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Report of the Health and Criminal Justice Data Committee
| OOET OEOUqg 2AAT I 1T AT AAQGETTO 1T &£ OEA "1 OAOTTC
Drug and Heroin Abuse, Implementation Plan:

Data and Monitoring Workgroup Recommendation 8:

Create a Health and Criminal Justice D@damittee, comprised of data analysts from

applicable agencies within the Secretariats of Public Safety & Homeland Security and

Health & Human Resources, to study data for the purpose of better understanding the

ways in which criminal justice and publicafth issues intersect, with the goal of

improving government responses to crises, as well as identifying and responding to

concerns before they become criseX

The Health and Criminal Justice Data Committee should provide an annual trends report
to the Secetaries ofPublic Safety & Homeland Security and Health & Human
wSa2dNDSadX

¢KS I SFfGK FYR / NAYAYIlFf WdzadAOS 5FaGF /2YYAGGSS
and analyzing appropriate tjp-date data to mitigate harm from prescription drug and
heroinabuse.

Background

In response to the crisis of prescription drug and heroin overdoses, through Executive Order 29,

Governor McAdliffe established ti22 GSNY 2 NR& ¢l &1 C2NDS 2y tonda ONAR LI/
outcome of the Task Force was its recoemdation for the creation of a Health and Criminal Justice

Data Committee (HCJD Committee), composed of analysts from various agencies frometeagiStscr

of Public Safety & Homeland Security and Health & Human Resolitesmplementation Plan for the

HCJD Committee calls for a report to be submitted annually in October to the Secretdigdiof

Safety & Homeland Security and Health & Human Resorce¢ KS / 2 YYA G G1SSQa FANRBRG |
submitted in October 2016, was recognized with Deug Yearwod National Publication Award for

Excellace in Research/Policy Analysis, by dhstice Research and Statistics Associakon2017, a

preliminary report was submitted in October, as some of the data the Committee needed were

incomplete. This documentubmitted December 2017, is the final 2017 report of the HCJD Committee.
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Executive Summary

T

Virginia has continued to see an increase in opioid overdose fatalities, driven primarily by the
illicit drugs heroin and fentanyincluding fentanyl analogs)

A growing number of prescription opioid fatalities also involve heroin and/or fentanyl. Overall,
overdose fatalities involving prescription opioids increased 19% between CY2015 and 2016.
However, when fatalities involving heroin and fentanyl are excluded| éaerdoses involving
prescription opioids actually dropped 7%.

The number of fatal overdoses of fentanyl increased 176% between 2015 and 2016. The number
of heroin overdose fatalities increased 31% for the same period. In 204 &umber of

overdose faalities involving fentanyl surpasséige number offatalities involving heroin anthe
number offatalities involving prescription opioids.

Although there are fewer illicit fentanyl cases submitted to Bepartment of Forensic Science
when compared wittheroin and prescription opioids, there are mareerdose fatalities
involvingfentanyl thanthere are fatalities involvingither heroin or prescription opioidg he
higher number of fatalities despite an apparently lower level of availability is consisitmthe
high level of lethality reported for fentanyl (25 to 40 times more potent than heroin, 80 to 100
times more potent than morphine).

Demogaphic patterns for individuals with fatal prescription opioid overdoses are different from
those with fataloverdoses of heroin or fentanyhdividuals with fatal overdoses involving
prescription opioids tend to be older and are more likely to be white and less likely to be male,
when compared with individuals who died from overdoses of fentanyl or heroin. ienyvtor

all three drug types, the fatality rates for whites exceeded the rates for blacks, and the fatality
rates for males exceeded the rates for females.

Prescription opioid fatality rates continue to be highest in Southwest Virginia, though thad is als
the region where rates are dropping most quickly. For heroin and fentanyl, the fatality rates
continue to be highest in Central Virginia, the Shenandoah Valley, Tidewater, and Northern
Virginia.

Cocaine and methamphetamine availability are increasingh®faphetamine DFS cases are
highest in areas where prescription opioid cases are also high. Cocaine cases are highest in areas
with higher heroin and illicit fentanyl cases.

The rise in heroin, fentanyl, cocaine, and methamphetamine availability hasdmdneith an
increase in violent crime.

There are signs that the rise in drug availability is impacting the correctional system. Pretrial jail
commitments are up, particularly for drug felonies. Juvenile intake cases with &liaogeas
the most serious fiense are also up.
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Opioid -Related Health & Criminal Justice Data Trends

For quick visual reference, a selection of the figures are included in the text below. Additional charts and
maps can be founth Appendix AThe figure numbers on the charts in thext correspondo their

ordering in Appendix A.

Opioid 1 overdoses continue to rise.

