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Report of the  Health and Criminal Justice Data Committee  

!ÕÔÈÏÒÉÔÙȡ 2ÅÃÏÍÍÅÎÄÁÔÉÏÎÓ ÏÆ ÔÈÅ 'ÏÖÅÒÎÏÒȭÓ 4ÁÓË &ÏÒÃÅ ÏÎ 0ÒÅÓÃÒÉÐÔÉÏÎ 

Drug and Heroin Abuse, Implementation Plan:  
Data and Monitoring Workgroup Recommendation 8:  

Create a Health and Criminal Justice Data Committee, 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 public health issues intersect, with the goal of 

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

concerns before they become crisesΦΧ 

The Health and Criminal Justice Data Committee should provide an annual trends report 

to the Secretaries of Public Safety & Homeland Security and Health & Human 

wŜǎƻǳǊŎŜǎΦΧ  

¢ƘŜ IŜŀƭǘƘ ŀƴŘ /ǊƛƳƛƴŀƭ WǳǎǘƛŎŜ 5ŀǘŀ /ƻƳƳƛǘǘŜŜΩǎ ƛƴƛǘƛŀƭ ŦƻŎǳǎ ǎƘƻǳƭŘ ōŜ ƻƴ ƎŀǘƘŜǊƛƴƎ 

and analyzing appropriate up-to-date data to mitigate harm from prescription drug and 

heroin abuse. 

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

Governor McAuliffe established the DƻǾŜǊƴƻǊΩǎ ¢ŀǎƪ CƻǊŎŜ ƻƴ tǊŜǎŎǊƛǇǘƛƻƴ 5ǊǳƎ ŀƴŘ IŜǊƻƛƴ !ōǳǎŜ. One 

outcome of the Task Force was its recommendation for the creation of a Health and Criminal Justice 

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

of Public Safety & Homeland Security and Health & Human Resources. The Implementation Plan for the 

HCJD Committee calls for a report to be submitted annually in October to the Secretaries of Public 

Safety & Homeland Security and Health & Human ResourcesΦ ¢ƘŜ /ƻƳƳƛǘǘŜŜΩǎ ŦƛǊǎǘ ŀƴƴǳŀƭ ǊŜǇƻǊǘΣ 

submitted in October 2016, was recognized with the Doug Yearwood National Publication Award for 

Excellence in Research/Policy Analysis, by the Justice Research and Statistics Association. For 2017, a 

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

incomplete. This document, submitted December 2017, is the final 2017 report of the HCJD Committee. 
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Executive Summary  
¶ Virginia has continued to see an increase in opioid overdose fatalities, driven primarily by the 

illicit drugs heroin and fentanyl (including 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, fatal overdoses 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 2016, the number of 

overdose fatalities involving fentanyl surpassed the number of fatalities involving heroin and the 

number of fatalities involving prescription opioids. 

¶ Although there are fewer illicit fentanyl cases submitted to the Department of Forensic Science 

when compared with heroin and prescription opioids, there are more overdose fatalities 

involving fentanyl than there are fatalities involving either heroin or prescription opioids. The 

higher number of fatalities despite an apparently lower level of availability is consistent with the 

high level of lethality reported for fentanyl (25 to 40 times more potent than heroin, 80 to 100 

times more potent than morphine). 

¶ Demographic patterns for individuals with fatal prescription opioid overdoses are different from 

those with fatal overdoses of heroin or fentanyl. Individuals 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. However, for 

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 that is also 

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 increasing. Methamphetamine 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 has coincided with 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 a drug charge as 

the most serious offense 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 found in Appendix A. The figure numbers on the charts in the text correspond to 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 crisis, but opioid overdose fatalities are nonetheless increasing. Total 

opioid overdose fatalities increased 40% between CY2015 and 2016 (Figure 1). This was the largest 

single-year increase in opioid overdose fatalities on record. Preliminary 2017 data indicates an increase 

in fatal overdoses, but a smaller increase than that seen between 2015 and 2016. The total number of 

opioid fatalities in the first two quarters of 2017 was 7% higher than for the same period in 2016. 

