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Overview

 Opioid impact by the numbers
 Five Policy Approach
 Addiction as a chronic disease
 Call to action



https://www.cdc.gov/drugoverdose/data/analysis.html

Presenter
Presentation Notes
In the U.S. in 2015:    33,091 opioid overdose deaths
16% increase from 2014
73% increase in synthetic opioid (e.g. fentanyl)
Heroin deaths tripled between 2010-2015

91 Americans die every day from an opioid overdose

Heroin use is trending up
From 2002–2013, past month heroin use, past year heroin use, and heroin addiction have all increased among 18-25 year olds.6 The number of people who started to use heroin in the past year is also trending up. 

Heroin-related deaths more than tripled between 2010 and 2015, with 12,989 heroin deaths in 2015. 

The largest increase in overdose deaths from 2014 to 2015 was for those involving synthetic opioids (other than methadone), which rose from 5,544 deaths in 2014 to 9,580 deaths (73% increase) in 2015. One of these synthetic opioids, illegally-made fentanyl, drove the increase.1 It was often mixed with heroin and/or cocaine as a combination product—with or without the user’s knowledge.
https://www.cdc.gov/drugoverdose/epidemic/index.html 

2015
Rx opioids: > 15,000 deaths
Heroin:          12,989
Synthetic:        9,580

Total opioids= 33,091



Opioid Overdose Deaths
Virginia, 2016

 1,133 opioid overdose deaths
 39.7% increase from 2015
 174.7% increase in fentanyl deaths in last year
 31.0% increase in heroin deaths

 More than 3 Virginians die every day from an 
opioid overdose
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Presentation Notes
http://www.vdh.virginia.gov/medical-examiner/forensic-epidemiology/

	




Opioid Overdose Deaths
in Hampton Roads in 2016

 277 opioid overdose deaths
 42% increase from 2015
 116% increase in fentanyl deaths from 2015
 Nearly 900% from 2014

 32% increase in heroin deaths

 > 5 persons a week die in Hampton Roads from an 
opioid overdose
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Presentation Notes

http://www.vdh.virginia.gov/medical-examiner/forensic-epidemiology/

Fentanyl deaths: 2014= 18; 2015= 83; 2016= 179

Fentanyl: 	50 X > potent heroin
	100 X > potent morphine

Carfentanil:	General anesthetic/tranquilizer for large animals (e.g. elephant)
	100 X > potent fentanyl
	10,000 X > potent morphine
	Identified in VA for 1st time in Nov 2016
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Opioid Overdose Deaths In Hampton Roads 2007-2016

All Opioids

Fentanyl

Heroin

Prescriptions
Opioids

http://www.vdh.virginia.gov/medical-examiner/forensic-epidemiology/
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	2007   2008   2009   2010   2011   2012   2013   2014   2015
All Opioids	  107     78       95         78        101      84     147     141       195
Fentanyl 	  10       10        5          11        10        41       29       18         83
Heroin 	  32       14       27         18        32        38       61       63         84
RX Opioids 	  71       58       66         62        74        53        82      80         89

2014 to 2015 increase
All	39%	
Fentanyl	360%	U.S.= 73%	VA= 150%	HR=360%
Heroin	33%
Rx opioids	11%

Hampton Roads/VA:  2007-2015 ( 9 yrs)		2016 (Jan-Sept)
All opioids		18.6%		27.0%
Fentanyl		22.8%		33.5%
Heroin		26.8%		26.4%
Rx opioids		16.1%		22.3%




Count of ED Visits for Unintentional Overdose by Opioid or Unspecified 
Substance among Virginia Residents by Month, 2015 - 2017 

http://www.vdh.virginia.gov/surveillance-and-investigation/syndromic-surveillance/
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First 3 mos of 2017:
	VA:		VSP: Region V	
Jan= 	773 / 9.2		9.7
Feb= 	689 / 8.2		8.1
March= 	751 / 9.0		9.6

Rate is per 100,000 population

Over the past 12 months: Central or SW has the highest rate- up to ~14



Rate of ED Visits for Unintentional Overdose by Opioid or Unspecified 
Substance among Virginia Residents by Month and Age Group (Years), 
Previous 12 Months 

http://www.vdh.virginia.gov/surveillance-and-investigation/syndromic-surveillance/
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15-24: 4/12 months had the highest rate of ED visits
25-34: 6/12 
With 2/12 ~ tied

