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Total Drug Overdose Deaths,
2007 - 2018
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Natural Semi-synthetic Synthetic

codeine hydrocodone methadone
morphine oxycodone fentanyl
*heroin meperidine tframadol
hydromorphone
oxymorphone

buprenorphine

Your body makes its own opioids, which are called
“Yendorphins.”




Similarities between Heroin and Prescription Opioids
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Drivers of Opioid Overdose
Death
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O 2015 Governor’s Task Force on Prescription Drug and
Heroin Abuse

O 2016 Commissioner of Health declared a public health
emergency

= 2016 - pres Coordinating body: Governor's Executive
Leadership Team on Opioids and Addiction

O Co-chaired by Secretary of Health and Human Resources and
Secretary of Public Safety and Homeland Security

O Supplemented by Governor's Commission (stakeholders)
O Led by 5 work groups to facilitate interagency work






e Dismantle stigma that poses
barriers to prevention and
treatment

e Reduce impacts of addiction

(reduce deaths)

 Build infrastructure to prevent and
treat addiction through workforce
supports and development




1 Led by Department of Behavioral Health and Developmental
Services (DBHDS)

1 Build the capacity of Virginia's communities through CSBs to
address the addiction epidemic through community
mobilization and coalition development

= CCOVA support for coalition development

= Partnering among local government offices

1 Additional objectives
= REVIVE! Naloxone trainings
= GF dollars toward prevention

= Developing ACE-prepared communities 12



40-70% of a person’s risk for developing SUD is genetic

The parts of the brain that control judgment and decision-making
remain in development until early or mid-20s, limiting adolescent
ability to accurately assess the risks of drug experimentation and
makes young people more vulnerable to peer pressure

Because the brain is still developing, using drugs at this age has
more potential to disrupt brain function in areas critical to
motivation, memory, learning, judgment, and behavior control.

If first use of alcohol happens under 15 years old, an individuals is 4
times more likely to develop AUD later in life

Nearly 70% of those who try llicit drug before the age of 13
develop a SUD

O Compare 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 SUD in adulthood 13



O Substances offer a coping strategy when others are not accessible
or apparent.

O SUD are not substance-specific, as all substances provide distortion of
reality.

O Individuals with an ACE score of 4 are twice as likely to be smokers and
seven fimes more likely to have alcohol addiction.

O Childhood tfrauma also correlates to chronic pain diagnoses and more
Rx drug use

O Individuals with an ACE score of 5 are three times more likely to misuse
prescription pain medications.

@)

Risk of substance use increases in times of transition

One physician’s perspective: Addiction shouldn’t be called

“addiction,” but rather “ritualized compulsive comfort-seeking.” —
Dr. Daniel Sumrok, TN

@)
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CSB Prevention Priorities

Each CSB set its own
prevention priority areas
based on local data and
needs assessment results.

. Opioids, alcohol, and
marijuana are also being
addressed by a large portion
of CSBs.

Percentage of CSBs with fargeted

oufcomes in each

TOBACCO

SUICIDE PREVENTION &
MENTAL HEALTH

OPIOIDS

ALCOHOL

MARIJUANA

areaq:

|
0% 20% 40% 60% 80% 100%




PFS fundin s strengthened the prevention PFS communities collaborate with more

workforce. By 2018, two thirds of communities felt than a dozen coadlitions. These coalitions
they had enough staff with the right skills to are highly engaged and remain critical
successfully implement PFS strategies (compared components of PFS success

to 22% in 2016).

PFS communities report From 2016 to 2018, there was @
significantly more capacity now 45% increase in the number of
than they did af the beginning of active stakeholders in PFS
the PFS grant. communities.