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 increase. Figure 2 looks at select opioids individually. Fatal overdoses of fentanyl (including 

fentanyl analogs and derivatives) increased 176% between CY2015 and 2016. Heroin overdose fatalities 

increased 31%. The OCME estimates that over 94% of all fatal fentanyl overdoses in 2016 were due to 

illicitly produced versions of the drug. When prescription opioids are compared with illicit opioids, 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 involving oxycodone, the prescription opioid 

responsible for the largest number of prescription overdose fatalities, rose 13% in 2016.   

                                                           
1 For purposes of this report, the term άƻǇƛƻƛŘέ ƛƴŎƭǳŘŜǎ ƻǇƛŀǘŜǎ derived from opium poppy plant (e.g., heroin and 
morphine) and synthetic/semi-synthetic opioids manufactured chemically (e.g., fentanyl and methadone).  
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When data from the criminal justice and health spheres are compared, there is a clear difference in the 

trends for prescription opioids when compared with heroin and fentanyl. Figures 4, 5, and 6, together, 

demonstrate this difference. Unlike with prescription opioids, heroin DFS cases follow a very similar 

pattern as overdose fatalities and hospitalizations. With fentanyl, the difference is even more clearly 

demonstrated (though fentanyl cases cannot be distinguished in the hospitalization data).  
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Prescription opioid fatalities, when no heroin or fentanyl are present, are down.  

Overall, fatal overdoses of prescription opioids increased 19% in 2016, but that increase was driven by 

cases involving both a prescription opioid and either fentanyl, heroin, or both (Figure 7). In 2016, 37% of 

prescription opioid fatalities also involved either fentanyl or heroin, up from 19% in 2015. 

Fatal overdoses of a prescription opioid, in which fentanyl 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 actually decreased 7%. When looked at regardless of the presence of 

fentanyl and/or heroin, fatal overdoses of prescription opioids increased 19%.  

Preliminary 2017 data indicates the trend is continuing. In the first half of 2017, 50% of prescription 

opioid overdose fatalities also involved fentanyl and/or heroin. 
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Individuals who died due to a combination of prescription opioids and fentanyl might not have been 

aware they were using fentanyl. Fentanyl is often pressed into counterfeit pills that appear to be 

authentic prescription opioids, such as oxycodone. Also, fentanyl can be added to heroin, to produce a 

ǎǘǊƻƴƎŜǊ ǇǊƻŘǳŎǘ ƻǊ ǘƻ ŀƭƭƻǿ ǘƘŜ ŘŜŀƭŜǊ ǘƻ άŎǳǘέ ǘƘŜ ƘŜǊƻƛƴ Ƴore and thereby enhance profits (DEA, July 

2016).  

Lƴ ǊŜŎŜƴǘ ȅŜŀǊǎΣ ±ƛǊƎƛƴƛŀΩǎ /ƻƳƳǳƴƛǘȅ {ŜǊǾƛŎŜǎ .ƻŀǊds have seen an increase in intakes for heroin abuse, 

ǿƘƛƭŜ ƛƴǘŀƪŜǎ ŦƻǊ άƻǘƘŜǊ ƻǇƛŀǘŜǎκopioidsέ ƘŀǾŜ ƭŜǾŜƭŜŘ ƻǳǘ όCƛƎǳǊŜ тύΦ ¢Ƙƛǎ ƛǎ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ ǊƛǎŜ ƛƴ 

heroin overdose fatalities and DFS cases, and the drop or flattening of prescription opioid overdose 

fatalities and DFS cases. Because users are unlikely to know they are using fentanyl, and because 

ŦŜƴǘŀƴȅƭ ǘŜƴŘǎ ǘƻ ōŜ ŦƻǳƴŘ ƛƴ ǘƘŜ ǎŀƳŜ ǊŜƎƛƻƴǎ ŀǎ ƘŜǊƻƛƴ όǎŜŜ άwŜƎƛƻƴŀƭ ǇŀǘǘŜǊƴǎ ǾŀǊȅ for prescription 

opioid, heroin, and fentanyl fatalitiesέ on page 10), there are likely individuals seeking treatment for 

heroin who have also been using fentanyl, unknowingly. 
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Illicit fentanyl has greater lethality than heroin or prescription opioids.  

Fentanyl is a synthetic opioid with a potency estimated at 80 to 100 times that of morphine, and 25 to 

40 times that 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 approximately 10,000 times more potent than morphine (DEA, July 2016). This 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, heroin, and prescription opioids. The Illicit fentanyl cases submitted to the Department of 

Forensic Science increased more than 200% in 2016, while heroin cases increased 8% and prescription 

opioid cases dropped 3% (Figure 9). But the number of both prescription opioid 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 cases by almost 4:1.  