VB police: 1/31/17 
2015- 133 ODs with 36 deaths….. 62 (47%) in their 20s
2016- 262 ODs with 54 deaths…….including 6 teens, 99 (38%) in their 20s
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Neonatal Abstinence Syndrome, Cases Counts and Rates 
per 1000 Live Births: Virginia 1999-2014
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2000= 72 case for a rate of 0.7 per 1,000 hospital births
2015= 626 cases for a 6.1 rate (769% increase in cases)

VA Children exposed to drugs in utero:per VDSS
2016: 1,334
2013: 985

NYTimes:
428,000 children in the US foster care system, up 8% between FY2012-2015
32.2% of cases cite parental substance abuse as reason for removal (vs. 28.5% in 2012)
White House mtg-US DHHS
47,219 infants in foster care in 2015
54% of infants entering care have parental SUD as a risk factor

MMWR (3/10/17):
In 2012, on avg, 1 NAS-affected infant was born q25 minutes in the US
2012: Term infant- avg stay= 2.1 days for a charge of $3,500
NAS infant- avg stay= 16.9 days with a mean hospital charge of $66,700
In 2010- 22.8% of Medicaid enrolled F who filled at least 1 rx for opiates during her pregnancy
Up from 18.5% in 2000
Prevalence of opioid abuse or dependence among preg F
1.7 per 1,000 deliveries in 1998
3.9 … in 2011
Incidence of NAS has increased by 400% nationally from 
1.2 per hospital births in 2000
5.8 …. In 2012






Data by Age Groups for VA

http://www.vdh.virginia.gov/data/opioid-overdose/



http://www.vdh.virginia.gov/data/opioid-overdose/



Virginia Leadership

 2014: Governor’s Task Force
 2016: Local coalitions form in Hampton Roads

 PCOR, HROWG
 Law enforcement, medical and outreach

 11/2016: Opioid Addiction Crisis declared a Public 
Health Emergency by Dr. Levine

 12/2016: Governor’s Executive Leadership Team on 
Addiction
 VDH, VSP and VBHDS lead agencies

Presenter
Presentation Notes
VA Governor Task Force 2014-2015
CDC “Chronic Pain Treatment Guidelines” 3/13/16
VHHA “Virginia Hospital Emergency Department Opioid Prescribing Guidelines” 4/13/16
“Facing Addiction in America” Surgeon General’s Report on Alcohol, Drugs and Health Nov. 2016
Opioid Addiction Crisis declared a Public Health Emergency in Virginia 11/21/16

Actions for all VA Clinicians
Prescription Monitoring Program- required
CME/CE- 2 units required
Emergency Regulations for Opioid Prescribing- effective 3/15/17
Consider non-opioid treatment for pain
Query the PMP
No more than 7-day supply
Surgical procedure- no more than 14 consecutive days

2017:VB City Council-Opioid initiative= High priority
Goal 6: Be the Safest City in VA






5 Policy Addiction Framework in VA

1. Harm reduction
2. Treatment 
3. Prevention- legal opiates 
4. Prevention- illegal opiates
5. Culture changes

Presenter
Presentation Notes
Harm reduction until treatment is available and accepted
Treatment for those who are addicted
Prevention through reducing the supply of legal opiates 
Prevention through tracking and reducing the supply of illegal opiates
Culture changes in 3 areas


