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THE OPIOID CRISIS:
IMPACT ON CHILDREN
AND FAMILIES

Thursday, February 8, 2018

U.S. SENATE,
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS
Washington, DC.

The Committee met, pursuant to notice, at 10:10 a.m., in room
SD—-430, Dirksen Senate Office Building, Hon. Lamar Alexander,
Chairman of the Committee, presiding.

Present: Senators Alexander [presiding], Murkowski, Scott, Col-
lins, Young, Murray, Hassan, Casey, Kaine, Bennet, Baldwin, Mur-
phy, Warren, Jones, and Smith.

OPENING STATEMENT OF SENATOR ALEXANDER

The CHAIRMAN. The Senate Committee on Health, Education,
Labor, and Pensions will please come to order. This is the fourth
in a series of hearings in this Congress on the opioid crisis. Today,
we are looking at its effect on children and infants.

We have a vote, I believe, at 11:30 today, which should, I believe,
give us time to have a good full discussion with our witnesses.

Before we turn to today’s focus, I wanted to say that later today,
Senator Murray and I and Senators Young and Hassan will intro-
duce legislation to help address the opioid crisis. Dr. Collins, head
of the National Institutes of Health, has predicted that the develop-
ment of a new, non-addictive painkiller could be achieved within 5
years with consistent funding and more flexible authority to con-
duct the necessary research.

Our bill would give NIH more flexibility to conduct research to
address the opioid crisis. This Committee plans to hold a markup
on this bill, as well as other legislation to address the opioid crisis,
as soon as March.

Senator Murray and I will each have an opening statement, and
then we will introduce the witnesses. After their testimony, we’ll
each have a round of 5-minute questions from the Senators.

The opioid crisis is particularly heartbreaking for families and
children. No one understands that more than Jessie, an East Ten-
nessee woman who lost a baby during the nearly two decades she
struggled with an addiction to opioids and other substances. When
Jessie entered recovery in September 2012 she had no driver’s li-
cense and no formal education, but she did have a calling to help
those still battling addiction.
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Today, she is working to complete a degree in Human Services
before beginning on a Master’s, but most important, Jessie is a
powerful resource for pregnant women in East Tennessee who are
addicted to opioids. She is a peer advocate at 180 Health Partners,
a Nashville startup that helps coordinate comprehensive care for
expecting mothers who are struggling with opioid use. In her role
as a peer advocate, Jessie provides support and encouragement to
women going through the same battles Jessie fought during her re-
covery.

Babies born to mothers using opioids are at risk for Neonatal Ab-
stinence Syndrome, or NAS, and may go through withdrawal symp-
toms and face other health issues. 180 Health Partners works with
Medicaid managed care organizations to help expectant mothers
begin treatment and stay in treatment after their baby is born. It
has only been around for about a year, but they have seen dra-
matic results.

Babies born to mothers working with 180 Health Partners stay
in the intensive care unit for half the time of other babies born
with NAS. The average cost to treat a baby born with NAS is
$66,000. The cost is a lot less for babies born to mothers in the pro-
gram.

180 Health Partners has also been successful working with the
state to help mothers in the program keep their babies. Jessie says,
quote, “We want these moms to just understand that they are preg-
nant and you should just stop it. Our disease does not turn off be-
cause we get pregnant. Today, it is about continuing to change my
life, and through helping other addicts. That’s the only way that I
can breathe. This is my entire existence. I have had numerous
mothers tell me, ‘My only support is 180 Health Partners.”

The work that is being done by that organization is just one ex-
ample of how states, communities, and local organizations are deal-
ing with what the Tennessee Department of Health has described
as a sharp increase in the number of babies born in opioid with-
drawal. According to the Centers for Disease Control and Preven-
tion, the number of infants born in withdrawal from opioids has
tripled from 1999 to 2013. According to one of our witnesses, Dr.
Patrick from Vanderbilt, Tennessee has a rate of babies born in
drug withdrawal that is about three times the national average.

Another example of communities responding to this crisis is
Niswonger Children’s Hospital in Johnson City, Tennessee, which
treats about 350 infants a year who are born with NAS. The hos-
pital has developed programs to help families care for their babies
born with Neonatal Abstinence Syndrome and to bring services
that offer addiction treatment to a mother addicted to opioids while
they are still in the hospital after having their baby.

The opioid crisis affects more than just infants. Many grand-
parents and relatives have taken on the role of caregiver. In Ten-
nessee, between 2010 and 2014, there was a 51 percent increase in
the number of parents who lost parental rights because of an opioid
addiction.

This is a problem seen nationwide. After steadily declining since
2000, there has been a 10 percent increase in the number of chil-
dren in foster care in the last 3 years. In some places, the numbers
have even tripled in the same time period. That’s a lot of numbers,
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but they represent real children and real families whose lives are
being affected.

It is important for this Committee to hear how states are helping
to ensure that newborns and children impacted by drug abuse are
being cared for, and if they need changes to Federal law to improve
that care. I believe the focus should be on keeping families strong-
er.
States and local communities, those on the frontlines, are taking
steps to help children and families affected by opioid abuse. Ten-
nessee Governor Bill Haslam announced last month a new com-
prehensive proposal to respond to the opioid crisis. Included in the
plan is a targeted outreach program to educate young women ad-
dicted to opioids on the risk of Neonatal Abstinence Syndrome. And
TennCare, our Medicaid program, actually saw such a sharp in-
crease in babies born with NAS that Tennessee became the first
state to create a statewide data base to track how many infants
were born with NAS each year.

Congress has taken a number of steps. In 2015, the Protecting
Our Infants Act, sponsored by Senators McConnell and Casey,
helped ensure that Federal programs are more effective in helping
expectant mothers struggling with opioid abuse. In 2016, the Com-
prehensive Addiction and Recovery Act—we call it CARA—which
included input from many Members of this Committee, helped
states. Included in CARA were updates to the Child Abuse Preven-
tion and Treatment Act, which require states to have plans of safe
care for babies and children impacted by drug abuse of both legal
and illegal drugs.

Congress passed the Child Abuse Prevention and Treatment Act
in 1974 to combat child abuse and neglect and to provide funding
for states to improve their child protection and child welfare serv-
ices. Due to updates, the law now requires states to address the
needs of both the infant as well as the affected family member and
requires states to collect new information. Congress also passed the
21st Century Cures Act, which this Committee worked on hard, in
2016, which included $1 billion in grants for states to fight the
opioid crisis.

What we hope to learn today is: Are these laws helping? Are they
helping states and communities address the problems faced by chil-
dren and families in the opioid crisis? Are there any Federal bar-
riers that states and communities face? We want to ensure states
are able to coordinate all services a parent addicted to opioids and
the children who are impacted may need, including mental health
treatment and substance abuse disorder treatment and family sup-
ports.

Senator Murray.

OPENING STATEMENT OF SENATOR MURRAY

Senator MURRAY. Thank you very much, Mr. Chairman. I am
really grateful that this Committee is having the opportunity to
focus on the impact the opioid epidemic is having on individuals,
families, communities, and what we can do to help them. I'm also
really grateful to all of our witnesses today for bravely sharing
their stories and lending your expertise. It’s vitally important.
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As we have seen again and again, this epidemic doesn’t just im-
pact one person. It has a ripple effect that impacts entire families
and entire communities. If we are going to beat this public health
crisis, we need to make sure we are providing resources to every-
one who is touched by it. We need to make sure we are healing all
the damage it does.

We need to be listening to the full stories, all of them, the stories
told by hospital staff, like those I recently visited in Longview,
Washington, who told me that half, half, of the babies they deliv-
ered were born to mothers battling opioid addiction; the stories told
by the sharp increase nationally in babies born with Neonatal Ab-
stinence Syndrome, who are born seizing, shivering, and struggling
with other symptoms of withdrawal. We need to be listening to the
stories of the 90,000 children removed from homes deemed unsafe
due to a parent’s challenges with drug use and the stories of the
children struggling with the impacts of trauma in schools which
lack the resources they need to meet their unique needs.

But the story isn’t just told by children. It’s told by parents, par-
ents who have watched as the children they would do anything for
struggle with a disease they feel helpless to do anything against;
parents who don’t know where to turn for help, even if they can
afford it, who feel disheartened by a child’s relapse, who feel si-
lenced by the stigma; and the story is told by grandparents and rel-
atives who must step up as guardians and caregivers.

When we fight this disease, we need to fight it on all of these
fronts and for all of these people. We have to do more than stem
the tide of the opioid epidemic. We must also acknowledge and ad-
dress the damage it does.

My constituent Alise’s story shows why this is so important.

When she became pregnant with her daughter, she was strug-
gling with addiction. She was in and out of jail during her preg-
nancy, and by the time her daughter was born, 2 months early and
with a small amount of meth in her system, Alise was facing a 7-
year prison sentence. Her daughter was immediately placed in fos-
ter care.

But that’s not the end of Alise’s story. She received treatment in
prison. She fought against her addiction, and she fought for her
family, her daughter, and their future, and she won that fight. She
beat her addiction and regained custody of her daughter. She de-
cided to help others going through the same thing.

Today, she works with Parents for Parents, a program that pairs
parent mentors with families battling to stay safely together. It
takes a holistic and evidence-based approach to the challenge of
healing families. Results have shown that the program makes it
more likely that families stay together and less likely that mothers
and fathers lose their parental rights. There are many approaches
like Parents for Parents that serve these broader needs and de-
serve our full support.

Congress has to continue its bipartisan work to combat this crisis
by addressing both the root causes and the ripple effects of the
opioid epidemic. That means we have to address childhood trauma.
We have to train teachers to understand how it can affect children
and how to avoid knee-jerk discipline that does more harm than
good. We have to make sure young people understand the grave
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risks of misusing opioids and that they are equipped to avoid mak-
ing decisions that could take their lives in just one night.

We have to support parents who need information amid the un-
certainty of how to help a struggling family member, support amid
the fear of stigma in discussing the disease, and reassurance amid
the common trials of relapse. We need to address the needs of preg-
nant women, postpartum women, and their infants with substance
use treatment that allows them to safely stay together.

We must reorient our child welfare system toward prevention
services for families. Programs like Head Start offer a two-genera-
tion approach so that children and families get the support they
need to heal, grow, and succeed together. Research has shown that
children brought to the attention of child protective services who
are enrolled in Head Start programs are 94 percent less likely to
be in foster care a year later.

We need to confront the challenges of everyone this crisis affects,
and we need to do it in partnership with everyone who can help
effect change. That means working closely with stakeholders rang-
ing from Federal, state, and local governments, to health care pro-
viders, to educators, to public safety officials, and, most impor-
tantly, families.

Unfortunately, while President Trump has declared the opioid
crisis a public health emergency, his promise to address it rings
hollow today in light of the actions. At a time of public health
emergency, President Trump’s administration has been sabotaging
our healthcare, making it harder for people to get Medicaid, which
helps provide substance use disorder treatment, proposing dra-
matic cuts to drug control offices and programs that are designed
to promote evidence-based treatments, and leaving key leadership
positions empty.

The President may not be taking meaningful action, but I've
been really heartened to see Congress continuing to work in a bi-
partisan way to solve this issue, like when we passed the 21st Cen-
tury Cures Act to fund state efforts in prevention, treatment, and
recovery; and when we passed the Comprehensive Addiction and
Recovery Act which supports specific outreach for veterans and
pregnant and postpartum women, expands access to medication-as-
sisted treatments, and more. I am very encouraged that the recent
bipartisan funding deal includes additional resources as well.

Of course, even as we act, we have to continue to listen to those
stories like Alise’s, which is why I'm incredibly grateful to hear
from all of our witnesses today and why I am already planning to
meet with more parents like Alise and more children like her
daughter when I get back to Washington State later this month.

Finally, before we begin, I do want to submit a statement for the
record from the American College of Obstetricians and Gyne-
cologists on this topic as well.

Thank you.

[The following information can be found on page 74 in Additional
Material:]

The CHAIRMAN. Thank you very much, Senator Murray, and
thanks for your cooperation in planning the hearing, and your—it
will be submitted.
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We'd like to ask our witnesses to summarize their testimony in
about 5 minutes. That will leave Senators time to have a conversa-
tion with you afterwards.

We'll ask Senator Young to introduce our first witness.

Senator YOUNG. Thank you, Chairman.

This morning, I am honored to introduce Becky Savage. She is
a nurse and a mother from Indiana. She has turned unimaginable
heartbreak into lifesaving action. She is joined today by her hus-
band, Mike, and her son, Matthew. I welcome them as well.

Becky’s passionate efforts to combat the opioid crisis began after
a tragic event, losing her two oldest sons, Nick and Jack. She lost
them on the same night to alcohol and prescription drug overdoses.
Both boys graduated high school with honors, and both were cap-
tains of their high school hockey team.

Nick had already completed a year of college and was home for
the summer. Jack was preparing for his first semester of college
when their family changed forever.

As a father of four, my heart breaks for the Savage family. I had
the opportunity to visit with Becky yesterday, and I just want to
reiterate how much respect I have for you, Becky, and how much
gratitude I have for your bravery and your willingness to share
your story here today as you have in the past.

In a display of incredible strength and in the face of unimagi-
nable pain, Becky has turned grief into hope. She formed the 525
Foundation to help raise awareness of the dangers of drug and al-
cohol abuse. Her organization strives to educate young people
about the dangers of under-aged drinking and the misuse and
abuse of prescription drugs. The 525 Foundation also collaborates
with other local groups, law enforcement, and state agencies to
make an impact on the opioid crisis.

Becky has been a tireless advocate and a source of comfort for
parents who share in her grief. Her advocacy today, paired with
legislative action, can help curb the opioid epidemic that’s dev-
astated too many Indiana families and communities, and I look for-
ward to hearing Becky’s testimony today.

Thank you.

The CHAIRMAN. Thank you, Senator Young.

Ms. Savage, welcome to you and to your husband, Mike, and to
Matthew. We appreciate your willingness to be here.

Dr. Stephen Patrick i1s Assistant Professor of Pediatrics and
Health Policy at Vanderbilt University Medical Center. His re-
search focuses on improving outcomes for opioid-exposed infants
and women with substance abuse disorders and on state and Fed-
eral drug control policies. Dr. Patrick has served as an expert con-
sultant for the Substance Abuse and Mental Health Services Ad-
ministration. His research has been published in the New England
Journal of Medicine and other leading scientific journals. He has
received several prestigious awards for his work.

Dr. Patrick, we welcome you to the hearing today.

Senator Murray will introduce our third witness.

Senator MURRAY. Thank you.

I'm really honored to welcome and thank Dr. William Bell for
joining us today from my home State of Washington. He is the
President and Chief Executive Officer of the Casey Family Pro-
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grams. It’s a national organization headquartered in Seattle with
a mission to provide and improve and ultimately prevent the need
for foster care.

He previously served the organization as its Executive Vice
President for Child and Family Services, and before joining Casey
Family Programs, he was Commissioner of New York City’s Admin-
istration for Children’s Services. All together, Dr. Bell has 35 years
of experience working to keep children safe and to keep families to-
gether.

Dr. Bell, thank you for your testimony, and thank you for mak-
ing that long flight out here from Washington State.

The CHAIRMAN. Senator Murray knows about that long flight.

Senator MURRAY. I do.

The CHAIRMAN. Now, we’ll begin with our witnesses.

Ms. Savage, why don’t you go first.

STATEMENT OF BECKY SAVAGE, R.N., M.S.N.,, CO-FOUNDER, 525
FOUNDATION, GRANGER, IN

Ms. SAVAGE. Thank you, Senators, for inviting me to speak with
you today and for allowing me to share our family’s story of loss
in the hopes of helping others.

I am a wife, a nurse, and a mother of four boys. Our family is
just like a lot of other families, including yours. We like to spend
time together, laugh together, and dream about the future. On
June 14th of 2015, our lives changed forever. That is the day that
our two older sons were pronounced dead of an accidental alcohol/
opioid related overdose.

Our sons, Nick and Jack, were like many other 18 and 19 year
olds. They were athletes, had a great circle of friends, and had
dreams and aspirations in life. Nick had just finished his freshman
year at Indiana University, and Jack had just graduated high
school and was heading into his first year at Ball State University.
They were best friends.

Nick and Jack had attended graduation parties the night before.
They came home at curfew and checked in with me. I went to bed
as they headed to the kitchen to make a snack. The next morning,
I went into Jack’s room and found him unresponsive. I did what
I was trained to do and initiated CPR after I called 911. I was
yelling. I yelled for Nick to come help me, but he never came. You
see, Nick was sleeping in the basement with friends, and when I
called for help, his friends heard me and tried to awaken him, but
he had passed as well.

How could two boys who have always seemed to make good deci-
sions in life make such a choice that would ultimately cost them
their life? My husband and I don’t understand. How could this hap-
pen? How did somebody’s prescription end up in the pocket of a
teenager at a graduation party? Why wouldn’t they just say no? We
may never know the answers to all these questions, but what we
do know is that bringing awareness to this issue could save a life.

