painkiller
accidents, etc.)
• OxyContin was wildly promoted as a
• During the 1980s and 1990s there was a
long term painkiller and marketed as
growing concern with a lack of
non-addictive
treatment for patient pain, which led to
• In 2002 the federal government
pain being considered a “vital sign”
included pain in patient satisfaction
surveys
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Two important facts emerged
OxyContin was not a 12-hour pain reliever for many patients
• Once the drug wore off pain returned, withdrawal symptoms
began and patients “craved” the drug; higher doses by the
manufacturer were the recommended remedy
• In 2007, the drug company and three of its executives pleaded
guilty to fraud, paying $635 million in fines for downplaying the
drug’s risk of addiction

Opioids are addictive
• Experienced drug abusers, including teenagers, discovered that
chewing, crushing and snorting, or injecting OxyContin tablets
produced a high as powerful as heroin
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Overdose and Naloxone
Heroin overdoses can occur at any time, even the very first time
Overdose signs may include: loss of consciousness; unresponsiveness; inability to
talk; shallow, erratic breath or no breathing; skin color may turn blue; gurgle or
choking sounds – referred to as the ‘death rattle’; slow, erratic or no heartbeat
Naloxone reverses effects from heroin and other opioids overdoses, preventing
death
When administered it has an immediate reaction, sending a person into
withdrawal
People given naloxone can become anxious, angry, and violent; and some begin to
crave the opioid drug once revived
Naloxone begins to wear off within 30 to 90 minutes, however, the effects of an
opioid may last much longer
Naloxone does not address addiction
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State and Federal Laws for Naloxone
• Naloxone is a prescription drug, it
is not a controlled substance and
has no abuse potential
• State law regulates its distribution
and use. The laws involve two
issues:
• Availability
• Good Samaritanism

• According to the Network for Public
Health Law:
• All 50 states and the District of
Columbia passed legislation
designed to improve layperson
naloxone access
• 40 states and the District of
Columbia passed overdose Good
Samaritan laws
• A recent study reported that the
adoption of naloxone access and
good Samaritan laws are associated
with a 9% to 11% decrease in
opioid-related deaths in a state
• The general assembly in Virginia has
passed legislation related to both the
availability of Naloxone and Good
Samaritan laws
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Naloxone in Virginia
• There is a lack of adequate data
• Emergency Medical Services is the
on the use of naloxone in Virginia
only agency collecting and
reporting on the administration of
• Heroin and the opioid crisis are
naloxone (brand-named narcan)
still an emerging event
• The following slides document the
• Many entities and agencies did
cost of naloxone and an EMS
not separate heroin use and
summary report
overdose from other “illicit drugs”
in their data
(see Appendix I for other emergency
room and law enforcement indicator
reports that outline the heroin crisis
in Virginia)
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The Cost of Naloxone
• As with all drug prices, the price of naloxone
varies. Insurance companies negotiate price
and often have built in rebates. The
information is considered proprietary
• A person can price Naloxone on the web and
if they use a prescription savings card may
only pay the amounts displayed in the chart
below
• Many non-profit and government agencies
may receive naloxone at highly discounted
rates or for free depending on the
manufacturer

• Virginia based Kaleo reports that
patients with commercial insurance
making less than $100,000 and
uninsured people pay nothing for
their manufactured device. People
paying cash can get it for $360 by
calling a hotline
• While the price of naloxone can be
expensive, there appear to be
avenues that can be pursued to
mitigate price
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In Virginia, the only data being
collected thus far related to the
administration of Narcan is from the
Office of Emergency Medical Services.
The data collection began in 2015
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Unintended Consequences of Prescription Opioid Limits?
• Some researchers suggest that the very policies and practices designed to
address inappropriate prescribing of opioids are fueling heroin use and
death
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The next emerging crisis: synthetic fentanyl
Fentanyl is a synthetic opioid pain reliever often given to people with
advanced cancer
The CDC reports that it is 50 to 100 times more potent than morphine
Fentanyl is often mixed with heroin and/or cocaine as a combination
product—with or without the user’s knowledge
According to data from the National Forensic Laboratory Information
System, confiscations, or seizures, of fentanyl increased by nearly 7
times from 2012 to 2014