Hazel
1) Harm reduction until treatment is available and accepted. 
Elements include saving lives with Naloxone, preventing infectious diseases that can be spread (HIV and Hepatitis) through targeted needle exchange, preventing neonatal abstinence syndrome by removing barriers to pregnant women entering treatment (fear of losing the baby to social services), working to keep families together and addressing the trauma to the children, and trying to reduce drug related crime. Surveillance is also part of this since the drugs have changed and will continue to do so. We can also look at Suboxone as harm reduction, particularly diverted Suboxone, as people are often purchasing on the street not as a means to get high, but a means to stave off painful detox. 
2) Treatment for those who are addicted. We need these folks to be stable, self-sufficient members of society. This is where the MAT and treatment courts come in. Also the peer community etc. Medicaid expansion is an issue. Treatment is the only means to recovery, and recovery is the only alternative to the misery of addiction, or the other option, which is death.
3) Prevention through reducing the supply of legal opiates. Better pain management, proper storage and disposal, use of the PMP etc. Perhaps reformulating the meds to reduce abuse potential can help (ADFs). The fewer prescription opioids we have in the community, the fewer can be diverted. 
4) Prevention through tracking and reducing the supply of illegal opiates. This is law enforcement function primarily. The real trick will be to figure out how addicts can know what they are getting. Data plays a big part. 
5) Culture changes in 3 areas. For prevention, we need to find ways to keep kids from putting this stuff in their bodies. Perhaps the asset building approach has merit. Need to engage the schools on this. Next, the culture of pain and suffering has to change. It took a turn for the worse in the 90's and we need to help the pendulum swing back. The third cultural issue is removing the stigma. So long as these folks are judged to be weak or bad, there will not be the social supports (either natural or organized), housing, and the means to support oneself




1. Harm Reduction

 Reduce overdose deaths- Naloxone
 First responders- Police
 REVIVE!- lay persons
 Standing order with pharmacies
 New law: HB1453/SB848- community orgns

 Reduce spread of infectious disease
 New law: HB2317- needle exchange, testing for Hep C 

and HIV, connect to treatment

Presenter
Presentation Notes
In November 2016: Health Commissioner Levine- declared the Opioid Epidemic a Public Health Emergency in VA. She then created a standing order for Naloxone to reduce barriers to acquisition of this life saving drug

SB848/HB1453: allow community orgns to possess and dispense naloxone to those that they train to use it

HB2317: allows LHDs to administer harm reduction programs in parts of the state with very high rates of HIV and Hep C. These programs will exchange dirty needles for clean ones and offer testing for Hep C and HIV, and connect people to addiction treatment.



Recognizing an Opioid Overdose

Key Triad:

 Pinpoint pupils
 Unconscious
 Respiratory depression

Other symptoms:
 Awake- unable to talk
 Body limp
 Face- pale and clammy
 Lips- blue/purple-black
 Pulse-erratic, slow, gone
 Choking sounds or 

snore-like gurgle
 Vomiting

Presenter
Presentation Notes
It is rare for someone to die immediately from an overdose. When people survive, it’s because someone was there to respond.
OD is gradual…drug ↓ RR and HR…coma and death
1-3 hour window of opportunity to prevent death
Naloxone antagonist- very high affinity for opioid R-Mu
Displaces the opioid and reverses the effects of OD

If you are worried someone is getting too high- it is impt that you don’t leave them alone.
Walk them around, keep them awake, and monitor their breathing.

If someone is making unfamiliar sounds while “sleeping” it is worth trying to wake him/her up. Many loved ones of users think a person was snoring when in fact the person was overdosing. These situations are a missed opportunity to intervene and save a life. 

The important thing is to act right away!



Naloxone in Virginia Beach

2016

 326 patients
 18 > 1 occasion

 Ages: 17-90s 
 42 average

 EMS/Fire: 284
 Police: 42 (13%)

Presenter
Presentation Notes
VB Police began carrying Naloxone in March 2016

Portsmouth police and Hampton police have now received training in the use of Naloxone- pending deployment



http://www.dbhds.virginia.gov/individuals-and-families/substance-abuse/revive

Presenter
Presentation Notes
Naloxone
Opioid OD doesn’t occur immediately after person takes the drug- effects develop gradually as the drug depresses the RR and HR-eventually leads to coma and death/ typically there is a 1-3 hour window of opportunity to take action to prevent the death
An opioid antagonist
Very high affinity for the receptors (mu) in the brain that the opioids bind to/able to displace them and reverse effects of the OD
A proven PH response to the epidemic of opioid OD emergencies

CDC- 1996 implemented a program to distribute naloxone to Lay Rescuers
152,283 persons trained
26,463 lives saved

VA- REVIVE! (VA Dept of Beh Health and Developmental Services)
2013- pilot program in Richmond and far SW
2015- Expanded to all of VA
5,000 lay rescuers trained
1,500 lay rescue trainers
50 law enforcement agencies
How opioid OD happens and how Naloxone works
How to recognize opioid OD
Risk factors for OD and myths about reversal
How to administer Naloxone

