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PRESCRIPTION DRUG ABUSE EPIDEMIC
IN AMERICA

WEDNESDAY, MARCH 7, 2012

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON CRIME, TERRORISM,
AND HOMELAND SECURITY,
COMMITTEE ON THE JUDICIARY,
Washington, DC.

The Subcommittee met, pursuant to call, at 10:02 a.m., in room
2141, Rayburn Office Building, the Honorable F. James Sensen-
brenner, Jr., (Chairman of the Subcommittee) presiding.

Present: Representatives Sensenbrenner, Goodlatte, Marino,
Gowdy, Adams, Conyers, Scott, and Jackson Lee.

Staff present: Caroline Lynch, Majority Chief Counsel; Arthur
Radford Baker and Tony Angeli, Majority Counsel; Ron LeGrand
and Ashley McDonald, Minority Counsel; Lindsay Hamilton, Clerk;
and Veronica Eligan.

Mr. SENSENBRENNER. The Subcommittee on Crime will come to
order. Without objection, the Chair will be authorized to declare re-
cesses during votes in the House.

The Chair yields himself 5 minutes, in order to make an opening
statement.

Today’s hearing examines the subject of prescription drug abuse
in America. According to the most recent data from the U.S. Cen-
ters for Disease Control and Prevention, legal and illicit drugs
killed almost 40,000 people nationwide in 2009. Over 100 people
die from drug overdoses in the United States every day.

Nearly 3 out of 4 prescription drug overdoses are caused by pre-
scription painkillers, also called opioid pain relievers. Common ex-
amples of these painkillers are Vicodin, Percocet, OxyContin, and
Demerol.

In 2008, there were nearly 15,000 deaths from prescription pain-
killer overdoses. For every one of these deaths, there are 10 admis-
sions for drug abuse treatment, and 32 emergency room visits for
misuse or abuse of prescription drugs. That amounts to over
475,000 emergency room visits per year, a number which has dou-
bled in just the last 5 years.

Prescription painkillers work by decreasing the perception of
pain. These powerful drugs can create feelings of euphoria, cause
physical dependence, and frequently lead to addiction. Prescription
painkillers also slow down a person’s breathing. A person abusing
prescription painkillers might take increasingly larger doses to
achieve a euphoric effect. These larger doses can cause breathing
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to slow down so much that breathing stops, resulting in a fatal
overdose.

Very few prescription drugs involved in overdoses come from
pharmacy theft. The vast majority come from physicians’ prescrip-
tions obtained by one person and sold or given to another. More
than 3 out of 4 people who misuse prescription painkillers get their
drugs from someone else. For the past few years, individuals who
doctor shop, or seek care from multiple physicians, but fraudulently
pretend to be in pain, have been a primary source of diverted pre-
scription drugs.

The law enforcement officials in Florida, once the epicenter of
prescription drug diversion, have left other States to initiate expen-
sive enforcement programs, as the so-called pill mills migrate
across the country.

Prescription drug abuse has been an epidemic for much too long.
Some of the more notable people who have died from prescription
drugs include Marilyn Monroe, Bruce Lee, and Elvis Presley. Even
former Indiana Senator Edward A. Hannegan overdosed on mor-
phine in 1859. In December of 2010, a 13-year-old Utah boy died
after stealing a bottle of OxyContin from a kitchen counter of a
friend’s house. He took all the pills in the bottle, except one, and
died in his sleep. Famous or not, no one is immune from the grip
of prescription drug overdose.

This hearing will explore the growing issue of prescription drug
abuse in our Nation. We have here today four distinguished Mem-
bers of Congress, who have dedicated their efforts to stop prescrip-
tion abuse in America. I look forward to hearing about their legis-
lative proposals and other efforts to address a serious national
challenge. And I would like to thank our witnesses for participating
in today’s hearing.

It is now my pleasure to recognize for his opening statement, the
Ranking Member of the Subcommittee, the gentleman from Vir-
ginia, Mr. Scott.

Mr. Scort. Thank you, Mr. Chairman. Mr. Chairman, prescrip-
tion drug abuse is a serious problem. The number of overdose fa-
talities has increased dramatically over the recent years. I must
admit, though, Mr. Chairman, I am puzzled as to the purpose and
usefulness of today’s hearing. I am used to hearings being an op-
portunity for witnesses to put forth varying views regarding an
issue or issues before us, with the opportunity to question such wit-
nesses to gain a keener insight and understanding of the issues.

We would then have a legislative hearing for further input and
analysis, including legal analysis, and ensuring that we have con-
stitutional and effective legislation. While I have no doubt that our
colleagues who are witnesses today will provide helpful informa-
tion, I anticipate that they will discuss the bills that they have
sponsored or cosponsored, which makes them advocates for the
bills, and limits us to one side of the debate on the issues raised
by those bills.

Therefore, I trust and also ask that this hearing not serve as the
only basis for any Judiciary Committee or other consideration of
legislation that we will hear about, but merely serve as a tradi-
tional opportunity we give Members, on occasion, to appear before
us to present their legislation.
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The bills I anticipate my colleagues will discuss as witnesses in-
clude H.R. 1316, 1065, 1925, and 2119. To the extent that they pro-
vide additional education, training, and research on safer adminis-
tration and use of prescription drugs, I am inclined to believe that
they may contribute to effectively addressing the problem. How-
ever, to the extent that they impose congressionally mandated re-
strictions on access to legitimate medications and business-as-usual
draconian increases in Federal penalties, I am inclined to believe
that they will be counterproductive.

Such approach is not likely to be successful, as our efforts to ef-
fectively address elicit drugs. They will lead to over criminalization,
over federalization, and cause many people the laws purport to pro-
tect to end up with unjust and inflexible prison terms, such as the
mandatory minimums, which one of the bills calls for.

Mandatory minimums have been proven to be a waste of the tax-
payers’ money, and violate common sense, when compared to tradi-
tional sentencing. And I would ask unanimous consent, Mr. Chair-
man, to introduce the Rand study that points this out.

Mr. SENSENBRENNER. Without objection.

[The information referred to follows:]



Are Mandatory Minimum Drug Sentences Cost-Effective? | RAND

[IARDY OBJECTIVE ANALYSIS. EFFECTIVE SOLUTIONS.

://www.rand.org/pubs/research_briefs/RB6003/index! html

RANC: » Raports amd Beoicstore w Research Briels v R2+6003 » Arc Mandatory Minmum Cing Serlunces Cost-EMectval

Are Mandatory Minimum Drug Sentences Cost-Effective?
Are Mandatory Minlmum Drug Sentences Cost-Effective?

Mandatory minlmum eertencing laws have been among he more populas crime-flghting measures of recent years. Such laws require that a Judge impose a sentence of
& le2st a specified length If certain crlteria are met. For example, a person convictd by 2 federal courl of possessing half 2 kilogram or mare of cocsine powder must
he sentenced to gt Icast five yearsin prison,

Mandakory minimunis have enjoyed strong bipartisan support. To propotients, thelr <certainty and severity help ensure that Incarcaration's goals will be achieved, Those
goals include punishing the convicted and keeping thein (rom commitzing more crimes for a period of time, a5 well as deterring others nat in prison from committing
similar crimes. Critics, haviever, believe that mangatory minimums foreclose discretionary judgment where it may most be needed, and they. fear thess loms resuIt in
Instances of unjust punishment,

These are all important considerations, but mandatory minimums associated with drug Grimes may also be viewed as a means of achieving the nation's druig control
objectives, As such, haw do they compare with other means? Do they cont bute to the central objective--decraasing the nation's drug cansumption and refated
cansequences--at 3 cas that compares favarably with olher aparoaches? Joriathion P. Caulkins, C. Peter Rydell, William L. Schwabé, and James Chiesa hewe estimated
how successful mandatory minimum sentences are, refalive to other control strategies, at reducing drug Consurtigtion and drug-related crime

The DPRC resuzrchers focused on cocaine, which many view as the most problamatic drug in Americs todsy, They took two approaches to mathematically model U
market for cocaine and arrived at the same basic concluslon: Mangiacory miimum sentences aie not justifizble on the hasis of Cost-effectiveness ot reducing cocaink:
consumpiion or drug-refeted crime. Mandatory minimums reduce cocaine consumpton less per milion taxpayer doliars spent than spending the same amount on
enforcement under the previous sentencing regime, And 2ither enforcement. approach reduces drug consumption less, per milllon dollars spent, than putting heavy
users throvgh treatent programs. Mandatory minimums are elso less cost-éfléctive than elther altemative at reducing cocalng-ralated crime. A princpal reason for
these findings is the high cast of incarceratian,

Reducing Consumption: More Enfarcement Against Typicat Dealers

Caulkins, Rydell, and their collezques first estimated the i of additional enforcement against the average drug desler apprehended in
the United States (whather trat agprensnsion Is by federal, state, or local authorities). Lncreased enforcement places additionai eosts on dealers, which they pase dlong
fo coczine consumers in the form of higher priccs. Studies have shown that higher cocaine prices discourage cansumption, By mathematically modeling how coeains
market demand ant supply resgond to price, the researchers were able to estimate the changes in tatal coceine consumption aver 15 years for an ecaltionsl million
dellars invested in different cocalne control strategies. These consumption chariges, discaunted ta present value, are shawn by the firct two bars n Figure 1.
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Those bars show the results of spendin a million dollars[1] on additional enforcement against a representative sample of drug dealers. As shown by the first bar, if that
imoney were nssd to extend Lo federal mandatory minimum lengths the santances of dealers wha wouM heve been arrested anyway, U.S. ocalne consymption wauld
be reduced by almost 13 klloarars. 2] If, haviever, the money were used to arrest, confiscate the assets of, prosecute, and Incarcerdts mors dealers (for prison terms
of conventiona fength), cocaine consumption weuld be reduced by aver 27 kllograms. As » pairt of comparison, spendlng the million dolars t treat heavy Users would
reduce cacaliie consumption by & litde aver 100 kilograms (rightmast bar),

The results from spénding an additional million doltars can be extrapolated to multples thereof. A case can thus be made far shiftng resaurces from longer sentences to
2 broader mix of enforcement measures. A case migh elso be made for shifting resources Lo reatment, although legisiatars might find such  shift less pelateble. I
any event, extranalation is vafid only up to a polnt. These results czrtainly do not suppor shifting all drug control resources from ne approach t another, .q., from
snforcement to teatment, Very Iarge chunges In enforcement levels or in the mamber of persans treated would charige cocaine supply and demand relations I vioys
that are not predictable with much confidence.

Reducing Hoare inst Higher-Level Dealers

The first two bars in Flgure 1 represent enforcement approaches applied to a representative sample of drug dealers. Perhaps mandatory minimum sentences would be
more cust-effective ifthey were epplied only to figher-level dealers, who make more money and thus have more %o lose from Intensive enforcament. To approximate
such a restriction, Coulkins and his colleagues limited the set of dealers analyzsd to tose prosecuted at the fedcral level who possess enough drugs to trigger a federat
mandatory minimum sentence. Agzin, they analyzed how costs impesed on dealers influgnce cocalne market demand and supply. The results are shown in the dark
bars In Figure 1.

Spending a million dollars on mandatory minkmum sentences for higher-level dealers does Indeed havc 2 bigger effect on cocaine consumption than spending the same
2mount on either enforcement approach against typical dealers. Nonetheless, agalnst any glven type of dealer (or at any given level of government), mandatory

min less n Moreover, akhough fedzral mandatory minimums do better relative ta treating hoavy users than do
longer sentences for ail dealers, treatment is still more cost-cffdive.

why is i mor than mandatory Drug enforcement imposes costs on dealers through arrest and cenviction, which
Includes seizure of drugs and other assets, and through Incarceration, which involves loss of income. It turns out that, per dafiar spent, the cost burden from sefzures Is
greater. A million dollars spent extending sentences less cost on reduces ion less—-than a million dollars spent
on conventional enfarcement, which tneludes asset seizures.|3]

Reducing Cocalne-Related Crime

1of3 §/2/2012 4:45 PM
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Many Americans are worried about the crime associated with cacaine production, distribution, and use, Working with data an the causes of drug-related crime, Caulkins
and his colleagues estimated the <rime reduction benefits of the varlous aiternatives, They found no difference between conventional enforcament and mandatory
minimums in relation to property crime. Conventional enforcement, however, should reduce crimes against persons by about 70 percent more than mandatory
minimums. But treatment should reduce serious crimes (against both property and persons) the most per million dollars spent--on the order of fifkeen times as much as
would the incarceration alternatives.

Why Is treatment so much better? Most drug-related crime for example, to y to Suppart a hablt or 1o seftle
scores betwaen rival dealers. The level of economically motivated crime is related to the amount of mancy flawing through the cacaine market. When a treated dealer
stays off drugs, that means fess money flowing into the market--therefare, lass clime. When a dealer facing greater enforcament pressure raises his price to
compensate for the inzreased risk, buyers will reduce the amaunt of cocalne they purchase. Money flow equals price times quantity bouglt, Which effect
predominales--the rise In price or the drap in consumption? The best evidence suggests thet they cancel each other out, so the total revenue flowing through the
cocaing market stays abaut the same. The effect of the enforcement alternatives is therefore limited almost entirely ta the relatively small number of crimes that are
the direct result of drug consumption--crimes "under the influence.”

Sensitivity of the Results to Changes in Assumptions

‘The values shown in Figure 1 are dependent, of course, on fons the made. If the are changed, the values change. As an
example, the results are dependent on the Lime horizon of interest to those making decisions about cocine cantrol strategy. Figure 1, for example, ignares any
benefits and costs accruing more than 15 years beyond program Initiation. A 15-year horizoa is a typical ane for analyzing public-palicy eflects. Bul what If that hosizan
were closer?

Figure 2 shows the refative c of tre the against typical dealers, analyzed when time harlzons are set at various
palnts from 1 to L5 years, At 15 years, the lines mazch the heights of the two short bars and the tallest bar in Figure 1. As the horizon Is shortened, treatment looks.
warse, because treatmert's costs, which accruz immediately, remain, while the benefits, which accrue as long as breated individuals reduce their consumption, are aut
back. If the horizan is made short enaugh, long sentences look better, beczuse the costs of additional years of imprisonment are knored, while the benefits remain.
Those beneflts, again, are the cocalne price Increase and consumption decrease that occur as soon 2 the imprisonment risk increases. The time horizon must be
shortened to three years before long sentences look preferable to additionz! conventianal enforcement, and to little more than two yvears before they look preferable to
treatment. Hence, longer sentences for typical drug dealers appear cost-effective anly to the Aighly myopic.