The combined health and criminal justice data trends indicate that Virginia has seen improvements in
some trends related to the opioid cristayt opioid overdosdatalities are nonetheless increasiniptal
opioid overdose fatalities increased 4@&tween CY2015 ar2D16(Figure 1)This was the largest
singleyear increase in opioid overdose fatalities on recéeliminary 2017 data indicates amcrease

in fata overdoses, but a smaller increase than that seen between 2015 and Zh&6otal number of
opioid fatalities in the first two quarters of 2017 was 7% higher than for the same period in 2016.

Figure 1: Opioid Overdose Fatalities
Historical CY2007-2016 & Predicted 2017
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Rise in fatalities is driven by illicit fentanyl and heroin.

Although prescription opioids are still responsible for a large number of overdose fatalities, they are not
driving the increaserigure 2 looks at select opioids individuafgtal overdoses of fentanyl (including
fentanyl analogsind derivatives) increasl 176%between CY2015 and 201i8eroin overdose fatalities
increased 31%lhe OCME estimates that over 94% of all fatal fentanyl overdoses in 2016 were due to
illicitly produced versions of the drug/hen prescription opioids are compared with illicit @igdis, it is

clear that the rise in fatalities is concentrated among illicit drugs (Figure 3).

Fatal overdoses of some prescription opioids did rise in 2016, but the level of increase was notably less
than for heroin and fentanyl. Overdose fatalities inwiagoxycodone, the prescription opioid
responsible for the largest number of prescription overdose fatalities, rose 13% in 2016.

LFor purposes of this reporthe termda 2 LJA 2 A Ré A yd@ivedzRoEhdpiudnlgdppyplarée.g., heroin and
morphine) and synthetic/sermynthetic opioidsnanufactured chemically (e.g., fentanyl and methadpne
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Figure 2: Overdose Fatalities For Specific Opioids
CY2010-2016
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Figure 3: Changing Makeup of Opioid Overdose Fatalities
CY2007-2016
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mmm Prescription Opioids (Fentanyl Only If Additional)* ~ mEEFentanyl and/or Heroin ~ —#=All Opioids

“Prescription Opioid (Fentanyl Only If Additional)” includes all prescription opioid fatalities, but only includes cases involving fentanyl if another prescription
opioid was a contributing factor in the fatality. “Fentanyl” includes fentanyl and fentanyl analogs.

When data from the criminal justice and health spheres are compared, there is a clear difference in the
trends for presdption opioids wiken compared with heroin and fentanyigures 4, 5, and 6gether,
demonstrate this differenceJnlike with prescription opioids, heroin DFS cases follow a very similar
pattern as overdose fatalities and hospitalizations. With fentathg difference is even more clearly
demonstrated (though fentanyl cases cannot be distinguished in the hospitalization data).
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Figure 4: Virginia Prescription Opioid Data Figure 5: Virginia Heroin Data
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Hospitalization data cannot exclude fentanyl. Fatal overdose dataonly i g fentanyl if another prescription opioid was a contributing o < ) )
factor in the fatality. DFS data only includes fentanyl If it was in the form of a transdermal patch. “Fentanyl” includes fentanyl and fentanyl analogs, —&—Heroin OD Hospitalizations ——Heroin Fatal OD === Heroin DFS

Figure 6: Virginia Fentanyl Data
Fatal Overdoses (Left Axis) and Cases Submitted to DFS (Right Axis)
CY2007-2016
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“Fentanyl Fatal OD” includes fentanyl and fentanyl analogs. “Ilicit Fentanyl DFS Cases” includes fentanyl cases in which it was not submitted in the form of a
transdermal patch, and fentanyl analogs.

Prescription opioid fatalities, when no heroin or fentanyl are present, are down.

Overall, tal overdosesf prescription gioidsincreasedl9%in 2016 but that increase wasrilven by
cases involving both arescription opioid and either fentanyl, heroin, or baffigure?). In 2016, 37% of
prescription opioid fatalities also involved either fentanyl or heroin, up from 192015.

Fatal overdoses of a prescription opioid, in whightanyl and/or heroin contributed to the death,
increased 132% between 2015 and 2016. Fatal overdoses of a prescription opioid in which neither
fentanyl nor heroin was present actuatigcreased 7%WVhen looked at regardless of the presence of
fentanyl and/or heroinfatal overdoses of prescription opioids increased 19%.

Preliminary 2017 data indicates the trend is continuing. In the Higstof 2017,50% of prescription
opioid overdose fatalitis also involved fentanygnd/or heroin.
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Figure 7: Prescription Opioid Fatalities
With and Without Presence of Fentanyl and/or Heroin, CY2007-2016
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Between CY 2013 and 2016, prescription opioid overdose fatalitiesinvolving fentanyl and/or
heroin increased 69%, while fatalities not involving fentanyl and/or heroin decreased 16%.
Total prescription opioid fatalitiesincreased 3%.

In 2016, 37% of prescription opioid fatalitiesalso involved fentanyl and/or heroin.