Preliminary 2017 data indicate that these trends are continuing. When compared to the first half of 

2016, 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 prescription opioid cases 

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 less illicit fentanyl in the community, relative to heroin and prescription opioids. 

 

There was a similarly large increase, 176%, in the number of fatal overdoses of fentanyl in 2016 (Figure 

10). There were also increases in fatal overdoses of heroin (31%) and prescription opioids (19%, though 

many cases also involved heroin or fentanyl). 

Preliminary 2017 data indicate that these trends are continuing. When compared to the first half of 

2016, in the first half of 2017 illicit fentanyl overdose fatalities increased 22%, while heroin cases 

increased 23% and prescription opioid cases increased 3%.  
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But in contrast to DFS cases, the number of fentanyl overdose fatalities were actually higher than 

fatalities for the other drugs. Fatal overdoses of fentanyl were 32% higher than fatal prescription 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, then the larger number of fentanyl overdose 

fatalities suggests a much higher level of lethality.  

 

Although the relationship between the number of DFS cases and the number of overdose fatalities is  

inexact and undefined, comparisons between the two measures for the different drug types does help 

illuminate the lethality of illicit fentanyl. In 2016, for each illicit fentanyl DFS case, there were 0.42 

fentanyl overdose fatalities. In the same year, for heroin and prescription opioids, there were 0.08 and 

0.09 overdose 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 fatalities (Figure 13).  
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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, 16, and 17, calendar year 2016 data). Individuals 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. 

For all three drug types the fatality rate was higher among males. However, 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 types, 95-96% of fatalities were identified as either white or black, and for all three the 

fatality rate was higher among whites than other races. But for prescription opioids, the rate among 

whites was 2.0 times as high as it was among blacks, whereas 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 differences are starker when looking at ages. For both heroin and fentanyl, the fatality rates were 

highest among individuals age 25-34, with the rate for that category being 2.5 times as high as the rate 

for all ages combined (the fatality rates for fentanyl were higher than heroin, but the ratio was the 

same). For prescription opioids, the highest fatality rate was among individuals age 35-54, about 1.7 

times as high as the rate for all ages combined. 
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Figures 18 to 29, in Appendix A, present these demographic distributions for each of the seven Virginia 

State Police divisions. 

¢ƘŜ ŘŜƳƻƎǊŀǇƘƛŎ ǇŀǘǘŜǊƴǎ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎ ǊŜŎŜƛǾƛƴƎ ǎǳōǎǘŀƴŎŜ ŀōǳǎŜ ǎŜǊǾƛŎŜǎ ǘƘǊƻǳƎƘ ±ƛǊƎƛƴƛŀΩǎ 

Community Services Boards (CSBs) are somewhat different than the patterns for fatalities.  

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

Prescription opioid DFS case submissions and overdose fatalities continue to be concentrated in 

Southwest Virginia (Figures 30 and 35). However, this same region has seen the greatest reduction in 

both measures in recent years. Between 2014 and 2016, 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 regard to opioids. Like 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 submissions has consistently been highest in VSP Division 4, where 

prescription opioid cases are also highest (Figure 32).  
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The maps in Figure 35 show the rate of prescription opioid overdose fatalities in Virginia Health Districts. 

In 2016, the prescription opioid overdose fatality rate was highest in the Cumberland Plateau Health 

District (17.6), followed by the Lenowisco (14.9) and Eastern Shore (13.2) Health Districts.  
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Fentanyl (Figures 36 and 40) and heroin (Figures 41 and 45) DFS case submissions and overdose fatalities 

are highest in the Tidewater area, the Shenandoah Valley area, Central Virginia, and Northern Virginia. 

By VSP Division, the highest rates of illicit fentanyl cases submitted to DFS were from Division 5 

(Tidewater, 30.3), Division 2 (Shenandoah Valley, 28.0) and Division 1 (Central Virginia, 25.0). 

The maps in Figure 40 show the rate of fentanyl overdose fatalities in Virginia Health Districts. The 

fentanyl overdose fatality rate in 2016 was highest in the Richmond Health District (24.0), followed by 

the Norfolk (22.6) and Portsmouth (19.9) Health Districts.  

 