=< Treatient
e Cervertona erfomemant
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Figure 2--Cost-Effectivenass of Treating Heavy Users and Enforcement Agakst Typical Drug Deafors, for Different Evaluation Horlzons

More generally, large departures from the assumptions underlying the analysis are required for mandatery minimuims to be the most cost-effective aparoach. Figure 3,
far examale, displays denartures from two key assumptions underlylng the results In Figure 1: that it costs the fedcral government $20,600 ta arrest a dealer and that
@ dealer wants additional drug sales income amounting to $85,000 for risking an additional year of imprisanment. These two assumed values are depicted by the star in
Figure 3. Tne bounded areas and labels indicate which program Is the most cost-effective for any combinztion of substitutes for thase twa numbers. As the figure
shows, mandatory minimums would be the most cost-effective alnarnative only if arrest cost were o exced $30,000 and a dealer were ta value his time at over
$250,000 per year. Such figures would typify only those dealers who are both unusually difficull tv arrest and at a foirly high level in the cocaine trade. Far denlers
costing less than $30,000 to arrest, cocaine cortrol dollars would be batter spent on further canventional enforcement. For dealers demanding less than $250,000
compensation for Imprisonment risk, the money would be better spent treating heavy usars.
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Flgure 3--Most Cast-Effective Strategy for Different Combinations of Values for Two Key Variables

Long sentences could thus be 2 smart strategy Jf selectively applied. Unfortunately, because mandatory minimum sentences are triggered by quantity of drig
possessed, they are nel selectively applicd to the highest-tevel dealers. Such dealers often do not physically possess the deugs they own and control; they hire others to
carry the drugs and incur the associoted risk.
Conclusion :

Long sentences for serous crimes have intuitive appeal. They respond to deeply held beliefs sbout punishment for evll actions, and in many cases they ensure that, by
removing a criminal from the streets, further crimes that would have been commilted will not be, But in the case of black-marker crimes like drug dealing, a atied
supplier Is often replaced by anather suppller, Limited ccaine controf resources can, however, be profitably directed toward other Important abjectives--reducing
coraine consumption and the violence and theft that accompany the cocaine market. If those are the goals, more can b achieved by spending additional maney
arresting, prosecuting, and sentencing dealers to standard prison terms than hy spending it sentencing fewer dealers to longer, mandatory terms. The DFRC
researchers found an exception in the ease of the highest-level dealers, where sentences of mardatery minimum length appear t be the most cast-effective approach.
Fowever, It Is difficult to idertify those dealers solely by quantity of drug possessed. It might be easler to identify them &, in passing sentence, the criminal fustice
system could consider additional factors, e.q., evidence regarding a dealer’s pasition in tie distrinution hierarchy. Such factors, Ignored by mandatory minimums, can
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be kaken into account by Judges working under siscretionary sentencing.

[1] All cost calculations in this brief 2re In 1992 doflars. Te convert costs In 1952 dallars to 1996 dollars (the lalest yesr for which Inflation data are available), multiply
1.119. To convert kliograms of cocaine cansumption reduced per miflion 1992 dollars spent to kilograms reduced per million 1996 dollars, divide by 1,119,

[21 Data on quantities pessessed by convicted dealers are not readily avaliable below the federal level, so for typical Jeslers, the researchers assessed, in lieu of true

mandatary minimums, a program #pplylng longer sentences to afl who were convi

d.

;31 As shawn In earlier RAND reseasch, treatment Is more cost-efeciive than enfarcement, even thouah the great majorlty of users revart to thelr cocaine habit
folloving tréatment, Treatment is 50 much chcaper than enforcement that many more users can be targeted for the sane amount of money--so many more that the
sum of the small individual effects expected are larger than the effects expacted from enforcemant.

RAND research biiefs surnmarizs research that inias been more fully documented elsewhere. This research brief describes work sponsared, through DI'RC, by Richard B.
Weolf of Richland Mills and by The Ford Foundation; It Is documented in #andatory Minimum Drua Seatences: Thrawing Away the Key or the Taxpayers’ Money? by
Janadhian f. Caulin, C. Peler Rydell, Willlam L Schwabe, and James Chiesa, MR-327-DPRC, 1897, 217 pp., ISBN: 0-8330-2453-1, Abstracts of all RAND documents
may be viewed an the World Wide Web (). Publiations ore distributed to the trade by Nationat Book Network. RAND Is 3 nonprofit institution that helps Improve public
policy through research and analysis; its publications do net necessarlly reflect the opiniars or pollces of its research sponisors.
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Mr. ScorT. When we think of a pill mill operator dispensing
death and destruction on a mass scale, we may conclude that no
punishment is too great, but without definition of what limits the
application of such person to such circumstances, the, quote, Pill
mill operator may be a college student in a dorm room, with a
bunch of pills given to his dorm mates. .

What has proven to work best to address drug abuse, in general,
including prescription drug abuse are evidence-based solutions
aimed at preventing drug abuse addiction, injury, and death, rath-
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er than inflexibly rushing to increased penalties, and restrict legiti-
mate excess to prescriptive drugs.

We should not continue to take the same approaches, hoping for
different results. I am not saying that we should not punish law-
makers, but we are already using the criminal justice system as
much as reductively can be used. We now need to focus on preven-
tion and early intervention.

There are innovative evidence-based approaches that are not
likely to be discussed today. One is the use of Naloxone. That is
a lifesaving medicine used to reverse opiate-based drug overdoses.
It has been FDA approved since 1971, and is the first line of treat-
ment for paramedics and emergency room physicians who encoun-
ter an opiate overdose victim.

It presents no potential for abuse, because it has no pharma-
cological effect. It has no effect if it is taken by a person who does
not have opiates in their system. It takes as little as 2 minutes to
start working, and provides a 30- to 90-minute window to call for
medical assistance during a drug overdose.

Drugs that can be reversed are heroin, OxyContin, methadone,
Vicontin, and several other drugs. If we are concerned about drug
overdose deaths, we should be considering this as one of the sug-
gestions.

The second thing we need to consider, Mr. Chairman, are a 911
Good Samaritan law. The chance of surviving an overdose like that,
of surviving a heart attack, depends greatly on how fast one re-
ceives medical treatment. Witnesses to heart attacks rarely think
twice about calling 911, but witnesses to an overdose often hesitate
to call, or simply don’t make a call, because they fear police in-
volvement.

People using illegal drugs often fear arrest, even in cases where
they need professional and medical advice, or assistance for a
friend or family member. The best way to encourage overdose wit-
nesses to speak up and call 911 is to provide some kind of immu-
nity to those that make such calls.

Mr. Chairman, such legislation does not protect people from ar-
rest for other offenses, such as outstanding warrants or other
crimes, but this policy protects only the caller and the overdose vic-
tim from arrest and prosecution, simply for calling 911. Several
State legislatures, including New York, New Mexico, Washington,
Illinois, and Connecticut have passed 911 Good Samaritan laws,
and Congress should consider doing the same.

For the reasons stated above, Mr. Chairman, I agree with my col-
leagues that prescription drug abuse is an issue about which we
should be concerned. Anyone who has a friend that is a physician
or a dentist will recite patients that present with symptoms that
call for these drugs, and they go doctor to doctor, shopping, and we
need to do something about those who will actually prescribe to
those patients. But we should not rush to enact such legislation
without thorough assessment of the effective options we have be-
fore us, and I certainly do not agree that imposing more severe
mandatory minimums on physicians and pharmacists, who provide
legitimate medications, would be a good use of our time or efforts.

Mr. Chairman, I would ask, also, unanimous consent to enter
into the record a letter to us from the Drug Policy Alliance.
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Mr. SENSENBRENNER. Without objection.
[The information referred to follows:]

March 7, 2012

The Honorable Jim Sensenbrenner

United States House of Representatives

Chairman, Subcommittee on Crime, Terrorism and Homeland Security
2449 Rayburn House Office Building

Washington, D.C. 20015

The Honorable Robert C. Scott

United States House of Representatives

Ranking Member, Subcommittee on Crime, Terrorism and Homeland Security
1201 Longworth House Office Building

Washington, D.C. 20015

Dear Chairman Sensenbrenner and Ranking Member Scott:

The Drug Policy Alliance is the nation’s foremost organization promoting alternatives to current
drug policy that are grounded in science, compassion, health and human rights. We are
encouraged that the House of Representatives is taking action against the prescription drug
overdose crisis that is plaguing our country — accidental drug overdose is now the number one
cause of accidental death in the United States, having surpassed deaths due to motor vehicles
collisions. However, we are concerned that legislative proposals under consideration by
Congress will severely restrict access to opioid medications and place additional barriers
between patients and the analgesic medications they need, without fully utilizing effective
interventions to prevent overdose fatalities. The Drug Policy Alliance encourages the House of
Representatives to consider alternative means of saving lives and to respond to the prescription
drug abuse crisis in a comprehensive manner.

H.R. 1925, the Drug Abuse Prevention and Treatment Act of 2011, contains two areas of
concern: banning prescribing of 40 mg methadone diskettes and granting federal law
enforcement access to state prescription drug monitoring programs (PDMPs). This legislation
would prohibit practitioners (other than hospitals that provide direct patient supervision) from
prescribing 40-mg tablets of methadone “unless such prescription....is consistent with the
current DEA methadone policy” until an HHS commission issues guidelines on dosing and finds
the 40 mg tablet is “safe and clinically appropriate.”

This legislation intrudes upon the doctor-patient relationship; Congress should support the
ability of a physician or treatment provider to determine the best course of therapy for the
patient, not undermine it. There is also concern that this provision interferes with the ability of
treatment providers to meet the needs of individuals enrolled in methadone replacement therapy
who have a high tolerance for opiates, and whose success in methadone treatment could be
dependent upon access to the 40 mg tablet. Methadone providers already contend with
extensive federal and state regulations and restrictions when providing treatment services to
patients and this legislation would add yet another challenge. Providers and practitioners should
have as many treatment options available to them as possible.

In addition, H.R. 1925 would require states receiving controlled substances monitoring program
grants to provide information, upon request, to federal drug enforcement officials relating to an
individual who is the subject of an active drug-related investigation. Prescription drug monitoring
databases should be created and managed with the sole purpose of making prescribing
information available to physicians and pharmacists in order to reduce medical errors and over-
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prescribing. These databases should not be a law enforcement centered tool, nor should law
enforcement have unrestricted access to prescription drug databases, which contain deeply
personal information about which medications each American is currently being prescribed.

Allowing federal law enforcement to access state PDMP data at their discretion puts additional
and unnecessary scrutiny on physicians whose controlled substance prescribing practices
already face scrutiny from the DEA and state licensing boards. In addition to the possibility of
targeting physicians who have a large number of elderly patients or patients with chronic pain
who rely on opioid analgesic medications, scrutiny by federal prosecutors may have a chilling
effect on the prescribing of controlled substances by physicians who fear meddling by federal
authorities.

Currently, the House of Representatives is contemplating other pieces of legislation which could
further contribute to this chilling effect. H.R. 1316, the Stop Oxy Abuse Act of 2011, would force
the FDA to ban the use of oxycodone (Oxy) except for severe pain instead of moderate-to-
severe pain, as it is currently indicated. It is the role of the FDA — not Congress — to develop
guidelines for the prescribing of opioid medications. Additionally, H.R. 1065, a bill that would
amend the Controlled Substances Act to provide for increased penalties for operators of pill
mills, is troubling as it fails to define what a “pill mill” is but increases penalties and forfeiture
provisions for any pill mill operator. Prescription drug policies should be based on science, not
punitive politics, and these bills do not meet that standard.

We encourage the House of Representatives to consider alternative methods of reducing
overdose fatalities. One method of doing this is to expand access to naloxone, a life-saving
medicine used to reverse opiate- and opioid-based drug overdoses. It has been FDA-approved
since 1971 and is the first line of treatment for paramedics and emergency room physicians who
encounter an opiate overdose victim. Naloxone presents no potential for abuse as it has no
pharmacological effect other than reversing opiate and opioid overdose; it also has no effect if it
is taken by a person that does not have opiates in their system. However, it needs to be made
more readily available to those who may be in a position to respond to an overdose. Opiate
drugs that can be reversed by naloxone include herein, Oxycontin, methadone, vicodin,
percocet, fentanyl, and morphine. Naloxone takes as little as two minutes to start working, and
provides additional time to obtain necessary medical assistance during an overdose.

In addition to expanding the availability of naloxone, it is critical that people be trained on how to
recognize and respond to an overdose and administer naloxone — greatly increasing the
likelihood that a drug overdose will not result in a fatality. Concerted training efforts aimed at
those at-risk of an overdose, those who reside with, interact with or care for people at-risk for a
drug overdose — such as family members, health care providers, spouses, law enforcement
officers and correctional officers — will allow naloxone to be used as widely and effectively as
possible — saving as many lives as possible.

Like naloxone, Good Samaritan laws also work to increase the survival rate of prescription drug
overdoses. The chance of surviving an overdose, as with surviving a heart attack, depends on
how fast one receives medical assistance. Witnesses to heart attacks rarely think twice about
calling 911, but witnesses to an overdose often hesitate to call for help or, in some cases,
simply don’t make the call. The most common reason people cite for not calling 911 is fear of
police involvement. The best way to encourage overdose witnesses to seek medical help is to
exempt them from criminal prosecution, an approach often referred to as 911 Good Samaritan
laws. Such legislation does not protect people from arrest for other offenses; it only protects the
overdose victim and people helping the victim from arrest and prosecution for simple drug
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possession, possession of paraphernalia, and/or being under the influence. Laws encouraging
overdose witnesses and victims to seek medical attention may also be accompanied by training
for law enforcement, EMS and other emergency personnel. New York, New Mexico,
Washington, lllinois, and Connecticut have all enacted a 911 Good Samaritan law and several
states are currently considering measures.

In the 111th Congress, Congresswoman Donna F. Edwards (D-MD) introduced the Drug
Overdose Reduction Act (H.R. 2855, DORA), providing Congress with a blueprint for a multi-
faceted, evidence-based response to the drug overdose crisis. This comprehensive legislation
dedicated federal resources to expanding and supporting overdose prevention programs in
communities and improved access to naloxone. The legislation also directed federal agencies to
strategically boost surveillance, research and reporting efforts aimed at better understanding the
overdose crisis and where resources are needed the most. The Drug Policy Alliance
encourages the House of Representatives to continue its careful deliberations on how best to
reduce overdose fatalities, especially through expanding access to naloxone and implementing
911 Good Samaritan laws, as DORA laid out, but does not endorse any of the bills under
consideration in this Congress listed in this letter.

Sincerely,
B Py
Bill Piper

Director, Office of National Affairs

Mr. SENSENBRENNER. It is now my pleasure to introduce today’s
witnesses.

Hal Rogers has represented the Fifth District of Kentucky since
1981. He currently serves as Chairman of the House Appropria-
tions Committee, of which he has been a Member for 29 years. He
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received both his bachelor of arts and LLB from the University of
Kentucky.

Congressman Nick Rahall has represented the Third District of
West Virginia since 1976. He currently serves as the Ranking
Member of the House Transportation and Infrastructure Com-
mittee, and received his bachelor of arts from Duke University in
1971.

Mary Bono Mack has represented the 45th District of California
since 1998. Ms. Bono Mack sits on the House Energy and Com-
merce Committee, and serves as Chairwoman of the Subcommittee
on Commerce, Manufacturing, and Trade. She received her BFA
from the University of Southern California in 1984.