Our kids were talked to about drugs and underage drinking and
knew that it was wrong. So why would they take a prescription
that did not belong to them? Prescription drug misuse and abuse
was not even on our radar two and a half years ago and, therefore,
never discussed with our children.
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In the spring of 2016, we were approached by a local coalition
that was doing a Community Town Hall meeting that was being
funded by SAMHSA. The topic was underage drinking. Since un-
derage drinking contributed the poor choices our boys made that
night, we decided to participate. This marked the first time that we
spoke publicly about losing Nick and Jack, and it began a partner-
ship with other community advocates and lawmakers who are also
looking for answers to this epidemic.

Since that time, Nick and Jack’s story has been told to over
20,000 students across the United States to help spread awareness
of alcohol and prescription drug misuse and abuse. Every time I
tell Nick and Jack’s story, it takes my breath away. It still doesn’t
seem real. It would be so easy to be consumed by grief and never
heard from again, or we could talk about what happened to us to
increase awareness in the hope of helping others. This is what we
have chosen to do. Nick and Jack may no longer be able to live
their dreams, but by telling their story we can help others live to
reach their dreams and their potential in life.

We have created the 525 Foundation in memory of Nick and
Jack; 5 was Jack’s hockey number and 25 was Nick’s. This founda-
tion has allowed us to reach thousands of high school students,
parents, and educators. Their story makes an impact, and kids lis-
ten. You can hear a pin drop in many of the auditoriums that I
speak in. If we can reach one person every time we tell their story,
then we have made a difference.

Our goal for our foundation is to make a significant difference in
our communities. We have partnered with our police, fire depart-
ments, and other local coalitions to hold pill drops to get opioids
and other prescription drugs off our streets. At our last community
pill drop, we collected over 500 pounds of unused or expired pre-
scription medications. When you think that just one pill could take
a life, that’s a lot of lives saved. There is a need for safe disposal
of medications.

We have joined drug and alcohol abuse task forces in Indiana in
collaboration with doctors, community leaders, and police per-
sonnel. We’ve partnered with our local health departments to help
expand educational programs. We are working with Indiana Uni-
versity’s Grand Challenge to establish long-term plans to combat
opioid misuse and abuse in our state. Our goal for our future is to
ei(pand educational curriculum to include prevention at all age lev-
els.

There is a need for increased awareness and education related to
opioids. Every week, when I talk to a new group of teenagers about
our family and the dangers of prescription drug misuse and abuse,
it is evident that there is a knowledge gap. There are still people
in this country that are unaware of the dangers like we were two
and a half years ago.

Time is of the essence when you look at the statistics. According
to the Centers for Disease Control, 115 people die every day of an
opioid overdose. That means that today, 115 families are going to
suffer a loss like we did. Who will it be today? This story will re-
peat itself 115 times a day, and families will continue to be de-
stroyed until we move forward as a nation on all levels, commu-
nity, state, and Federal, to address this crisis.
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The reason I am in front of you is to impress upon you and ev-
eryone listening that this epidemic is real and it can happen to
anyone. Thank you for your time and, once again, for the oppor-
tunity to speak with you.

[The prepared statement of Ms. Savage follows:]

PREPARED STATEMENT OF BECKY SAVAGE

Thank you Senators, for inviting me to speak with you today and for allowing me
to share our family’s story of loss in the hopes of helping others. I am a wife, a
nurse and a mother of four boys. Our family is just like a lot of other families in-
cluding yours, we like to spend time together, laugh together and dream about the
future. On June 14, 2015 our family changed forever, that is the day that our two
older sons were pronounced dead of an accidental alcohol/opioid overdose. Our sons
Nick and Jack were like many other 18 and 19 year olds. They were athletes, had
a great circle of friends, and had dreams and aspirations in life. Nick had just fin-
ished is freshman year at Indiana University and Jack had just graduated high
?cho%l and was heading into his first year at Ball State University. They were best
riends.

Nick and Jack had attended graduation parties the night before, came home (at
curfew) and checked in with me. I went to bed as they headed to the kitchen to
make a snack. The next morning, I went to Jack’s room and found him unrespon-
sive. I did what I was trained to do and initiated CPR after I called 911. I yelled
for Nick to come help me but he never came. You see, Nick was sleeping in the base-
ment with friends and when I called for help his friends heard me and tried to
awaken him but he had passed away as well.

How could two boys who have always seemed to make good decisions in life make
a choice that would ultimately cost them their life? My husband and I don’t under-
stand. How could this happen? How did someone’s prescription end up in the pocket
of a teenager at a graduation party? Why wouldn’t they just say no? We may never
know the answers to all these questions, but what we do know is that bringing
awareness to this issue could save a life. Our kids were talked to about drugs and
underage drinking and knew that it was wrong. So why would they take a prescrip-
tion that did not belong to them? Prescription drug misuse and abuse was not even
gn our radar 2 and a half years ago, and therefore never discussed with our chil-

ren.

In the Spring of 2016 we were approached by a local coalition that was doing a
Community Town Hall meeting that was being funded by SAMHSA. The topic was
underage drinking. Since underage drinking contributed the poor decisions of Nick
and Jack that fatal night, we agreed to participate. This marked the first time we
spoke in public about losing Nick and Jack, but it began a partnership with other
community advocates and lawmakers who are also looking for answers to this epi-
demic. Since that time, Nick and Jack’s story has been told to over 20,000 students
across the United States to help spread awareness of alcohol and prescription drug
misuse and abuse.

Every time I tell Nick and Jack’s story it takes my breath away. It still does not
seem real. It would be so easy to be consumed by grief and never heard from again.
OR , we could talk about what happened to us and increase awareness in hopes of
helping others. This is what we have chosen to do. Nick and Jack may no longer
be able to live their dreams, but by telling their story we can help others live to
reach their dreams and potential in life. We created the 525 Foundation in memory
of Nick and Jack (5 was Jack’s hockey number and 25 was Nicks). This foundation
has allowed us to reach thousands of high school students, parents and educators.
Their story makes an impact, kids listen. You can hear an a pin drop in many of
the auditoriums that I speak in. If we can reach one-person every time we tell their
story, then we have made a difference. The goal of our foundation is to make a sig-
nificant difference in our communities. We have partnered with our police, fire de-
partments and other local coalitions to hold pill drops to get opioids and other pre-
scription drugs off our streets. At our last community pill drop, we collected over
500 pounds of unused or expired prescription medications. When you think that just
one pill could take a life, that’s a lot of lives saved. There is a need for safe disposal
of medications.

We have joined drug and alcohol abuse task forces in Indiana in collaboration
with doctors, community leaders and police personnel; we partnered with our local
health department to expand educational programs; we are working with Indiana
University’s Grand Challenge to establish long term plans to combat opioid misuse
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and abuse in our state. One goal for our future is to expand educational curriculum
to include prevention at all age levels.

There is a need for increased awareness and education related to opioids. Every
week, when I talk to a new group of teenagers about our family and the dangers
of prescription drug misuse and abuse, it is evident that there is a knowledge gap.
There are still people in this country that are unaware of the dangers like we were
2 and a half years ago.

Time is of the essence when you look at the statistics. According to the Center
for Disease Control, 115 people die every day of an opioid overdose. That means
today, 115 families are going to suffer a loss like we did. Who will it be today? This
story will repeat itself 115 times a day, and families will continue to be destroyed
until we move forward as a nation on all levels, community, state and Federal to
address this crisis.

The reason I am in front of you is to impress upon you and everyone listening
that this epidemic is real and it can happen to anyone.

Thank you for your time and once again the opportunity to speak with you.

[SUMMARY STATEMENT OF BECKY SAVAGE]

On June 14, 2015 our family changed forever, that is the day that our two older
sons were pronounced dead of an accidental alcohol/opioid overdose. In memory of
Nick and Jack we created the 525 Foundation (5 was Jack’s hockey number and 25
was Nicks). This foundation has allowed us to reach thousands of high school stu-
dents, parents and educators. Their story makes an impact, kids listen. If we can
reach one-person every time we tell their story, then we have made a difference.

The goal of our foundation is to make a significant difference in our communities.
We have partnered with our police, fire departments and other local coalitions to
hold pill drops to get opioids and other prescription drugs off our streets. Our last
community pill pick-up collected over 500 pounds of unused or expired prescription
medications! When you think that just one pill could take a life, that’s a lot of lives
saved. There is a need for safe disposal of medications.

We have joined drug and alcohol abuse task forces in Indiana in collaboration
with doctors, community leaders and police personnel; we partnered with our local
health department to expand educational programs; we are working with Indiana
University’s Grand Challenge to establish long term plans to combat opioid misuse
and abuse in our state. One goal for our future is to expand educational curriculum
to include prevention to all age levels.

There is a need for increased awareness and education related to opioids. Every
week when I talk to a new group of teenagers about our family and the dangers
of prescription drug misuse and abuse it is evident that there is a knowledge gap.
There are still people in this country that are unaware of the dangers like we were
2 and a half years ago.

Time is of the essence when you look at the statistics. 115 people died everyday
of an opioid overdose, who will it be today? I can promise you it will be a loved one
of someone, and families will be destroyed today and every day unless we move for-
ward as a nation on all levels, Federal, state and community to address this crisis.

The CHAIRMAN. Thank you, Ms. Savage. Your story takes our
breath away, and we’re grateful for your courage.

Ms. SAVAGE. Thank you.

The CHAIRMAN. Dr. Patrick.

STATEMENT OF STEPHEN W. PATRICK, M.D.,, M.P.H., M.S.,
F.AAAP.,, ASSISTANT PROFESSOR OF PEDIATRICS AND
HEALTH POLICY, DIVISION OF NEONATOLOGY, VANDERBILT
UNIVERSITY MEDICAL CENTER, NASHVILLE, TN

Dr. PATRICK. Chairman Alexander, Ranking Member Murray,
and honorable Members of the Committee, thank you for the oppor-
tunity to speak here today about the impact the opioid epidemic is
having on our Nation’s families.



11

My name is Stephen Patrick. I'm a neonatologist at Vanderbilt
Children’s Hospital, and I direct a National Institutes of Health-
funded research program focused on the effect that the opioid epi-
demic is having on pregnant women and infants. My written testi-
mony contains a range of recommendations, but I'd like to high-
light a few here today.

Recently, I was caring for a sick infant who had been transferred
to our neonatal intensive care unit. The infant had trouble feeding,
was jittery, and had rapid weight loss, more than 10 percent in just
a few days. Something was clearly wrong.

The infant was exhibiting classic signs of Neonatal Abstinence
Syndrome, a postnatal drug withdrawal syndrome that most com-
monly occurs after in utero opioids. But like many conditions, Neo-
natal Abstinence Syndrome can be difficult to diagnose in the new-
born.

Over the next few days, the infant was increasingly irritable, had
difficulty feeding, increased muscle tone and muscle jerking. We
suspected opioid withdrawal, but his mother denied using any sub-
stances. After a week in the hospital, the umbilical cord drug
screen came back positive for an opioid.

As I walked into the infant’s room to talk to his mother, I could
sense her guilt and anxiety. She cried as I talked to her about the
drug test, and she wondered aloud if she would lose custody of her
infant. She had been afraid of my response and the response from
child welfare all along. Like too many women I see, she became de-
pendent on an opioid after an accident. She wasn’t able to get the
treatment for opioid use disorder during pregnancy, and she was
too scared or ashamed to ask for help. This combination is poten-
tially disastrous.

The rapid rise of opioid use and its complications caught hos-
pitals, communities, and Federal programs off guard. As opioid use
became more common throughout the United States, rates of Neo-
natal Abstinence Syndrome grew exponentially. Our team’s re-
search found that from 2000 to 2014, the number of infants diag-
nosed with the syndrome grew nearly seven-fold. Put another way,
nearly one infant is born every 15 minutes with the syndrome na-
tionwide. This escalating public health problem needs urgent atten-
tion.

The 21st Century Cures Act, CARA, and the Protecting Our In-
fants Act moved forward important child health priorities address-
ing the opioid epidemic. These important pieces of legislation would
benefit from additional action, funding, and implementation efforts.
The Protecting Our Infants Act, for example, resulted in a com-
prehensive strategy document from SAMHSA. But as the document
notes, full implementation is contingent upon funding.

Congress should consider additional actions to improve outcomes
for pregnant women and infants impacted by the opioid epidemic
focused on prevention, expansion of opioid use disorder treatment,
improving care for opioid-exposed infants, and improving outcomes
after discharge by bolstering both the child welfare and early inter-
vention systems.

For pregnant women with opioid use disorder, accessing treat-
ment is difficult, and, in fact, most women in the United States
with opioid use disorder aren’t receiving highly effective therapies
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like buprenorphine and methadone, both of which reduce risk of
death for the infant and for the mother and increase the likelihood
that the infant will go to term. There remains urgent need for an
expansion of treatment for opioid use disorder, particularly for
pregnant women.

Throughout the United States, opioid-exposed infants experience
variable treatment resulting in variable outcomes. State and na-
tional perinatal quality improvement groups and hospital teams
like ours at Vanderbilt are working to decrease this variability, but
this work could be accelerated. Because Medicaid is financially re-
sponsible for 80 percent of infants diagnosed with Neonatal Absti-
nence Syndrome, it should play a key role in standardizing care
and breaking down discontinuities in care from pregnancy through
the postnatal period.

Last, the already-taxed child welfare system is being stretched
even more thinly by the opioid epidemic. In 2015, the number of
children entering foster care grew to nearly 270,000. One-fifth of
them are infants. Imagine if this scared mother I described earlier
was proactively engaged in child welfare before birth, linked to
treatment and closely monitored after her infant was born. How
might her story be different?

Our child welfare system is in urgent need of attention from Con-
gress. The passing of CARA added important requirements for
states to develop infant plans of safe care that also address the
needs of the family. This was a great step forward. Unfortunately,
those requirements came without clear guidance and, more impor-
tantly, sufficient resources for implementation. There is an urgent
need for additional guidance and resources from the Federal Gov-
ernment to ensure infant safety and to keep families intact when
that’s appropriate.

The opioid epidemic is taking a terrible toll on pregnant women
and infants. Congress must act to address the urgent need for addi-
tional resources and coordination. For women and infants, like the
one I cared for at Vanderbilt, the current system is disjointed, and
it fgioesn’t consider the needs of both the pregnant woman and the
infant.

Every day, people are dying. Pregnant women are not getting the
treatment they need, and infants are spending their first few
weeks in withdrawal. In just the time we’re sitting here, eight in-
fants will be born with Neonatal Abstinence Syndrome, and 10 peo-
ple will die from an opioid related overdose. These are our brothers
and sisters and our children. They need our help now perhaps more
than ever.

Mr. Chairman, thank you for the opportunity to speak today, and
I look forward to your questions.

[The prepared statement of Dr. Patrick follows:]

PREPARED STATEMENT OF STEPHEN PATRICK

Chairman Alexander, Ranking Member Murray and Honorable Members of the
Committee, thank you for the opportunity to speak here today about the impact of
the opioid epidemic on our Nation’s families. My name is Dr. Stephen Patrick, and
I am a board-certified pediatrician and neonatologist at the Monroe Carell Jr. Chil-
dren’s Hospital at Vanderbilt. At Vanderbilt I direct a National Institutes of Health-
funded research program focused on the effect that the opioid epidemic has had on
pregnant women and infants. I have published extensively on this topic, including
in JAMA, Pediatrics, The New England Journal of Medicine and Health Affairs. I
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also serve on the American Academy of Pediatrics Committee on Substance Use and
Prevention and have previously served as an advisor to the White House Office of
National Drug Control Policy.

Recently, I was caring for a sick infant at Vanderbilt who had been transferred
to our neonatal intensive care unit from the newborn nursery. The infant had trou-
ble feeding, was jittery and had rapid weight loss—more than 10 percent of his body
weight in a few days. Something was wrong.

The infant was exhibiting classic signs of neonatal abstinence syndrome, a post-
natal drug withdrawal syndrome that most commonly occurs after in utero exposure
to opioids, but like many conditions, neonatal abstinence syndrome can be difficult
to diagnose in the newborn. Over the next few days, the infant was increasingly irri-
table, continued to have difficulty feeding, increased muscle tone and muscle jerk-
ing. We suspected opioid withdrawal, but his mother denied using any drugs. De-
spite this, we started treating the infant as we would any infant with the syndrome.

After a week in the hospital, the umbilical cord drug screen came back positive
for an opioid. As I walked into the infant’s room to talk to his mother I could sense
her guilt and anxiety. She cried as I talked to her about the drug test, and won-
dered aloud if she would lose custody of her infant. She had been afraid of my re-
sponse and the response from child welfare. Like too many women I see, she became
dependent on an opioid after an accident, was not able to get treatment for her
opioid use disorder while pregnant and was too scared and ashamed to ask for help.
This combination was dangerous to her and her infant.

