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Presenter
Presentation Notes
Use of opioids includes naturally occurring (e.g., morphine, codeine), semi-synthetic (e.g., oxycodone, hydrocodone), and synthetic opioids (e.g., methadone, fentanyls) that are physician prescribed to the worker, or obtained through drug diversion or illicit means.



Opioids- A Quick Primer
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Methadone Vicodin, 
Lorcet, Lortab 
(hydrocodone)

Dilaudid
(Hydromorphone)

Percocet, 
Percodan, 
OxyContin,
Oxycodone

Demerol 
(Pethidine)

Duragesic 
(Fentanyl)

Opioids are the 
leading cause of 
accidental death in 
both the United 
States and the 
Commonwealth of 
Virginia. 

The Most Common Opioids

Presenter
Presentation Notes
According to the National Institute on Drug Abuse (NIDA), “Opioids are a class of drugs that include the illegal drug heroin, synthetic opioids such as fentanyl, and pain relievers available legally by prescription, such as oxycodone (Oxy-Contin), hydrocodone (Vicodin), codeine, morphine, and many others.”FROM CDC: Drug overdose deaths continue to increase in the United States. From 1999 to 2017, more than 702,000 people have died from a drug overdose. In 2017, more than 70,000 people died from drug overdoses, making it a leading cause of injury-related death in the United States. Of those deaths, almost 68% involved a prescription or illicit opioid.
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 Opioids can be obtained legally with a prescription, or 
illegally via a wide variety of means. 

 Medications such as oxycodone, hydrocodone and 
morphine are commonly prescribed to treat pain. 

Presenter
Presentation Notes
More than 191 million opioid prescriptions were dispensed to American patients in 2017—with wide variation across states.Source: Centers for Disease Control and Prevention. 2018 Annual Surveillance Report of Drug-Related Risks and Outcomes — United States. Surveillance Special Report 2pdf icon. Centers for Disease Control and Prevention, U.S. Department of Health and Human Services. Published August 31, 2018.



The Rise of Opioid 
Synthetics

 During this decade, many drug users 
increasingly have turned to fentanyl,
sometimes called “manufactured death” 
because it’s cheaper than heroin and 50 times 
as potent.

 A significant proportion of illegally obtained 
opioids come from the PRC and are delivered 
by the U.S. Post Office.

 Opioids often are used with other drugs such 
as cocaine and alcohol.  This increases the 
probability of an overdose. 5

Presenter
Presentation Notes
CDC: Pharmaceutical fentanyl is a synthetic opioid pain reliever, approved for treating severe pain, typically advanced cancer pain.1 It is 50 to 100 times more potent than morphine. It is prescribed in the form of transdermal patches or lozenges and can be diverted for misuse and abuse in the United States.However, most recent cases of fentanyl-related harm, overdose, and death in the U.S. are linked to illegally made fentanyl. It is sold through illegal drug markets for its heroin-like effect. It is often mixed with heroin and/or cocaine as a combination product—with or without the user’s knowledge—to increase its euphoric effects.



Opioid 
Treatment
One common treatment 
option for an Opioid Use 
Disorder (OUD) is medication-
assisted treatment (MAT), a 
treatment combining the use 
of medications with 
counseling and behavioral 
therapies. The Food and Drug 
Administration (FDA) has 
approved three medications 
for use in the treatment of 
opioid dependence: 
methadone, naltrexone, and 
buprenorphine.
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Presenter
Presentation Notes
Opioid use disorder (OUD), a chronic condition often accompanied by changes to brain chemistry-covered by the American with Disabilities Act. America has long treated drug addiction as if it were a problem of morality, rather than a public-health concern. This has resulted in the favoring of abstinence-based programs, instead of more effective medical interventions.SAMSHA: The prescribed medication operates to normalize brain chemistry, block the euphoric effects of alcohol and opioids, relieve physiological cravings, and normalize body functions without the negative effects of the abused drug.MAT is as life-saving to a person with OUD as insulin is to a person with diabetes. 



EMPIRICAL EVIDENCE  
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U.S. Opioid Death Rates Per 100,000: 2000-2017
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Explanations
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(1) Economic Misery (unemployment, lack of 
opportunity)

(2) Overly Generous Prescriptions

(3) Overly Generous Social Safety Net

(4) Culture
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Average Annual Prescription Rates Per 100,000 People:
Virginia, 2008-2017
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Local Conditions and Culture Play Important Roles:
Age-Adjusted Premature Death Rates Per 100,000 

and Unemployment Rates
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 Opioid overdosing is predominantly a White 
phenomenon.  About 80% of those who overdose 
are White.  

 And, despite much focus on opioid use in rural 
locations, it also has very strong urban roots.  
Local drug cultures often are more important than 
economic factors in terms of their influence on 
current and prospective opioid abusers.
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 The estimated economic cost of opioid abuse was  
$79 billion in the U.S. and $2.1 billion in Virginia in 
2018.  These costs consisted primarily of lost work 
time and reduced productivity; increased Medicaid 
and Medicare costs; and, a variety of other social 
maladies such as broken families, incarceration, 
etc., that appear along the way as a sort of 
collateral damage.