Congressman Stephen Lynch has represented the Ninth District
of Massachusetts since 2001. He currently sits on the Financial
Services Committee, and the Committee on Oversight and Govern-
ment Reform, where he serves as Ranking Member of the Sub-
committee on Federal Workforce, U.S. Postal Service, and Labor
Policy. He received his bachelor of arts degree from Wentworth In-
stitute of Technology and his master in public administration in
1998, from Harvard.

Without objection, all of the witnesses’ written statements will be
entered into the record in their entirety. And I ask that you please
summarize your testimony in 5 minutes or less. And we will start
out with Congressman Rogers, since I kind of respect seniority.

TESTIMONY OF THE HONORABLE HAROLD ROGERS, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF KEN-
TUCKY

Mr. ROGERS. I thank you, Mr. Chairman. Chairman Sensen-
brenner, Ranking Member Scott, Mr. Gowdy, and other Members
of this great Committee, thank you for granting me a few minutes
to speak on an epidemic that quietly began in rural parts of Ken-
tucky, West Virginia, and Virginia, one doctor at a time, and now
grips every corner of our great Nation in prolific fashion. As you
will no doubt hear from the panelists and fellow Members of the
Congressional Caucus on Prescription Drug Abuse, the statistics
about this problem speak volumes.

In 2010, Mr. Chairman, 254 million prescriptions for opioids
were filled in the U.S. That is enough painkillers to medicate every
single American adult around the clock for a month. ONDCP has
identified prescription drugs as the fastest growing drug problem,
easily eclipsing cocaine and heroin abuse.

Our military soldiers are coming back from war hooked on these
pain pills. In the last 2 years, over 150 soldiers have died from
overdoses. In my home state, we are losing about 82 people a
month to prescription drug abuse. More than car crashes. Our med-
icine cabinets are more dangerous than our cars.

But statistics are just numbers. The four of us on this panel each
have been touched in a personal way by this tragedy. In some
counties in my district, Mr. Chairman, 50 percent of all children
are living in a home without their parents, over half, in large part,
because of prescription drug abuse.

I have met with single moms struggling to get through drug
court, kids living with foster parents, unsure of where their real
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parents are. We have lost mothers, grandfathers, police officers to

this scourge. My home county sheriff, Sam Catron, community

leader, personal friend, dedicated public servant, was assassinated,

because of his pursuit of prescription drug traffickers. A tragic loss.

My field representative’s nephew, a physician in my district, was

1s:lho‘cf down, senselessly, by a disgruntled drug abuser unable to get
is fix.

The most dangerous job in my district? The driver of a delivery
truck, UPS, FedEx, carrying drugs by mail. I suspect my colleagues
have similar stories that they would share. This epidemic touches
big city movie stars and rugged mountain men, and it has to stop.

We all recognize that this problem will require a coordinated
multi-pronged approach that incorporates law enforcement, treat-
ment, education, and research. I have worked closely with Con-
gressman Frank Wolf, to stand up a leading grant program in the
Department of Justice, which supports State-run prescription drug
monitoring programs. PDMPs monitor the sale and purchases of
controlled substances, bridging the gap between legitimate medical
need and potential misuse.

Since 2002, we have seen the number of States with authorized
PDMPs triple from 15 to 48. That is a huge accomplishment, but
our work is nowhere near done. The next challenge will be facili-
tating the secure interstate exchange of data among these PDMPs,
so we can eliminate once and for all the doctor shopping which has
fueled the pill pipeline around our country.

In the next few weeks, I plan to introduce legislation to support
the DOJ in opening up lines of communications between States. At
the appropriate time, I would request that you give this bill, Mr.
Chairman, your immediate consideration.

I also helped to establish an organization in my congressional
district called Operation UNITE, standing for Unlawful Narcotics,
Investigations, Treatment, Education. It is a bright star in our
charge to empower our youth and create an anti-drug culture, and
knock out abuse for good. So far, on the law enforcement side of
that organization, it covers some 42 counties. Those undercover
agents, some 30 of them, have sent to the prison around 4,000
pushers, in just my district.

UNITE, with its focus on investigations, treatment, and edu-
cation, is a fantastic model, ripe for replication around the country.
Operation UNITE is the lead sponsor for the national RX drug
summit later this spring in Florida.

Collectively, Ms. Bono Mack, Mr. Rahall, Mr. Lynch, and others
have introduced a number of bills focused on law enforcement, pre-
scriber education, and research that would help to curb the rising
tide of abuse. Many of them have been referred to this Sub-
committee.

While I appreciate the opportunity to elevate this issue, which
continues to plague my people and communities around the coun-
try, I would much rather see your Subcommittee mark up these
bills, move the ball forward, and take decisive action to end this
debilitating drug problem. And I stand ready, Mr. Chairman, Mem-
bers of the Committee, willing and able to assist you in any way
that you might request.

[The prepared statement of Mr. Rogers follows:]
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Congressman Hal Rogers
Statement for the Record

March 7, 2012

House Judiciary Committee
Subcommittee on Crime, Terrorism and Homeland Security

“The Prescription Drug Epidemic in America”

Introduction

Chairman Sensenbrenner, Ranking Member Scott and other distinguished Members of the
subcommittee, as Co-Chairman of the Congressional Caucus on Prescription Drug Abuse, T
would like to thank you for affording me the opportunity to share some insights about an
epidemic that has touched every corner of our great nation and which threatens the very fiber of
our American culture.

Over a decade ago, prescription drug diversion began to wreak havoc on communities in my
region of Appalachian Kentucky. Local hospitals were experiencing more than an overdose per
week, families had been overrun by pain pills, and a feeling of hopelessness had begun to
pervade the entire region. These powerful drugs intended to manage pain were suddenly
creating pain in the form of overdoses, crime and uncontrollable addiction. While the first wave
hit Appalachia, this second wave is hitting America.

Now the diversion of prescription pills is the fastest growing drug problem nationwide with
abuse transcending state lines and socio-economic groups. According to the most recent Centers
for Disease Control (CDC) data, more people are losing their lives to prescription painkiller
overdoses each year than to heroin and cocaine combined. In my state of Kentucky, the picture
is even more dire. We are losing 82 people a month to this epidemic, which is a higher rate than
car accidents; tragically, our medicine cabinets are more deadly than our cars. The human
element aside, the non-medical use of prescription drugs costs health insurers up to $72.5 billion
annually in direct health care costs.

We in Congress have a special responsibility to approach this problem thoughtfully and
proactively, with an eye to solutions that can curb the rising tide of prescription drug abuse to
save our people’s lives. For that reason, T joined with my esteemed colleague Mary Bono Mack
in establishing the Congressional Caucus on Prescription Drug Abuse. Those of us on the caucus
recognize that combating this problem will require a multi-disciplinary approach, incorporating
law enforcement, education, treatment and research, and collaboration at all levels of
government.

Importance of State-Run Prescription Drug Monitoring Programs
For over a decade, state-run Prescription Drug Monitoring Programs (PDMPs) have been among

the most effective and accessible tools to combat prescription drug diversion and abuse, bridging
the gap between legitimate medical need and potential misuse. PDMPs acknowledge that a
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family doctor, a neighborhood pharmacist and a local law enforcement officer are all critical to
keeping these drugs from diversion or abuse. Monitoring programs track vital prescription data
so that doctors and pharmacists know when a prescription is being abused and investigators can
root out bad doctors who are aiding drug dealers and addicts.

In the Commonwealth, the Kentucky All Schedule Prescription Electronic Reporting System
(KASPER) has had unprecedented success in bringing this problem under control. In 2008,
KASPER processed nearly 418,000 requests for patient prescription information. Of the 94%
which came from the medical community, including physicians, ER doctors and pharmacists,
nearly three-quarters of them say KASPER is “important” in helping to ascertain patient
intentions and patterns, and to feel comfortable writing prescriptions for patients truly in need of
medical attention. In the same year, just over 11,000 KASPER requests came from the law
enforcement community, and 96% of these KASPER users agree that the PDMP is an excellent
tool for obtaining evidence in criminal investigations.

These reports create informed decision-making for good medicine and good law enforcement. 1
have heard anecdotally of countless occasions where KASPER has helped a doctor provide
better patient care or a law enforcement official interrupt a crime. Since 2002, the U.S.
Department of Justice Prescription Drug Monitoring Grant Program has awarded over $62
million to nearly every state to plan, implement and enhance similar state-run programs.
Because of these efforts, thirty-five other states are catching on with operational PDMPs,
perhaps most notably Florida, where just twelve short months ago almost 90% of the oxycodone
was prescribed in the U.S. Only two states have yet to authorize a PDMP, and Missouri is
blazing forward thanks to the tireless work of State Senator Kevin Engler. Nationwide, since
2003, there has been a 2,596% increase in the number of prescription reports produced by state-
run PDMPs annually — but challenges still persist.

Through interstate doctor shopping, such as that which was occurring between South Florida and
Appalachia, unscrupulous drug dealers have found a mechanism to circumvent these vital state-
based tracking systems. Critical to shutting down this pipeline will be the next generation of
PDMP. Inrecent years, DOJ has acknowledged the importance of facilitating secure interstate
data sharing among PDMPs and has supported the development of national standards to enable
such interoperability, as well as an interstate data sharing “hub.” 1 am proud that the hub was
successfully piloted between Kentucky and Ohio, two of the premiere PDMPs in the country.
Further, DOJ is poised to support the engagement of additional states with this hub through the
formalization of the Prescription Monitoring Information Exchange (PMIX) Architecture, a
formal set of technical requirements with which existing and future interstate data sharing hubs
must comply to enable state-to-state communication.

T am pleased that important steps have recently been undertaken to facilitate interstate data
exchange, but more still needs to be done. Last year, I authored legislation included in our final
FY 12 Appropriations bill that will allow the Department of Veterans Affairs to interface with
state-run PDMPs, which will be integral to supporting our brave military men and women
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returning from theater. T am also pleased to announce that in the next few weeks, I'll be
introducing another bill, alongside a Senate companion, to support states from a technical
perspective as they move towards interoperability. This bill likely will be referred to your
subcommittee, and given the urgency and precariousness of the situation, I would appreciate
your hasty consideration of this important legislation.

Collaboration of Federal, State, Local and Regional Law Enforcement

While PDMPs are perhaps the most accessible tool at the disposal of medical community, we
must not understate the importance of collaboration among our federal, state, local and regional
law enforcement partners in shutting down the pill pipeline and putting bad actors behind bars.

This Administration, under the leadership of Office of National Drug Control Policy (ONDCP)
Director Gil Kerlikowske, has rightfully made prescription drug abuse a top priority. While
approaching the problem with a wide-angle lens, law enforcement has been a key cog in the
wheel. For example, after I engaged Attorney General Holder about the dire situation in South
Florida last year, the Drug Enforcement Agency (DEA) moved three tactical diversion squads to
that region to crack down on the pill mills which were funneling drugs all across the eastern
seaboard. Through Operation Pill Nation, over 100 individuals were arrested, over $19 million
in cash and assets seized and a number of suspension orders issued to rogue doctors and
pharmacies. In just a year, there has been a 97% decrease in oxycodone purchases by doctor in
Florida, and the number of Florida doctors in the nationwide list of the top 100 purchasing
physicians dropped from 90 to 13.

This is a prime example where collaboration among law enforcement officials can bring about
dramatic and positive results. Agencies participating in Operation Pill Nation include: the
Broward County Sheriff’s Office, Palm Beach County Sherriff’s Office, Miami-Dade County
Police Department, Hollywood Police Department, Sunrise Police Department, Fort Lauderdale
Police Department, the Florida Highway Patrol, the Florida Department of Health, and the
Florida Department of Law Enforcement. In my region of Kentucky, [ have seen DEA work
hand-in-hand with state and local law enforcement, as well. This is a model we must continue to
replicate across the country, particularly as federal, state and local budgets continue to be
squeezed.

As we have successtully cracked down on the problem in South Florida, pill mills are popping
up in other hot spots, notably Tennessee, Georgia and my region of Kentucky. For this reason,
we must be ever vigilant and allocate our scarce law enforcement resources with precision. Tam
proud to support legislation sponsored by Congressman Vern Buchanan of Florida that would
employ the full gamut of federal resources to crack down even more aggressively on these pill
mills, and T am exploring the possibility of introducing legislation that would provide the DEA
greater flexibility to track the prescription drug supply chain through the Automation of Reports
and Consolidated Orders System (ARCOS).

Community Engagement, Education & Treatment

While monitoring programs and law enforcement have risen to meet the challenges of
identifying abuse and diversion, buy-in from local communities might be the single most
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important factor in developing an anti-drug culture in towns across the country. T was proud to
welcome Director Kerlikowske to my congressional district last year. When I showed him the
front page of our local paper, there were some notable omission — no stories about the town fair
or the community pot lock. The front page was chalk full of articles about prescription drug
abuse — arrests, thefts, the abandonment of children, and tragically, deaths. To spend a few days
in my district, one would think that the situation is truly cyclical and hopeless. However, while I
believe the Director has appreciation for the challenges we’re facing with the abuse of these
drugs in Kentucky, I don’t think he left with that impression that we can’t pull ourselves out of
this mess.

In Southern and Eastern Kentucky, we’ve been employing a multi-pronged approach to
combating this abuse for years through Operation UNITE. Since inception, more than 3,100
addicts and non-violent offenders who have fallen prey to this scourge have participated in a
UNITE-funded drug court or treatment program, restoring hope and creating opportunity. In
addition, 93 schools in 23 southern and eastern Kentucky counties have a UNITE club,
encouraging our children to remain drug-free and offering counseling programs. There are
countless UNITE Community Coalitions throughout my congressional district, which support
educational and faith-based conferences, medical symposiums, technical trainings and health
care workshops. Many of these coalitions have received federal support through the Office of
National Drug Control Policy (ONDCP) Drug-Free Communities Grant program. Operation
UNITE is a bright star in our charge to empower our youth, create an anti-drug culture and knock
out abuse for good, and a clear indication that our fight against drug abuse is rooted in small
communities across the country. 1 am pleased that Director Kerlikowske had a desire and an
opportunity to witness first-hand the positive impact of this program in our region, and hope that
it is a model that can be replicated in communities across the nation.

Research

Finally, we must continue to support research in the pharmaceutical industry and in academic
settings which lead to innovation both in the treatment of pain and in the science of recovery.
Tremendous strides have been made by researchers on the development of abuse-deterrent
formulations of pain medication, which will be vital to ensuring that patients with legitimate
needs continue to have access to these life-changing drugs, as well as alternatives to the
traditional replacement therapy treatment paradigm. To that end, we must push for a regulatory
environment which encourages such innovation and gets new, safe drugs to the marketplace
while also ensuring that insurance companies have the adequate incentives to cover drugs and
treatments aimed at curbing the abuse of these prescription medications.