Individuals who diediueto a combination of prescription opioids and fentanyl might not have been

aware they were using fentanyentanyl is often pressed into counterfeit pills that appear to be
authenticprescription opioids, such as oxycodone. Also, fentanyl can be added to heroin, to produce a
A0NRBY3ISNI LINPRdAzOG 2NJ G2 | fdre2aad thiedsky enRabide profil€IEA, 2uly @ O dzi ¢
2016)

Ly NBOSyid &SI NBRZ + A NHdsYavdsoeh anirgr¥ayedzyimtalied fo{h&oidAahueeS & . 2
GKAETS Ayidal 1 Sa ofiodid) K2 WS NISHISK SRS 2«lzi 6 CAIdzNE TUOd ¢K
heroin overdose fatalities and DFS cases, and the drop or flattening of prescription opiaids®/e

fatalities and DFS cases. Because users are unlikely to know they are using fentanyl, and because
FSyidlyeft (GSyRa (2 0SS F2dzyR Ay (KS aforpdscripd@i 2y a | a
opioid, heroin, and fentanyl fatalitié®n pagel0), there are likely individuals seeking treatment for

heroin who have also been using fentanyl, unknowingly.

Figure 8: Community Services Board Intakes
Intakes into Substance Abuse Services Programs
FY2011-2017
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lllicit fentanyl has greater lethality than heroin or prescription opioids.

Fentanyl is a synthetic opioidith a potencyestimatedat 80 to 100 times that ofmorphine, and 25 to

40 timesthat of heroin. Fentanyl analogs have varying degrees of potency. Acetyl fentanyl is around 16
times more potent than morphine, while carfentanil (used for tranquilizing elephants and other large
animals) is pproximately 10,000 times more potent than morphine (DEA, July 20h& high potency

is perhaps better understood as a high lethality.

The high lethality of fentanyl shows in the comparison between DFS cases and overdose fatalities for
fentanyl, heroinand prescription opioidsThelllicit fentanyl cases submitted to the Department of

Forensic Senhceincreasedmore than 200% in 2016, while heroin cases increased 8% and prescription
opioid cases dropped 3@eigure9). But the number of both prescriptioopioid and heroin cases were
already at a much higher level than illicit fentanyl. Despite the sharp rise in fentanyl cases, they were still
outnumbered by both heroin and prescription opioid casesloyost 41.

Preliminary 201 dataindicate that thesdrends are continuing. When compared to the first half of

20186, in the first half of 2017 illicit fentanyl cases increased 109%, while heroin cases dropped 5% and
prescription opioid cases dropped 12%. In the first half of 2017, heroin and prescriptmd oases

each outnumbered illicit fentanyl cases about 2:1.

The substantially lower number of illicit fentanyl cases suggests that, despite its sharp rise in recent
years, there is still lesHicit fentanyl in the community, relative to heroin and peeigtion opioids.

Figure 9: Fentanyl vs. Other Opioids — DFS Cases
lllicit Fentanyl & Derivatives vs Prescription Opioids vs Heroin, CY2007-2016
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Althoughiillicitfentanyl cases increased 207% between 2015 and 2016, there were almost
four times as many heroin cases and four times as many prescription opioid cases that year.

There was a similarly large increase, 176%, in the number of fatal overdoses of fentanyl (Rig0de5
10). There were also increases in fatal overdoses of heroin (31%) and prescription opioids (19%, though
many cases also involvedro@ or fentanyl).

Preliminary 201 dataindicate that these trends are continuing. When compared to the first half of
20186, in the first half of 2017 illicit fentanyl overdose fatalities increased 22%, while heroin cases
increased 23% and prescription ofal cases increased 3%.
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But in contrast to DFS casése number offentanyl overdose fatalities were actually higher than
fatalities for the other drugs. Fatal overdoses of fentamgte 32% higher than fakarescription opioid
overdoses, and 39% higher than fatal heroin overdoses.

If it is correct that that there is less illicit fentanyl in the community relative to heroin and prescription
opioids, as their lower number of DFS cases would suggest, théartfee number of fentanyl overdose
fatalities suggests a much higher level of lethality.
Figure 10: Fentanyl vs. Other Opioids — Overdose Fatalities
Fentanyl* vs Prescription Opioids** vs Heroin, CY2007-2016
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In contrast to DFS cases, fentanyl fatalitiesexceeded heroin fatalitiesand prescription
opioid fatalities (separately) in 2016.

* “Fentanyl” includes fentanyl and fentanyl analogs.
** “prescription Opioid (Fent Only If Additional)” includes all prescription opioid fatalities, but only includes cases involving fentanyl if another prescription opioid
‘was a contributine factor in the fatalitv.