16



Community partnerships have been key to achieving implementation

SUcCcCess.
Medical Community Faith Community
Hospitals, practitioners, pharmacists Churches, faith leaders
Law Enforcement Health Department
Local police departments Local public health officials
Fire Departments and Paramedics Libraries
First responders, emergency personnel Library leadership/staff
Criminal Justice Community Organizations
Prison or jail leadership/staff Family support, behavioral health, youth
Youth Groups Realtors
School groups, faith groups, youth councils ~ Realtor professionals hosting open houses
Elected Officials Media Organizations
City councils, county commissioners Marketing firms, radio and television stations
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! Led by Department of Health Professions

! Limit availability of prescription opioids for misuse.

= Drug take-back sites

O 63 existing drop boxes + 32 CVS sites + 5 private pharmacies + 20
law enforcement offices = 120 operating drop boxes

= 2017 Prescribing regulations have significantly reduced
supply available for diversion

O Regs DO NOT make all opioid prescribing illegal or impossible

18



1 Additional objectives — EDUCATION!

= Addiction treatment education (waivers)

= ~ 1600 waivered, not all prescribing
= Alternative pain management education

= Education with emerging medical and allied health
professions

= Governor's Grand Rounds

= Core Curricula development

19



21 Led by DBHDS

1 Establish pathways to treatment and recovery supports in Virginia
= Increase number of CSBs providing evidence-based treatment*

= Increase number of FQHCs providing evidence-based treatment (3)

Increase number of Emergency Room to outpatient continuum programs

1 Additional objectives

= Treatment workforce development (waivers)

Increase addiction freatment capacity (actual prescribing and psycho-
social interventions)

= Recovery in the community
O workplace
O collegiate

20
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=  Medicaid Addiction Recovery and Treatment Services (ARTS)
benefit through 1115 waiver

. Expand short-term SUD inpatient detox to all Medicaid [FAMIS members
. Expand short-term SUD residential treatment to all Medicaid members
. Increase rates for existing Medicaid/FAMIS SUD treatment services

. Add Peer Support servicesfor individuals with SUD and/or mental health conditions
. Require SUD Care Coordinators at DMAS contracted Managed Care Plans

. Organize Provider Education, Training, and Recruitment Activities

=  Implemented Medicaid prescribing guidelines building on ARTS
momentum and collaboration

A



= Biopsychosocial disorders require biopsychosocial interventions
O Not all substances have biological interventions available

O Interventions must be simultaneous and ongoing (sometimes for a lifetime)

= Medically Assisted Treatment options for opioids
O Naltrexone (implant, oral, or injectable therapy, low abuse potential)
O Buprenorphine (oral or injectabl, usually + naloxone, abuse potential but not deadly)
O Methadone (replacement therapy, highly regulated, abuse potential)

= Replacement therapy is just that. It IS replacing one drug for another.
O Stigmatized in both recovery and professional settings
O Defining behaviors of SUD
O Biologically necessary
O Recovery rates of 40-60% (5-20% in abstinence-only models)
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O Priority populations:

O Pregnant and parenting women
O Individuals who are incarcerated
O People with chronic pain

O Children exposed to substance use disorder
O Substance-exposed infants

O Children experiencing active addiction in a caretaker
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DSS experienced a substantial (93%) increase in the number of foster care
entries related to parental drug abuse. Foster care entries related to parent
drug abuse climbed from a low of 40 children (16.7% percent of all entries in
SFY 2011) to 787 children (29.8% of all entries in SFY 2017).
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O Similar to Individualized Service Plans

O Guided by preference for keeping moms, babies
and families fogether.

O Include available family and social support.

O Include follow up plans that support the family.
Focuses on the long(er)-term well-being of the
infant, mother and family.
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1 Led by Department of Corrections

Develop model protocols for Medically Assisted Treatment (MAT) for individuals
that are being released from correctional settings that local/regional jails and
CSBs can use to implement.