Had I known this mother was using an opioid, I could have started treating the
baby earlier by controlling the environment, making adjustments to the baby’s care
to make the withdrawal less severe while teaching his mother how to recognize and
mange his symptoms. Perhaps more optimally, his mother could have already had
access to comprehensive treatment during her pregnancy.

As a practicing neonatologist, I have seen first-hand the destructive impact of
opioids on families. Neonatologists like me are trained to care for very premature
infants and infants with severe birth defects. However, a few years ago we began
to see an influx of a different type of infant—those having withdrawal from opioids,
known as neonatal abstinence syndrome. These infants can be inconsolable, have
muscle tremors, have trouble feeding, difficulty sleeping and breathing problems. In-
fants experiencing severe neonatal abstinence syndrome require treatment with an
opioid like morphine or methadone, and stay in the hospital an average of more
than 3 weeks.?

Once rare, this diagnosis has become increasingly common. Our team’s research
has found that from 2000 to 2014, the number of infants diagnosed with neonatal
abstinence syndrome grew nearly 7-fold.31-3 Put another way, nearly one infant is
born every 15 minutes with signs of drug withdrawal in the US.3

This rise in the incidence of neonatal abstinence syndrome happened in parallel
with increases in opioid use nationally. In 2015, Americans were prescribed three
times as many opioids as they were in 1999.4 That year, more than 37 percent of
American adults were prescribed at least one opioid pain reliever.> Research, includ-
ing our own, has found similarly high rates of opioid prescribing in women of repro-
ductive age® and pregnant women.” More recently, we have experienced a surge in
use and complications due to heroin and fentanyl use. In 2016, more than 42,000
Americans died from an opioid overdose death® and some of them were pregnant
or had recently been pregnant.

Implementation of Existing Legislation

I applaud the Committee and the Congress for the passage of the 21st ‘Century
Cures Act, the Comprehensive Addiction and Recovery Act and the Protecting Our
Infants Act. Together, these pieces of legislation have moved forward important
child health priorities for addressing the opioid epidemic. Even with the passage of
these landmark pieces of legislation, there is an urgent need for additional legisla-
tive action and executive branch implementation of these laws. For example, there
remains confusion at the state and provider level around some provisions of the
Comprehensive Addiction and Recovery Act and, while SAMHSA has released its
final report for the Protecting Our Infants Act, it is unclear how the recommenda-
tions contained in the report are being implemented.

1 Results embargoed, but permission to cite given by editor. Paper will appear online in the
journal Pediatrics in March.
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Protecting Our Infants Act

The Protecting Our Infants Act was passed just after a Government Account-
ability Office (GAO) report highlighted large gaps in research and service delivery
for mothers and infants impacted by opioid use.® The Act required that the Depart-
ment of Health and Human Services (HHS) conduct a review of its planning and
coordination of activities related to prenatal opioid use and neonatal abstinence syn-
drome. It also mandated that HHS study and develop recommendations for pre-
venting prenatal opioid exposure, treating opioid use disorder among pregnant
women, and preventing, identifying and treating neonatal abstinence syndrome and
its consequences. Last, the Act required HHS develop a strategy to address gaps in
research, Federal programs and coordination. Last year, SAMHSA released its final
strategy focused on three domains: prevention, treatment and services. While these
recommendations are important, it remains unclear how they will be implemented,
funded and coordinated.

Comprehensive Addiction and Recovery Act & the Child Abuse Prevention
and Treatment Act

The already-taxed child welfare system is being stretched even more thinly by the
opioid epidemic. In 2015, the number of children entering foster care increased to
nearly 270,000, up from 251,352 in 2012. In 2015, infants represented nearly one-
fifth of all removals of children from their families to foster care, totaling 47,219.
Parental substance use was a factor in the foster care placement in nearly one-third
of all cases.10

Congress has a role in helping to improve collaboration among health care pro-
viders, the child welfare system and substance use disorder agencies in responding
to the rise of substance use disorders among pregnant and parenting women and
affected infants and those who experience neonatal abstinence syndrome. Your ac-
tions in 2016 to amend the Child Abuse Prevention and Treatment Act (CAPTA) in
passing the Comprehensive Addiction and Recovery Act added important clarifica-
tions to the requirements for states to develop infant “plans of safe care” that also
address the needs of the family or caregiver in instances when an infant is identi-
fied as affected by substance abuse, experiences withdrawal symptoms or fetal alco-
hol spectrum disorder. The goal of these plans is to engage child health and welfare
professionals in collaborating to ensure the safety of these vulnerable infants upon
discharge from the hospital.

Unfortunately, those requirements came without clear guidance or, importantly,
sufficient resources for implementation. States need additional guidance, funds, and
resources from the Federal Government to ensure infant safety and to keep families
intact when appropriate. States and communities need assistance to develop their
key definitions and need funding for services to address these families’ needs. I have
experienced first-hand how these changes in statute are being interpreted with
great variability among doctors, hospitals and child protective services. I would en-
courage the Committee to continue to exercise robust oversight of the Federal agen-
cies working with states on implementing and monitoring CAPTA, and to provide
funding additional legislative clarity where needed.

In addition to the severe gap in funding the CAPTA-required plans of safe care,
funds to ensure family centered treatment are currently lacking. Congress should
act to ensure that funds allocated across Medicaid, CAPTA, Title IV of child welfare
services, and the Substance Abuse Prevention and Treatment Block Grant are flexi-
ble, but also targeted to prevent children from being removed from their family
whenever possible. Removing children is itself a form of trauma and one that can
often be avoided if we provide families with the treatment and services they need
to stay safely together.

Treatment programs for pregnant and parenting women funded under the block
grant need expansion because the program has not changed in nearly 20 years.!1
It is time for Congress to revisit the funding mechanisms for these two-generation
programs and encourage expansion of services for this population through Medicaid,
the Block Grant, CAPTA and grants to pregnant and parenting women programs.

Recommendations

Addressing the complexity of perinatal opioid use and neonatal abstinence syn-
drome requires a thoughtful public health approach targeting the pre-pregnancy,
pregnancy and post-pregnancy periods for women and infants. Our goal should be
to promote healthy mothers and infants by supporting prevention and recovery:
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My recommendations fall into three broad categories: improving care for mothers,
improving infant outcomes, and research.

Improving Care for Mothers

Primary prevention of opioid use disorder begins with preventing unnecessary
opioid use well before pregnancy. Non-medical use of opioids among adolescents
commonly begins with opioids not prescribed to them, but rather to a family mem-
ber or friend. Congress should take steps to decrease the opioid supply, including
through responsible prescribing and drug takeback programs.

Too many health care providers are still unaware of the implication of their pre-
scribing patterns for their patients. It is clear that additional provider education in
this area is greatly needed. Congress should also bolster prescription drug moni-
toring programs!2 by providing states with additional resources to modernize them
and integrate them better into physician work flow and electronic medical records.

Improving access to contraception, including long-acting reversible contraception,
is vitally important because research suggests that women with opioid use disorder
are nearly twice as likely to have an unplanned pregnancy.13 Congress should pro-
tect and expand women’s access to all forms of contraception approved by the U.S.
Food and Drug Administration, including coverage of contraceptives without cost-
sharing.

Congress should also act to expand access to opioid treatment programs, espe-
cially for pregnant women and postpartum. Untreated opioid use disorder among
pregnant women leads to poor outcomes for the mother and infant;* however, treat-
ment with opioid agonist therapies like buprenorphine and methadone are highly
effective,15 especially for pregnant women.14 These therapies improve treatment re-
tention,16 reduce relapse risk,316-19 reduce HIV-risk,16,20 reduce criminal behavior,18
reduce risk of overdose death2?! and improve birth weight.22 Despite evidence that
treatment is effective in mitigating adverse outcomes from opioid use disorder, evi-
dence suggests that the majority of women in need of treatment do not receive it.23
Congress should work toward ensuring that treatment is available when it is need-
ed, including opioid agonist therapies when appropriate, and it should be com-
prehensive, trauma-informed, gender-specific and inclusive of obstetric and pediatric
care. Gender-specific treatment must include the ability of the mother to bring her
children with her so that she is not faced with the unfair choice of getting treatment
or caring for her children.

Congress should resist any efforts to pursue punitive measures against pregnant
women using opioids as some state legislatures have done. Major medical associa-
tions, including both the American College of Obstetricians and Gynecologists24 and
the American Academy of Pediatrics,25 endorse non-punitive approaches to opioid
use in pregnancy. SAMHSA estimates that more than 400,000 infants every year
are exposed to alcohol or illicit substances.2¢ Punitive approaches are unethical, im-
practical and incentivize women to avoid care or not report their substance use to
their provider. If a woman is fearful of criminal punishment, she may avoid pre-
natal care, go to another state to deliver, or even deliver at home, potentially result-
ing in adverse outcomes for mother and baby.2 Infants are routinely discharged at
24 to 48 hours of life, but signs of drug withdrawal may not develop until 72 hours
of life or later.2? If women are unwilling to disclose substance use, their infants are
at risk of experiencing withdrawal at home with potentially dire health con-
sequences including death.

Improving Infant Outcomes

Throughout the US, opioid-exposed infants experience variable treatment2® result-
ing in variable outcomes.2? State and national perinatal quality improvement
groups and hospital teams like ours at Vanderbilt are working to decrease this vari-
ability, but Congress should act to accelerate this vital work. Medicaid in particular
could play a key role in standardizing care and breaking down discontinuities in
care from pregnancy through the post-natal period. Medicaid is financially respon-
sible for 80 percent of infants diagnosed with neonatal abstinence syndrome.2 Our
team’s research, due to be published next month, found that in 2014 neonatal absti-
nence syndrome accounted for 6.7 percent of all birth related expenditures for Med-
icaid nationally.3iii In that study there was some evidence that infants in Medicaid
are being treated differently than those with private insurance, with higher rates

2 http:/ |www.wbir.com | article | news / local | mother-of-drug-dependent-baby-tells-her-story | 51—
63840991
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of transfer to another hospital and longer hospital stays for infants covered by Med-
icaid.? Medicaid programs are well-positioned to achieve the “triple aim” for families
impacted by opioid use, by improving population health, improving the experience
for pregnant women and infants and reducing cost.3? Congress should urge the Cen-
ters for Medicare and Medicaid Services to play a more active role in working with
state Medicaid programs to address care for substance-exposed infants, including
those with neonatal abstinence syndrome.

Our nation has a long way to go to improve care for infants with neonatal absti-
nence syndrome, from better identification and treatment (including non-pharmaco-
logic treatment) to improvements in the structure of care and minimizing separation
of the maternal/infant dyad. Systems need to be agile, responding to new complica-
tions of the opioid-epidemic like hepatitis C. In a study conducted in partnership
with the Tennessee Department of Health, my colleagues and I found that hepatitis
C rates among pregnant women nearly doubled in the US from 2009 to 2014.31
Some states were more affected than others, with the highest rates in West Vir-
ginia, where one in fifty infants was exposed to the virus in 2014. Exposed infants
are completely asymptomatic and it is not possible to tell if they will acquire the
virus until they are several months old. Screening for hepatitis C during pregnancy
is not universal, and emerging data suggest that most exposed infants are not fol-
lowed up to see if they become hepatitis C virus-positive.32 Congress should support
and fund Centers for Disease Control and Prevention efforts to better identify preg-
nant women with hepatitis C virus. Congress should also urge the Centers for Med-
icaid and Medicare Services to develop programs to ensure exposed infants are ap-
propriately followed.

We also must do a better job of supporting families in the transition to home
through initiatives like home visiting. The Maternal, Infant, and Early Childhood
Home Visiting program provides funding to states to implement and expand effec-
tive home visiting programs that improve the early health, school readiness and eco-
nomic stability of children and families. High-quality home visiting services to in-
fants and young children can improve family relationships, advance school readi-
ness, reduce child maltreatment, improve maternal-infant health outcomes, and in-
crease family economic self-sufficiency.33 However, funding for the program expired
September 2017, and Congress has yet to renew this funding. Congress should
renew funding for the program as quickly as possible at the current level of $400
million annually for five more years, so that this program can continue its successes
at the local level for the most vulnerable children and families.

Next, the Individuals with Disabilities Education Act (IDEA) Part C supports
early intervention services, like speech therapy, physical therapy and occupational
therapy to infants with developmental delays. In 2004, reauthorization of this pro-
gram extended to substance-exposed infants and infants having drug withdrawal
after birth; however, adoption has been uneven. While as a provider I refer sub-
stance-exposed infants to early intervention services, it is not clear how many others
are. Congress should ensure better linkages between child welfare, substance use
disorder treatment for pregnant women and early intervention services.

Research

In 2015, the GAO highlighted research gaps and reasons for the difficulty of con-
ducting research on prenatal substance use and neonatal abstinence syndrome.® As
the GAO report noted, the Federal Government spent only $21.6 million over a 7-
year period on research related to perinatal opioid use and neonatal abstinence syn-
drome—a small investment considering neonatal abstinence syndrome birth hos-
pitalizations cost Medicaid $462 million in 2014.3 The 21st Century Cures Act pro-
vided urgently needed funding to states to support treatment and prevention, but
an urgent need remains for additional National Institutes of Health funding specifi-
cally targeting the opioid epidemic. Congress should direct additional funding to the
National Institute on Drug Abuse to expand research focused on improving out-
comes pregnant women and infants impacted by the opioid epidemic.

Summary

The opioid epidemic is taking a terrible toll on pregnant women and infants. Con-
gress must act to address the urgent need for additional resources and coordination.
For women and infants, like the ones in my introduction, the current system is dis-
jointed and does not consider the needs of the mother and infant together. Without
treatment, pregnant women are at risk of overdose death. Discharging infants home
to a safe environment could be achieved by a more proactive and better funded child
welfare system.
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Every day, people are dying, pregnant women are not getting the treatment they
need and infants are spending their first days or weeks of life in drug withdrawal.
In just the time we are meeting here, 8 infants will be born with neonatal absti-
nence syndrome and 10 people will die from an overdose. These are our brothers
and sisters and our children—they need us, now perhaps more than ever.

Mr. Chairman, thank you for the opportunity to speak today. I look forward to
your questions.
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Opioid Use in Pregnancy
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The use of opicids during pregnancy has grown rapidly in the past decade.
As opioid use during pregnancy increased, so did complications from their
use, including neonatal abstinence syndrome. Several state governments
responded to this increase by prosecuting and incarcerating pregnant
women with substance use disorders; however, this approach has no proven
benefits for maternal or infant health and may lead to avoidance of prenatal
care and a decreased willingness to engage in substance use disorder
treatment programs. A public heaith response, rather than a punitive
approach to the opioid epidemic and substance use during pregnancy,

is oritical, including the following: a focus on preventing
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pregnancies and improving access to contraception; universal screening

for alcohol and other drug use in women of chiidbearing age;
and informed consent of maternal drug testing and reporting practices;
improved access to comprehensive obstetric care, including opioid-
replacement therapy; gender-specific substance use treatment programs;
and improved funding for sacial services and child weifare systems. The
American Gollege of Obstetricians and Gynecologists supports the value of
this clinical document as an educational tool {December 2016).
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drugs in utero.! Although concern regarding usein

is not new, it has recently increased among health care providers, the
public, and policy makers as the opioid epidemic’s impact reached an
increasing portion of the US population, including pregnant women

and their infants.23 Several recent studies highlighted an increase in
prescription opioid use among women of childbearing age* and among
pregnant women.56 As opioid use among pregnant women increased, the
rate of infants in the United States experiencing opicid wit after
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birth, known as neonatal abstinence
syndrome {NAS), grew nearly fivefold
over the past decade.?” By 2012

in the United States, on average, 1
infant was born every 25 minutes
experiencing signs of withdrawal,
accounting for an estimated $1.5
billion in hospital charges.? The
issues surrounding substance use in
pregnancy are complex and merita
thoughtful public health response
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the proportion of unintended
pregnancies was higher than 85%.1°
Education and expansion of accéss to
effective contraception, particularly
g-acting reversible i

‘women, regardless of their age, race,
ethnicity, or socioeconomic status.1®

The benefits of drug testing in
addition to screening during

11 are pregnancy remain uncertain,
(LARC) meth:;i;,rm?:;g?omr}t Targeted urine drug-testing
Access to LARC methods is have been shown to

by both the American Academy of
Family Physicians (AAFP) and the
American College of Obstetricians

focused on prevention, of
{reatment to women with substance
use disorder, and improved funding
for child welfare systems to improve
the health of the substance-exposed
mother-infant dyad.