Conclusion

This will take a collaborative, multi-pronged effort -- law enforcement, treatment, education and
research are all a part of the puzzle — and 1 am grateful to have the opportunity to share my
perspective with you in the course of this important hearing. 1 encourage you and all the
members of this subcommittee to take to heart all that has been said about the need for legislative
action. It is one thing to listen solemnly about the plight of families, soldiers and children
around the country; it is quite another to take meaningful and decisive action. The Judiciary



17

Committee, and specifically this subcommittee, is in a position to take just the decisive action we
so desperately need on the streets of Boston, in suburban parts of LA, and countless communities
in the South. A number of bills under your purview, to include H.R. 1065, the Pill Mill
Crackdown Act, HR. 1925, the Prescription Drug Abuse Prevention and Treatment Act, and
HR. 2119, the Ryan Creedon Act, would do wonders for my people struggling with addiction
and thousands of others around the country. Turge you to give these important pieces of
legislation serious consideration. Thank you.

Mr. SENSENBRENNER. Thank you very much, Mr. Rogers. And 1
understand that you have an appropriations meeting to go to. So,
I think it is best we excuse you. But don’t forget the appropriation
for our Subcommittee for our Subcommittee, please. [Laughter.]

Mr. ROGERS. Rest assured, Mr. Chairman.
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TESTIMONY OF THE HONORABLE NICK J. RAHALL, II, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF WEST
VIRGINIA

Mr. RAHALL. Thank you, Mr. Chairman. I appreciate the oppor-
tunity to be before your distinguished Committee today. And while
I do outrank Mr. Rogers in seniority, I certainly agree with you
yielding to him first, as the Chairman of the Appropriations Com-
mittee, and my dear friend and neighbor from across the river, in
my district.

Mr. SENSENBRENNER. Praise will get you a long way, my friend.

Mr. RAHALL. I appreciate that, Mr. Chairman. And I certainly as-
sociate myself with his testimony, and commend him for his efforts
in organizing UNITE, to which he referred in his testimony. I ap-
preciate the efforts of my colleague from California, Ms. Bono
Mack, and from Massachusetts, Mr. Lynch.

This is an issue that crosses all partisan lines, philosophical
lines, class lines, every line in our society. This issue crosses and
affects all of us.

I will be presenting testimony to the Subcommittee on behalf of
law enforcement officials from my district, healthcare professionals,
and community leaders. And I am sure this Subcommittee will
make this testimony public in our continued efforts to educate the
public and the American people as to this tremendous epidemic
that faces all of us.

It was once described as America’s silent epidemic, but it can
now be openly witnessed any hour, any day, or any night on count-
less street corners across the country. It is the crippling epidemic
of prescription drug abuse that we are facing. And every day we
face new stories and reports of overdoses, deaths, accidents, fami-
lies torn apart by the vicious cycle of prescription drug abuse.

Headlines such as this, dealing with addiction in McDonough
County, in my district. These appear every day in every newspaper.
And believe you, me, they are touching stories about how these
communities are trying to deal with this vicious cycle.

Unlike cocaine or heroin, as Mr. Rogers has said, prescription
drugs are legal, frequently prescribed by caring physicians, lead by
the principle oath of “First, do no harm.” Yet, alarming statistics
show that children and adults are blind to the harmful con-
sequences of these drugs. Even as they become addicted, paying
upwards of $150 per pill to buy them on the black market.

Distressingly, my home State of West Virginia has our Nation’s
highest rate of drug-related deaths. In fact, between 2001 and
2008, more than 9 out of 10 of those deaths involved prescription
drugs. And incredibly, as Mr. Rogers has, again, pointed out, drug
overdoses now kill more West Virginians than car accidents.

But the alarming use and deaths by prescription drugs is not
just in West Virginia. As our other distinguished Members will tes-
tify, it is across this country. And I could go into the figures, Mr.
Chairman, but you have those figures as well, about what drug
overdose death rates are in this great country, how they have tri-
pled since 1990, and have never been higher in our Nation’s his-
tory.

I have met numerous times with law enforcement, community or-
ganizations, educators, physicians, and many more of my constitu-
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ents. We have had drug summits, and we will continue to have net-
working processes in which we try to involve all aspects of our com-
munity, and to involve those that are personally affected, to get
them to get to communicate. If they don’t want to openly, at least
at these networking seminars, with those law enforcement officials
with whom, perhaps, they have been afraid to have contact in the
past, but now find a forum, and find other people in like cir-
cumstances as them, and which their fear is no longer preventing
them from coming forward and telling what is happening on the
streets, and how they feel the problem can be addressed.

So, these networks are important. This hearing is vitally impor-
tant. We must strengthen drug diversion, educate our children and
adults on prevention, work with the medical community on addic-
tion and pain treatment, and treat and rehabilitate those that are
affected by this vicious addiction before they succumb to the death
spiral.

There are a number of pieces of legislation I and my colleagues
have joined in cosponsoring. This Subcommittee is certainly aware
of those. And I leave it in your wisdom to join these bills, perhaps,
or to pick, as you see as most appropriate, which bills should make
it to the floor of the House of Representatives. But many bills will
establish mandatory physician and consumer education, as well as
authorizing Federal funding to help States create and maintain
prescription drug monitoring programs that all States can access.

This is one of the bills that I have introduced. It would set up
a uniform system for tracking painkiller-related deaths, helping
States and law enforcement personnel to be able to manage and re-
port data. The West Virginia State Police, our attorneys general,
and even physicians all consistently stress the need to access a pre-
scription drug monitoring system that is shared between State
lines and updated in real time.

So, Mr. Chairman, I urge you and this Subcommittee to consider
and move forward on legislation that encompasses the provisions
I have mentioned, and many others. Let us act with dispatch and
compassion, with an acute understanding of the enormity of the
challenge before us.

I conclude by thanking you once again for conducting this hear-
ing, and allowing me and my colleagues to be with you.

[The prepared statement of Mr. Rahall follows:]



20
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Thank you Chairman Sensenbrenner and Members of the Subcommittee for this hearing.
Thank you to my colleagues — my good neighbor and Chairman of the Appropriations
Committee, Hal Rogers, and Congresswomen Mary Bono Mack and Congressman Stephen
Lynch — all tremendous leaders on our fight to stop this epidemic.

I appreciate the opportunity to appear before the Subcommittee and to submit statements
on behalf of the law enforcement officials, health care professionals, and community leaders I
represent. I encourage the Subcommittee make available the full record of this hearing to
facilitate a deeper understanding of the drug challenge before us and the need for legislative
action by the Congress.

What was once described as America's "Silent Epidemic," can now be openly witnessed
any hour, day or night, on countless street corners across the country. It is the crippling epidemic
of prescription drug abuse that we are facing. Every day, news stories report overdoses, deaths,
accidents and families torn apart by the vicious cycle of prescription drug abuse.

And, the cycle is certainly vicious.

Unlike cocaine or heroin, prescription drugs are legal; frequently prescribed by caring
physicians, led by the principle oath of “first, do no harm.” Yet, alarming statistics show that
children and adults are blind to the harmful consequences of these drugs — even as they become
addicted — paying upwards of $150 per pill to buy them on the black market.

Distressingly, West Virginia has our nation's highest rate of drug-related deaths. In fact,
between 2001 and 2008, more than nine out of ten of those deaths involved prescription drugs.
Incredibly, drug overdoses now kill more West Virginians each year than car accidents.

But the alarming use and deaths by prescription drugs is not just in West Virginia. As the
other distinguished Members of this panel can tell you, they are seeing and hearing of this
epidemic from their communities, as well.

Drug overdose death rates in the United States have more than tripled since 1990 and
have never been higher. In 2008, more than 36,000 people died from drug overdoses, and most
of these deaths were caused by prescription drugs. From newborn babies addicted to opiates to
seniors overdosing, this nationwide problem knows no boundaries and it needs national attention.

I have met numerous times with law enforcement, community organizations, educators,
physicians, and many more of my constituents. Clearly, fighting back against prescription drug



21

abuse will take the efforts of an entire village with determination and persistence and the
coordination of federal, state, and local resources and networks.

We must strengthen drug diversion, educate children and adults on prevention, work with
the medical community on addiction and pain treatment, and treat and rehabilitate those affected
by vicious addiction before they succumb to the death spiral.

I, and my distinguished colleagues, have put forth and supported legislation that aims to
combat prescription drug abuse. We know that something more needs to be done from a federal
level, and that’s why I introduced H.R. 1925, the Prescription Drug Abuse Prevention and
Treatment Act. This bill would implement multiple measures essential to combating prescription
drug abuse — education and training, monitoring, evaluation and enforcement — and it provides a
good guideline to coordinate federal, state, and local efforts to fight this epidemic.

The bill establishes mandatory physician and consumer education, as well as authorizes
federal funding to help states create and maintain prescription drug monitoring programs that all
states can access. The bill would also set up a uniform system for tracking pain killer-related
deaths, helping states and law enforcement manage and report data. The West Virginia State
Police, our state’s Attorney General, and even physicians all consistently stress the need for
access to a prescription drug monitoring system that shared between state lines and updated in
real time.

I know my colleagues have authored and support similar bills, like HR. 2119, the Ryan
Creedon Act, which also seeks to implement targeted physician education on prescription drug
abuse and addiction.

These bills address the critical issues that ought to be part of this Subcommittee’s efforts
to craft legislation to assist our states and communities in combating prescription drug abuse.

From the evidence submitted to this Subcommittee, one unmistakable conclusion
emerges. The toll of destruction and devastation heaped upon America's families and our
economy by this epidemic demands the United States Congress must act, and act swiftly.

I urge you, Mr. Chairman, to strongly consider and move forward on legislation that
encompasses the provisions I've mentioned. Let us act with dispatch and compassion and with
an acute understanding of the enormity of the challenge before us.

I thank you for your time today, and with the aid of legions of willing and able
community professionals and leaders throughout the country, 1 look forward to working with you
and my colleagues in the coming weeks and months to fashion a national response.

Mr. SENSENBRENNER. Thank you very much, Mr. Rahall.
Ms. Bono Mack.
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TESTIMONY OF THE HONORABLE MARY BONO MACK, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI-
FORNIA

Ms. BoNO MACK. Thank you, Mr. Chairman. I am honored to be
here with my colleagues, as you hold this critically important hear-
ing on the growing and deadly dangers prescription drug abuse
poses to our Nation.

One incident last year, in particular, graphically captures the se-
riousness of this issue. On June 19th, in Medford, New York, a
man walked into a pharmacy and murdered four people for 11,000
tablets of Hydrocodone. One of those gunned down was a 33-year-
old customer, who was just engaged to be married. Instead, she
was buried in her wedding dress. A 17-year-old pharmacy employee
was also killed, and later buried in her prom dress, along with her
high school diploma.

This senseless tragedy is just one example of a growing wave of
drugstore robberies by prescription drug addicts. But it is also part
of a larger rapidly escalating struggle nationwide against prescrip-
tion drug abuse and addiction, which is expected to claim the lives
of nearly 30,000 Americans this year. Just last weekend, I met in
California with dozens of parents who have lost children to this
horrible epidemic.

Two classes of medicines, painkillers, and insomnia and anxiety
drugs, are responsible for about 70 deaths and nearly 3,000 emer-
gency room visits every day. That is right, a day. And these are
truly stunning numbers.

But what is very insidious is the way these powerfully addictive
narcotic prescription drugs quickly turn people, without any real
emotional or physical problems into desperate people suddenly fac-
ing life-or-death struggles. Few things are more destructive.

According to the CDC, drug overdose is now the leading cause of
injury death in the United States, not just in West Virginia, but
in the United States, in large part due to prescription drug abuse.
It is not hard to understand why. Today, some 12.5 million Ameri-
cans regularly abuse prescription drugs, and the problem, as I have
said, is growing rapidly. There are approximately 7,000 new abus-
ers every day, many of them teenagers and young adults.

This alarming trend, now a health epidemic, according to CDC,
is taking a huge toll on society. Today, the abuse of prescription
drugs, especially painkillers, stimulants, and depressants, is the
fastest growing drug problem in America.

As Chairman of the House Subcommittee on Commerce, Manu-
facturing, and Trade, which has jurisdiction over consumer protec-
tion, I have made combating prescription drug abuse a top priority.
I believe there needs to be a national awakening about the threat
this alarming epidemic poses to our families and to our commu-
nities. Simply put, we are in the midst of an American tragedy.

What can we do? For starters, we must do a better job of moni-
toring and limiting access to prescription drugs containing con-
trolled-release oxycodone hydrochloride, including the popular pain-
killer and killer, OxyContin.

Originally, OxyContin was intended to be prescribed only for se-
vere pain, as a way to help patients dealing with last-stage cancer
and other severe illnesses. Today, however, more and more people
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across America are prescribed OxyContin, as well as other generic
oxycodone drugs for less severe reasons, clinically known as mod-
erate pain, greatly expanding the availability and potential for
abuse of these powerful addictive narcotics. Someone with a tooth-
ache or a sore knee should not be prescribed a potentially addictive
painkiller.

Clearly, expanded public education plays a role in addressing the
problem, but we are not going to make any real progress until we
limit access to these powerful narcotic drugs, and ensure that only
patients in severe pain can obtain them.

We must also improve prescriber education by getting doctors,
dentists, nurse practitioners, and other prescribers up to speed on
the dangers of addiction. Today, I have legislation pending in Con-
gress, the Ryan Creedon Act, H.R. 2119, to accomplish this goal.

The pervasiveness of prescription drug abuse made national
headlines when Federal, State, and local law enforcement agencies,
led by the DEA, cracked down on so-called pill mills in Florida,
where painkillers were routinely dispensed just like M&Ms from a
gumball machine.

Congress needs to make it much more difficult for these rogue
pain clinics to operate, and we should treat offenders like any other
street drug dealer. By better coordinating the efforts of local, State,
and national agencies, and by reducing the supply of highly addict-
ive opioid painkillers, I am convinced that we can eventually save
thousands of lives, and spare millions of American families from
the heartache of addiction. Mr. Chairman, no child should ever be
buried in a prom dress again, because we ignored this problem.

And I just want to say, in closing, that this past weekend, when
I met with these parents, a number of them spoke about a Dr. Lisa
Tseng, in Rowland Heights, California, who is being charged for
three counts of murder for supplying prescription drugs to young
men, who all overdosed. These parents went and confronted the
doctor, and she showed absolutely no remorse, whatsoever. And I
think we should do all we can to ensure she is put away for a very,
very long time, if she is found guilty.

So, thank you very much for allowing me to testify today.

[The prepared statement of Ms. Bono Mack follows:]
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March 7, 2012

Thavok you, Mr, Chairman, {or halding this critically important hearing on the growing and
deadly dangers prescription drug abuse poses to our nation. One incident last year, in particular,
graphically captures the seriousncss of this issue.

On June 19" in Medford, New York, a man walked into a pharmacy and murdered four people
for 11,000 tablels of hydrocodone — an opioid used to manufacture a long list of narcotic pain
killers, including Vicodon. One of those gunned down was a 33-year-old customer cngaged to
be matried. Instead, she was buricd in her wedding dress. A 17-year-old pharmacy employee
was also killed and later buricd in her prom dress along with her high school diploma.

This senseless (ragedy is just one example of a growing wave of drug store robberics by
prescription drug addicts. Butit’s also part of a larger, rapidly escalating struggle nationwide
against prescription drug abuse and addiction, which is cxpected to claim the lives of nearly
30,000 Americans this year.