= Naltrexone Pilot: Voluntary participants returning to 3 areas of Virginia with
highTincidence of opioid overdose + CSB with OUD services + strong drug
cour

L

» »

1 Additional objectives
= Include Buprenorphine MAT availability
= Increase Medicaid enrollment 29



O DOC Vivitrol pilot with 3 CSBs (SWVA, Norfolk,
Nlelglgglelgle)

O DOC Community Corrections Alternative
Program infroducing MAT in developing
programs

O Four SOR-funded CSB-jail Vivitrol pilots (DBHDS
considering proposals currently)

O One RSAT-funded regional jail pilot (2 more in
development)
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1 Led by Virginia Department of Health

1 Establish operational comprehensive harm reduction (CHR)
programs

= CHR includes HIV/HCYV testing, referrals to treatment, referrals to SUD
treatment, and exchange of used syringes

= 0 to 3 existing sites in 2018 (Wise, RVA, Smyth Counties — Roanoke very
close)
= Early stats (Smyth County)
v 25 participants
v 95% syringe return rate
v 32% HCV positive, 100% referral for tx

v 69% report injecting suboxone

= Ability fo develop programs sunsets in 2020
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I Additional objectives

Increase Naloxone availability

Decreasing Neonatal Abstinence Syndrome
Increasing tfreatment capacity for Hep C
Increasing freatment connections for addiction

Education on potential dangers of fentanyl
contamination in drug supply
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O Population of people with SUD tends to touch disparate
systems

O Understanding an individual experience through those
systems illuminates gaps and opportunities

O Sharing barriers are real!
O Software and systems
O Legal perceptions
O De-identification and security are essential

O Oploids are the use case, potential is much greater
33



Moving the codlition’s focus from opioids to substance use/addiction;
reactive to proactive

Understanding age of first use helps drive attention to youth to do
evicljence based curriculum for these identified age groups to stem
early use.

Data related fo Marijuana (age of first use and drug of choice)
provides some caution in legalization conversation

Codlition "Peers" now located in hospitals to help those with substance
use find and engage freatment options

Crimes attributable to addiction - violent crime rise and monitoring
olo?g with where it is happening to understand potential drug hot
spots

Demographics of opioid versus stimulant dependency is different

Eligibility for drug courts requires non-violent offenses; this conflicts with
stimulant users experience, indicating a potential need to amend the
law to fulfill the need and truly help that population of users. 34
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O Jodi Manz,
Jodi.manz@governor.Virginia.gov

© 804 663-7447
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O https://www.drugabuse.gov/publications/drugs-brains-

behavior-science-addiction/preventing-drug-misuse-
addiction-best-strategy

O htips://acestoohigh.com/2017/05/02/addiction-doc-says-stop-
chasing-the-drug-focus-on-aces-people-can-recover/

O https://addiction.surgeongeneral.gov/sites/default/files/surgeo
n-generals-report.pdf
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O State Targeted Response (STR) Grant, 2017-18, $9 M

O Nearly entirely allocated to CSBs for prevention, freatment, and
recovery services

O State Opioid Response (SOR) Grant, 2018-19, $16 M yearly

O Significant allocations to CSBs for prevention, treatment, and recovery
services

O Other major projects supported (not exhaustive):
O University research-led evaluation
Peer supports (professional development and peer placement)
Naloxone purchasing
Harm reduction supports

O
O
O
O University recovery program development
O Media awareness campaign

O

Supports for Tx at FQHCs 39



Appendix: 2015 Legislative
Changes

Expanded pilot to make Naloxone and training
available for first responders statewide,
HB1458 (O’'Bannon)

Allowed pharmacists to dispense naloxone
under proper protocols, HB1458 (O'Bannon)

Expanded mandatory PMP registration and
amended use of PMP data, HB1841 (Herring)

Required hospices to notify pharmacies about
the death of a patient HB, 1738 (Hodges)



Mandated Continuing Medical Education for providers regarding
proper prescribing, addiction, and treatment, HB829 (Stolle)

Reduced dispenser reporting time from 7 days to 24 hours, allows
clinical consultation with pharmacists regarding patient history, and
place copy of PMP report in patients’ medical history, SB287
(Wexton)