Primary Prevention

A public health approach to
substance use in preguancy should
begin with primary prevention:
preventing substance and opioid
misuse before pregnancy. In 2011,
the White House Office of National
Drug Control Policy released a plan
to respond to the prescription opioid
epidemic that has 4 main pillars:

{1} improve public and provider
education about the abuse potential
of opioids, (2) reduce the abuse of
prescription opioids by belstering
prescription drug monitoring
programs, (3} ensure that unused
opioids are properly disposed, and
{4) provide law enforcement with
the tools needed to stop illegal
prescribing or dispensing of opioids.®
Public health and policy approaches
to the prescription opicid epidemic
will help eliminate the burden of
opioid use disorder before pregnancy
begins. )
Preconception and interconception
{between pregnancies) care plays

an important role in improving

and G; I (ACOG)™%13 during
botH the pre- and interconception
periods, However, there remain
barriers to highly effective
contraception in many states.

For example, the ACOG supports
placement of LARC devices during
the immediate postpartum period

to improve the use of LARC aniong
postpartum women?; however,
bundled payments for delivery create
a relative financial disincentive to
place LARC devices at the time of
delivery. State Medicaid programs
play a critical role in ensuring access
to highly effective contraception at
the time when it is desired, including
the time of delivery. However,
recent research suggests that states
are variable in aligning financial
incentives to ensure access to LARC
methods if elected at the time of
delivery.1*

Improved ldentification and Access
to Treatment

The early identification of women
who use illicit substances during
pregnancy is vital to improving
outcomes for both mothers and
infants. Routine universal screening
through brief questionnaires for
drug, alcohol, and tobacco use
before and throughout pregnancy

outcomes for pregnant women.
Counseling during these crucial
periods may play a role in identifying
and mitigating risk to mothers

and their infants.® Although 31%

0 479% of US pregnancies are
unintended, research suggests that,
for women with opioid use disorder,

isr by the ACOG and
AAFP 51516 The ACOG recommends
that screening consist of a mutual
dialogue between clinician and
patient and be performed in
partnership with the woman with the
use of validated screening tools, 718
with her consent, and screening
should be applied equally to all

isproportionately affect I
women of racial or ethnic
minorities,2%-23 prompting some te
develop universal urine toxicology
testing protocols at the time of
delivery.2¢ Although urine toxicology
tests can provide objective evidence
of drug use at 1 point in time,
they do not enable providers to
determine the frequency of use or to
characterize the frequency or degree
of use.2526 Studies comparing the
difference between verbal screening
and urine drug testing are mixed; 1
study found superior identification
with verbal screening and another
identified individuals with positive
urine drug test results who were
not previously known to have used
opioids.}724 Consistent with ACOG
policy, informed consent should
oceur at the time of drug testing
and a woman should be informed
how a positive test result will be
used for both medical treatment and
reporting to child welfare agencies.!®

Drug screening and testing in
pregnancy should be used to identify
women with substance use disorder
and enable access to comprehensive
treatment. Access to comprehensive
prenatal care and treatment of
women with substance use disorders
is associated with fewer preterm
deliveries, small-for-gestational-age
infants, and infants with low birth
weight27-3¢ The literature suggests
that pregnancy can motivate women
with substance use disorders to

seek treatment.3! However, there
remains a dearth of comprehensive
treatment programs geared toward
‘pregnant and parenting women. Only
19 states have treatment programs
specifically designed for pregnant
women.3? Furthermore, only 15%

of current treatment centers across



the country offer specific services
for pregnant women with substance
use disorders, and the majority of
these are located in urban areas??
Women with substance use disorder
report high rates of past trauma,
including physical and sexual abuse,
and need access to gender-specific,
family-friendly addiction treatment
programs, psychosocial services,
and mental health treatment,3+-36
Trauma-informed services should
be framed by an understanding of
the effects of interpersonal violence
and victimization of women with
substance use disorders, with a

21

Knowledge of substance use

during pregnancy is vital to the
pediatrician’s ability to effectively
provide care for substance-exposed
infants, For example, exposure to
opioids in utero may lead to an infant
developing NAS. The presentation

of NAS may be delayed for several
days depending on several factors
(eg timing of maternal drug use,
drug type, infant metabolism),” and
clinical signs of NAS can be vague

(eg, irritability, poor feeding). Each of
these factors creates the possibility
that a diagnosis of NAS may be
missed withuug the knowledge of

focus on creatinga based
environment to foster resiliency
and to minimize the possibility of
retraumatization.%” In addition,
pregnant and parenting women

are likely to remain in treatment

if on-site child care and child
services are provided and staff
work to develop collaborative and
nonjudgmental therapeutic alliances

opioid exp: P ially leading
to poor outcomes for infants. A7
Teamwork between all health care
providers, including but not limited
to obstetric, pediatric, family, and
addiction medicine, is vital to optimal
care of substance-exposed infants.
‘When inadequate information

about drug exposure exists, testing
an infant’s urine, meconium,

through the use of t -]

care approaches. 393 Positive
outcomes of treatment in pregnant
and parenting women who complete
treatment programs include

or ilical cord tissue can be
important in ensuring the optimal
care of the infant,

Criminal Justice Approaches to

punishment of pregnant women who
use illicit substances: these include
the American Medical Association,
the AAFP, the ACOG, the American
Public Health Association, the
American Nurses Association, the
American Psychiatric Association,
the National Perinatal Association,
the American Society of Addiction
Medicine, the March of Dimes, and
the Association of Women's Health,
Obstetric and Neonatal Nurses.51-60
Despite the strong consensus from
the medical and public health
communities affirming thata
punitive approach during pregnancy
is ineffective and potentiaily harmful,
there has been a recent increase in
the number;of states passing and
considering criminal prosecution
laws that selectively target pregnant
‘women with substance use
disorders.51-63

The existing literature supports the
position that punitive approaches

to substance use in pregnancy are
ineffective and may have detrimental
effects on both maternal and

child health. Qualitative research

iploy less in
criminal activity, and lower risk of
relapse, 4041

For women with opioid use disorder,
the abrupt discontinuation of opicids
in pregnancy can result in preterm
labor, fetal distress, or fetal demise.
Furthermore, medically supervised
‘withdrawal from opieids in opioid-
dependent women is currently not
recommended during pregnancy,
because the literature suggests

that withdrawal is associated with
high relapse rates.!6 Opioid agonist
therapy, also known as medication-
assisted treatment; with methadone
or buprenorphine has emerged as the
standard for pregnant women with
opioid use disorder.*? Opioid agonist
therapy has been shown to be safe
and effective in pregnancy?6434¢ and
is associated with improved maternal
and infant outcomes.*54¢

Use in Preg Y

In recent years, a number of state
legislatures have passed new

laws or applied existing child
endangerment laws to prosecute
preghant women for illicit drug use
during pregnancy.3248 The American
Academy of Pediatrics {AAP) first
published recommendations on
substance-exposed infants in 1990
and reaffirmed its position in 1995
that “punitive measures taken toward
pregnant women, such as criminal
prosecution and incarceration, have
no proven benefits for infant health”
and argued that “the public must

be assured of access

in pregnant women with
substance use disorders shows that
‘women may avoid prenatal care for
fear of being reported to the police
and child protective services.23.64-66
In addition, surveys of pregnant
women found that punitive laws
targeted at pregnant women who
use drugs are a significant deterrent
to obtaining regular prenatal care
and agreeing to drug testing”

and women who deliver without
receiving any prenatal care are more
likely have a history of substance
use.5® For these reasons, the AAP
supports an approach toward

to comprehensive care that meets
the needs of the substance-abusing
pregnant woman and her infant."4%50

use in p: that
focuses on a public health approach
of primary prevention, improving
access to treatment, and promoting

More than 20 national ization
have since published statements
against the prosecution and

the provider-patient r
rather than punitive measures
through the criminal justice system.



Role of Child Welfare Systems

The Child Abuse Protection and
Treatment Act mandates that

states have in place “policies and
procedures to address the needs of
infants born with and identified as
being affected by illegal substance
abuse or withdrawal symptoms from
prenatal drug exposure.$® Reporting
requirements for in utero illicit
substance exposure to child welfare
systems have been interpreted
differently by each state. More than
25% of states currently have statutes
that consider illicit substance use
during pregnancy to be reportable
as child abuse or neglect.3? Health
care providers caring for pregnant
women with substance use
disorders and their infants should

be knowledgeable about their state
requirements and be able to educate
women during pregnancy. Notably,
although the incidence of NAS has
increased in recent years,” federal
funding for child welfare systems has
not changed,” even as some state
child welfare systems are reporting
an increased workload attributable
to NAS7! In recent years, Congress
has the issue of suk
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1. The treatment of pregnant women
with substance use disorder

requirements. In addition, states
should clarify which substances

~requires a coordinated, evid
based, public health approach.
The AAP reaffirms its position that
punitive measures taken toward
pregnant women are not in the
best interest of the health of the
mother-infant dyad.

Primary prev‘ention strategies
should be bolstered to educate
the public about the addictive
potential of prescription
opioids and enhance access to
reproductive health services,
including effective forms of
contraception such as LARC.

‘The ACOG policy that universal
substance use screening of all
pregnant women via validated
screening toels such as
questionnaires should occur at
routine health care visits and at
several points throughout prenatal
care and be applied equally to alt
‘wotnen, regardless of age, race,
ethnicity, or socioeconomic status,
should be supported. If urine drug
testing is performed, a reasonable
effort to obtain a woman's informed

[

w

exposed infants in child welfare
systems; however, there has not been
a substantial increase in funding to
state child welfare systems to bolster
the response to the growing number
of opioid-exposed infants. There is an
urgent need for improved funding to
child welfare systems to ensure the
safety of infants and to promote the
‘well-being of families.

RECOMMENDATIONS

Opioid use in pregnancy is
increasingly common, with an
associated increase in opioid-
exposed infants. This critical public
health issue demands a public health
approach grounded in science. For
these reasons, the AAP recommends
the following:

be made before
collecting the sample, and the
woman should be aware of the
results and who will have access to
the resuits.

-

Access should be improved

to comprehensive prenatal

care for pregnant women with

substance use disorders, including

medication-assisted treatment
o

reporting
and explicitly define the health
care provider’s role in reporting.

o

To adequately ensure the safety of
substance-exposed infants and to
provide optimal care to families,
social support services and child
welfare systems are in need of
additional funding.

The American College of
Obstetricians and Gynecologists
supports the value of this clinical
document as an educational tool
{December 2016).
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Increasing incidence and geographic distribution of neonatal
abstinence syndrome: United States 2009 to 2012

SW Patrick™34, MM Davis™7, CU Lehman'*® and WO Cooper'**

INTRODUCTION
Neonatal abstinence syndrome (NAS) is a withdrawal syndrome
that occurs in opioid-exposed infants shortly after birth." Infants
with NAS have longer, more complicated postnatal hospitaliza-
tions characterized by a myriad of clinical signs ranging from
feeding difficulty to seizures.” Recently, NAS emerged as a
significant public heaith problem, increasing in number and
healthcare expenditures.” By 2009, one infant was born per hour
with the syndrome, accounting for an estimated $720 million in
hospital charges> The increase in NAS occuned temporally with
an increase in opioid pain refiever (OPR) use® among several
populations, including pregnant women.”®

Data from the Centers for Disease Control and Prevention
suggest that since 2009, when the most recent national estimates.
of NAS were reported, OPR use continued to increase. In 2012, the
total number of OPR prescriptions rose to 259 million, enough for
every American adult to have one bottle>'® Recent data also
highlight substantial variation in OPR use across different United
States geographic regions.” To date, however, there are no
national studies describing geographic variation in NAS, Under-
standing recent changes in NAS, including its variability in geo-
graphic regions, would inform state and local governments in
targeting public health responses.

We sought to determine whether the incidence of NAS
increased since 2009 in paraltel with the marked increase in OPR
use nationally and whether the incidence varied across the United
States. Further, we aimed to determine whether healthcare uti-
lization patterns of infants with NAS changed over time.

METHODS

Study design and setting

For this retrospective serial cross-sectional analysis, we used data from the
Kids' inpatient Database (KID) for 2009 and 2012 and from the Nationwide
[npatient Sample (NIS) for 2010 and 2011. Both data sets are compiled by
the Agency for Healthcate Research and Quallty as part of the Realthcare
Utlization Project. The KID is the largest publicly available all-payer
database for hospitalized children In the United States. The KID contains 2
to 3 milon pediatric inpatient records per year from 2500 to 4100
hospitals and is created through systematic random sampling to select
10% of uncomplicated term births and 809 of ather pediatric discharges.
This sampling strategy gives the KID statistical power o evaluate rare
conditions and provide more precise point estimates for all pediatric
conditions.”” The NIS s the largest publicly availzble ail-payer inpatient
database in the United States, contalning more than 8 million hospital
stays sampled from a 20% stratlfied sample of 1000 community
hospitals.'? Both the KID and NIS have been used broadly in national
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studles of pediatric®’*'* and. adult™'>'® conditions. As the study used
de-identified dats, it was considered exempt from human subjects review
by the Vanderbilt University Schoo of Medicine.

Identification of sample

Infants with ifth fonal e

Ninth Reviston, Clinical Modification (CD-9-CM) code 779.5 (drug wlmdmwal

syndrome in a newborn) appeared in any 1 of 25 diagnostic fields."” Infants

with presumed Iatrogenic NAS from medical treatment were excluded
ssing strategies described previously.® KID and NIS provide data for hospitel

births using ICD-9-CM codes (V3000 to V3901 with the last two digits of 00"

or 01 if the patient is not transferred from another acute care hospital or

healthcare facility. Uncomplicated births are Identified using the diagnosis-

~related group code for ‘Normal Newbom' (391, version 24).1%%

Descriptive variables

Infants with NAS are more likely to have neonatal respiratory complica-
tions, feeding difficulty, seizures and low birthweight." Clinical character-
istics of infants were obtained using the following /CD-9-CM codes In
any one of the diagnostic fields during the birth hospialization:
transient tachypnea of the newbomn (7706), meconium aspiration
syndrome (770.11, 770.12), resplratory distress syndrome (769, other
neonatal respiratory diagnoses (770.x excluding above cades and 7707),
feeding difficulty (779.3x), concern for sepsls {771.81), jaundice {774x) and
seizure (7790, 780.3). Additional descriptive variables, including primary
payer (private, Medicaid, uninsured and other) and sex were provided in
the KID and NS,

Outcome variables

Nationai incidence rates of NAS were estimated by dividing the total
number of infants with NAS by the total number of hospital births and
expressed as incidence per 1000 births. Beginning in 2012, the KID and
NS samples increased, providing sufficient reflability to create estimates by
the United States Census Bureau gecgraphic division. Length of stay (LOS)
data were obtained from the KID and NIS; as infants not recelving
pharmacatherapy for NAS are unlikely to have LOS >6 days,| we
Evaluatad LOS for 21 infants with NAS 2 then for infants with NAS who
had a LOS > & days {presumed pharmacalogicay treated). Throughout the
article we will refer to infants presumed to be pharmacalogically treated
as ‘pharmacologically treated". Hospital charges were obtained from the

KID and NIS and adjusted to 2012 US3.'"® Missing charges (< 3%) were
imputed using a regressian approach using the command ‘impute’ with
diagnosis-related groups, LOS, age and NAS as predictors. Mean charges
before and after imputation were compared and were not significantly
different; data with imputed values are presented.

Data analysis

Statistical analyses were conducted using Stata version 13.1 (StataCorp,
College Station, TX, USA). For all analyses; survey weights provided by
Healthcare Utllization Project were applied to facilitate nationally
representative estimates. For 2012, differences in clinical characteristics
and primary payer for infants with NAS versus all other hospital births were
assessed. Trends for LOS and hospital charges were evaluated using

varlance-weighted [east squared regression’ NAS incidence rates were
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Figure 1. Incidence of neonatal abstinence syndrome per 1000
hospital births in the United States, 2009 to 2012. Data obtained
from the Kids' Inpatient Da\abase for 2(!)9 md 2012 and from the
Nationwide Inpatient Sampie 2011, 2009: 34 (95%
confidence interval (Cl) 3.2 to 36)' 201 D' 4,8 (95% Cl143105.2); 201 1:
5.0 (95% Cl 44 to 5.4); 2012: 58 (95% C1 55 t0 6.1).