Hampton Roads
Virginia Beach- began training lay rescuers in April 2016- 86 people in 7 months
Chesapeake, Norfolk, Suffolk

http://www.dbhds.virginia.gov/individuals-and-families/substance-abuse/revive


2. Treatment

 Expanded use of MAT (medication-assisted 
treatment)

 Improve access to treatment
 Continuum of care system
 Drug Court
 Correctional facilities

Presenter
Presentation Notes
Continuum of care: 
Recovery-oriented systems of care- provide opportunities for SUD services and mainstream HC to engage in various types of collaborative efforts to integrate services at all stages- prevention, treatment and recovery
Primary care= site for most preventive and on-going clinical care for pts/ can serve as a conduit to help pts engage in and maintain recovery

Correctional facilities:
2/3 of jail detainees and ½ prison inmates experience SUD
Many require tx intervention, although only 10% receive SUD tx services
Risk for OD is particularly high after a period of abstinence- due to decreased tolerance
Risk of death= 12.7 x higher during 1st 2 weeks after release than age/sex/race matched controls (WA state)



Medication Assisted Treatment (MAT)

 Use of medications in combination with counseling 
and behavioral therapies for SUD

 Recovery rates of 40-60% 
 5-20% in abstinence-only models

 Provided by
 Opioid Treatment Providers (OTP)
 Office-based Opioid Treatment Providers (OBOT)

Presenter
Presentation Notes
March 2015: U.S. DHHS made addressing the opioid crisis a high priority- expanding the use of MAT was 1 of 3 priority areas

Nov 2016: H Commish Levine- declared the Opioid Epidemic a PH Emergency in the CoVA
VA Dept of Beh H & Development Services; VDH; VA Dept of H Professionals; DMAS
MAT training: Addiction Dx Mgmt- 28 full day sessions across VA- free, CME/CEU
ARTS- increased access to MAT/treatment for opioid addiction

MAT is a foundational service for addiction treatment. 
Equivalent  as insulin is to diabetes.
Care Coordination and Peer Services are newly reimbursable.
VDH Addiction Disease Management trainings being offered to assist providers in MAT and successful reimbursement.

MAT can be provided by:
Opioid Treatment Providers (OTPs) – CSBs and private providers licensed by DBHDS
Office-Based Opioid Treatment (OBOT) providers – primary care clinics, FQHCs, outpatient psychiatry clinics, other physician offices, etc. 






MAT: Medications

 Methadone: Agonist
 Highly regulated- only from OTPs

 Buprenorphine: Partial agonist
 Can be prescribed from clinician offices
 Very high affinity and slow dissociation from mu
 Favorable safety profile: ceiling effect

 Naltrexone: Antagonist
 Blocks opioid without agonist effects

Presenter
Presentation Notes
Methadone
Clinics established in 1974- highly regulated at Federal level
Schedule II- can only be give in Opioid Treatment Programs- CSBs and private providers licensed by DBHDS
Target range= 80-120mg….Stop withdrawal, avoid sedation and euphoria

Buprenorphine (B/Naloxone, B)
Drug Addiction Act of 2000/ U.S. legislation enabling office-based tx of opioid addiction
Addiction psychiatrist…others-earn special certification/DEA registration to prescribe- 8 hour CME course 
Office-based tx: Primary care/FQHC; Specialty (e.g. IDz, GI, Psychiatry)- 
Integrated care= ideal- whole person
High affinity (strength which a drug physically binds to a receptor)- so it can displace the full agonists
Slow dissociation- stays on the mu receptor longer so blocks the agonists from binding-prolonged therapeutic effect
Favorable safety profile:
Ceiling effect of partial ag- binds to/activates the R with <intensity than agonist so upper limit to how much euphoria or resp depression 
Lower risk (vs. Methadone) of cardiac arrhythmias

Naltrexone- antagonist (like naloxone)
Approved in 2010 for tx of opioid dependence
Oral used 1’ for induction onto LA injectable-monthly, cost ~$1800
Blocks opioid without agonist effects; no tolerance or withdrawal