TJust last weekend, I met in California with dozens of parents who have lost children fo this
horrible epidemic.

Two classes ol medicines — painkillers, and insomnia and anxiety drugs — are responsible for
about 70 dealhs and nearly 3,000 emergency room visits a day. That’s right —a day. Thesc arc
truly stunning numbers.

Why is it happening? Scientists tell us that childhood trauma, genetics, mental disorders,
depression, siress, anxiely, thrill seeking, peer pressure, severe pain from injuries and illncsses
and even the horrors of combat all contribute to prescription drug addictions, which often lead to
tragic and avoidable deaths.

Bul whal’s even more insidious is the way these powerfully addictive narcotic prescription drugs
quickly turn people withoul any real emotional or physical problems into desperate people
suddenly facing life-or-death struggles. Few things arc more destructive.

According to the Centers for Disease Control and Prevention, drug overdose is the now leading
cause of injury death in the United States — in large part due to prescription drug abuse.
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1t’s not hard 1o understand why. Today, some 12 and a hall million Americans regularly abuise
proscription drugs, and the problem is growing rapidly. There me approximately 7,000 new
abuscrs cvery day ~ many of them icenagers and young aduits. This alerming trend — now a
health epidemic, according to CDC - is taking a huge toll on society.

Today, the abuse of prescription drugs — especially painkillers, stimulants and depressants — is
the fastest-growing drug problent in America.  As Chairman of the House Subcommittee on
Commerce, Manufacturing and Trade — with jurisdiction over conswmer protection — I have
made combating preseription drug abuse a top priority. 1 believe there needs to be a national
awakening about the threal this alarming epidemic poses to our families and our communitics,
Simply put, we ae in the midst of an American tragedy.

‘What can we do? For startcrs, we must do a better job of monitoring and limiting access to
prescription drugs containing controlled-telease oxycodone hydrochloride, including the popular
pain killer OxyContin.

Originalty, OxyContin was intetided to be prescribed only for severe pain as a way to help
patienis dealing with late-stage cancer and other severe illnesses.

Today, howevet, more and more people across America ate being prescribed OxyContin, as well
us other genetic oxycodone drungs, for léss severe reagons — clinically kiiowit as moderate pain ~
greatly expanding the availability and potential for abuse of these powerfully-addictive narcotics.
Sameone with a toothache or a sore knee should not be proseribed a potentially addictive
painkilter. .

Cleatly, expanded public education plays a role in addressing this problei, bl we're nol going
to make any real progress until we limit access to these powerful narcotic drugs and ensure that
only patients in severe pain can obtain them.

We must also improve preseriber education by getting doctors, dentists, nurse practitioners and
olher prescribers up to speed on the dangers of addiction, Foday, I have legislation pending in
Congtess, the Ryan Creedon Act, HR 2119, to accomplish this goal.

The pervasiveness of prescription drug abuse made national headlines when federal, state and
local law enforcement agencies, led by the Drug Enforcement Administration, cracked down on
so-called “pill mills” in Florida, whero painkillers were routinely dispensed tike M&Ms from a
gumball machine,

Congress needs to make it much mare difficull for these rogue pain clinics to oporate, and we
should treat offenders like any other street drug dealer. By better coordinating the efforts of
Jocal, state and national agencies — and by reducing the supply of highly addictive opioid
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painkiliers — 1 am convinced that we can eventually save thousands of lives and spare millions of
American families from the heartache of addiction,

M, Chairman, no child should ever be buried in a proin dress agaln because we ignored this
problem,

Mr. SENSENBRENNER. Thank you very much.
Mr. Lynch.

TESTIMONY OF THE HONORABLE STEPHEN F. LYNCH, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF MASSA-
CHUSETTS

Mr. LyNcH. Thank you, Mr. Chairman, and Ranking Member
Scott, for your kindness in allowing us to testify on this important
issue.

My colleagues have told the story of drug abuse in America
today, but I do want to amplify the issue that Ms. Bono was speak-
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ing about, and that is OxyContin. I will associate myself with the
remarks of the 3 previous speakers, and rather than take my whole
5 minutes, I just want to offer a couple thoughts.

Number one, this OxyContin is so powerful, it is so powerful that
in a very limited period of time a person who is prescribed this be-
comes addicted. And we have seen stats now that 99 percent of ad-
dicts who are involved with heroin, that are in facilities today in
the United States, started on OxyContin. And the pattern is that
they stay on OxyContin until they are financially unable to do so,
and then they switch over to heroin, which is much, much cheaper.

But when you allow a company to create a product that is so
powerfully addictive that in a very short time they create cus-
tomers for life, that is a very troubling situation. It got so bad in
my district that I had to create, well, a residential rehab facility,
first, for boys, and then later for girls, because these kids are get-
ting addicted so young, there is nowhere else to send them. We
didn’t have any adolescent rehab facilities in my State. So, we had
to create two.

We have a situation now where Perdue Pharma lost their exclu-
sivity, and now OxyContin is going to go generic. This is tremen-
dously powerful. And think about this, the profits here are enor-
mous. We are creating a national healthcare system that will allow
all of these people to continue to financially get the support from
these pill mills, the drug from these pill mills, having the American
taxpayer contribute to that. So, this is a very, very dangerous situ-
ation.

And I noticed that on March 1, OxyContin was actually pulled
from the shelves in Canada. That is according to the Toronto Star
and the CBC news. I sponsored legislation here in Congress several
years ago to remove OxyContin from the market. But, let’s face it,
there are so many drug company lobbyists up here that that bill
didn’t have a prayer, because the pharmaceutical company lobby-
ists outnumber Members of Congress probably 7 to 1.

We have a serious problem here. And I commend you for giving
us the time here to try to address it. And I commend my colleagues
for the fights that they are making in their own districts, and now,
hopefully, we will be able to collectively use our experience to push
this issue nationally.

So, I thank you for your time. I appreciate it. And I yield back
the balance of my time.

[The prepared statement of Mr. Lynch follows:]
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REPRESENTATIVE STEPHEN F. LYNCH

Good morning, Mr. Chairman, ranking member Scott and Members of the Committee. First let
me thank you for providing my colleagues and me with the opportunity to testify on the very

important issue of prescription drug abuse.

1 appreciate that this is a broad hearing on the issuc, which is appropriate, because it is multi-

layered and has wide-ranging impact.
Prescription drug abuse in the United States is an epidemie, plain and simplc.

In fact, according to the centers for disease control (CDC), prescription drugs cause maost of the

more than 26,000 fatal overdoses each year.

Il'that many people died from avian flu or some other virus it would make headlines around the
world. And that is part of the problem we face. There is a misperception about substance abuse
that prevents many peoplc from identifying it as the problem it is. That in turn makes it more

difficult to find a real solution.

e
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My colleagues and I are here today to refute that misperception, to testify that this is not an inner

city problem or a problem that affects only those who have made the wrong choices in life.

The four of us, Mr. Rogers, Mr. Rahall, Ms. Bono Mack, and myself, represent districts that

Andividually and together reflect the diversity of America.
Many of our constituents struggle with prescription drug addiction and its consequences.

Abuse of prescription medicine, especially pain rclievers, is a major problem nationally, and
particularly in Massachusetts, where deaths, emergency room episodes and admissions for
treatment related to non-heroin opioids has skyrocketed in recent years. Of the five thousand

adults admitted to recovery home in Massachusetls in 2011, nearly 30% listed “other opiale™.

T have been exposed to this problem sincc before [ entered elective office and continuc to be

[rustrated by its proliferation.

The Boston Public ITealth Commission reports in its “IIealth of Boston 2010, that the substance
abuse treatment rate for my neighborhood of South Boston is 48 admissions per 1000 residents.

That’s nearly 5 % of the population. And those are only the people who arc getting help. Sadly,
the report also revealed that South Boston had the highest average annual opioid mortality rate in

the City of Boston.

A regional, newspapcer, The Quincy Patriot Ledger, reported recently that an overdose claims 1
life every 8 days in Massachusetts South Shore communities. And there is no distinet pattcrn to
the victims, With a median age (41 yeurs, they are homemakers, professionals, students, and

laborers. Addiction does not discriminaie.

We spend precious public and private dollars on substance abuse programs to help individuals
and familics who have chosen to face the prohlem and get help. There are many dedicated
people in the treatment community who are doing wonderful work. But they arc treating

increasing numbers of new and relapsed admitants, very ofien with shrinking budgets.
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About five years ago, the Massachuse(ts bureau of substance abuse services launched a pilot
program of providing naloxone (nal-ox-one) —a medicine that blocks opioids and reverses opioid
overdose — to people considered high risk. ‘The program met with such success that the state of
Massachusetts expanded it. While this is positive news, there needs 1o be a better way to prevent

an overdose. We need to prevent it from getting to that point.

Prescription pain medication helps many people suffering from a range of chronic and temporary
conditions. But for some, exposure to pain medication, whether prescribed or oblained through
other non-nefarious means, can be (he beginning of a long, tragic battle. We are all aware of the
slippery slope associated with addiction to prescription drugs. 99% of individuals cntcring

treatment facilities who report heroin use started with prescription medication like oxycontin.
‘We, more than muost, are in a position to do something about it.

In addressing the problem we need to consider the myriad contributing factors. We need (o look
at composition and marketing of these addictive drugs, the regulatory approval proccss and
labeling requirements. We nced to imnprove truining and education for all partics — medical
professionals, law enlorcement, government and individuals and families. And we need to deal
with access to and disposal of these drugs. This is a complex problem that will require a

coordinated effort to solve,

T commend my colleagues on the congressional prescription drug abuse caucus for their

legislative efforts and look forward to continuing to work with them on this very important issue.

‘Thank you again, Mr. Chairman, for recognizing the importance of this topic.

Mr. SENSENBRENNER. Thank you, Mr. Lynch.

I would like to thank all of the Members of Congress who took
time out of their schedules to come and testify here, as well as the
Members on the Subcommittee who have come and listened to all
of these graphic stories. And I am sure that this is just the tip of
the iceberg. This is a very serious issue. It is one that needs to be
addressed, and it needs to be addressed in the proper manner.

Does the gentleman from Virginia have anything else he wants
to say or to insert into the record?
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Mr. ScotrT. Yes, Mr. Chairman. Another Rand study showing
that demand investments work better than supply control.

Mr. SENSENBRENNER. Without objection, the material is inserted.

[The information referred to follows:]

RAND

Controlling Cocaine

Supply Versus Demand
Programs

C. Peter Rydell
Susan S. Everingham

Prepared for the Office of
National Drug Control Policy
United States Army

DRUG POLICY RESEARCH CENTER

Approved far public release; distribution unlimited
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The research deseribed in this Tepoert was sponsored by the Office of National
Drug Control Policy, by the United States Army, and by RAND’s Drug Policy
Research Center with funding from The Ford Foundation.

ISBN: (-8330-1552-4

RAND is a nonprofit institution that seeks to improve public policy through
regearch and analysis. RANIYs publications do not necessarily reflect the
opinione or policies of its research sponsors.

Published 1994 by RAND
1700 Muin Street, P.O. Box 2138, Santa Manica, CA 90407-2138
Ta order RAND documents or to obtain additional information, contact Distribution
Services: Telephone: (310} 451-7002; Fax: (310) 451-8915; Internet: order@rand.org.
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xii Controlling Cocaine: Supply Versus Demand Programs

The persistence of high levels of cocaine consumption indicates the magnitude of the
cocaine problem and the need for gavernment to think carefully about its response.
Part of thinking carefully includes estimating the relative cost-effectiveness of vari-
ous available interventicns. Four such interventions analyzed in this report are;

+  Source-country contral: coca leaf eradication; seizures of coca base, cocaine
paste, and the final cocaine product in the source countries (primarily Peru,
Bolivig, and Colombia).

+ Interdiction: cocaine scizures and asset seizures by the U.S Customs Service, the
1.5, Coast Guard, the U.5. Army, and the Immigration and Naturalization Service
(INS}.

+ Domestic enforcement: cocaine seizures, asset seizures, and arrests of drug
dealers and their agents by federal, state, and local law enforcement agencies;
imprisonment of convicted drug dealers and their agents.

* Treatmentof heavy users: outpatient and residential trcatment prograrns.

This study analyzes the relative and, (v a lesser extent, absolute cost-effectiveness of
these programs. The first three programs focus on “supply-control.” They raise the
cost to dealers of supplying cocaine by seizing drugs and assets, and by atresting and
incarcerating dealers and their agents. The increased produstion ¢osts raise retail
cocaine prices and thus reduce consumption, partly by discouraging current con-
sumption and partly by modifying the flows of people into and out of cocaine use, $o
that the number of cocaine users gradually declines.

The fourth program is a “demand-control” program: It reduces consumptjon di-
rectly, without going through the price mechanism. Treatment reduces consump-
tion in the short term, hecanse most clients stop their cocaine use while in the pro-
-gram, and in the longer term, because some clients stay off heavy drug use even after
treatment ends,

User sanctions (arresting and incarcerating peuple for using drugs) and drug-abuse
prevention programs (both school-based and community-based) are also viable in-
- terventions, but analyzing them is beyond the scope of the present study.

To assess the cost-effectiveness of these programs, one needs to kniow (1) how much
is being spent on them and {2) what benefits accrue from that spending. Determin-
ing current spending levels, although time-consuming in practice, is conceptually
straightforward. .

Currently, an estimated $13 billion js being spent in the United States sach year on
the four cocaine-control programs listed above. The bulk of these resources goes to
domestic enforcement—drug busts, jails, and prisons are expensive. Treatment ac-
counts for only a 7 percent share of this expenditure, even when privately funded
treatment is included (see Figure 5.2).

Measuring the benefits of the four programs is more difficult, in part because they
produce disparate effects. Supply-control programs generate cocaine seizures, asset
seizures, and arrest and imprisonment of drug dealers. Treatment programs induce
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xvi Contralling Cocaine: Supply Versus Semand Programs

The extent to which supply-contral measures are more expensive, however, does
vary depending on the evaluation measure chosen. Domestic enforcement costs 4
times as much as trcatment for a given amount of user reduction, 7 times as much
for consumption reduction, and 15 times as much for societal cost reduction,

These results suggest that if an additional doHar is going to be spent on drug control,
it should be spent on treatment, not on a supply-control program. They do net,
however, indicate whether or not that dollar should be spent in the firet place. Tt
might be that all four programs generate greater benefits than they cost, and treat-
ment is just the best of four good programs. Or, at the other extreme, treatment
might be merely the least ineffective of four ineffective programs.

With the first two criteria, quantity of cocaine consumed and number of users, this is
as specific as one can get without placing a figure on the dollar value of reducing U.5.
cocaine consumption by I metric ton ar the number of users by 1,000, The benefits
under the third criterion, reductions in the societal cost of crime and lost productiv-
ity, are, however, already measured in dollars. Fence, using this criterion, we can
make some estimates of the four programs’ absolute cost-effectiveness. The reader is
cautioned, however, that societal costs are difficult to defing, let alone measure; thus
our estimates are very rough. Nevertheless, the results are intriguing,

This study found that the savings of supply-control programs are smaller than the
contrel costs (an estimated 15 cents en the dollar for source-country control, 32
cents on the dollar for interdiction, and 52 cents on the doitar for domestic enforce-
ment}. In conirast, the savings of trealment programs are larger than the control
costs; we estimate that the costs of crime and lost productlvity are reduced by $7.46
for every dollar spent on treatment {see Figure S.5}.