2011 2012

Table 1. Characteristics of Infants with neonatal abstinence syndrame vs all other hospital births, 2012
Infants with peonatal abstinence syndrome (N=21 732) All other Povalue
hospital births (N=3716916)
N % N %
Female 9902 456 1817513 489 <0001
Clinical characteristics
Low birthweight 5308 244 267885 72 <0001
Respiratory diagnoses
“Transient tachypne: 2552 17 113483 3 <0001
Meconium Aspiration syndrome 613 28 1323 04 <001 |
Respiratory distress syndrome 577 45 74001 20 <0401
7134 328 708872 181 <0.001
Feeding difficulty 3765 173 111288 30 <0001
Seizy 309 14 4208 01 <0001
Sepsis 3218 148 81835 22 <0.001
Insurance <0001
Private 2688 124 1717308 462
Medicaid 17717 815 1726432 464
Uninsured 853 38 144137 39
er 405 19 118918 32
Paint estimate {standard error) N for NAS=21732 2 (8575 unweighted sample 1=16254. Pont esimete (stencard aro) N for i other hosplal
births =3 716916 (35 864); unweighted sample n=
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by US Census Division, 2012
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figure 2. Incidence of neonatal abstinence syndrome per 1000 hospital births by US Census Bureau geographic division, 2012.
Division 1 {New England): Maine, New Hampshire, Vermont, Massachusetts, Rhode Isiand and Connecticut. Division 2 (mid-Atlantic):
New York, Pennsylvania and New Jersey. Division 3 (East North Central): Wisconsin, Michigan, Hinols,indana and Ohio, Diviion 4 (West North
Central): Missouri, North Dakota, South Dakota, Nebrasks, Kansas, Minnesota and lowa, South Atiantic): Delaware, Maryland,
Distict of Columbia, Virginia, West Virginia, North Caraling, South Carolina, Georgia and Florida, Division 6 (East South Centraik Kenmucky

Tennessee, Mississippi and Alabama. Di

Hawail.

calculated by division (nine overall: New England, Mid-Atlantic, East North
Central, West North Central, South Atiantic, East South Central, West South
Central, Mountain and Pacific) for 2012. Maps were generated to
evaluate geographic variation of NAS using the spmap command'®
in Stata, with map data obtained from the National Oceanic and
Atmospheric Administration.”® Throughout our analysis, all tests were
two sided, with data reported with standard errars or 95% confidence
intervals (Cls).

RESULTS

In 2012, there were an estimated 21 732 (95% CI: 20052 to 23 413)
infants diagnosed with NAS and 3716916 (95% Ck 3607 375 to
3826 456) other hospital births. Infants with NAS were more likely
to have complications than other hospital births, including low
birthweight (24.4% vs 7.2%), transient tachypnea of the newbom
(11.7% vs 3.1%), meconium aspiration syndrome (2.8% vs 0.4%),
respiratory distress syndrome (4.5% vs 2.0%), jaundice (32.8% vs
19.1%), feeding difficulty (17.3% vs 3.0%), seizures (1.4% vs 0.1%)
and possible sepsis (14.8% vs 2.2%; P < 0.001). Infants with NAS

ision 7 (West South Central): Oklahoma, Texas, Arkansas
idaho, Montana, Wyoming, Nevada, Utah, Colorado, Arizona and New Mexico. Division 9 (Pacific): Alaska, Washington, Oregon,

and Loujsiana. Division 8 (Mountain):
California and

were also more likely than other hospital births to be insured by
Medicaid (81.5% vs 46.4%; P < 0.007; Table 1).

From 2009 to 2012, incidence (95% CI) of NAS increased
from 3.4 (3.2 to 36) to 5.8 {55 to 6.1) per 1000 hospital births
overall (Figure 1). By 2012, approximately one infant was born
utes in the United States with the syndrome.
There was significant geographic variation in NAS diagnoses.
in the most recent studyyear, the East South Central division
(Kentucky, Tennessee, Mississippi and Alabama) had the
highest incidence of NAS at 16.2 (124 to 18.9) per 1000 hospital
births compared with the West South Central division (Oklahoma,
Texas, Arkansas and Louisiana) that had the lowest
national incidence rate of 2.6 {23 to 2.9) per 1000 hospital births
(Figure 2),

From 2009 to 2012, there was no significant change in overalf
mean LOS for all NAS infants, pharmacologically treated NAS
infants and for uncomplicated term infants with mean LOS in 2012
of 169 (160 to 17.7), 230 (222 to 238) and 2.1 (21 to 2.1)
days, respectively. Inflation-adjusted mean hospital charges
increased for all groups and in 2012 reached $66 700 {61 800 to
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Table 2. Mean length of stay and inflation-adjusted hospital charges for all infants with neonatal abstinence syndrome, infants with neonatal
abstinence syndrome with a length of hospital stay >6 days and uncomplicated term infants, 2009-2012

Year 2009
N (95% €l

2011
N (5% Ci)

2012
N (95% Cl}

2019
N (95% )

Neonatal abstinence syndrome
Mean length of stay (days)
Mean hospital charges (2012 USS)

16,5 {159-17.2)
53800 {49 400-58 300)
Pharmacologically treated nzono'tal obsthence syndrome

Mean length of stay (days) 7 (21.9-234)
Mesan hospital dﬁl’g- (2012 us$) 75 700 (69 500-82 £00)

Uncomplicated term infart

17.2 (158-18.5)
59000 (49 600-68 400)

29
8n 500 (68 000-93 100)

166 (15.1~18.1)
62300 (5290071 700)

169 (16.0-17.7)
66700 (61 800-71 600)

(216-24.1) 228 (21.5-24.2)

87700 (76 300-99 100)

230 (22.2-238)
93400 (86900100000}

Mean length of stay (days) 21 1-21) 21 (21-2.1) 21 21-2.1) 21 (2.1-2.1)
Mean hodpltl charges (012 USS) 2800 ¢ 3500 3700 (3400-3; 3500 (3400-3600)
Abbreviation: G}, confidence ntetval. All USS inflation adjusted to 2012 and rounded to nearest hundred.
Table 3. Aggregate hospital charges by primary payer for neonatal abstinence syndrome, 2009-2012
Year 2009 2010 201 2012
Total charges () SE(S)  Total charges ($)  SE(S) - Total charges (S} SE(S)  Total charges(s)  SE(S)  p-fortrend
Private 133553300 11176700 167466500 24810000 208363300 30929400 202233600 12054400 <0001
Medicaid 563809300 33650300 865649700 79181000 - 903654700 94344100 1170206600 68789500 <0001
Uninsured 20079300 1603200 35995700 4906100 30842700 4735100 40370800 3004500 <0001
Other 14248300 2628000 29379400 6807 800 30117700 8011000 33395300 4890800  <0.001
Tota! 731841300 40290000 1098996200 98050800 1174848900 117316500 1449 383600 76698100  <0.001

All USS inflation adjusted to 2012 and rounded to nearest hundred.

71600) for infants with NAS, 393400 (86900 to 100000) for
pharmacologically treated NAS infants and $3500 {3400 to 3600)
for uncomplicated term infants (Table 2).

During the study period, the aggregate hospital charges for NAS
nearly doubled from an estimated total of $731 841 300 in 2009 to
$1449 389600 in 2012. Through alt study years the majority of
hospital charges were attributed to state Medicaid programs,
growing from §563 809300 to $1 170206 600 (Table 3, P < 0.001),

DISCUSSION
The incidence of NAS in the United States nearly doubled durlng
our study period and has grown nearly fivefold since 20005 NAS.
results in longer, more costly and complicated hospital stays
compared with other hospital births. The rapid tise in NAS parallels
the increase in OPR use in the United States, suggesting that
preventing opioid overuse and misuse, especially before preg-
nancy, may prevent NAS. NAS is a rapidly increasing public health
problem that merits a focused public health approach to mitigate
its now far-reaching impact.

We found significant geographic variation in NAS that parallels
variations in OPR prescription.” We found high rates of NAS in

feeding difficulties, possible sepsis and sefzures—all of which
may have contributed to longer LOS compared with other hospital
births. More difficult to measure are the associated costs to
families affected by the syndrome. Hospitalization for NAS most
commonly involves an admission to a neonatal intensive care unit
that disrupts maternal and infant bonding. Preventing MAS wilf
prevent the clinical complications of the syndrome and potentially
improve the outcomes mat are more difficult to measure,
including maternal attachment

infants with NAS had an overa!l mean LOS of 16 days and
those requiting pharmacologic treatment had a mean LOS of
23 days. We hypothesize that overall mean LOS is poshively
skewed by some Infants who are non-pharmacolegically treated
or show minimal signs of withdrawal. Interestingly, LOS did not
change significantly for either group during the study period, Care
for NAS Is variable,*? and research suggests thm LOS may
have decreased with protocol adherence,?® use of clonidine
as an adjuncy** breastfeeding when appropriate \fov examzple,
when the mother is enrolled in treatment), %"
and 2 site of Jare outside of the neonatal m'!ensnve care unit
environment=*

Notably, same cases of NAS in our cohort fikely occurred in the

New England (Maine, New Vermont,
Rhode istand and Connecticut; 13.7, 95% CI: 12.5 to 14.5) and the
East South Central (Kentucky, Tennessee, Mississippi and Alabama;
16.2, 95% CI: 124 to 18.9) divisions. The New England division
contains two of the top five prescribing states of long-acting OPR
{Maine and New Hampshire) and the East South Central division
contains three of the top five prescribing states of short-acting
‘OPR {Alabama, Tennessee and Kentucky),” further supporting the
association between increased OPR prescription and NAS.

As expected, we found that infants with NAS were more likely to
have low birthweight, significant respiratory complications inciud-
ing meconium aspiration and respiratory distress syndrome,

setting of d treatment (MAT) with methadone
or buprenorphine. For pregnant women with opioid dependency,
current evidence suggests that enrofiment in_MAT improves
pregnancy outcomes including preterm birth3'3? However, the
literature supporting MAT in pregnancy was developed in the
context of heroin use; data supporting optimal management of
pregnant women with OPR dependency are limited® With
increasing use of OPR in pregnancy,” there is an urgem need for
research to guide appropi of O
in pregnancy.

Nationally, over 80% of infants with NAS are enrolled in state
Medicaid programs, accounting for the majority of the estimated




$1.5 billion in total hospital charges for the syndrome, Given the
length of NAS-related hospital care, some states incur substantial
expenditures in their Medicaid programs for NAS, For example,
the Tennessee Medicaid program estimates that infants with NAS
accounted for 1.7% of live births but 13.0% of expenditures on
births in 2012.% In addition to administering and partially funding
Medicaid, states aiso regulate prescribers and pharmacists.
Therefore, states are well positioned to employ public health
interventions aimed at preventing OPR misuse. Prescription drug
‘monitoring programs are an intervention employed in every state
éxcept Missouri.** Prescription drug monitoring programs vary in
scope and structure and are a tool to prevent behaviors that
increase risk of OPR-related complications (for example, targeting
doctor shopping to mitigate risk of overdose death).

Limitations
Our study contains limitations that merit discussion. First, our
reliance on ta may lead to bias.

There are few studies comparing administrative to clinical data,
however, one study nmd that administrative data systematically
underreported actual NAS,** Next, it is possible that the increase in
NAS we observed is secondary to observer bias, as the syndrome
has received significant attention recently. However, the temporal
Increases in NAS we observed mirror national increases in OPR use
and adverse effects (for example, overdose deaths) attributed to
their use. Further, our finding of significant geographic variability
in the diagnosis of NAS correlated with geographic variations in
use and adverse effects in the United States” In addition,
it is important to note that hospital charges do not equal hospital
costs and do not include professional fees. In our analysis, we
assumed that infants with NAS who had a LOS < 7 days were not
pharmacologically treated; however, this may not always be true,

CONCLUSION

NAS has grown nearly fivefold since 2000, accounting for an
estimated $1.5 billion in annual hospital expenditures across the
United States. This costly public health problem merits a public
health approach to alleviate harm to women and children. Federal
and state policymakers should be mindful of the impact the OPR
epidemic continues to have on pregnant women and their infants,
and consider these vulnerable populations in efforts aimed at
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Recently, sales of opioid pain
relievers (OPRs) in the United States
have surged.! Complications of this
increase have affected a wide range
of the US population, including -
pregnant women and their infants.23
Neonatal abstinence syndrome
(NAS) is a postnatal withdrawal
syndrome, initially described among
heroin-exposed infants,* that
presents with a wide array of clinical
signs ranging from feeding
difficulties to seizures. From 2000
to 2009, the number of infants in the
United States diagnosed with NAS
grew nearly threefold, temporally
associated with a fourfold increase in
OFR prescriptions.8 By 2009, one
US infant was born per hour with
NAS, accounting for $720 million in
national health care expenditures.s
Despite this temporal association, no
large population-based studies have
explored the assoclation between
OPR use in pregnancy and NAS.

Factors that determine which
exposed infants will develop NAS are
poorly understood. Rates of NAS
among infants exposed to heroin or
maintenance medications are
reportedly as high as 80%.57 For,
infants exposed to maintenance
medications, risk of NAS seems
unrelated to opioid dose®?; however,
the association of cumulative opioid

35

METHODS

Study Design and Setting
This retrospective, I

hydrochloride) medications. Opioid”

doses were converted to morphine

milligram equivalents by using
blished conversion guidelines to

cohort study was conducted by using
data from TennCare, Tennessee's
Medicaid program; outpatient
prescription claims were linked to
vital records and hospital and
outpatient administrative data, These
resources have been used extensively
to assess the safety of medications
during pregnancy.’3-16 Medicaid
serves as an ideal program to study
NAS because an estimated 80% of
infants with NAS nationwide are
enrolled in state Medicaid programs.§

The present study was approved with
a waiver of informed consent by the
Vanderbilt University institutional
review board, the State of Tennessee
Department of Health, aud the Bureau
of TennCare,

Cohort Assembly

Maternal and infant dyads were
included in the study if: (1) the
mother was 15 to 44 years old at the
time of delivery; (2) the mother had
been enrolled in TennCare at least
30 days before delivery; and (3) the
infants were enrolled in TennCare
within 30 days after delivery. Last
menstrual period and date of delivery

* were obtained from vital records.}”

were included if the birth

exposure for OPRs
and NAS has not been studied. Some
reports suggest that the use of
tobacco and coprescription of
selective serotonin reuptake
inhibitors (SSRIs) may also increase
the likelihood of developing
NAS.18-12

Using a large retrospective cohort of
pregnant women, our objectives
were to identify neonatal
complications associated with
antenatal OPR exposures and to
determine if antenatal cumulative
prescription opioid exposure, opioid
type, number of cigarettes smoked
daily, and SSRI use were associated
with a higher likelihood of
developing NAS.

occurred between January 1, 2009,
and December 31, 2011. Of a total
134450 births, 112 029 met our
inclusion criteria (83.3%).

Exposures

The study’s primary exposure of
interest was any prescription opioid
fill during pregnancy identified from
‘TennCare pharmacy claims data.
‘TennCare pharmacy files contain
information on all outpatient
prescriptions that are reimbursed by
TennCare. Opioid drug types were
categorized as short-acting (eg,
oxycodone hydrochloride), long-
acting (eg, oxymorphone
hydrochloride extended release), or
maintenance (eg, buprenorphine

facilitate meaningful comparisons.}®
Duration of opioid use was defined as
the period between the prescription
start date and the end of the days of
supply (allowing up to a 5-day
carryover period from previous
prescriptions). SSRI prescriptions
filled within 30 days before delivery
were captured. Information on
tobacco use during pregnancy was
obtained from birth certificates and
from claims by using International
Classification of Diseases, Ninth
Revision, Clinical Modification {ICD-9-
CM),1? diagnostic codes (tobacco:
305.1, V15.82, 989.84, and 649.0x).
Data regarding the number of
cigarettes smoked per day were
obtained from birth certificates, and
medication costs were obtained from
TennCare pharmacy expenditures.
Antenatal exposure to
benzodiazepines?® has been
associated with more severe NAS
among opioid-exposed infants and
was considered in our evaluation;
however, the use of these drugs was
rare in the study population (167 of
112 029) due to TennCare policies
and was not included.

Descriptive Variables, Demographic
Characteristics, and Outcomes

Maternal Characteristics

Demographic information was
obtained, including maternal age,
education (number of years), birth
number (parity), and race from birth
certificates. Given that the literature
describes opioid-using populations to
be at increased risk of hepatitis B2
hepatitis €212 HIV,23
depression,?4-26 and anxiety?? data
regarding these conditions were
obtained from birth certificate data
and from outpatient and hospital
administrative records by using
diagnostic codes {hepatitis B: 070.2x
and 070.3x; hepatitis C: 070.41,
070.44, 07051, 070.54, and 070.7%;
HIV: 042, 079.53, and V08;



depression: 296.2x, 296.3x, and 311;
and anxjety disorder: 300.x). Acute
pain, chronic pain, headache or
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770.12), respiratory distress
syndrome (769.x), other neonatal
respiratory diagnoses (770,

maternal race (white, African
American, and other) as predictors.
‘The nonlinear relationship of

the i codes

variables was

migraine, and k

diseases were identified by using
1CD-9-CM codes (acute pain: 338.1x;
chronic pain: 338.2x; headache or
migraine: 339.x, 346, and 784.0;
diseases of the musculoskeletal
system and connective tissue:
710.x-739.x) as potential OPR
indications. Lastly, we identified
‘women with opioid dependency
(opioid-type dependence: 304.0x;
combinations of opioid type drug
with any other drug dependence:
304.7%).

Outcome

Infants with NAS were identified if the
1CD-9-CM code 779.5 (drug
withdrawal syndrome in newborn)
appeared in any diagnostic field
during the birth hospitalization. To
establish the accuracy of
administrative coding for NAS, a chart
review was performed of 228
randomly selected cases and noncases,
Using a standard definition of NAS as
a reference, ICD-9-CM-based
identification yielded an 88.1% (95%
confidence interval [CI}: 83.3-91.7)
sensitivity and a 97.0% (95% CI:
93.8-98.5) specificity (Supplemental
Information Appendix A). Infants were
further dlassified as having: (1) no
opioid exposure; (2) oploid exposure
without NAS; or (3) NAS.