 This is about 2.6% of our state GDP, or about $240 
per person.  



 Roughly one in every four individuals who is prescribed an 
opioid misuses it.  8% to 12% developed an opioid 
disorder.  4% to 5% of the misusers end up being addicted 
to heroin.

 In 2016, an estimated 994,000 individuals aged 25 to 54 
were not in the labor force because they were dependent 
upon opioids.

 Alan Krueger (Princeton) estimated that 43% of the 
decline in men’s LFPRs could be explained by opioid use, 
whereas the comparable number for women was 25%.  
He found that 44% of unemployed men had taken a pain 
medication within the last 24 hours.  It was 35% for women.



The U.S. has experienced a huge 
decline in labor force participation.  
Opioid abuse is one reason among 
many for this.

Presenter
Presentation Notes
Source:
            U.S. Bureau of Labor Statistics
Release:
            Employment Situation
Units: 
            
Percent, Seasonally Adjusted
Frequency: 
            
      
          Monthly
The series comes from the 'Current Population Survey (Household Survey)'The source code is: LNS12300000
U.S. Bureau of Labor Statistics,
                    Employment-Population Ratio [EMRATIO],
                    retrieved from FRED,
                    Federal Reserve Bank of St. Louis;
                    https://fred.stlouisfed.org/series/EMRATIO,
                    February 10, 2020.



http://fred.stlouisfed.org/graph/?g=q7Is


Opioids in 
Hampton 
Roads:  
What’s 
next? 
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Realities for Employees and Policy Options  for Citizens 
and Governments

25

(1) Opioid abuse brings with it complications for 
employers --- labor shortages, worker 
absences, the complexity of drug testing, 
lost productivity, and incentives for theft.    

(2) There is a need to control and improve 
physician opioid prescription practices.

(3) Likewise, there is a need to control and 
improve the granting of disability status.
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(4) Reform penalties assessed to drug abusers: treat 
more situations as medical problems rather than 
as incarceration problems that are treated as 
felonies.  Felony convictions make it very difficult 
for anyone to reenter society.  Felons cannot 
receive a variety of social benefits, cannot vote, 
etc.

(5) Expand programs that reintegrate drug violators 
back into society.  Otherwise, they will burden 
society forever.  

(6) Reduce the number who die from overdoses by 
making Naxolone and similar drug antidotes 
easier for first responders, law enforcement 
officials to access as well as kits in the workplace.
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The National Institute for Occupational Safety 
and Health (NIOSH)

In a NIOSH analysis of BLS data for the years 2011 to 2016, 43% of drug overdose deaths at 
work occurred in only three industries – Transportation & Warehousing, Construction, and 
Healthcare & Social Assistance.

Presenter
Presentation Notes
Key Questions Guiding the FrameworkIdentify Workplace ConditionsWhat guidance is needed for employers and medical providers serving workers to prevent medically-prescribed opioid use from becoming an opioid use disorder?  What education do workers need regarding the risks of opioid use?Determine Risk FactorsWhat work-related factors, such as injuries, pain, job loss, and stress, may be leading to the use and abuse of opioids?Protect Workers and RespondersHow can we protect workers exposed to opioids and overdoses as part of their job?Develop Methods for Detection and DecontaminationHow can we safely and accurately detect the presence of opioids in the workplace and safeguard workers who must decontaminate these spaces?https://www.cdc.gov/niosh/topics/opioids/data.htmlA recent NIOSH-funded study by the Workers’ Compensation Research Institute (WCRI) found significantly different opioid dispensing rates within the workers’ compensation system based on several factors:12Industry in which the injured worker is employedMining (including oil and gas) and Construction had the highest opioid dispensing rates, followed by Agriculture, Forestry, and Fishing and Public SafetyCompany size (based on payroll)Smaller companies had higher opioid dispensing rates than larger companiesInjured worker ageOlder workers had higher opioid dispensing rates than younger workersCounty-level factors (in which the injured workers resides)Rural areas had higher opioid dispensing rates than urban areasAreas with low rates of health insurance had higher rates for opioids prescribing than areas with high rates of health insuranceInjury typeFractures and carpal tunnel syndrome had the highest opioid dispensing rates, followed by neurologic spine pain



WHAT ROLE CAN EMPLOYERS PLAY IN THIS CRISIS?  
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 Recovery Friendly 
Environment- Substance use 
disorder is a disease and we 
wouldn’t talk about zero 
tolerance for other diseases.

 Worker Education Programs-
training such as early signs for 
managers could provide 
crucial intervention assistance 
for employees. 

 Employee Wellness Programs 
create a workplace culture 
that minimizes the stigma of 
addiction.