Cur findings thus suggesta way to make cocaine control policy more cost-effective:
Cut back on supply conirol and expand weatment ol heavy users. [n light of this
.conclusion, four (preiminent) alternatives to current palicy are explared this study:

+ Alternative A: decrease each of the three supply-control pregram budgets by 25
percent.

» Alternative B: decrease the supply-control budgets by 25 percent and double the
current treatment hudget.

= Alternative C: decrease the supply-control budgets by 25 percent and treat 100
percent of heavy users each year.

s Alternative D: treat 100 percent of heavy users each year without changing the
supply-control budget.

Our best estimates of the consequences of pursuing these alternafives to current
policy are summarized in Figure S.5 and Table S.1. If supply-control budgets are cut
by 25 percent (Alternative: A), the cocaine problem (as measured by consumption}
gets worse, but the supply-control cuts make the overall control budget decrease.
However, spending about balf of the supply-control savings on doubling treatment
(Alternative B) reduces cocaine consumption belaw what would occur under current
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xviii Conirolling Cocaine: Supply Versus Demand Programs

Table 8.1
Compazison of Alternative Compaosite Cocaine-Control Programs

Evaluation Criterlon

Sacietal Cost

Total Contral Consumption plus Conleol
Cost Users {metric  Societal Costs® Costs

Intervention Strategy 15 billions/ys] (miBlions) tcns/yrj (Fbillionstyr) (3 billions/yr)
Current policy 13.0 7.06 314 2.0 42.0
Alternative Az Supply control - 25% 180 7.28 314 300 40.0
Alternative B: Double treatment 1.8 7.06 204 258 36.7
Alternative C: 100% treatnent 127 6,57 211 198 3L7
Alternative D: Restore supply ctrl 15.6 6.42 188 18.3 33.9

NOTE: alternative A cuts all three supply-contto] program budgets by 25 percent; Alternative B spends
one-third of the supply-control savings on doubling the current treatment budget; Altemative C spends
nearly all the supply-cantrol savings to treat 100 percent of the heavy users each year; and Alternative
treats Y00 percent of the heavy users each year with no cut in the supply-contro budget. Estimates are
annualized values over 15 projection years using a 4 percent real discount rate.

AEstimated cost of crime and st praductivity due to cocaine use.

policy. Expanding treatment to all heavy users {Alternative C) further reduces con-
sumption and uses up essentially all the savings from the supply-control cut. Finally,
if all heavy users are treated and the supply-control budget is not cut (Alternative D),
consumption decreases even more, but the control budget is one-fifth higher than it
is undler current policy.

Decreasing supply control by 25 percent and doubling (eeatment (Alternative B)
woulkd leave the number of users essentially unchanged but would decrease average
annaal consumption by 20 metric tons (a 6 percent reduction). This composite
program would save $2.1 billion in annual costs of cocaine control and $3.2 billion in
annual societal costs, for a total annual saving of $5.3 billion.

Further expanding treatment to cover all heavy users {Alternative C] would decrease
the number of users by 0:39 million and degcrease average annual consumption by
103 metric tons, relative to current policy. The total annual cost of cocaine control
would be only $0.3 billion less thar under current policy, but societal costs would de-
crease by $10.0 billion, for total annual saving of $10.3 billion,

Finally, treating all heavy users without changing the current budget for supply con-
trol would decrease user counts, annuai consumption, and societal costs even mare.
However, restoring the supply-control budget would increase control costs maore
than it would decrease societal costs, so the total annual saving relative to current
policy, $8.1 billion, would be less than that under Alternative C.

Hence, this report concludes thai treatment of heavy uscrs is more cost-effective
than supply-control programs.  One might wonder how this squares with the
{dubivus} conventional wisdom that, with treatment, "nothing works.” There are
two explanations. First, evaluatians of treatment typically measure the proportion of
people who no longer use drugs at some point after completing treatment; they tend
to underappreciate the benefits of keeping people off drugs while they are in oeat-
ment—roughly one-fifth of the consumption reduction generated by treatment ac-
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Summary xix

crues during {reatment. Second, about three-fifths of the users who start treatment
stay in their program less than three months. Because such incomplete treatments
do not substantially reduce consumption, they make treatment look weak by tra-
ditional criteria. However, they do not cost much, so they do not dilute the cost-
effectiveness of completed treatiments.

Does this mean that treatment is a panacea? Unfortunately not, because there is a
limit on how much treatment can be donc. In our analysis, we explore the conse-
guences of treating every heavy user once each year {Alternatives C and D). In prin-
ciple, even more treatment is possible because the average duration of a treatmen is
fess than 12 months. However, considering the difficulties of getting people into
ireatment, more treatment may not be feasible. Treating all heavy users once each
veat would reduce U.8. consumption of cocaine by half in 2007, and by less than half
in earlier years (see Figure 5.7).

400 A-Cul
supply
control

< 950 ey
@
> Current
g 300 policy
(]
s B: Double
e 250 treatment
k5]
£
c 200
=
a C: 100%
§ 150 treatment
5 D: Restore
o supply
2 100f control
©
Q
&

50

o l i | | |

1492 1995 1598 2001 2004 2007 2010

Figure S.7--Dynamics of Change in Cocaine Consumption

Mr. CoNYERS. Mr. Chairman, can I congratulate you on starting
our inquiry in this matter with Members of Congress who have
some great and different experiences about this problem? And I
thank you for starting it.
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Mr. SENSENBRENNER. Well, I thank the Chairman emeritus. I am
always happy to accept congratulations. They mean more from that
side of the aisle than my own. [Laughter.]

So, again, thank you very much. And without objection, the Com-
mittee stands adjourned.

[Whereupon, at 10:36 a.m., the Subcommittee was adjourned.]
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2 Ameritox:

Medication Monitoring Solutions

Statement for the Recotd Submmed on Behalf of Amentox, Inc,
Umted States House of Represematwes Commnttee on the Judlcnary
: Subcotnmittee On Crmie, Termnsm, and Ho‘mcland Secur‘nty
Heating on “The Prescnptlon Drug Epldemlc in Amenca

‘ March 7, 2012

Amnetitox, Tne: (Ametitox) appreciates the opportunity to submit this wltten staterhent for the
record of the Subcommittee’s heating, entitled “The Prescription Drug Epidemic ini America.”
Ametitox applauds the Subcommittee’s Teadership and Members fot theit effotts to. focus pubhc :
attcntlon on this serious and growing problem and to 1dcntlfy potennal solutmus :

~ Millions of Amencans suffer from deblhmtmg chronic pain; and appropnate use of pain medications
prowdm pauents with the relief they need to Iead productive lives. . However, ‘the legmmate use. of
long-term pain medieation is unidermined by the possibility of addiction, substance abuse, diversion

“-of medications, and overdose leading to coma and/or death. According to the Office of Na.tlonal
'l)rug Control Policy (ONDCP), prescription pain medication abusé is now the second most

- ‘common illégal diug problem in'the nation: :In 2010, more Americans died from misuse of
prescription opioids than from heroin and cocaine combined:" " Additionally, from 1999 to 2006, -
hmpltalu:auons for polsomng by pleacnptmn Opl()ld% sedanves and ttanquﬂlzers mcreabed by 65
pc1ccnt :

A'major component of assuring quality-of carc for chronic pain is Approptiate manageiment of
opioids and other controlled -drugs. Unfortunately, drug misuse, abuse; and diversion are major
health and economic probles that have not been effectively addressed. According to a report by:
the Substance Abuse and Mental Health Services Administraiion (SAMHSA); there has beent
alarming growth in the non-medical use of prcscripnon pain medications in recent years. The non-
medical vse of presctiption pain-relievets is now the second most ptevq]ent form of allicit drug use - -
in-our natlon g : k

Physicians need sophisticated tools to help  confromnt this problem and to ensure that their ptients:
“are taking their medication appropnatelv Medication momtormg, using periodic arine testing
provides physicians with critical insights into the use of pain medication; as-well as identifying. othcr
legal and lllegﬂl dtugs poss!l)ly bemg used by theu pauents ‘As the nation’s Jeader in pcrformmg

{Centers for Disease Conteol and Prevenuon, July: 2010, Umntentloml Drug Pomonmg int the Umtcd States:Available at
TRV cdec gov/ home and rec.tcatlon safery/ poibomng

T Caben; L H: etk (2010) Hospltahzanon for poisoning npimds sedahves and teanquilizers, Afrermm ]aﬂma/ 0f meniw
. Medicite; 38(5) 517-524. :

3 Substance Abuse and Mental Tlealth Services Administration, February 2009, The N ational Survcy on Dmg Useand
Health Repnrt Avmlable at htrp Ffwarwods; samhsa {BOV / Zk‘)/ p;uﬂR(-‘J.lechi/ ‘notmedical Lretids: pdf
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Statement for the Record by Ameritox, Inc.
Match 7, 2012
Page 2 of 3

medication monitoring tests, Ameritox has considerable expertise utilizing advanced clinical
laboratory technologies, which hold significant potential to address the problem of diversion.

Medication monitoring testing is an established standard of care for chronic pain patients on opioid
therapy and is endorsed by multiple professional societies (¢.g., the American Pain Society and the
American Academy of Pain Medicinc), the Depattment of Defense, and the Veterans Health
System. In addition, State laws in Utah, Louisiana, and Washington support petiodic utine drug
monitoring as a standard of care for paticnts receiving chronic opioid therapy.

Fxpert guidelines and state regulations are based on research that shows that physicians cannot
reliably assess the potential for their pain patients to be misusing, abusing, or diverting controlled
drugs. A study from Brigham and Women’s Hospital, published in the Clinical Journal of Pain in
2002, demonstrated that physicians miss at least 30 percent of cases of patients taking illicit or non-
prescribed conttolled drugs (verified by urine drug testing) when they used clinical judgment alone*

Physicians routinely use urine-based labotatory medication monitoring tests as part of the
management of chronic patients to ensure that patients are receiving the prescribed regimen of
medications, taking their medication as ditected, gaining positive outcomes, and not diverting their
medication for other uses. These tests are performed in sophisticated laboratories and provide
crucial information to physicians who order these tests.

"I'here is also evidence that medication monitoring is a cost-cffective solution that reduces treatment
costs while improving quality of care. A recent study published in the American Journal of Managed
Care analyzed the prevalence and cost of chronic opioid therapy, as well as the economic impact of
compliance with pain medication.

The study demonstrated that the average total annual medical spending for patients on chronic
opioid therapy was over $23,000 per year (2008 dollars). Patients who wete adherent to their opioid
tegimen had costs that were approximately $3,400 (12%) per year lowet than non-adhetent patients.
In addition, patients with normalized urine drug levels either above or below the expected range had
significantly higher annual health care costs.”

Further, medication monitoting helps physicians identify potential interactions with other legal
ptescription medications and over-the-counter remedies. Thus, it saves the health care system
millions of dollas every year in unnccessaty hospital admissions due to drug poisonings from the
use of multiple medications.

In conclusion, Ameritox strongly suppotts the Subcommittee’s effotts to highlight the growing
problem of prescription dtug abuse and to identify potential solutions. Ameritox belicves that
medication monitoting tests are an important tool to prevent such abuse and would welcome the
oppottunity to serve as a resoutce to federal policy-makers.

+ Katz N, Fanciullo G, et al. The role of urine toxicology testing in the management of chronic opioid therapy. Chndoal
Journal of Pain. 2002;18,S76-82.

5 Leidetr HL. Healthcare costs and nonadherence among chronic opioid usets. A | Manag Cars. 2011;17(1):32-40.
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Statement for the Record by Ameritox, Inc.
Matrch 7, 2012
Page 3 of 3

Thank you fot your consideration of our views, and please feel free to contact us for any additional
information that may be helpful to the Subcommittee.

Sincerely,

A, DA

Harty Ieider MD, MBA, FACPE,
Chief Medical Officer and Senior Vice President
Ameritox, Inc.
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Prepared Statement of Anne McGee, Director,
Cabell County Substance Abuse Prevention Partnership

My name is Anne McGee and I have been the director of the Cabell County Sub-
stance Abuse Prevention Partnership, a coalition of concerned individuals, agencies
and organizations for the past six years. We are located in my hometown of Hun-
tington, WV which is located on the Ohio River and borders Kentucky and Ohio.
The single biggest change in my hometown, in my lifetime, has been the devastation
wrought by the “drug problem.” When the Cabell County Substance Abuse Preven-
tion Partnership was founded in 2006, we thought that crack cocaine being brought
in from Detroit was the main problem. As we gathered data and studied the prob-
lem, we learned that crack may be the drug that garnered the headlines and the
attention of law enforcement, but far more disturbing and pervasive was the non-
medical use of prescription drugs. Our teenagers were reporting increasing use of
prescription drugs; the lines at the for profit methadone clinic every morning were
out the door; drug overdose fatalities were reaching record highs; obstetricians were
reporting more addicted patients; and reports of drug seekers in the emergency
rooms were a daily occurrence.

In 2007, we held a roundtable discussion for healthcare providers to discuss the
data we had gathered regarding prescription drug abuse. The consensus from those
in that earliest discussion was that the overprescribing of prescription pain relievers
and benzodiazepines by the local medical community was a major part of the prob-
lem. We followed up with a community wide drug summit where we included all
sectors of the community. We learned that not only was overprescribing a problem,
but it was far more complicated: prescription drugs and the selling of those drugs
by the patient on the black-market was supplementing the incomes of many living
on fixed incomes; that patients have unrealistic pain expectations and demand and
expect pain free recuperation from injury or surgery; that the Appalachian culture
promotes and supports the sharing of prescription drugs among friends and family.
And that our children were diverting medications prescribed to the adults in their
lives for both medical and non-medical purposes. Our schools reported that many
of the expulsion hearings were for students caught bringing prescription drugs to
school. Local property crime rates were increasing throughout the county and copper
and other metal thefts were rampant. Then the Journal of American Medical Asso-
ciation published the findings of a CDC study showing WV had the highest death
rates in the nation for prescription drug overdose. Fatality rates began to skyrocket
across the nation with WV leading the charge with greatest number of fatalities and
Cabell County having some of the highest mortality rates in the state.

As we focused on our youth, we realized there were no evidenced based strategies
or programs that focused on preventing prescription drug abuse, we also knew from
community readiness assessments that the community as a whole had little or no
awareness of the growing prescription drug abuse problem, unless and until it
struck too close to home. We took the lessons learned in preventing youth use of
other legal drugs like alcohol and tobacco and we started with general awareness
strategies combined with attempts to limit youth access to prescription drugs.