All Community-
Based SUD 

Services will be 
Covered by 

Managed Care 
Plans 

A fully integrated 
Physical and 

Behavioral Health 
Continuum of Care

Magellan will continue to 
cover community-based 
substance use disorder 

treatment services for fee-
for-service members

Improve Access Through DMAS 
Payment Reform

Inpatient 
Detox

Residential 
Treatment

Partial 
Hospitalization

Intensive 
Outpatient 
Programs

Opioid 
Treatment

Case 
Management

Peer 
Recovery 
Supports

Crisis 
Intervention

Effective April 1, 2017
Addiction and Recovery Treatment 

Services (ARTS)
Peer Recovery Supports effective July 1, 2017

Presenter
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ARTS: Addiction and Recovery Treatment Services
Medicaid Managed Care
New Medicaid payment model to support providers in offering MAT
VA Dept of Beh H & Development Services; VDH; VA Dept of H Professionals; DMAS

To fully integrate physical and behavioral health services for individuals with SUD and expand access to the full continuum of services, DMAS plans to “carve in” non-traditional SUD services into Managed Care for members who are already enrolled in plans.  The only service currently covered by managed care is inpatient detoxification.
Non-traditional services that will be “carved in” include Residential Treatment, Opioid Treatment (medication and counseling component), Substance Abuse Day Treatment, Crisis Intervention, Intensive Outpatient Treatment, and Substance Abuse Case Management.

ARTS Benefit Supports Comprehensive MAT
Increases rates by 400% for opioid treatment - the counseling component of MAT
Allows OTPs and OBOT providers to bill for case management and peer supports
Allows providers to bill separately for opioid treatment when members are receiving treatment in ASAM levels 1, 2.1, 2.5, 3.1, and some community-based 3.3 and 3.5 sites.





3. Prevention: Rx drugs

 Reduce the supply
 Better pain management
 Proper storage and disposal

Presenter
Presentation Notes
Education…of clinicians and of patients
CDC- Chronic Pain Management Guidelines- March 2016
CoV_ March 2017- Regulations for the Prescribing of opioids
PMP
Mandatory CME in VA
Medical school curriculum changes

Education of patients





History of Opioid Prescribing

 Pre-1990s: Acute and cancer pain
 1996: Perdue Pharma introduces OxyContin
 Late 1990s: Pain as the 5th Vital Sign
 Early 2000s: JCAHO and lawsuits

 Pain management = use of opiates

 2006: HCAHPS- patient satisfaction survey
 CMS ties to reimbursement

 Late 2000’s: Problem recognized

Presenter
Presentation Notes
Pre-1990s- largely reserved for acute and cancer pain
Studies published urging > aggressive pain mgmt, esp with OPR (opiate pain relievers)- so began the dash for PharmA
MS Contin and Duragesic hit the market
1991- 76 million Rx for OPRs
1996- Perdue- OxyContin
Aggressive marketing- doubled workforce
Touted very low potential for addiction/abuse…FDA agreed
$45 Million in sales year 1
Late 1990s: Pain as 5th Vital Sign- Campaign from the American Pain Society
Veteran’s Administration-adopts the campaign as part of their national pain mgmt strategy
No objective measure, rely on self report
Prescribers respond with increased opiate use
Early 2000’s: 
JCAHO- introduced standards for pain assessment and mgmt, stressed patient’s right to appropriate assessment and mgmt of pain, stressed need to assess pain in all patients
Drs-successfully sued for not managing pain quickly and aggressively enough
“Physician’s legal duty to relieve suffering”
Pain mgmt becomes synonymous with opiate use
Perdue profits increase > $1 Billion b/n 1996-2000
2006: Hospital Consumer Assessment of Healthcare Providers and Systems- survey questions focused on pain mgmt
Tied to hospital reimbursement by CMS









Magnitude of Rx Drug Problem

 259 million rx for painkillers in 2012
 ~ bottle for every American adult

 Rx nearly quadrupled since 1999
 No change in amount of pain reported

 9.4 million- opioids for chronic pain
 2.1 million hooked

 99% of world’s hydrocodone

Presenter
Presentation Notes
HC providers wrote 259 million rx for painkillers in 2012, enough for every American adult to have a bottle of pills.
(CDC draft GL: est. 20% of pts presenting to dr offices with pain s/s or dx receive an opioid rx)

Since 1999, the amount of rx painkiller prescribed and sold in the US has nearly quadrupled, yet there has not been an overall change in the amount of pain that pts report.