Although the relationship between the number of DFS cases and the numbeefosefatalities is
inexact and undefingdcomparisons between the two measures foe different drug types does help
illuminate the lethality of illicit fentanyln 2016, foreachillicit fentanyl DFS case, there were 0.42
fentanyl overdose fatalities. In the same year, for heroin and prescription opioids, there vd8rarid
0.09 ovedose fatalities, respectively, for each DFS case.

If heroin and prescription opioids had the same ratio of fatalities to DFS cases that fentanyl had in 2016,
there would have been thousands more fatalit{&sgurel3).
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Figure 13: If Other Opioids Had Fentanyl’s
Fatality-to-DFS-Case Ratio
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includes fentanyl and fentanyl analogs.
jon Opioids” includes all prescription opioid fatalities, but only includes cases involving fentanyl if another prescription opioid was a contributing
atality.

Demographic patterns vary for pr escription opioid, heroin, and fentanyl fatalities.

The fatality rate for prescription opioids also has a different demographic pattern that the rates for
heroin, and fentanyl (Figures 15, and T, calendar year 2016 datdndividuals with fatal overdees
involving prescription opioids tend to be older and are more likely to be whitdeswdlikely to benale,
when compared with individuals who died from overdoses of fentanyl or heroin.

For all three drug types the fatality rate was higher among maélesvever, for prescription opioids, the
rate for males was only 1.4 times the rate for females, whereas for fentanyl and heroin the rate for
males was 2.7 times the rate for females (the fatality rates for fentanyl were higher than heroin, but the
ratio of males to females was the same).

For all three drug type®9596% of fatalities were identified as either white or black, and for all ttiee
fatality rate was higher among whites than other races. But for prescription opioids, the rate among
whites was2.0 times as high as it was among blagksereas for fentanyl and heroin the rate among

whites was 1.2 times high as it was among blacks (the fatality rates for fentanyl were higher than heroin,
but the ratio of whites to blacks was the same).

The diffeences are starker when looking at ages. For both heroin and fentanyl, the fatality rates were
highest amongndividuals age 234, with the rate for that category being 2.5 times as high agdbe

for all ages combined (the fatality rates for fentanylresdaigher than heroin, but the ratio was the
same). For prescription opioids, the highest fatality rate was among individuals &gk 8bout 1.7

times as high as the rate for all ages combined.
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Figure 15: Fatality Rate by Sex, CY2016 Figure 16: Fatality Rate by Race/Ethnicity Distribution, CY2016
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Figure 17: Fatality Rate by Age Group, CY2016
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Figuresl8to 29, in Appendix A, present theskemographic distributions for each of the seven Virginia
State Police divisions.

¢KS RSY23INILKAO LI GOSNYAE 2F AYRAGARdZ ta NBOSAQAY3
Community Services Boards (CSBs) are somewhat different than the patterns for fatalities.

Regional patterns vary for prescription opioid, heroin, and fentanyl fa  talities.

Prescription opioidFS case submissions and overdasalities continue to beconcentrated in

Southwest VirginigFigures 30 and 35). However, this same region has seen the greatest reduction in
both measures in recent years. Between 2014 a@ti&? Virginia State Police (VSP) Division 4
(Southwest Virginia) had a 23% drop in prescription opioid DFS cases and a 39% drop in prescription
opioid overdose fatalities.

Another prescription drug category, benzodiazepines, is a concern with regaribidsopike opioids,
benzodiazepines sedate users and suppress breathing. When the drugs are combined, users are at a
particularly high risk. Benzodiazepine cases submitted to DFS increased 17% between 2015 and 2016.
The rate of benzodiazepine submissidas consistently been highest in VSP Division 4, where
prescription opioid cases are also highest (Fig®e
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The maps in Figui@ show the rate of prescription opioid overdose fatalities in Virginia Health Districts.
In 2016, the prescription opioid evdose fatality rate was highest in the Cumberland Plateau Health
District (17.6), followed by the Lenowis(31.9) and Eastern Shore (13.2) Health Districts.

Figure 30: Regional Prescription Opioid DFS Submissions
Rate Per 100,000 Population, CY2011-2016
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Figure 32: Regional Benzodiazepine DFS Submissions
Rate Per 100,000 Population, CY2011-2016
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Fentanyl(Figures 8 and40) and heroin(Figure#t1 and45) DFS case submissions and overdatsities
are highest inthe Tidewater areathe Shenandoah Valley areaentral Wfginia, andNorthern Virginia

By VSP Divisiorhé highest rate of illicit fentanyl cases submitted to DFS were frDinision 5
(Tidewater, 30.3),Division 2 (Shenandoah Vall&8.0Q and Division 1 (Central Virginb.0.

The maps in Figu#0 show the rate of fentanyl overdose fatalities in Virginia Health DistTdts.
fentanyl overdose fatality rate in 2016 was highest in the Rimid Health District (20), followed by
the Norfolk (226) and Portsmoutl{19.9)Health Districts.
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