We recruited a few physicians to our cause and they drafted a letter on the coali-
tion’s behalf to every healthcare provider with prescribing privileges in Cabell Coun-
ty, sharing our data and urging and encouraging the use of the WV Board of Phar-
macy Controlled Substances Monitoring Database. We conducted awareness presen-
tations throughout the community. We offered trainings to nurses, teachers, coach-
es, parents and grandparents. We conducted social marketing campaigns and held
dozens of public forums and summits; and we recruited volunteers and coalition
members along the way. We have involved the media in every one of our efforts and
we have seen community readiness increase and a slight decrease in the percentage
of students reporting the non-medical use of prescription drugs.
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Knowing that limiting access is a key strategy in reducing youth substance use,
we have sponsored and promoted prescription take back events collecting over 500
pounds of unwanted medications in the past year. We have partnered with the local
hospital to provide information to local senior citizens regarding medication safe-
guarding and disposal. We have sponsored programs for the local medical society
and we have talked to every elected official who will listen.

Prescription drug abuse is destroying southern West Virginia. The statistics and
data support the severity of the problem. Unlike illegal drugs, prescription drugs
are subject to regulation and control. Community efforts like the Cabell County Sub-
stance Abuse Prevention Partnership can only do so much in reducing the abuse
and misuse of these substances. We need stronger and better controls over con-
trolled substances. We are losing our children, our work force, and our quality of
life to an epidemic that is 100% preventable.
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strategies to address problems unique to their particular area. In doing this, we will continue to provide
the opportunity for West Virginians to regain a sense of hope that seems to have been lost by so many
during these challenging times.

Link to Governor’'s comprehensive Substance Abuse Plan
http://governorssubstanceabusetaskforceswy.com/imapges/Resources/2358 SubStrategicActionPlan 5P
G revl10711.pdf

It is proven that Governments can reduce their costs linked to abuse of alcohol, drugs and tobacco by
adopting strategies to prevent and eliminate, and not just manage the consequences of substance
abuse. Using these strategies to deliver prevention activities that would prevent and/or eliminate
substance abuse among youth within the coverage area has the potential to save millions of dollars.
Cohen (1998) found that if one young person can graduate, stay away from alcohol, tobacco and other
drugs, and live crime free then there is potentially $1.7-2.3 million saved by society.

Community Coalitions uniquely work with communities to fill a major gap in the services available to our
youth and their families, and is a critical component of our drug and crime prevention and workforce
development efforts. Research has shown that preventing disease and injury costs less than treating
them. It is estimated that there is at least $10 is saved for every $1 spent on evidence based prevention.

While funds are grossly inadequate to deal with the magnitude of the prescription drug abuse problem,
they are better equipped to think strategically and develop action plans that support the long term
growth and development of our county’s healthcare and human service infrastructure. Simultaneously,
by working together with others, the goal is to reduce drug use and crime within the community, and
ultimately contribute to significant cost savings for local, state, federal governments and the United
States tax payers.

Throughout the past few years, prescription drug abuse has become a massively detrimental problem
on the society of all West Virginians. Through research, we have discovered that this the fastest growing
segment for illegal drug use, and more people abuse prescription drugs than the number of people who
use cocaine, methamphetamine, and heroin combined. In five years (1999-2004), deaths resulting from
drug overdose in West Virginia rose 550%. This was the largest increase of any state in the country and
more local data suggests that this has risen at an even greater rate since that time. These statistics,
combined with an increasing elderly population, declining economy, and easy access to the drugs, leaves
the southern part of the state particularly vulnerable to future problems. This, in turn, stresses the dire
need for an adequate continuum of care system that encompasses quality prevention, early
intervention, treatment and recovery systems that are funded at their highest possible levels. Only
then, can we turn the corner on this deadly epidemic.

For generations the workforce within West Virginia has been seen as a committed, strong, viable,
productive group of people ‘willing to work until the job is done’. This is now in jeopardy. With the
rising problems associated with the disease of addiction, many businesses are wondering how they can
provide quality products and services without having a workforce that can’t pass a drug test. This leaves
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not only existing businesses with additional liability and potentially sub-par performance, but sends the
wrong message to potential businesses that could perhaps look to our state for future opportunities.

If we are to fix these issues, we must internally reinvest in how we deal with the problems associated
with drug abuse. Communities across the state are working together to address these issues though
local community based coalitions, health and treatment centers, increased law enforcement, local civic
and social groups and so much more. These organizations are willing to invest their time and resources
towards fixing the problems where they exist most..at the community level. They have received
specialized training and have gained expertise in knowing how to implement effective environmental
change approaches in dealing with these issues, but only few possess the funds necessary for long term
success. Many of these agencies spend much of their time focused on where the next source of funding
will come from instead of truly dealing with the problem head on. Research has shown that for every
dollar spent in prevention at the community level; nearly $21 is saved in long term detrimental effects
to society.

Therefore, in closing, sustainable funding for prevention based initiatives, that are effectively followed
by a comprehensive continuum of care system, should be supported at the maximum level possible as
quickly as possible. The prescription drug abuse problem that West Virginians face did not occur
overnight and the solutions will take time. The Bureau for Behavioral Health and Health Facilities (the
state management agency for the Substance Abuse Prevention and Treatment (SAPT) Federal Block
Grant), has worked throughout the continuum of care and is dedicated to oversight of this problem
within the state. Through their support, all prevention, early intervention, treatment and recovery
systems are now working together to make a difference but much like a business looking to gain a
customer base, a great deal of monies must be spent on the front end to achieve a long term
sustainable effort. The appropriate funding, combined with proven effective, evidence based strategies,
will swiftly impact the problems head on and empower communities to battle this disease. The fight
against drug abuse is not an easy one, but one we must win.”
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Aletha Stoler
Fayette County Family Resource Network / Substance Abuse Task Force

“I became aware of prescription drug abuse over three years ago through conversations at the Fayette
County Family Resource Network monthly community meetings. The effects were felt in community
corrections (Day Report Center), education (truancy), removal of children from the home (Child
Protective Services), and so many other venues. In response to these pressing community needs, we
created a Substance Abuse Task Force. Activities included holding 50 community forums about this issue
(with assistance from the WV Center for Civic Life), initiating a substance abuse prevention education
program (Reality Tour) for caring adults and youth, and getting the ADAPT program (intensive outpatient
therapy program for youth administrated by FMRS) re-instituted in Fayette County; and more initiatives.

Through this work, I've heard many stories from families, friends, and individuals regarding their
experiences with substance abuse - particularly prescription drug abuse. The recurring theme in these
narrations was a legitimate injury requiring legal pain medications and then a progression of addiction
that led to the destruction of many lives - whether it was overdose/death; losing child custody,
marriages, homes, jobs; etc. The power of these drugs scared me.

On the morning of January 26, 2012, my personal life was transformed. My dog was run over by a truck
in front of my house. | ran to the road to get her out of the road. As | scooped her up, she defended
herself. She grabbed onto my left forearm and | tore free. She then latched her teeth onto my right index
finger and ! again tore free.

The results of this bizarre incident: 15 stitches to my left forearm (in Summersville); surgery to amputate
my right finger tip and reduce/repair a dislocation (in Morgantown); and a legitimate need for pain
medication following surgery. Surgery was performed on February 6 and on February 21 the bandages,
cast, and dressings were removed. | was not at all prepared for what I would see of my right finger and
hand - massive bruising and swelling plus the pin sticking out of my finger.

Pain medication reduces the pain and also makes me feel not unpleasant. On the morning of February 22
(back at home) | was feeling very unpleasant with what 1'd seen of my finger though my finger wasn't in
pain. My first inclination was to take the pain medication to make me feel not unpleasant. Then it hit me
- this is how addiction begins. There's a difference between emotional and physical pain.

Fortunately | am aware of the potential devastating effects of addiction and that | was able to recognize
the missing link. Pain medication is for physical pain, not emotional pain. | relayed my ‘aha' moment to a
friend of mine who is also a medical provider. When a person goes through significant personal trauma,
there will be 'highs' with the novelty and when ‘reality’ sets in, an anti-depressant may be the non-
addicting drug to bridge the gap.”
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Ginger Day

McDowell County FACES / HOPE / Prevention Coalition

“Life expectancy is declining for both men and women in McDowell County, and while researchers
determine obesity, diabetes and lung disease to be the cause, people who live in these communities add

another factor: drug overdose deaths.

According to 2011 Kids Count survey, McDowell County ranked the lowest in the state in seven
categories, including the highest number of children in poverty at 52 percent, the highest high school
dropout rate at 23.6 percent, and 19.6 percent of McDowell County kids are “victims of abuse or

neglect”.

When you look at the reports and data you can’t help but think the future is very disheartening.
McDowell County Families Agencies Children Enhancing Services (F.A.C.E.S.) and Health Opportunities for
Positive Education (H.0.P.E.) are working hard to change these statistics. FACES and HOPE have united
with the Board of Education to take steps toward strengthening after-school programs and introducing
evidence based programs such as: Keep A Clear Mind. (KACM) is a take-home drug education program
for upper-elementary-school students (8 to 12 years old) and their parents. KACM lessons are based on a
social skills training model and designed to help children develop specific skills to refuse and avoid the
use of “gateway” drugs. This unique, early intervention program has been shown to reduce risk factors
for later substance use. Two hundred and eighty students and parents/caregivers participated in this

program and demonstrated 40 percent increase in communication.

F.A.C.E.S. was a key component in the planning meetings for McDowell County Day at the Legislature
2012. One agenda item discussed: the need for a County owned and operated treatment facility with a
Suboxone Program. A certified substance abuse counselor on staff is instrumental in combating this
issue. Communities in McDowell County cannot continue to struggle with the complex problem of drug

addiction and be expected to make changes with simple solutions.”
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Joanne M. Boileau
Children's Home Society of WV
Mercer County

“The Children’s Home Society in Princeton provides a variety of services to children and families in
Mercer and surrounding counties from adoption and foster care, to play therapy, to supervised
visitation and exchange services, to WE CAN mentoring, and parent education for divorcing parents.
There are families across all of these services that have struggled with prescription drug issues. In the
most severe instances, children have been removed from families that are unable to keep their children
safe while they battle their Rx drug addictions. An infant and his 6 year old brother were recently placed
in a CHS foster home because the mom was improperly dosing the infant with methadone which was
prescribed to him because of drug withdrawal symptoms at birth. The infant’s withdrawal is obviously a
result of the mother’s abuse of drugs, including Rx drugs not prescribed to her. Generally when children
are removed from their home due to the parent’s drug issues, it takes 2 to 3 years for that child to be
reunited with their parent, or to be free to be adopted. During this time the child has no sense of
permanency, of how to effectively project their future, and who their forever family will be.

It is not unusual for one or both of the parents referred to our supervised visitation and exchange
program by the Family Court to be involved or have a history of Rx drug abuse. One of the most
devastating aspects of this plight is the relapse rate and the day to day struggle to stay drug free.
Jennifer is a Mom who has visited with her children, brothers, age 10 and 12, at our Visitation Center on
and off again for the past 3 years. This past year she gave birth to a baby girl, who was born addicted
and was removed from her care, and it is not likely that she will regain custody of her little girl. Her
track record for not completing drug treatment programs and for relapsing into the fog of addiction
does not provide much hope for her being a mom to any of her children. Another family served by our
visitation program has witnessed at least 3 drug overdose deaths, 2 mothers and a step-dad. These
fatalities and all too often outcomes of Rx drug abuse are tragic on so many levels. Grandparents are
forced into the role of parents, children become displaced and lose contact with family and friends, trust
and love and other elements of strong relationships and bonds are eroded which can lead the child
down their own path to drug abuse.”
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Kathy Brunty
Wyoming County Family Resource Network

“The Wyoming County Prevention Coalition was organized in 2006 as our Substance Abuse Coalition.
The members have grown in the past two years from six to as many as 38 attending the monthly
coalition meetings. Supportive members include: youth, parents, state delegates, teachers, WVU
Extension, SADD Coordinator, Family Resource Network, pastors, law enforcement, Board of Education,
social service providers, and many more. This group has partnered with law enforcement to hold two Rx
Take Back Days with the last endeavor colfecting 130Ibs of drugs. The Coalition accomplishments
include: County Drug Forum, Town Hall meeting for Underage Drinking, formation of five SADD groups,
SADD Rookie of the Year Award, six students complete Notional Youth Leadership Initiative, members
attending 16 trainings on substance abuse prevention, providing workshops within their county, speciol
events such as Drug Free All Stars, and monthly visits to schools in Wyoming County to provide support
to SADD groups forming. Over 500 youth have signed up for SADD in 2011. One of our greatest partners
in our Prevention Coalition is to our faith-based services. One Voice of Wyoming County has served our
communities for over six years with no state or federal funding, yet maintains an office with three fuil
time, volunteer staff to help families and addicts. They conduct outreach progroms such as: feeding the
children with take home bags of food for the weekend, 12 step classes, job and resume support, packing
lunches for o recovering addict when he got cleon and went to a job, plus over 10000 volunteer hours.
One Voice is the connection to 221 churches in Wyoming County and our rural communities.

One special story: Jacob Snuffer joined our Coalition student group to become a member of the National
Youth Leadership Initiative. Jacob is not a youth that really fits into the “sports star or popular click”.
Jocob came to us with great leadership potential, highly intelligent, but needed guidance and support as
his older brother wos struggling with addiction. lacob went from that kid setting on the sidelines to
speaking before Congressmen Rahall, faithfully supporting SADD and his Prevention Coalition, ond
assisting his group in becoming Rookie of the Year. Jacob submitted his story about his hometown and
what needed to be changed to Community Anti Drug Coalition of America. He was honored by CADCA
and is featured in their Annual Report for 2011. Jacob says becoming a part of the NYLI and SADD has
kept him from following the crowd and standing up for what he believes in. Jacob is that one “Starfish”
of many more to come in Wyoming County with the support of prevention programs.”



81

Anonymous
Mercer County

“Hello... | am an addict. | have o little more than three years of ‘clean time’ by the grace of God and the
resources | have been given. | spent years in active addiction even while being a mother, daughter, sister
as well as a nurse for 33 years. | finally became willing to reach out far help when | had exhausted all
financial and other resources and was humbled enough to be receptive to that help. When | was finally
ready, the help was there for me through the 12 step programs, the God of my understanding and the
people who were there to help me.

1 had never experienced a compulsian as strong as my addiction to narcotics. As a nurse | thought | had
skifls and could manage the use of these medications for myself. | proved time after time that | could not
handle my use of opiates. | would swear not to abuse the medication but each time I got the pills, | took
as many as ! could, as fast as | could until they were gone. Then, the feot ond panic set in of what would
1 do now because everything in my brain told me that | could not live without opiates. | thought only a
crazy person would repeat the same behaviors over and over and expect different results.

1 was completely sincere each time | swore that | could ‘wean down’ but it was beyond my ability to do so
without help. I'm grateful today that | was allowed to find help when I was finally willing to accept it.
You don’t see too many addicts over 50 years old, the just don’t live thot long. There are too many
options now that are incredibly lethal for those with o ‘broken brain’. The last think we need in our
society is another long acting narcotic prescription for sick people to use.