Of the 9.4 million Americans who take opioids for long-term pain, 2.1 million are estimated by the NIH to be hooked and are in danger of turning to the black market.
(CDC draft GL: est 9.6-11.5 million adults, or ~ 3-4% of the adult US population, are rx’d long-term opioid therapy)

US pts consume 99% of the world’s hydrocodone (Vicodin) and 80% of the world’s oxycodone (Percocet and OxyContin)

NACCHO Annual Conference Opioid Epidemic (feature ad)



Opioid prescriptions continue…

 91% patients who had a non-fatal overdose

 63% of these continued to get high doses

 17% overdosed again

Presenter
Presentation Notes
2016 study in the Annals of Internal Medicine found:

Doctors continued to prescribe opioids for 91% of the pts who suffered a non-fatal OD

With 63% of these pts continuing to receive a high dose

17% of these pts overdosed again within 2 years

Underscores the importance of the PMP as well as integrated medicine



Presenter
Presentation Notes
Frieden: 2 factors leading the big increase
Increased # of people being primed for heroin addiction because they are addicted to/exposed to rx opioid painkillers
Increase in supply and accessibility and decrease in cost of heroin (costs < 5x rx opioids on the street market)

(RTSM)
Cheaper high:  $30 can buy 1 oxycodone pill on the street in New York
	                  OR  6 hits of heroin

#s above: some studies related 4 out of 5 people started with Rx drugs (vs. the 3 of 4 above) SO 75-80% used RX opioids 1st



Other Substance Abuse or Dependence Elevates 
Risk for Heroin Abuse or Dependence

Presenter
Presentation Notes
96% of all people who used heroin used at least 1 other drug

61% used at least 3 other drugs

45% of people who use heroin are also addicted to rx opioid painkillers



Presenter
Presentation Notes
What does this slide tell you?

> ½ (53%) got the opioid for FREE from a friend/relative
> 2/3 (67.6%) got it from a friend/relative



Actions to Address the Problem: 2016

 CDC “Chronic Pain Treatment Guidelines”
 CMS drops pain management question- HCAHPS
 US HHS releases a “National Pain Strategy”
 VHHA “Virginia Hospital Emergency Department 

Opioid Prescribing Guidelines” 
 “Facing Addiction in America” Surgeon General’s 

Report on Alcohol, Drugs and Health 
 Public Health Emergency in Virginia

Presenter
Presentation Notes
CDC “Chronic Pain Treatment Guidelines” 3/13/16
VHHA “Virginia Hospital Emergency Department Opioid Prescribing Guidelines” 4/13/16
“Facing Addiction in America” Surgeon General’s Report on Alcohol, Drugs and Health Nov. 2016
Opioid Addiction Crisis declared a Public Health Emergency in Virginia 11/21/16
Raise public awareness of the significant PH issue
Standing order for Naloxone
VaAware.com website
Dept of H Professionals-central point for info on drug addiction in VA
↑ MAT via 28 trainings in VA in Jan-March 2017
Payment reform c Medicaid for SUD
ARTS- Addiction and Recovery Treatment Services

New VA Code:
HB 2165: Mandates all opioid Rx will be transmitted to pharmacies electronically by 2020






Actions for All VA Clinicians

 Prescription Monitoring Program- required
 CME/CE- 2 units required
 Emergency Regulations for Opioid Prescribing-

effective 3/15/17
 Consider non-opioid treatment for pain
 Query the PMP
 No more than 7-day supply
 Surgical procedure- no more than 14 consecutive days

Presenter
Presentation Notes
PMP
Tells you where and when pts have filled controlled substances
Help determine tx hx and if pt is trying to obtain for illegitimate uses
2014 GA session:
Reqs for all prescribers to register with PMP upon application of new license or renewal- began 7/1/15
Jan 2016: all new prescribers/pharmacists= automatically enrolled

CME
Pain mgmt
Proper prescribing of controlled substances
Dx and tx of addiction

Prescribing regulations
Provide clear, E-B guidelines on proper rx’ing for acute and chronic pain
↓ # of pts who abuse or develop an addiction to opiates
Rein in intentional and indiscriminate overprescribing by practitioners who tx pain



Where do we go from here?