Infant Characteristics

After establishing our cohort, our goal
was to describe the clinical
characteristics of each infant based

a priori on the literature, NAS is
characterized by respiratory
symptoms, feeding difficulties, and
seizures. Opioid-exposed infants and
infants with NAS are also more likely

to be born preterm or with a low birth _

weight® Gender, gestational age, and

birth weight data were obtained from

birth certificates. Clinical signs of NAS,
including transient tachypnea of the
newborn (770.6), meconium
aspiration syndrome (770.11 and

8
and 770.7), feeding difficulty (779.3x),
and seizure (779.0 and 780.,3), were
obtained from hospital claims. Infants
with NAS might be at greater risk for
concerns of sepsis (771.81)
considering their clinical presentation
{eg, irritability, respiratory distress),
and they may also be at an increased
risk of jaundice {774.x) due to feeding
difficulties. We evaluated for
necrotizing enterocolitis (777.5x),
given that some authors have reported
an association between this condition
and NAS?8 Lastly, we examined the
risk of hemolytic disease (773.x)
among infants with NAS because of
the possibility of previous maternal
intravenous drug use.

Data Analysis

‘The Wilcoxon rank-sum test and

;(l tests were used where appropriate
for bivariate analyses. Candidate
predictors of NAS were established

a priori from the literature. The level
of missing data in our predictors was
evaluated; <1% of missing data was
found for all variables except number
of cigarettes smoked per day, which
had 5.6% missing. Birth weights
<400 g were deemed unreliable and
considered missing. To account for
missing data, we used the dregimpute
function for multiple imputation by
using predictive mean matching?%30
with 5 imputations. Because of the

for by using restricted cubic splines
for all variables except morphine
milligram equivalents, which were
cube root transformed and fit by
using a quadratic function to account
for skewness.?? Results for nonlinear
predictors are presented graphically
(with P values for tests of association)
because odds ratios would compare
arbitrary data points and may not
fully capture their nonlinear
relationship with the primary outcome
(ie, NAS}. Interactions were tested
between opioid type X cumulative
opioid exposiire, number of cigarettes
smoked per day X cumulative opioid
exposure, opioid type X number of
cigarettes smoked per day, and SSRI X
cumulative opioid exposure.

Because OPR use eatly in pregnancy
would likely not result in NAS, 2
supplemental analyses restricted to
opioid prescriptions were performed
that continued through the final 30
and 14 days of pregnancy to
determine If restriction to these
subsets changed our results. Cost
estimates were created by using
TennCare pharmacy expenditures
and previously published estimates of
NAS hospitalization charges.6 All
dollars were adjusted to 2011 US
dollars by using the Consumer Price
Index.31 Statistical analyses were
completed by using R version 3.1.0.
{R Foundation for Statistical

small numbers of long: g opioids
(n = 177), this group was combined
with maintenance opioids for the
statistical analyses. Using our entive
cohort of 112 029 pregnant women,
a logistic regression model was fit
with NAS as the outcome and
cumulative opioid exposure, opioid
type (short-acting, long-acting, or

Co Vienna, Austria)®2 and
Stata version 13.0 (StataCorp, College
Station, TX).

RESULTS

Among the 112 029 pregnant women
in our sample, 31 354 (28.0%) were
prescribed at least 1 OPR during

), number of cjj
smoked per day, SSRI within 30 days
of delivery, infant gender, birth
weight, multiple gestations, year of
birth, birth number (parity), maternal
age, maternal education, and

. Compared with women
with no opioid exposure, women
taking OPRs were more likely (P <
{001) to be white {72.4% vs 65.8%);
have depression {5.3% vs 2.7%),
anxiety disorder (4.3% vs 1.6%),



headache or migraine (8.3% vs 2.0%),
and musculoskeletal disease {23.7%
vs 5.8%); use tobacco (41.8% vs
25.8%); and be prescribed an SSRI
within 30 days before birth (4.3% vs
1.9%) (Table 1).

Among women prescribed opioids,
the majority received short-acting
medications (n = 30 192 [96.2%]);
fewer received maintenance
treatment of opioid use disorder (n =
853 [2.7%]) or long-acting
preparations (n = 177 [0.6%])
(Supplemental Table 4). Median
(interquartile range) cumulative
morphine milligram equivalents were
higher among those using
maintenance medicatiens (18 480
[8160-37 232]) compared with those
using long-acting preparations (4029
[1508-10 800]) or short-acting
preparations (150 [75-373]; P <
.001). Median {interquartile range)
amounts paid for OPRs per individual
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were $1317 (586-2598) for
maintenance treatment, $208
(53-756]) for long-acting
preparations, and $8 {5-16) for
short-acting preparations. Within the
last 30 days of pregnancy, 8835
‘women were prescribed OPRs, 93.6%
of whom received a short-acting
preparation (Supplemental Table 5).
Lastly, 12 896 women received a

>7 days’ supply of opioids during
pregnancy (Supplemental Table 6).

In our cohort, a total of 1086 infants
were diagnosed with NAS, 701 (65%)
of whom had mothers with at least 1
OPR prescription during pregnancy.
Between 2009 and 2011, the
quarterly rate of NAS among infants
in TennCare rose from 6.0 to 10.7 per
1000 births (P < .001) (Fig 1). NAS
occurred more frequently among

exposed to short-acting preparations
(1.4%) (Supplemental Table 4).
Infants with NAS were more likely
than other opioid-exposed and
nonopioid-exposed infants to be born
with a low birth weight (21.2% vs
11.8% vs 9.9%; P < .001) and
preterm (16.7% vs 11.6% vs 11.0%;
P < .001). Consistent with the
characteristics of the syndrome, when
comparisons were made between
nonopioid and opioid-exposed
infants, those with NAS were more
likely (P < .001) to have respiratory
diagnoses (28.7% vs 10.1% vs 8.8%),
feeding difficulties (13.1% vs 2.6% vs
2.3%), and seizures (3.7% vs 0.4% vs
0.3%). Rates of necrotizing
enterocolitis were similar among all
groups {Table 2). Every $1 spent on
short-acting and long-acting opioids

infants exposed to
opioids {29.3%) and long-acting
opioids (14.7%) than in those

TABLE 1 Maternal Characteristics According to Opioid Exposure in Tennessee Medicaid,
-2011

was
associated with $52 and $12,
respectively, in hospital charges for
infants with NAS.
After adjusting for maternal age,
education, race, infant gender, birth
‘weight, multiple births, birth number
(parity), year of birth, the interaction
of opioid type X cumulative opioid
exposure, opicid type X number of
cigarettes smoked per day, and
number of cigarettes smoked per
day X cumulative opioid exposure, the
llowing factors were ind dently

Charasteristic Ko Opioig Any Opioid P
(n = 80675) (n = 31350)
Median R Median IR
Age,y 2% 20-27 2% 21-27 <001
Education, y 12 213 12 113 <00t
Birth number 1 -2 1 -2 <ot
N % x %
Race <001
Slack 25986 322 8362 27
White 53074 658 22699 724
Other 1298 i 188 08
Maternal comorhidities
Pain
Musculoskeletal disease 430 58 7439 27 <001
Headache or migraine 1636 20 2583 83 <001
Chronic pain 4 [ 187 08 <o01
Acute pain 7 o1 182 04 <01
Infectious
Hepatitis € 328 04 358 il <0t
Hepatitis B 91 01 39 01 81
HY 144 02 3 01 013
Psychiatric
Depression 2185 27 1872 53 <001
Anxiety disorder 1279 8 1361 43 <001
Opioid dependency 154 02 22 08 <001
Additional substances used
Tobacco 20785 258 13087 418 <001
SSRI Gast 30 d of pregnancy) 1528 8 1838 43 <01

Percentages may not add to 100% because of rounding,
1R, interquartie range.

d odds of
NAS: cumulative opioid exposure for
short-acting OPRs (P < .001), opioid
type (P < .001), number of cigarettes
smoked per day (P < .001), and SSRI
use within 30 days of delivery (odds
ratio: 2.08 [95% Ck 1.67-2.60])

(Fig 2). For pregnant women exposed
to maintenance/long-acting opioids,
the risk of NAS was consistently
higher than in other exposure groups,
but the risk did not vary with
cumulative opioid exposure (P = .16).
In supplemental analyses, restricting
assessments to women who filled
OPR prescriptions through 30 and
14 days before delivery, our results
were similar to the findings from our
primary analysis {Supplemental
Tables 7 and 8, respectively).

with an in
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FIGURE 1

Rate of NAS in Tennessee Madicaid according to quarter, 2009 through 2011. P < .001.

Based on our regression model, the
predicted probability of NAS among
mothers who received OPRs during

varied greatly d

on drug type, cumulative opioid

exposure, and number of cigarettes

smoked per day. As an example,

a woman who took oxycodone

hydrochloride 10 mg every 6 hours
for 5 weeks with no tobacco or SSRI

use had a probability of delivering an

infant with NAS of 0.011 (95% CI:

0.008-0.016). In contrast, a woman
prescribed buprenorphine
hydrochloride 24 mg daily for 25
weeks, who smoked 20 cigarettes

(ie, 1 pack) per day and took an SSRI,

had a 0.366 (95% CL: 0.270-0.474)
probability of her infant having NAS
(Table 3). .

TABLE 2 Infant Characteristics for Infants With and Without NAS in Tennessee Medicaid,

DISCUSSION

In this large retrospective cohort
study of >100 000 pregnancies,
cumulative OPR exposure for short-
acting OPRs, opioid type, tobacco, and
SSRI use during pregnancy was
associated with an increased risk of
NAS. In the study cobort, nearly 1 in
3 women used at least 1 OPR during
pregnancy; 96% were
nonmaintenance prescription opioids.
Although NAS has previously been
associated with illicit opioid use, we
found that 65% of infants with NAS
were exposed to legally obtained
OPRs in pregnancy. These
associations provide compelling
evidence that OPRs and other
concurrent antenatal exposures have
a measurable deleterious impact on
infants who are more likely than
others to be born with NAS and
related complications.

Maintenance medications were
categorized separately, given that
women using maintenance
medications have different risks
and different reasons for using
opioids. For women with heroin

medications have been shown to
improve both maternal and neonatal
outcomes, including improved fetal
growth and decreased preterm

Neonatal Complications

Rates of NAS nearly doubled in
‘TennCare during our 3-year study
period, reaching 10.7 per 1000 births,
exceeding previously reported rates
of 3.4 per 1000 births.® Compared
with nonopioid-exposed infants,
those with NAS were more likely to
have neonatal complications. Opioid-
exposed infants and those with NAS
were more likely than nonopioid-
exposed infants to be born preterm
and have low birth weight. Preterm
birth imparts risk to the infant for

2009-2011 birth 33,34
Characteristic Mo Opioid Opioid NAS P
{No NAS) (No NAS) (n = 1086)
(n=80280) (1= 30851
N % N % N %

Female s908¢ 407 14988 488 502 462 2
Preterm (<37 wk) 868 110 349 1B 1 18T <001
Low hirth weight (<2500 £ 7940 98 3616 118 230 212 <00

Giinical conitions

Respiratory diagnoses W52 B8 3085 101 312 28T <00
Transient tachypnea of the newborn 2182 27 94 51 M6 134 <001
Respiratory distress syndrome ;70 27 145 34 78 70 <001
Mecorium aspiration syndrome 321 04 06 03 36 33 <001
Qtrer respirstory diagnases 451756 1965 64 177 B3 <00t
Jadndice 13965 174 5505 180 3 32 <00t
Fecting difficulty 808 23 788 26 W2 131 <00t
Sepsis ®5 19 882 - 23 78 72 <00
Seizure 20 03 o040 37 <00
Hemolytic disease 1081 13 32 11 28 26 <001

Nedrotizing enteragolitis 13802 5 02 o1 7

clinical comorbidities, including

Comparisons mads amang mutually exclusive groups of no opioid exposure and no NAS, opioid exposure and oo NAS, and

NAS, Fercentages may not add to 100% because of rounding

Value suppressed gven n <10 in cell.

p y distress syndrome,
feeding difficulties, and jaundice
(as we have shown}.
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after adjusting for maternal infant characteristics, and birth

characteristics. Graph A: Qumutative MMEg and risk of NAS for short-acting

opiaid preparations (P < 001) and long-acting/maintenance opioid preparations (P = .16). Graph B: An increasing number of cigarettes raised the risk of
NAS amang women with 0 cumulative MME (ie, receiving no tegal opioids; P <0 001) receiving a cumuilative total of 8400 MMES, which equals oxycodane
10 mg g8h X 20 weeks (P << .001), and 42 000 MMEs, which equals buprenorphine 24 mg daily X 25 weeks (P < .001). The absolute risk and 5% is of
NAS have been adjusted for cumulative opioid dose in MMEs, maternal age, maternai education, birth number, infant birth weight, year of birth, matersa
race, infant gender, multiple gestations, and interaction effects of drug type X cumulative opioid dose (P = 002), number of cigarettes smoked per day X
curmulative aploid dose (P < 001), and drug type X number of cigarettes smoked per day. Total sample = 112028 mother-infart dyads, 30 651 mothers

with OPR use, and 1086 infants with NAS.

In this study cohort, opioid dose for
short-acting opioids, tobacco use, and
SSRI use were strongly associated
swith NAS. Similar to previous smailer
studies, we found that dose of
maintenance opioids did not modify
the risk of NAS.®® Furthermore, our
findings provide important
information that builds on previous
studies of OPR use in pregnancy335.26
and several publications describing
tobacco and SSRI use in the context of
opioid maintenance.19-12 Both
tobacco and SSRIs have been
described in the literature as having
individual withdrawal syndromes and
unique toxidromes.® Nevertheless,
these exposures could also be
associated with a constellation of
other risk factors that may be difficult
to measure directly (eg, substance
abuse) and account for in our
analyses. Polysubstance exposure is
commen among infants with NAS,
raising the possibility that observable
clinical signs (eg, hypertonia) may not
be solely attributable to opioids. In
many instances, clinical signs
compatible with NAS may be due to
multiple withdrawal syndromes and
occurring

State Policies

The association of increasing use of
OPR, overdose deaths, and NAS
garnered the attention of many state
and federal policymakers.37 States
license and regulate prescribers and
pharmacists, and they are financially
responsible for the care received by
~B0% of infants with NAS through
Medicaid programs.538 Nearly all
states have implemented prescription
drug monitoring programs*® that aim
to reduce diversion and misuse of
OPR by identifying high users and
high-risk behavior {eg, “doctor and
pharmacy shopping”). Tennessee’s
program began in 2006 as an optional
resource for providers and
pharmacists. In 2013, the state
instituted a requirement that the
program must be queried before
prescribing most controlied
substances,*® Qur study found that
~30% of pregnant women in
TennCare were prescribed at least 1
opioid before these policy changes. It
will be important moving forward to
evaluate the impact of new state
policies on reducing opioid use in
pregnancy and the incidence of NAS,

Furthermore, innovative strategies to
enhance prescription drug
monitoring databases by including
risk predictions of adverse outcomes
such as NAS and overdose deaths*?
should be piloted and evaluated.

Variable Risk

The American Academy of Pediatrics
r ds that all opioid-exposed
infants be observed in the hospital for
4 to 7 days after birth However, our
data suggest there was a wide
variability in an infant’s risk of drug
withdrawal based on opioid type,
dose, SSRI use, and number of
cigarettes smoked per day by the
mother (Fig 2, Table 3). Future
studies should evaluate new care
models for opioid-exposed infants at
different risk levels of developing
NAS. For instance, some low-risk
infants ay be safely discharged from
the hospital sooner, whereas high-risk
infants may require longer hospital
observation.

Limitations

Our study does have several important
limitations to consider, similar to other
studies that rely on accurate coding of
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TABLE 3 Probability of NAS According ta Varying Exposures of Short-Acting Opioids and Maintenance Opisids, Tobaceo, and SSRI Use

Variable

ShorkActing (eg, Oxyoodone

10 mg gbh

(eg, ide Tablet)
24 mg q24h

Probabliity {95% 0O

Probability (85% Cl)

5wk duration

No cigarette use, SSRI use

5 cigarettes/d, no SSR

§ cigarettes/d, SSRI

20 cigarettes/d, no SSRI

20 cigarettes/d and SSRi use
ik duration

No cigarette use, SSRI use

5 cigarettes/d, no SSRI

§ cigarettes/d, SSRI

20 cigarettes/d, na SSRI

20 cigarettes/d and SSRI use

0011 (6.008-0.016)
0,025 (0.016-0.034)
0.028 (0.020-0.033)
0,053 (0.033-0.071)
0057 (0.029-0.047)
0,074 (0.056-0.096)
0.048 (0.028-0.081)
0.095 (0.055-0.158)
0,073 (0.045-0.115)
0.141 (0.088-0.220)
0.104 {0.068-0.156)
0.196 (0.129-0.285)

0.132 (0.085-0.188)
0241 {8.157-0351)
0.165 (0.123-0.219)
0.283 {0.217-0.383)
0.178 (©.157-0.231)
0314 (0.235-0.389)
0.163 (0.103-0.247)
0289 (0.188-0.416)
0172 (0.123-0.236)
0303 (0.218~0.404)
0.216 (0.156-0.291)
0.386 (0.270-0474)

Resuts shown after adjustment for maternal age, education, race, infant gender, hirth weight, year of birth, interastion drug type and cumulative opioid exposure (0.0002), interaction of
number of cigarettes smoked per day and cumulative opioid exposure (P < 00f), and interaction of drug type end number of cigarettes smoked per day.