Allowed unsolicited reports on egregious prescrlblng/dlspensmg
behavior to agency enforcement, HB657 (O’Bannon/Herring)

Required query of PMP for all opioid prescriptions over 14 days,
SB513 (Dunnavant)/ HB293 (Herring)

(P\;ovi;jed certification for substance abuse peer support, HB583
ost
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= Mandated e-prescribing, SB1230/HB2165
(Dunnavant/Pillion)

= Naloxone dispensing, SB848 (Wexton)

= Peer recovery registration, SB1020/HB2095
(Barker/Price)

= Substance exposed infants, SB1086/HB1786
(Wexton/Stolle/Herring)

= Harm reduction pilot programs, HB2317 (O’'Bannon)

= PMP initial opioid Rx reduction, HB1885/SB1232
(Hugo/Dunnavant)
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Added Schedule V drugs and naloxone to PMP, HB1556 (Pillion) SB832
(Carrico)

Removed 14 day surgical exemption to 7-day initial opioid prescription
law, HB1173 (Pillion) SB632 (Dunnavant)

Required veterinarians to register with PMP and requires check for Rx
above 7 days on owner and animal, SB226 (Stanley)

Added Department of Corrections to those carrying and trained on
Naloxone, HB322 (Bourne)

Removed burglary as barrier crime for SUD and MH providers, SB555
(Mason)
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Directed the Department of Behavioral Health and Developmental Services to
promulgate regulations to certify recovery residences, HB2045 (Hurst)

Added employees of regional jails to the list of individuals who may possess and
administer naloxone, HB1878 (Garrett)

Expanded list of individuals who may dispense naloxone to include providers in EDs
and EMS personnel, also established syringe-based naloxone dispensing requirements
and allowed that community organizations may charge to dispense naloxone,
though the fee can’t exceed the cost of haloxone itself, HB2158 (Plum)

Allowed possession and administration of naloxone by school nurses and local health
department employees who provide service sin schools, HB2318 (McGuire)

Prohibits providers from requesting or requiring cash payment from Medicaid
members for MAT services, HB2558 (Pillion)/SB1167(Chafin)

Eliminated the requirement for individuals to substantially cooperate with law
enforcement in order to qualify for affirmative defense when reporting an overdose,
SB1349 (McDougal)

Established felony homicide for sales and distribution of Schedule | or Il drugs that
result in the death of an individual, HB2528 (Hugo)
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Inifial acute pain opioid prescriptions not to exceed 7 days

Document reasons to exceed 50 MME/day, refer to pain specialist
over 120 and co-prescribe naloxone

Limit co-prescribing of benzos, sedative hypnotics, carisoprodoal,
and tframadol

Buprenorphine primarily indicated for addiction
Requirement of patient history and risk prior to Rx
Consider non-opioid tfreatment first

Document rationale to continue opioids every 3 mos

Regular opioid use disorder screens and referral to Tx

45
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= Requires MAT be prescribed alongside
counseling

= Requires use of less-abusable/divertable
suboxone as opposed to subutex

= Requires that Subutex (monoproduct) is to be
prescribed only for pregnant women and people
with documented allergies

47



48



2016
O Medicaid Addiction, Recovery, and Treatment Services Benefit

o Implemented April 1, 2017
o Increased treatment rates by 50%
o Increased number of members receiving pharmacotherapy for Opioid Use Disorder by 30%

o (I;lumbk?e(rjof practitioners providing outpatient psychotherapy or counseling to Medicaid memibers more than
ouble

2018
O Medicaid expansion to 138% FPL approved
o To be implemented via Managed Care January 1, 2018
o Willinclude all services under ARTS benefit
2019
O ~$1M to support Department of Corrections (DOC) Community Corrections Alternative Program (CCAP)

O $3.3 M to fund Department of Forensic Science’s opioid crisis emergency response plan, funding positions
and outsourcing costs to address controlled substances backlogs.

O $5 M GF for treatment at CSBS
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