The Virginia Office of Chief Medical Examiner (OCME) reports that in
2016, 57.4% of heroin deaths also included fentanyl
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ource: Manz, Jodi. Virginia’s Response to the Opioid & Heroin Overdose Epidemic. Office of the Secretary of
ealth and Human Resources. Presentation August 16, 2017.
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Actions taken by Virginia to address the opioid and heroin crisis
• Governor’s Task force on Prescription Drug
and Opioid Abuse (created in 2014);
continuing as the Governor’s Executive
Leadership Team on Opioids and Addiction
(created December of 2016 to oversee the
ongoing response to the crisis)

Medicaid reimbursement
 Naloxone dispensing by community
organizations
 Reports of substance-exposed infants
to ensure treatment for mother and
child if necessary
 Harm reduction pilot programs at
• Declared the opioid addiction crisis a Public
local health departments
Health Emergency
 Mandate to check the PMP for initial
opioid prescription over 7 days
• State Health Commissioner issued standing
order for naloxone
• Administering federal grants to address
opioid crisis
• Legislative changes include the passage of 7
laws and 2 budget amendments addressing: • Issued at least 11 regulatory actions
related to pain management and
 Expanded availability of naloxone
addiction treatment
 Broadened immunity from civil
liability
(see Appendix II for details)
 Mandated e-prescribing to ensure
that all opioid prescriptions are
transmitted electronically by 2020
 Peer recovery registration for
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Conclusions
• The heroin crisis has been fast moving
and it is changing into yet another crisis
involving the distribution and use of the
synthetic drug fentanyl

• The Commonwealth response to the
heroin crisis, including making naloxone
available statewide, appears to be
consistent with what other states have
done/are doing

• Data collection and reporting is an area
that needs to be reviewed for all
agencies involved in order to improve
the programs and to identify and
respond to emerging trend

• The Governor’s Task Force/Executive
Leadership Team on Prescription Drug
and Heroin Abuse is comprehensive
and all inclusive and has been studying
the topic, making recommendations
• The Commonwealth may want to explore
and overseeing the State’s ongoing
alternative ways of treating and caring for
response to the crisis.
heroin addicts by reviewing options
related to the opening of ‘safe injection
The Task Force website is:
sites.’ Supervised injection sites will help
https://www.dhp.virginia.gov/taskforce/
reduce the spread of HIV and hepatitis C
among intravenous drug users, as well as
provide locations where people can be
directed into treatment, and prevent
overdose death (see Appendix III for an
article on safe injection sites)
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Policy Options
Option 1

Take no action

Option 2

Introduce legislation to amend the Code of Virginia by adding in § 2.2-200 a section
to make the Governor’s Executive Leadership Team on Opioids and Addiction
permanent.

Option 3

Introduce legislation to amend the Code of Virginia by adding in § 2.2-200 a section
to require that all Governor’s Secretaries coordinate and identify data related to
substance abuse that can be used to identify current and emerging substance abuse
trends, and to develop local, regional and statewide plans to address the changing
landscape as new substances are introduced to the Commonwealth. Require that all
state and local agencies, including local law enforcement agencies, government and
non-government hospitals, Community Services Board Boards, and any other
entities receiving public funds from the Commonwealth, provide such data to the
appropriate state agencies identified by the Governor’s Secretaries.

Option 4

Request by letter of the JCHC Chair that the DBHDS or VDH (to be determined) study
the feasibility of licensing “safe-injection” sites for users of heroin and other illegal
drugs. Such study should include a review of sites already operating in other
locations, legal barriers to licensing such sites and the costs and benefits associated
with operating such sites. A report to the Commission detailing the results of the
study will be provided by October 1, 2018.
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Public Comment Slide
Written public comments on the proposed options may be submitted to JCHC by close of
business on November 7, 2017.
Comments may be submitted via:
 E-mail: jchcpubliccomments@jchc.virginia.gov
 Fax:804-786-5538
 Mail: Joint Commission on Health Care
 P.O. Box 1322
 Richmond, Virginia 23218
Comments will be provided to Commission members and summarized during the JCHC
November decision matrix meeting.
(All public comments are subject to FOIA release of records)
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Appendix I
Other Indicators of the Virginia
Opioid and Heroin Crisis
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Repeat Emergency Department Visits for Unintentional Overdose by Opioids or Unspecified Substance and Heroin
among Virginia Residents by Health Region, from January 1, 2015 to June 30, 2017
Visits by Type
Total Opioid Visits
Total Heroin Visits
Repeat Opioid Visits
Repeat Heroin Visits