Provide Education, Access to Help and Support

Presenter
Presentation Notes
https://www.nsc.org/forms/substance-use-employer-calculatorReal Costs of Substance Use in Your Workforce Results2019 National Safety Council



Americans with Disabilities Act  
(See https://adata.org/factsheet/ada-addiction-and-
recovery)
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Illegal Use of Drugs
The ADA protects a person in recovery who is no longer currently engaging in the illegal use of drugs, and who can show that they meet 
one of the three definitions of disability: A physical or mental impairment that substantially limits one or more major life activities, a history 
of an impairment that substantially limited one or more major life activities, e.g. someone in recovery from illegal use of drugs; or been 
regarded as having such an impairment, e.g. someone who has a family member who has HIV, so is assumed to have HIV as well and face 
discrimination as a result, or someone who is perceived to have a disability and is treated negatively based on the assumption of disability.

Illegal use of drugs means:
Use of illegal drugs such as heroin or cocaine.
Use of prescription medications such as OxyContin or Morphine
BUT the person has no prescription;
OR is using more than is prescribed;
OR has a fraudulent prescription.

In recovery means:
Is in recovery from a substance use disorder;
Has ceased engaging in the illegal use of drugs;
Is either participating in a supervised rehabilitation program; or
Has been successfully rehabilitated.



Obtain a Free Opioids at Work Employer Toolkit from 
the National Safety Council

https://safety.nsc.org/rxemployerkit 
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Employers can maintain a safe work 
environment and combat 
prescription drug abuse by taking 
the following measures:

Revise the company's drug policy 
to address prescription drug use in 
addition to illegal drugs.

Educate employees about the 
dangers of prescription painkiller 
use and misuse.

Include prescription medications 
in their drug-testing program.

Partner with their health care and 
workers' compensation insurance 
providers to prevent and manage 
opioid abuse.

Presenter
Presentation Notes
The survey of Human Resource Professionals was conducted by SHRM. 15,000 SHRM members were invited to complete the survey and interviews were conducted between March 19 and 29, 2018. Interviews were conducted in English on the web, and 1,228 HR professionals completed the survey. The survey completion rate was 8.2%. The data were not weighted.The survey of Human Resource Professionals was conducted by SHRM. 15,000 SHRM members were invited to complete the survey and interviews were conducted between March 19 and 29, 2018. Interviews were conducted in English on the web, and 1,228 HR professionals completed the survey. The survey completion rate was 8.2%. The data were not weighted.Large proportions of employees are willing to work with individuals with criminal records. Among managers, 55% are willing, 15% are Among HR professionals, 47% are willing, 8% are unwilling, and 41% select neither.46% of HR professionals report that their company’s initial employment application includes an item about criminal history, and 73% say their company conducts criminal background checks on applicants.https://www.shrm.org/resourcesandtools/tools-and-samples/toolkits/pages/personswithaddictions.aspx



Dr. Nora Volkow, Director, National Institute on Drug 
Abuse (NIDA), National Institutes of Health (NIH)

We lack health system and healthcare provider capacity to identify and engage 
individuals, and provide them with high-quality, evidence-based opioid addiction 
treatment, in particular the full spectrum of medication-assisted treatment (MAT). It is 
well-documented that the majority of people with opioid addiction in the U.S. do not 
receive treatment, and even among those who do, many do not receive evidence-
based care. Accounting for these factors is paramount to the development of a 
successful strategy to combat the opioid crisis. 

There is a need for more rigorous research to better understand how existing programs 
or policies might be contributing to or mitigating the opioid epidemic. 

The Biggest Challenges

Presenter
Presentation Notes
https://www.drugabuse.gov/about-nida/legislative-activities/testimony-to-congress/2017/federal-efforts-to-combat-opioid-crisis-status-update-cara-other-initiativesUNC-CAccess to evidence-based treatment for opioid use disorder, such as methadone and buprenorphine, must be rapidly improved.The hardest hit states, such as West Virginia and Kentucky, prohibit Medicaid coverage of methadone maintenance, and insurance preauthorization prevents low threshold access among privately insuredpatients. Opioid Crisis: No Easy Fix to Its Social and Economic DeterminantsNabarun Dasgupta, PhD, MPH, Leo Beletsky, JD, MPH, and Daniel Ciccarone, MD, MPH



These slides will be 
posted to the Dragas
Center for Economic 
Analysis and Policy 
website:

www.ceapodu.com

http://www.ceap.odu/


 To receive updates from the Dragas Center for Economic Analysis 
and Policy, please leave your card with us 

 You may also text CEAPODU to 66866 to join our email list and 
follow DragasCenterODU on Facebook, LinkedIn, and Twitter. You 
can also visit www.ceapodu.com

 You will not only receive access to our reports and presentations 
but as we launch new products, you will be included in the 
distribution list.

Dragas Center for Economic Analysis and Policy
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