Probability ean be interpreted as = 100% certainty that an event will ocour, and 0 = 0% certainty that an evont wil occur, As an example, a prabability of an utoome equal to 037 can be
interpreted as among a semple of 100 patients, 37 will have the predicted outcome.

As an example, a woman taking oxycodone hydrochiaride 10 mg every & hours for 5 weeks with no tobacao or SSRI use had 2 probability of defivering an infant with NAS of 0,011 (95% Ct:
0.008-0.016). I contrast, & woman prescribed buprenorghine hydrochioride 24 mg daily for 25 weeks smaking 20 vigarettes Ge, 1 pack) per day and taking S3RIs had a'0.368 (95% C:
0.270-0.474) probability of delivering an infant with NAS.

hospital administrative and vital
statistics data. Both errors of omission
and commission are possible, leading
to misclassification bias; however, our
medical record review suggested that
potential misclassification of outcomes
was likely to be small. Next, we did not
directly observe women in our cohort
taking the prescribed OPR. It is
possible that OPR medications were
ot taken as prescribed, resulting in

equivalents, although the accepted
standard, may not create perfect
comparisons of various OPRs. Finally, it
is possible that opioid prescribing is

a surrogate for other unmeasured risk
factors for NAS; residual confounding
cannot be completely ruled out.

CONCLUSIONS
‘The use of commonly prescribed,

inappropriate OPR and tobacco use in
pregnancy. Prescribing opioids in
preguancy should be done with caution
hecause it can lead to significant
complications for the neonate.
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THE HIGH COST OF WORKING: My daughter has begun the search for a summer
Joborinternship. Lastyear, she was quite fortunate asshe found a paid internship in
a city only 5 hours from where we live. The company, a provider of wellness pack-
ages, seemed a great fit given my daughter's interest in athletics and communication.
That she was actually paid to rotate through the different departments and assistin
avariety of functions made the experience all the more remarkable. One of my sons,
looking for a position overseas, has not been so fortunate,

As he has found out, and as reported in The New York Times (Education Life:
February 5, 2015}, few paid overseas internships exist. Students either volunteer or
pay someone else for the opportunity to do an internship. The demand for overseas
positions is high. During the 2012-13 year, approximately 40,000 Americans
participated in for-creditinternshipsor interned, worked, or volunteered abroad for
nocredit. Given the de d for positic wpanies have sprung up to arrange for
internships in a wide array of industries across the globe. While the experiences can
be quite gratifying and many students report that the experience helped them find
ajob back home inthe US, the costs of obtaining the internship can be high. Students
may have to pay between $8,000 and $15,000 for a six to eight week experience. The
costofthe flight and food ditional. While tive of overseas learning
experiences, I am having a bit of trouble digesting the concept of paying so much
‘money for the opportunity. I am hoping that my children find summer internships
close to home.

Noted by WVR, MD
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[SUMMARY STATEMENT OF STEPHEN PATRICK]

The number of infants diagnosed with neonatal abstinence syndrome, a post-natal
drug withdrawal syndrome that most commonly occurs after in utero exposure to
opioids, grew nearly 7fold from 2000 to 2014. By 2014, one infant was born every
15 minutes in the US with the syndrome. The rise of neonatal abstinence syndrome
occurred with concurrent increases in opioid use and opioid use disorder among
pregnant women. The 21st Century Cures Act, the Comprehensive Addiction and
Recovery Act and the Protecting Our Infants Act moved forward important child
health priorities addressing the opioid epidemic. These important pieces of legisla-
tion may benefit from additional action, funding and implementation efforts. In ad-
dition, Congress could consider several actions to improve outcomes for pregnant
women and infants impacted by the opioid epidemic, focused on prevention, expan-
sion of opioid use disorder treatment, improving care for opioid-exposed infants and
improving outcomes after discharge by bolstering the child welfare system and early
intervention systems.

The CHAIRMAN. Thank you, Dr. Patrick.
Dr. Bell, welcome.

STATEMENT OF WILLIAM C. BELL, PH.D., PRESIDENT AND
CEO, CASEY FAMILY PROGRAMS, SEATTLE, WA

Dr. BELL. Good morning, Chairman Alexander, Ranking Member
Murray, and honorable Members of the Committee. My name is Dr.
William C. Bell, and I'm the President and CEO of Casey Family
Programs, the Nation’s largest operating foundation focused on
safely reducing the need for foster care and building communities
of hope for children and families across America.

Casey Family Programs works in all 50 states, the District of Co-
lumbia, Puerto Rico, and the U.S. Virgin Islands, and with more
than 16 tribal nations to influence long-lasting improvements to
the safety and success of children, families, and the communities
where they live. I thank you for the opportunity to be here today
to discuss the disruption and trauma the opioid crisis is causing for
our children, families, and communities.

Data and our work with states and communities show that pa-
rental substance abuse is a key reason that the number of children
being separated from their families and placed into foster care has
been increasing significantly since 2012. As you’ve heard, approxi-
mately 270,000 children entered the foster care system in fiscal
year 2015.

Governors, mayors, child welfare leaders, nonprofit leaders, and
tribal leaders across the country have been working tirelessly to
overcome the challenges they face on a daily basis as they struggle
to support and strengthen the families impacted by this opioid cri-
sis. Increasingly, challenges involving recruiting foster parents,
providing treatment services, treating babies born with prenatal
exposure, and healing the mental trauma experienced by families
have left child welfare systems strained and challenged to target
resources in the best way to help families in devastated commu-
nities.

There should be nothing more important to our Nation than en-
suring the safety of our children and ensuring that they have the
opportunity to grow up surrounded by a community of hope. I ap-
plaud this Committee for its leadership in the passage of the Com-
prehensive Addiction and Recovery Act of 2016. Among its provi-
sions, CARA strengthened the requirement that states have infant
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plans of safe care in place that address both the needs of the infant
and the needs of their parents. This legislation and the Protecting
Our Infants Act of 2015 make it clear that our national child wel-
fare—child/family response systems cannot continue operating as
though it is possible to fully address the well-being of children
without addressing the well-being of their families and their com-
munities.

Current research has found that when parents can access treat-
ment programs on demand and can enter treatment while keeping
custody of their children, they are much more likely to successfully
complete that program and, more importantly, continuing to im-
prove their capacity to care for their children.

One such example of an intervention is Kentucky’s Sobriety
Treatment and Recovery Teams program, or START, an evidence-
based program that provides services to safely maintain child
placement in the home and provide parents with rapid access to in-
tensive addiction and mental health assessment and treatment.
Kentucky’s START families have had twice the sobriety rates and
half as many children in foster care as compared to their peers who
did not participate in the Kentucky START program.

Nationally, grandparents and other relatives are caring for more
than one-third of all children who have been placed into foster care
due to the parental substance abuse. Research on kinship foster
care tells us that children who cannot remain with their birth par-
ents are more likely to have stable and safe childhoods when raised
by relatives.

Frequently, relative caregivers have told us that the supports
they need most include respite care, treatment, financial support,
and mental health services for individuals and family members to
deal with the enormous strain that this epidemic is placing on
them. But, most critically, we hear from parents, foster parents,
youth, kinship caregivers, child welfare leaders, and tribes that
prevention services that promote long-term sobriety, services that
improve parenting capacity, and the availability of sustained serv-
ices for families once children return home from foster care are
among the most important improvements that we can make.

But despite everything that we know that works to both keep
children safe and support their families, the vast majority of our
Federal child welfare funds support a different approach. For every
$7 that we spend on foster care, we spend only $1 on prevention.
We must change how we spend Federal child welfare funds to
make sure that we are funding the efforts that are most likely to
get the results that our children and their families need.

We know it is important that we intervene as early as possible.
States need the ability to target their existing Federal resources
into an array of prevention and early intervention services to keep
children safe, to strengthen families, and to reduce the need for fos-
ter care whenever it is safe to do so.

We also know that one of the most traumatic experiences that a
child can have is to be forcefully removed from their family.

In 2018, this Committee will consider the reauthorization of the
Child Abuse Prevention and Treatment Act. Casey Family Pro-
grams stands ready to be a resource to you and to assist this Com-
mittee in any way that we can to reduce the impact of child abuse
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and neglect, to increase the availability and quality of prevention
programs, and to increase levels of well-being in vulnerable com-
munities across America.

In spite of all the devastation that we have witnessed and all
that you’ve heard from us today, I still believe that there is hope,
and I believe in the inherent power that hope brings to those in
need of help. And I also believe in the power that hope brings to
those of us who have chosen to be the bearers of that help.

We are a nation of overcomers. Throughout our history when, as
a Nation, we decided that a specific challenge confronting us as
Americans had to be resolved, we have always come together and
found a way to be victorious. We have found a way to overcome
every challenge once we truly decided that it must be done. This
epidemic is no different. This must be done. Mothers and fathers
and sisters and brothers and entire communities and tribes have
cried enough tears. This must be done.

This isn’t a problem that people like Ms. Hegle or the Savage
family and others in similar situations should be left to solve on
their own. All of us together must face this challenge with them
as a nation united, with Federal, state, county, city, and local com-
munities making sure that every child has a permanent and loving
home where they can thrive and grow up to live to the fullest what-
ever dreams they have for themselves.

Thank you very much for this opportunity to speak with you
today, and I'm happy to answer any questions that you may have.

[The prepared statement of Dr. Bell follows:]

PREPARED STATEMENT OF WILLIAM C. BELL

Good morning Chairman Alexander, Ranking Member Murray and Members of
the Committee. My name is William Bell and I am the President and Chief Execu-
tive Officer of Casey Family Programs. Casey Family Programs is the Nation’s larg-
est operating foundation focused on safely reducing the need for foster care and
building communities of hope for children and families across America.

Casey Family Programs was founded in 1966 and has been analyzing, developing
and informing best practices in child welfare for more than 50 years. We work with
child welfare agencies in all 50 states, the District of Columbia, Puerto Rico, the
U.S. Virgin Islands, and with 16 American Indian tribal nations, and with the Fed-
eral Government on child welfare policies and practices. We partner with child wel-
fare systems, policymakers, families, community organizations, American Indian
tribes and courts to support practices and policies that increase the safety and suc-
cess of children and strengthen the resilience of families.

I thank you for the opportunity to be here today to discuss the critical impact the
opioid crisis is having on our Nation, and in particular the disruption it is causing
for children, families and communities. This is not the first time that substance
abuse has devastated families, leading to their involvement in the child welfare sys-
tem—take for example the crack epidemic of the 1980’s. Data and our work with
states and communities continues to show that parental substance abuse overall is
a key factor associated with children coming into foster care—separated not only
from their families—but often from their neighborhoods, schools, friends and every-
thing familiar.

While parental substance abuse is not a new challenge for child welfare agencies,
the current opioid epidemic is proving to have an immeasurable impact on foster
care caseloads and child welfare budgets across the country.

The National Center on Substance Abuse and Child Welfare (NCSCAW) explains
it this way, “In the past three decades, the United States has experienced at least
three major shifts in substances of abuse that have had dramatic effects on children
and families. However, the increase of opioid misuse has been described by long-time
child welfare professionals as having the worst effects on child welfare systems that
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they have seen. Studies indicate that there is substantial overlap between parents in-
volved in the child welfare and substance use treatment systems . . .”1

This is what the data tells us: Following years of decline in the national foster
care population, there has been a steady increase in the number of children in foster
care. In fiscal year 2016, there were 437,465 children in foster care in the United
States.2 Many jurisdictions have attributed this increase to be directly correlated

with opioid use disorders and overdoses among parents.
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At least 35 percent of the entries into foster care were identified as due to paren-
tal substance use—a percentage that has steadily risen in recent years and a per-
centage that represents an undercount, due to the varying approaches states take
to documenting removal reasons. 3 This impact may be even higher for American In-
dians and Alaska Natives who are at least twice as likely as the general population
to become addicted to drugs and alcohol, and three times as likely to die of a drug
overdose. 4

1 See hittps:/ | nesacw.samhsa.gov [ resources | child-welfare-and-treatment-statistics.aspx

2 AFCARS fiscal year 2016

3 Ibid. Children enter care for many reasons. These categories represent the standard removal
reasons states provide as part of their required AFCARS submission. How states utilize these
standard fields, and whether or not they use all fields, is impacted by two key things: 1) how
the removal reasons in their case management system are mapped to these categories; and 2)
how caseworkers are instructed to determine removal reasons for a child. State policy and prac-
tice vary.

4 American Journal Drug and Alcohol Abuse (2012) Epidemiology and Etiology of Substance
Use among American Indians and Alaska Natives: Risk, Protection, and Implications for Preven-
tion. Retrieved from: Attps:/ /www.ncbi.nlm.nih.gov /pme/articles | PMC4436971/
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We have heard directly from states that the opioid crisis continues to directly im-
pact the well-being of children and families and has increased pressure on their
child protection systems. Just last month, the National Governors Association
(NGA)—a bipartisan organization of the Nation’s Governors—released recommenda-
tions to Congress and the Administration calling for action to bolster the Federal
response to the opioid crisis. The NGA’s recommendations included the following:

e Increased Federal support to states, with flexibility to meet communities’
needs;

e Improved coordination across Federal agencies;

Federal training and education requirements for opioid prescribers;

Statutory flexibility for state Medicaid programs to provide the full con-

tinuum of evidence—based treatment;

e More flexibility for providers to prescribe medications to treat opioid use

disorder;

Additional training and technical assistance to facilitate data and infor-

mation sharing across public health and public safety; and

Enhanced Federal support for justice-involved populations, including the

option for state Medicaid programs to cover substance use and mental

health services prior to conviction and up to 30 days prior to release from

prison or jail.?

We recently partnered with the State of Tennessee to host a Safety Culture Sum-
mit that explored Tennessee’s progress in reframing their system—at all program
and policy levels—to recognize safety as a key priority in how they work and engage
with families and their children, including around the impact of opioids and sub-
stance abuse. More than 20 states attended this summit, illustrating strong interest
from states in exploring how they might work to reform their systems in a similar
manner.

I want to applaud this Committee for its leadership to address the opioid and
other substance abuse crisis through passage of the Comprehensive Addiction and
Recovery Act of 2016 (CARA). CARA included language to strengthen the require-
ment that states—as a condition of receiving funds through the Child Abuse Preven-
tion and Treatment Act (CAPTA)—have infant plans of safe care in place that ad-
dress both the needs of the infant as well as the caregiver. But there is so much
more we can, and should, be doing.

Children can experience specific trauma as a result of parental opioid addiction—
including emotional or physical abandonment—which is often magnified by the ad-
ditional trauma that comes from removal from the home. Studies indicate that such
Adverse Childhood Experiences—or ACEs—can have negative, lasting effects on
health and well-being and are strongly related to the development of risk factors
for disease, such as increased illness and morbidity, as well as negatively impacting
future well-being through higher unemployment and reduced productivity. One of
the key ACEs is parental substance abuse, which not only endangers children at the

5 National Governor’s Association, press release from January 18, 2018, retrieved from
https: | /www.nga.org [ cms | Governors- recommendations- -opioid-crisis.
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time it occurs, but has negative downstream effects on child development, and on
the ability of those children to parent their own children in the future.®

Early
Death

Disease,
Disability, and
Social Problems

Adoption of
Health-risk Behaviors

Social, Emotional, and
Cognitive Impairment

Disrupted Neurodevelopment

Adverse Childhood Experiences

Mechanism by Which Adverse Childhood Experiences Influence Health and Well-
being Throughout the Lifespan?

Casey Family Programs partners with states, localities and tribes throughout this
country, and we hear directly from youth and families, child welfare leaders, judges,
and other professionals in the field. Through their own work and experiences, they
have identified certain strategies as effective in supporting families at risk or in-
volved with child welfare due to a substance use disorder. I'd like to share some
of those with you today.