Central
4,309
593
375
29

Eastern
4,594
1,024
370
102

Northern
4,155
476
404
47

Percent of Opioid Repeat Visits
Percent of Heroin Repeat Visits

8.70%
4.89%

8.05%
9.96%

9.72%
9.87%

Northwest Southwest
3,341
4,138
703
248
305
357
67
24
9.13%
9.53%

8.63%
9.68%

Total
20,537
3,044
1,811
269
8.82%
8.84%

Opioid Repeat Visits Summary
• The 20,537 total opioid visits involved 18,727 individuals
• Of this amount, 17,287 had 1 visit
• 1,439 had at least 2 visits totaling 3,250 visits
Heroin Repeat Visits Summary:
• The 3,044 total heroin visits involved 2,775 individuals
• Of this amount, 2,548 had 1 visit
• 227 had at least 2 visits for a total of 496 visits
Source: Virginia Department of Health
*There may be some over/undercounting of ED repeat visits due to data limitations based
on the way the records are reported for identification purposes.

Virgina State Police
Trooper Calls 2016 through 9-15-2017
Years
Sex
Injury
Death
2016
Females
79
20
2017 (through 9-15-2017) Females
79
14
2016
2017 (through 9-15-2017)

177
178

40
33

217
211

256
257

60
47

316
304

Percent Female 2016
Percent Male 2016

30.86%
69.14%

33.33%
66.67%

31.33%
68.67%

Percent Female 2017
Percent Male 2017

30.74%
69.26%

29.79%
70.21%

30.59%
69.41%

2016 Total
2017 (through 9-15-2017)

Males
Males

Grand Total
99
93

Source: Bureau of Criminal Investigation. Virginia State Police.

The Virginia State Police have responded to almost the same number of heroin
overdose related calls through September 15, 2017 than they did during all of
2016.
Data is not currently being collected by the state on the administration of
narcan.
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Heroin Cases Submitted to
the Virginia Department of
Forensic Science

VA State Police Divisions

• Heroin cases submitted to DFS
increased 8% between 2015 and
2016 and 154% between 2011 and
2016
• VA State Police Divisions 1 and 5
submitted the majority of the
heroin cases in 2016 (31% and 23%,
respectively).
• The rate of submission per 100,000
population of heroin cases from
Divisions 1 and 2 were each almost
twice as high as the rates per
100,000 population for any other
Division
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Appendix II
Details of some of the actions
taken by Virginia to address
the opioid and heroin crisis
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Administrative Activity Addressing Opioid and Heroin Crisis
• Standing Order for dispensing of Naloxone issued: November 21st,
2016; expires in 2 years

• Authorizes licensed pharmacists who are permitted to dispense
naloxone in accordance with § 54.1-3408 of the Virginia Code
and the current Board of Pharmacy-approved protocol.
• § 54.1-3408 of the Virginia Code: allows for dispensing of
naloxone to any person making the request. Requires law
enforcement officers and other officials to complete a training
program and authorizes the DBHDS to train individuals on the
administration of naloxone.

• Board of Pharmacy Protocol: requires pharmacist to provide
comprehensive counseling to requestor that cannot be waived
unless the person has completed the REVIVE! training program.
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Opioid Information and Prevention Resources:
• Virginia Opioid Addiction
• Substance Abuse Mental Health
Indicators:
Services Administration’s “Opioid
http://www.vdh.virginia.gov/data/o Prevention Toolkit” (2014),
pioid-overdose/
available at
http://store.samhsa.gov/product/O
• VaAware (addiction, prevention
pioid-Overdose-Prevention-Toolkitand recovery resources):
Updated-2014/SMA14-4742
http://vaaware.com/
• REVIVE! Provides training to
professionals and laypersons on
how to recognize and respond to
an opioid overdose emergency
with the administration of
naloxone
•Training Curriculum available at
http://www.dhp.virginia.gov/phar
macy/docs/osas-revive-trainingcurriculum.pdf