 Educate patients
 Divorce “Pain Management” from “Opiate 

Management”
 “Pain Medicine” does not = “Opiates”

 Emphasize non-opioid analgesics as 1st line
 Alternative forms of pain control
 Decrease variation between prescribers

Presenter
Presentation Notes
Some ED physicians 3x more likely to prescribe
Hospital systems looking at ERs, L&Ds



Drug Take Back

Presenter
Presentation Notes
Remember: 
~75-80% of people who used heroin within the past year started with Rx meds
 ~2/3 of Rx meds came from a relative or friend

VB Police Department has drug drop-off for 24/7/365
Walgreens: 24/7: 3376 Virginia Beach Blvd (~Little Neck and VB Blvd)
Drug disposal kits- health departments currently until run out

2016: VBPD collected > 2500# of medications




4. Prevention: Illicit Drugs

 Track and reduce the supply of illegal opioids
 Law enforcement- primarily
 Local LE, VSP, DEA, FBI 
 U.S. Attorney, Attorney General
 Data sharing is key

Presenter
Presentation Notes
4) Prevention through tracking and reducing the supply of illegal opiates. This is law enforcement function primarily. The real trick will be to figure out how addicts can know what they are getting. Data plays a big part. 

John Butler’s notes
1.The federal government has the ability to charge a 20 year mandatory minimum in heroin distribution cases that result in death. We rarely use it – I used it twice last year. When we do, we generally use it on non-addict, felons, that continued to sell the product even after learning of the deaths.
 The state has no mandatory minimum for those types of cases. Without that discretion they are handicapped in their ability to combat these cases with any meaningful general deterrence. A bill with a five year mandatory minimum almost passed the General Assembly but I’m told it got held up the Finance Committee because of the cost associated with the projected incarceration. 
Therefore, in these serious cases, the state has very little recourse and must go to the feds to prosecute these cases.
2. Law enforcement focuses on what is killing people. There are a lot of drugs out there, but the opioids are the ones killing people, so that is our focus in investigations and prosecutions.
3. Our office sends a clear message to dealers that if you deal heroin and someone dies, you are responsible for that death even if you did not intend for it to happen. If you deal drugs to someone who deals it to someone else, you are still responsible for that death. The accountability of the death goes up the entire supply chain of dealers.
4. Many users intending to purchase heroin, are getting something entirely different. Dealers even tell them the product is heroin, when in fact it might be entirely fentanyl. Fentanyl is more profitable for the dealer. As the product comes down the supply chain, it continues to get cut with adulterants – many times adulterants like fentanyl that help “spike” the weaker product. The combination is killing people. 
5. To end on a positive note, what’s improving in law enforcement is how we are sharing information. Cross agency and cross jurisdictional partnerships are on the rise – and the working group is helping bolster that.




5. Culture changes

 Keep kids from starting
 Culture of pain and suffering has to change
 Remove stigma



CDC Vital Signs http://www.sa4docs.org/wp-content/uploads/2015/07/GRAPHIC_VS_Heroin_PR_FINAL.pdf

Changing Demographics of Heroin Use

Presenter
Presentation Notes
Heroin use increased among most demographic groups (07/2015)

Biggest increases in:
Female- doubled
18-25 y.o.- > doubled and has highest rate of users (7.3/1,000)
White- > doubled

Past month use, past year heroin use, heroin addiction- ALL increased in the 18-25 y.o. group

1/31/17 VB police info
2015- 133 ODs with 36 deaths….. 62 (47%) in their 20s
2016- 262 ODs with 54 deaths…….including 6 teens, 99 (38%) in their 20s



Addiction Prevention

 70% vs. 27% develop a SUD
 <13 y.o. when first try illicit drug= 70%
 > 17 y.o. when first try = 27%

 EtOH: 4 times more likely to become addicted
 <15 y.o. first use

 4-23% from trying it to developing a SUD

Presenter
Presentation Notes
Prevention
4-23% proceed readily from trying a substance to developing a SUD
40-70% of a person’s risk for developing SUD is genetic
EtOH: First use <15 y.o.--- 4 times more likely to become addicted to EtOH at some point in their life
Nearly 70% of those who try an illicit drug before the age of 13 y.o. develop a SUD compared with 27% of people who first try after the age of 17 y.o.
Key:  Preventing or even just delaying young people from trying substances is important for reducing the likelihood of more serious problems later on