Addiction is not a character defect. Toward the end of my use, | had to take pills so that | would not be
sick. 1didn’t want to take them, I actually used pills against my own will. But, | continued to use because
! had no choice. Today, I have a choice and for that miracle | am deeply grateful.

As a nurse and o recovering addict, | see people die every day from this disease. Tragically, and
pointlessly, lives are lost. Mothers, fathers, daughters, sons. Human beings lost forever!

Treatment is complicated and there is no magic bullet for this disease but we do have resources and
those resources must be used in every way possible. Addiction is a cruel and vicious disease and has no
intention but to take lives. We cannot sit by and watch it continue to grow out of control. We must do
everything we can to fight this epidemic.”
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Shannon Atwell
ChildLaw Services, Inc. — Mercer County

“ChildLaw Services, Inc. works to “balance the scales of justice” for children. Simply put, we are a law
firm for children. Each year, ChildLaw provides a voice for more than 650 children who are abused or
neglected, the subjects of high-conflict custody cases, who are victims of crime, and others who are
involved in the legal system. Substance abuse is overwhelmingly the number one issue involved in our
caseload. At least 95% of alf cases (circuit court and family court) involve substance abuse by at least
one party to the case.

Prescription drug abuse (narcotics and opiates) is rampant in the lives of those individuals caring for
these children. ChildLaw attorneys represent children of all ages in Mercer County and southern West
Virginia: from the drug-addicted newborn in the hospital to the adolescent and teenage clients whose
families have been torn apart due to substance abuse.

For example...

“Justin’ was first referred to ChildLaw Services due to a custody dispute between his parents in 2007.
Justin, age 15, was unhappy with the custody arrangements and did not want to continue visiting his
mother and stepfather. When the Court ordered lustin to visit his mother, Justin confided to his ChildLaw
attorney that his stepfather had been sexually obusing him for numerous years. At that time, the
attorney moved to stop immediate visitation and then reported the abuse to Child Protective Services
{younger step-siblings were in the home) and law enforcement. Justin's mother, a drug addict herself,
was not able to recognize the issues, nor could she protect her son. For months, the attorney spent hours
on the phone and in person preparing Justin for court and the difficult task of testifying. They also
arranged follow-up victim’s services for Justin and his fother.

At this time, lustin receives ongoing mental health services as he tries to heal and move on with his life.
The attorney represented him in Family Court during the custody dispute, then in the abuse & neglect
proceedings and was with Justin as he faced his abuser in criminal court. Although it was a difficult time,
the agency was able to work with him through this situation.

Prescription drug abuse not only affects the user, it affects those that cannot protect themselves. This
past Thanksgiving, ChildLaw's Legal Director spent hours in the hospital nursery holding and rocking a
drug-addicted newborn. Since the hospital staff is not able to provide the type of comfort a 'drug baby'
constantly needs, such as swaddling, volunteers often serve as surrogates to help calm and nurture the
child. Not surprisingly, within hours, the mother was nowhere to be found.

ChildLaw not only hears these stories regularly, but we see with these issues daily. So much needs to be
done in terms the prevention and treatment of this epidemic and we cannot wait much longer. We
already have a generational system of addicts in our system and we cannot afford to fet our ‘children of
tomorrow’ suffer an even greater fate.
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Stephen E. Dickerson, MS
Mercer County

“My name is Stephen Dickerson, and | have been in long term recovery from substance abuse addiction
for nearly 12 years (March 16, 2000) and | am writing you this letter on behalf of myself, and many other
citizens of the great state of West Virginia, to express the need for funding for substance abuse
treatment facilities in our Great State.

We often associate the drug addict as being the skid row derelict that has lived a life of crime, in and out
of hospitals, almost undoubtedly never to find his way. I’m letting you know that is not the average
addict. | myself began a process of recovery with a meager 16 cents in my pocket; | had two changes of
clothes, and even less friends. | had blazed a path of despair and destruction, hurting anyone who had
the misfortune of caring anything about me. That was then! Because | was afforded an opportunity to
obtain treatment, | was enabled to begin a process of healing. | was able to look inside of myself, and
find the good person that fived within.

Today ! live a happy life. | have a wife, two children, and a pretty decent golf game. V'm president of my
local Shrine Club, where | work diligently, in my leisure time, to raise funding to transport children to the
Children’s Hospital in Kentucky. | volunteer on many local community levels, and I'm always willing to
reach a hand out to help someone in need. I've shared my story as the 2009 WV Delegate for the A&E
Recovery Project, where 11,000 of us walked Penn’s Landing in Philadelphia to let the country know
recovery happens. | flew to Tampa a couple years ago to participate in a training video for CADCA on
connecting recovery, treatment, and prevention groups to fight this epidemic holistically. My story, as
well as many others was highlighted in SAMSHA’s Nation Recovery Toolkit.

My point is this: recovery happens! However, every day we have individuals literally dying while waiting
on a bed to enter a treatment center. Not every addict wants to be in the position they are in; most
don’t know how they ended up where they are. We see people turned away every day, to go back to
doing what they were doing. I'm telling you this: there is no other difference between myself and them,
other than the fact that | was afforded the opportunity for treatment and | listened when | got there.”
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Lori
Mercer County

“My name is Lori and | am a recovering addict. | will have 4 years clean this month. | was a nurse for over
20 years and after treatment at a pain clinic for migraines found myself addicted to opiates. After the
first pilf I thought | had found heaven, but in reality | was in a living Hell.

My addiction took me to places | never thought | would go. My addiction made me do things | thought |
would never do. | could not stop. I lived this way for 12 years. At the end my career was lost. My family
could not understand. 1 lost everything that mattered to me and still had to have the drugs.

I was found in my apartment not breathing and was rushed to the hospital. That was my bottom. | went
to a treatment center for 21 days. When I was released | started going to a 12 step fellowship and met
people who found a way out of that way of life and they shared it with me. | realize today that a have a
disease, | am not a bad person, | am a sick person.

There are options for addicts. Jail and punishment did not work for me. | needed and still do need
treatment for my disease. Treatment is so important. Treatment is very limited in Mercer County and our
rate of Rx addiction is very high. | believe there are answers. We need more resources and treatment
options if we are going to address this problem.

We need laws in place that follow doctors prescribing these very dangerous, very addictive drugs, laws

that will help keep these drugs from being misused and sold on the street. There are solutions and | am
very grateful that | found mine.”
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March 9, 2012

T'am Captain Timiothy D: Bradley and [ am in iny twentieth vear with the West Virginia
State Police. The majority of my career has involved deug work both while in wniform and in an
undercover capacity. For the last five years T was the Oificer in Charge. of the Buremy of
Criminal Trivestigations which contains the undercover operations of the Wast Virginia State
Police. Presently I am the Deputy Chief of Field. Services responsible tor all of the uniformed
members of the West Virginia Siate Police and the undercover narcolics officers,

The new problem facing law enforcement is the abusc of legal preseriptions and legal
substances for illegal gain. Prescription diversion creates a never before seen situation bécause
the product is a légal substance which is initlaily legally distributed by our doctors and
pharmagists. Often legal prescriptions lead to-addiction problems fhat do not carry the social
stigma associated with all nther drug abuse. An example 1 use is when I played high school
football one of my team mates was caught with marfjuana. ‘Because drug use brought with it
negative connotations, we ¢id not want drugs sssociated with our team. Through peer pressize
we made sure that drugs were not linked with that or any other football player on our team.,
Today 1 see prominent high school students and athietes diverting prescription pills.  This
practice is not frowned upan and is appaltingly socially dcceptable leading others to imitate that
behavior. Such abuse of prescription pills creates a devastating addiction problem that adversely
affects good productive citizens.

Preseription drug abuse has become an epidemic in the State of Wast Virginia, In somie
counties, it could be better deseribed as a plague. From 2001 to 2009 approximately 3,000
individuals died due to toxic accidental drug poisenings. These numbers do not include DUT
related: deaths involving preseription drugs. The majorit v of these deaths involved prescription
drugs. Drug poisoning is the leading cause of death in West V irginians between the ages of 20
to 50 and we have the highest per capita rate of drug overdose deaths in the nation. Prescription
drugs are now the most. popirfar drugs being introduced in cur middle schools. Unfortunately that
is not the youngest population being affected by the illegal use of prescription drugs. Currently,
it is estimated that approxithately 20% of infants born in West V' irginia are bom with exposure
to, or are chemically dependent oun drugs. Some hospitals in. Southem West Virginia have

Byuxl Gpporetunity Emploger
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reported infant exposure numbers as high as 30-50%. Preseription Opiates are the most commaon
type of drug ubused and account for the majority of infant exposures,

Preserption drug abuse does not discriminare; it crosses il boundafizs of Bifs without
regard 1o Tace oF socioscconomic statas. In many communities around the state, prescription
drgs have become a common ilem of barter and are freely traded for property, cash and sex;
Sadly, it is the family that is affected the mest, When loved ones beeome addicted, children are
teft without parents, the elderly are Jeft withont their care givers and a family can be torn upart
by the crimes of the addicted. Approximately 90% of the crimes that we investigate involve
drugs and the majority of the drugs are prescription drugs diverted for illegal use. One 80 me
OxyContin tablet can be sold for more than one hundred dollars and often drug users will
consuime multiple tablets on a daily basis. On occasion one OxyContin tablet hias been purchased
for as ruch as $160.00.  Abuse of preserintion drugs becomes expensive and can iead the user
to commit propesty crimes inclading burglarios or other Tarcenics in order fo obtain meney 1o
purchase more pills. An involvement in property crimes may then lead to participation in violent
criines.

The West Virginia Staté Police has aitempted 1o focus on e criminal enferprises that
provide prescription drugs for monectary gain. These ate commonly called pill mills because 1 1s
an assembly line type of operation where people go with complaints of pain and withou! a strong
medical workup are provided with a prescription for pain pills, W have been able to work with
federal agencics to close down several pill mills around the state and arrest nutmerous drug
dealers from within West Virginia and from other stares. The object is to decrease the
availability of the drugs, Due to the fact that such an enterprise will cater to both addicts and 1o
individuals with actual pain and the need for valid preseriptions, these investigations: requite
extremely detailed analysts in order to secure convictions and close the pill mill. Such a time
consuming. examination means that the criminal enierprise is ongoing and more people are
becoming addicted while the investigation is being completed.  Suspected pill mills are
specifically set up to function on the edge of legality. Although wa are making headway )
West Virginia, this is becoming a national problem and we are seeing large mumbers of
individuals carpooling to other siates or taking flights for the specific purpose of ohiaining
preseription pain killers.

In the past, low enforcement has been able to somewhal dismantle traditional drug
trafficking orgatizations by working their way up the ladder through fhe suppliers. It is
completely different with prescription drugs because after the first or seeond tier the next level iy
a heaith care facility or pain. clinic that is operating on the edge of the law. has the reguired
license to prescribe and supply narcotics. Legislation has not been able to keep up with the
changing drug trends as clinics pump out hundreds of thousands of units of controlled
prescription medications without violating the cuerent Taw. Licensing boatds have also baconie
ineffective in policing providers. Linder current law, if a drug seeker adeguately represents that
they have pain, the physician can prescribe legal pain medications without consequence. This
makes it extremely easy for 2 pill mill tovun a cash enly husiness preseribing opiates o hundreds
of individuals a day, keeping the now addicted patients on the same drugs for years white
making enormois amounts of money for the proprietors of thess clinies. Prescriptions are ulso
being fiiled with very Htle scrutiny from pharmacists and many are under the mind set that iFihe
prescription was issued by a licensed doctor then they have am obligation to fifl that prescri prion.
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Often & geographical area’s drug choice amd exposure is directly related to drug
availability, This 15 what we belteve ocourred in this state.  Individuals were introduced to
preseription drugs such ay hydrocodone by their local phivaieian for actual pain management, the
patient either used the drugs or feft them in homie medicine cabiners where they were used for
illicit purposes, This exposure and availzhility lead to incréased use and tolerance, This causes
traditional drug dealers to capitalize on the ncreasing demand.  Currently we are sesing a
significant amount of preseription drugs such as Cycodone and Oxymorphone being supplied
from traditional drug trading organizations from souree cifies such as Columbus and Detroit
which were originally obtained from a healthcare provider. Currently, the most available drugs
are marijuana dand hydrocodone, The most sought after drugs are Opana (Oxymotphone) and QC
OxyContin (Oxycodone).  The ability to circumvent the time reledse compornent of the
compound allows addicts to receive an stant dosage of the drug. These drugs are also able to be
suorted, smoked or injected, further increasing the speed with which the dg is received by the
brain causing a euphoric high.

Should you have further questions or concarns, plense fecl frée to contact me:

Sincerely,

Deputy Chict of Field Services
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Prepared Statement of Kimberly Becher, MD; and Kane Maiers, MD, Paul
Ambrose Health Policy Fellows, Marshall University Department of Fam-
ily and Community Health

Drug abuse in Southern West Virginia has an effect on our daily practice of medi-
cine. As family medicine residents we are not only exposed to drug-seeking behavior,
but see the long term effects of drug abuse in our patient population. Because we
are new providers in the community, our continuity clinics are targeted by patients
requesting controlled substances for recreational use. These visits not only take
away slots in which we could be treating legitimate medical problems, they frustrate
us as providers. We chose to be family physicians because we have a genuine desire
to improve the health outcomes of our communities and we sincerely value the phy-
sician-patient relationship. We work hard to develop rapport and do not like to dis-
appoint our patients. Despite the level of compassion and professionalism displayed
as we deny unreasonable requests for pain medication, many visits with drug-seek-
ing patients end with aggression, anger, and occasional threats of violence toward
the provider. On more than one occasion a patient has revealed a weapon in our
office.

Unfortunately, the most difficult of cases involve patients with progressive chronic
disease that is unable to be properly addressed due to the patient’s fixation on ob-
taining opiates or benzodiazepines. These patients emotionally drain us as pro-
viders. We spend the most time on these visits and make the least progress in de-
creasing the patient’s morbidity and mortality despite our attempts at intervention.
This patient population contributes a disproportionate amount to the cost of health
care in West Virginia. This is not only limited to emergency room visits but also
to the complications of untreated comorbid conditions that require hospitalization
for a population that is largely uninsured or receiving Medicaid. The addiction circle
is not limited to the patients we see in the office. To the unemployed, obtaining a
thirty-day prescription for oxycodone will more than adequately pay their bills. One
resident reports admitting at least one patient to the ICU per night who overdosed
on prescription drugs they were not prescribed.

We need help combating this epidemic in Southern West Virginia. We need a na-
tional controlled substance monitoring program that is real time. Patients routinely
fill prescriptions in Kentucky and Ohio, but we have also had trouble with more or-
ganized patients travelling to pharmacies in Florida. We need educational opportu-
nities that prepare us to properly address prescription drug-seeking behaviors from
the first day of practice. There is no grace period here. For many of us, our first
patient encounter was a test of our ability to deny an unwarranted prescription.

Thank you for championing the development of legislation to curb prescription
drug abuse.

O