• Prescribe to Prevent,
http://prescribetoprevent.org/phar
macists
• Harm Reduction Coalition,
http://harmreduction.org/issues/o
verdose-prevention/tools-bestpractices/od-kit-materials
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New Federal Grants to Virginia
• $9.76 million from the Substance Abuse and Mental Health
Services Administration to support prevention, treatment and
recovery efforts in 18 Virginia communities. The grant will be
administered by the Department of Behavioral Health and
Developmental Services (DBHDS)
• $596,000 from the U.S. Department of Justice, Bureau of
Justice Assistance. The grant will be used for the development
of a statewide plan focusing on collaboration and enhanced
data sharing between criminal justice and health agencies and
will be administered by the Department of Criminal Justice
Services (DCJS)
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Legislative Changes and Budget Amendments
Legislative Changes
 House Bill 1458 (2015) expanded REVIVE!; broadened immunity
from civil liability; allowed for an oral, written, or standing order;
allowed individual to obtain naloxone from a pharmacy without a
prescription; explicitly allowed law enforcement officers and fire
fighters to carry and administer naloxone
 Mandated e-prescribing, SB1230/HB2165 (2017)
 Naloxone dispensing – Community organizations storage and
distribution, SB848 (2017)
 Peer recovery registration, SB1020/HB2095 (2017)
 Substance exposed infants, SB1086/HB1786 (2017)
 Harm reduction pilot programs, HB2317 (2017)
 PMP initial opioid Rx reduction HB1885/SB1232 (2017)

Budget Amendments
 Addition of Addiction, Recovery, and Treatment Services benefit in
Medicaid (2016)
 Federal CARA funding ($9.7 M, ~$5 M)
 Various grants for public safety and prevention
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Governor’s Task Force on Prescription Drug
and Opioid Abuse: Establishment and Structure
• September 26, 2014 -- Healthy VA Plan: Executive Order 29
(Continued as the Governor’s Executive Leadership Team on
Opioids and Addiction in December of 2016)
• Co-chairs
• Secretary of Health and Human Resources, William A. Hazel
• Secretary of Public Safety and Homeland Security, Brian Moran
• 32 multi-disciplinary members, 5 workgroups
Education
Treatment
Storage & Disposal
Data & Monitoring
Law Enforcement
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Boards of Medicine and Dentistry Regulations for
Pain Management and Addiction Treatment
• Initial acute pain opioid
prescriptions not to exceed 7
days
• Document reasons to exceed 50
MME/day, refer to pain specialist
if over 120 MME/day and coprescribe naloxone
• Limit co-prescribing of benzos,
sedative hypnotics, carisoprodol,
and tramadol
• Buprenorphine primarily indicated
for addiction
• Requirement of patient history
and risk prior to prescribing
• Consider non-opioid treatment
first

• Document rationale to continue
opioids every 3 months
• Regular opioid use disorder
screens and referral to treatment
• Require Buprenorphine –
Medication Assisted Treatment
(MAT) of Addiction be prescribed
alongside counseling
• Require use of lessabusable/divertable suboxone as
opposed to subutex
• Subutex (monoproduct) for
pregnant women only
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Centralized Website & Data Source
VaAware: http://vaaware.com/
Collaboration
Department of Health
Department of Behavioral Health
and Developmental Services
Department of Criminal Justice
Services
Department of Health Professions
Department of Social Services
The Public
treatment
access to resources
latest research and data
Practitioners
information on prescribing
pain management
addiction
continuing education opportunities
Law Enforcement
Information for first responders
disposal options for Virginians

40

Virginia Department of Health Opioid Addiction Dashboard &
Virginia Department of Behavioral Health & Developmental Services REVIVE! Website

http://www.vdh.virginia.gov/data/op http://www.dbhds.virginia.gov/individualsioid-overdose/
and-families/substance-abuse/revive
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Appendix III
Article on ‘Safe Injection Sites’
Awash in overdoses, Seattle creates safe sites for addicts to inject illegal drugs
The Washington Post. By Katie Zezima January 27, 2017
Officials in Seattle on Friday approved the nation’s first “safe-injection” sites for users of heroin
and other illegal drugs, calling the move a drastic but necessary response to an epidemic of
addiction that is claiming tens of thousands of lives each year. The sites — which offer addicts
clean needles, medical supervision and quick access to drugs that reverse the effects of an
overdose — have long been popular in Europe. Now, with the U.S. death toll rising, the idea is
gaining traction in a number of American cities, including Boston, New York City and Ithaca, N.Y.
The rest of the article can be found on the Washington Post website:
https://www.washingtonpost.com/politics/awash-in-overdoses-seattle-creates-safe-sites-foraddicts-to-inject-illegal-drugs/2017/01/27/ddc58842-e415-11e6-ba1163c4b4fb5a63_story.html?utm_term=.69d2dacd6d77
or through this link:
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