U.S. Surgeon General Report

1 in 7
20.8 million

78 a day
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Surgeon General’s Report
Critical PH problem – Substance misuse
Almost 22.5 million people reported use of an illegal drug in the  prior year
>20 million people have a SUDisorder
12. 5 million Americans reported misuse of Rx pain relievers in the past year
78 people die OD in the U.S. from an opioid OD
~ nearly quadrupled since 1999
Only 1 in 5 people who currently need tx is receiving it/despite having tx we know to be effective


Executive Summary
In 2015 	→ > 27 million people reported current use of illicit drugs or misuse of Rx drugs
	→ > 66 million people (nearly 1/4 of the adult and adolescent population) reported binge drinking
Estimated yearly economic impact 
	→ $249 Billion for alcohol misuse and disorder
                	→ $193 Billion for illicit drug use and drug use disorder

1 in 7: (14.6%) people in the U.S. are expected to develop a SUD at some point in their lives
In 2015: SUD affected 20.8 million Americans (8% of the adolescent/adult population) ~similar # of people with Diabetes
> 1.5 times the annual prevalence of All Cancers (14 million)
Of the 20.8 M
15.7 M in need of tx for E& OH problems
7.7 M needed tx for illicit drug problems




Neurobiology of Addiction
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Brief Neurobiology
Dopamine  → Basal ganglia: controlling reward and our ability to learn based on rewards
                     → food, sec, social interaction
                     → tolerance can develop
                     →  “train” brain to associate the “high” with other cues
                                         Ex. Friends drug with the people (Pavlov)
Extended amygdala → controls response to stress
If BG= the carrot: EA  ~ the stick  → to escape unpleasant situations
→ withdrawals
Prefrontal cortex – judgement, decision making, impulse control  → Relapse
 




Addiction as Chronic Disease
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Addiction is a chronic neurologic disorder and needs to be treated as other chronic diseases are

Addictions, once viewed as a moral failing or character flaw, are now understood to be chronic illnesses characterized by clinically significant impairments in health, social function, and voluntary control over substance use…. 

Has many features in common with disorders such as diabetes, asthma, and hypertension. In all of these disorders…
Chronic
Subject to relapse
Influenced by genetic, developmental, behavioral, social and environmental factors
Individuals may have difficulty in complying with the prescribed treatment

In 2015: SUD affected 20.8 million Americans (8% of the adolescent population) ~similar # of people with Diabetes
> 1.5 times the annual prevalence of All Cancers (14 million)

Surgeon General Dr. Vivek Murthy declared… 
“substance use disorders represents one of the most pressing public health crises of our time.”
Need a cultural shift: not a moral failing- it is a chronic illness
Proven interventions → involve combo of Rx, counseling and social support




Call to Action- Community members

 Know the signs of addiction and substance use
 Talk to your loved ones
 Visit www.VaAware.com 
 Properly dispose of medications
 Learn more about REVIVE and obtain Naloxone
 Reduce the stigma- share information with others 

about addiction as a chronic disease
 Be an empowered patient and empower others
 Get involved
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Presentation Notes
It can be difficult to know what to do when someone close to you is facing addiction, but there are simple things every Virginian can do to help those around them: 
Know the signs of addiction and substance use: Signs of recent opioid use include pinpoint pupils, sleepiness, “nodding” and scratching. Common signs of addiction include constant money problems; arrests; track marks and infections from needle use; lying about drug use; irritability and, when drugs can’t be obtained, physical withdrawal symptoms such as shaking, dilated pupils, nausea, diarrhea and vomiting. 
Talk to your loved ones: If you suspect that your friend or family member is struggling with addiction and substance use, talk with them. 
The state’s new website VaAware (http://vaaware.com/treatment-recovery/) offers resources on how to best discuss addiction with someone you love. Addiction, prevention and recovery resources.
Properly dispose of medications
Obtain Naloxone: If someone in your life is struggling with opioid addiction, visit your local pharmacist to obtain Naloxone and keep it on hand for possible overdose emergencies. 
Learn more about REVIVE! at www.dbhds.virginia.gov/individuals-and-families/substance-abuse/revive. - See more at: https://governor.virginia.gov/newsroom/newsarticle?articleId=18348#sthash.o9EANc3b.dpuf



Heidi A. Kulberg, MD, MPH
Director, Virginia Beach Dept. of Public Health

Heidi.Kulberg@vdh.virginia.gov 757-518-2630
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