Parents have highlighted that timely access to comprehensive substance use
treatment options—including family residential and family centered treatment, peer
mentors, medication assisted therapy (MAT), residential treatment for pregnant
mothers and recovery supports—have been effective in their recovery and reunifica-
tion with their children.® Research has shown that when parents are able to get
into treatment programs with their children in a timely manner, two-thirds of them
complete the program?® compared with only one-fifth of parents who complete the
program when their children are not allowed to stay in the treatment facility with
them. 10

For example, Kentucky’s Sobriety Treatment and Recovery Teams (START) is an
evidence-based program for families with substance use disorders and child abuse
and neglect that provides services to safely maintain child placement in the home
when possible and provides parents rapid access to intensive addiction and mental
health assessment and treatment. Kentucky START has demonstrated that the fam-
ilies they serve have twice the sobriety rates and half as many children in foster
care compared to their peers who did not participate in Kentucky START. 11

To address rising placement rates and challenges recruiting and retaining foster
parents shortages—in some states resulting in children sleeping in offices and ho-
tels—child welfare systems are increasingly placing children with grandparents and
other relatives. Nationally, over a third of all children placed in foster care because
of parental alcohol or drug use, are placed with relatives.12 Many relatives and

6 hitps:/ |www.cde.gov [ violenceprevention | acestudy [ about.html
id.

8 What Parents Say About Substance Abuse Recovery. National Alliance for Children’s Trust
and Prevention Funds, 2017.http://www.bpnn.ctfalliance.org/ BPNN percent20Brief—What
percent20Works percent20in percent20Substance percent20Abuse percent20Rec overy.pdf

9 https:/ /www.ncbi.nlm.nih.gov /pubmed /11291901

10 hitps:/ www.ncbi.nlm.nih.gov /pubmed /11291900

11 Huebner, R. A., Willauer, T., & Posze, L. (2012). The impact of Sobriety Treatment and
Recovery Teams (START) on family outcomes. Families in Society Journal of Contemporary So-
cial Services, 93(3)196-203. See also Testimony of Tina Willauer. May 18, 2016. U.S. House of
Representatives Committee on Ways and Means Hearing “The Heroin Epidemic and Parental
Substance Abuse: Using Evidence and Data to Protect Kids from Harm” http://
waysandmeans.house.gov | wp—content [ uploads /2016 /05 /20160518HR-Testimony-Willauer.pdf

12 Raising the Children of the Opioid Epidemic: Solutions and Supports for Grandfamilies.
Generations United, 2016 http:/ | gu.org| OURWORK | Grandfamilies |
TheStateofGrandfalezesmAmertca | TheStateofGrandfamiliesinAm erica2016.aspx
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child welfare professionals have cited a direct correlation between the spike in rel-
atives caring for children and the national opioid epidemic. 13

Extensive research confirms that children who cannot remain with their birth
parents are more likely to have stable and safe childhoods when raised by relatives
compared to children raised by non-relatives. 14

¢ Kinship placements tend to be more stable than non-relative foster care
placements, and there are fewer placement disruptions. 15

e Children placed with relatives are more likely to be placed with siblings
and maintain relationships with birth parents and relatives. 16

e Children in kinship care are more likely to remain in their community
of origin and maintain connections to cultural identity, as well as remain
in the same school and benefit from their school support system. 17

e Children in kinship care tend to be as safe, or safer, than children in fos-
ter care. 18

e Children in kinship care are less likely to re-enter care than children in
foster care. 19

Relatives who step in to care for children are often older and on fixed incomes,
perhaps lacking adequate supports to care for their relative children. Caregivers re-
port that they need a range of supports, including mental health services for the
child and the family, kinship navigators, respite care, and financial assistance. 20

Parents, youth, and kinship caregivers report tremendous value in services to
safely prevent the need for foster care by strengthening a family’s ability to keep
their children safe and help them thrive and by stabilizing a family before maltreat-
ment occurs. 2! Examples include peer support, evidence-based parenting education
programs, supportive housing and individual and family mental health services.
Federal foster care funding through Title IV-E does not currently allow children or
their caregivers to access such prevention services.

Youth and parents also report that reunification after a stay in foster care can
be a very vulnerable time when the family may need additional in-home services
to ensure the children remain safely at home and avoid repeat maltreatment. The
majority of children in foster care have a case plan goal of reunification with their
parent or primary caregiver. In fiscal year 2016, 125,975 (51 percent) 22 children left
foster care and were reunified with their parent or primary caregiver. However,

13 Testimony of Bette Hoxie. March 21, 2017. U.S. Senate Special Committee on Aging Hear-
ing “Grandparents to the Rescue: Raising Grandchildren in the Opioid Crisis and Beyond”
https:/ |www.aging.senate.gov /imo [ media | doc | SCA—Hoxie—3—21—17.pdf; Testimony of Shar-
on McDaniel. March 21, 2017. U.S. Senate Special Committee on Aging Hearing “Grandparents
to the Rescue: Raising Grandchildren in the Opioid Crisis and Beyond” https://
www.aging.senate.gov [imo [ media / doc | SCA—McDaniel—3—21—17.pdf

14 Children Thrive in Grandfamilies. Generations United, 2016. http://grandfamilies.org/
Portals/0/16—Children-Thrive-in-Grandfamilies.pdf

15 Rubin, Downes, O’Reilly, Mekonnen, Luan, and Localio (June 2008). Impact of kinship care
on behavioral well- bemg Pediatrics Adolescent Medicine. Volume 162, No. 6; Webb, Dowd,
Harden, Landsverk, and Testa. (2010). Child Welfare and Well Being. New York: Oxford Univer-
sity Press; Wonokur, Holtan, and Valentine. (2009). Kinship care for the safety, permanency,
and well-being of children removed from the home for maltreatment. Campbell Systemic Review.
2009:1.

16 Child Welfare Information Gateway. (2013). Sibling issues in foster care and adoption.
Washington, DC: U.S. Department of Health and Human Services, Children’s Bureau; Obrien
and Fechter-Legget. (2009). The effects of kinship care on adult mental health outcomes of alum-
ni of foster care. Children and Youth Services Review. V. 31, pages 206-213.

17 Pew Charitable Trust. (2007). Time for reform: Support relatives in providing foster care
and permanent families for children. Retrieved from hAtip:/ /www.pewtrusts.org/?/media/leg-
acy | uploadedfiles | www.ewtrustsorg | reports | foster—care—reform [ sup portingrelativespdf.pdf

18 Haskins, R., Wulcyzn, F., and Webb, M.B. (2007). Child Protection: Using research to im-
prove policy and practlce Washlngton DC: Brookings Institution Press.

19 Casey Family Programs. (2011). Does kinship care work well for children? A summary of
the research. Seattle: Casey.

20 Raising the Chlldren of the Opioid Epidemic: Solutions and Support for Grandfamilies.
Generations nited. 2016.htip:/ | gu.org | OURWORK | Grandfamilies /
TheStateomendfamLllesmAmerlca | TheStateofGrandfamiliesinAm erica2016.aspx

21 Testimony of Sandra Killett. August 4, 2015. U.S. Senate Committee on Finance Hearing
“A Way Back Home: Preserving Families and Reducing the Need for Foster Care”. https://
wwuw.finance.senate.gov /imo / media | doc /| 04daug2015-KillettTestimony.pdf; What Parents Say
About Prevention and Early Intervention. National Alliance for Children’s Trust and Prevention
Funds, 2017.http:/ /www.bpnn.ctfalliance.org | BPNN percent20Brief—Prevention
percent20Strategies percent20That percent20Work.pdf

22 AFCARS fiscal year 2016
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Federal foster care funding through Title IV-E does not currently allow children or
their caregivers to access aftercare services.

Despite all of what we know works to both keep children safe and support their
development within their families, the vast majority of our Federal funds for child
welfare support a different decision. For every $7 the Federal Government spends
on foster care, only $1 is spent on prevention. We must reform how we spend Fed-
eral child welfare funds to allow states and localities to be nimble and targeted in
how they support those families that come to our attention.

Research and the stories of youth and their families tell us that children need per-
manent and loving homes, preferably with their families, to thrive and grow up to
be happy and productive adults. Our goal is for children to be free from abuse and
neglect, surrounded by strong families and supportive communities. We believe that
this can be achieved by allowing states to invest Federal child welfare resources in
an array of prevention, early intervention, after care services, treatment, and other
efforts that would reduce the unnecessary and costly need for foster care when it
is safe to do so.

To truly help these families, we know it’s important that we intervene as early
as possible. As the other witnesses have testified, we must support and ensure our
programs and policies encourage parents and families to be more forthcoming with
their challenges in a manner that is not punitive.

This Committee will consider the reauthorization of the Child Abuse Prevention
and Treatment Act. Nationally, more than 4 million calls are made to hotlines of
reports of abuse and neglect, a very small number of which ever reach a response
that warrants removal.23 States and communities are challenged every day with
how to respond to each of these calls, often early warning signs that a family is at
risk of child maltreatment, in a way that connects these families for life-long suc-
cess. Casey Family Programs looks forward to being a resource for assistance to the
Committee for child abuse and prevention programs.

Jurisdiction leaders from the public and private sectors in Johnson County, Ken-
tucky, 24 Hagerstown, Maryland25 and Gainesville, Florida26é have demonstrated
that when public and private agencies working with children and families come to-
gether the safety, permanency and well-being outcomes for children and families can
be improved. Families have shared that they often interact with multiple systems
of care, including the courts, housing, child welfare, and healthcare. Coordination
among systems positively impacts families’ ability to successfully and efficiently get
the help they need and keep their children safe.27 For families at risk of child wel-
fare involvement and for families reunifying, access to affordable housing along with
services—supportive housing—has demonstrated improved child safety and family
stability, as well as sobriety for the families that entered with a substance abuse
problem. 28

I’d like to end my testimony with just one example of why we believe there is
hope, and why we believe it is important that we not forget how each and every
family we interact with has the same opportunity for a bright future. Just last
month, I had the privilege to recognize Alise Hegle as one recipient of the 2018
Casey Excellence for Children Awards.29 Ms. Hegle’s daughter was removed at
birth due to her struggles with substance use and a pending prison sentence. How-
ever, Ms. Hegle participated in a treatment program and was reunified with her
daughter. Ms. Hegle has become a compassionate ally and forceful advocate for birth
parents. As a peer mentor in Washington State, Ms. Hegle uses her own life lessons
to engender hope in families involved in the dependency system. Part of Ms. Hegle’s
message is the critical importance of working in and with communities, connecting
parents together to ensure their needs are met, and shifting resources toward pre-
vention and reunification efforts.

23 U.S. Department of Health & Human Services, Administration for Children and Families,
Administration on Children, Youth and Families, Children’s Bureau. (2018). Child maltreatment
2016. Available from https:/ /www.acf.hhs.gov/cb/research-data-technology / statistics-research /
child-maltreatment

24 https:/ [ cdn.casey.org [ media [ hope2017.pdf

25 https:/ [ cdn.casey.org | media | Hagerstown—ybrief.pdf

26 htips:/ /www.casey.org | media | Gainesville—brief.pdf

27 Testimony of Toni Miner. November 8, 2017. U.S. House of Representatives Committee on
Education and the Workforce Joint Subcommittee on Early Childhood, Elementary, and Sec-
ondary Education, and Higher Education and the Workforce Hearing “Close to Home: How
Opioids are Impacting Communities.”Attps:/ /edworkforce.house.gov/uploadedfiles/toni—
miner—uwritten—testimony——final.pdf

28 http:/ www.csh.org [wp-content /uploads /2011 /12 | Report—KFTFindingsreport.pdf

29 See https:/ /www.casey.org | 2018-casey-excellence-for-children-awards/
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I have highlighted some of the strategies that are critical to combatting this crisis
and ensuring safety, stability and success for children and families across the coun-
try. However, it will take a coordinated network of services with the support and
advocacy from all levels of government, to begin to repair and halt the destructive
impact that the opioid crisis is having on children and families.

Thank you again for this opportunity, and I'd be happy to answer any questions
you may have.

[SUMMARY STATEMENT OF WILLIAM BELL]

Casey Family Programs was founded in 1966 and has been analyzing, developing
and informing best practices in child welfare for more than 50 years. Headquartered
in Seattle, we work with all 50 states, tribal nations and communities throughout
the country to ensure safe children, strong families, and supportive communities.

The opioid crisis is having a critical impact on children, families and communities.
Jurisdictions have attributed the recent increase in the number of children entering
foster care as directly correlated with opioid use and overdoses among parents. At
least 34 percent of the entries into foster care were due to parental substance use.

Every child welfare leader will tell you of the challenges they are facing each and
every day as they struggle to support and strengthen families impacted by sub-
stance abuse. Throughout the country, we are seeing more and more children sepa-
rated from their parents and more and more child welfare systems strained and
challenged to target resources to help these families. There is nothing more impor-
tant than ensuring the safety of a child, but the path we have chosen of disrupting
families and imposing unnecessary trauma on these children must change.

The passage of the Comprehensive Addiction and Recovery Act (CARA) of 2016
bolstered efforts to help states support families and protect children but there is
much more we can and should be doing. States are working to ensure infant plans
of safe care are in place for families and children at risk.

Parents need timely access to comprehensive substance use treatment options—
including family residential and family centered treatment, peer mentors, medica-
tion assisted therapy, residential treatment for pregnant mothers and recovery sup-
ports. We have evidence-based programs that work. One example is Kentucky
START in which participants had twice the sobriety rates and half as many children
in foster care when compared to those not in the program.

More children are being cared for by relatives due to the opioid epidemic. Kin pro-
viders need a range of supports to care for these children. Research confirms that
children who cannot remain with their birth parents are more likely to have stable
and safe childhoods when raised by relatives compared to children raised by non-
relatives.

States need the flexibility to invest their existing Federal resources into an array
of prevention and family support services to keep children safe, provide treatment
and recovery supports for families. However, Federal child welfare funding predomi-
nantly only supports foster care placement. The Federal Government spends $7 for
foster care for every $1 spent for prevention.

Coordination and shared services between multiple systems of care—including the
courts, housing, child welfare, and healthcare—helps families be successful.

We look forward to being a resource for the Committee for child abuse and pre-
vention programs.

The CHAIRMAN. Thank you, Ms. Savage and Dr. Patrick and Dr.
Bell.

We’'ll now have 5-minute rounds of questions. I'm going to try to
keep the exchange back and forth within 5 minutes because we
have a vote at 11:30, and we have—I had that noisy

Senator MURRAY. Siri didn’t like that.

The CHAIRMAN. Siri didn’t like that.

[Laughter.]

The CHAIRMAN. Life used to be simpler.

Senator Collins.

Senator COLLINS. Thank you, Mr. Chairman.
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Ms. Savage, I want to thank you for sharing your story publicly
and for being here today. You are clearly a family of tremendous
strength, and by coming forward, you are truly saving lives. I just
want to tell you that I am just overwhelmed by your ability to take
such a tragedy and turn it into something that is going to help
other families avoid what you went through.

Just yesterday, I met with a group of Mainers, a large group of
Mainers, from all over the state who had received funding from the
Drug-Free Communities program, and I was impressed by a group
of students from Fort Kent, Maine, way in the north near the Ca-
nadian border, who have developed their own program to try to
help their peers avoid alcohol abuse, tobacco, and opioids, a crisis
that we'’re in the midst of in Maine.

What do you think of those kinds of peer counseling or peer
groups to help teach high school students and younger children
that there are alternatives to drugs and alcohol?

Ms. SAvAGE. I think any time a conversation is started, it’s a
positive, and those peer mentor groups are incredible. I think a lot
of times just talking about it can start a conversation where maybe
a child goes home and talks to their parents about the issue, and
any time that can happen, of course, that’s a success. So I think
that’s a wonderful thing.

Senator COLLINS. Thank you. I couldn’t help, when you were tes-
tifying, thinking that I'm going to send your testimony to all of the
members of that group, because I think they would be inspired by
it. They're doing great work as are you. Thank you.

Dr. Bell, the Aging Committee, which I chair, held a hearing in
March on grandparents raising grandchildren due to the opioid cri-
sis, and in Maine, we have seen the number of such families soar
by 24 percent over a 5-year period due to the opioid crisis. As you
pointed out, compared to children who are placed in non-relative
care, these children in the care of their grandparents have better
outcomes. They have more stability in their lives, they have greater
preservation of their identity, and they have better behavioral and
mental health outcomes.

But what we also learned is how difficult it is for these grand-
parents, who thought that they were going to be entering into an
easier time of life and all of a sudden, they’re raising children, in
some cases, infants. The grandparents talked to me about their
need for support, and that’s why Senator Casey and I have intro-
duced the Supporting Grandparents Raising Grandchildren Act.

The bill would create a task force to help develop and distribute
information designed to help kinship parents, because what we
heard is it was really hard for them to learn to navigate the school
system all over again—it may have been many, many years—that
the parents that they were dealing with—or it could have been
their children—that they didn’t have the kind of supports.

Do you have some ideas on what we could do in addition to res-
pite care, which you mentioned, to better support grandparents
who find themselves in this unexpected role?

Dr. BELL. Absolutely. Thank you, Senator, and also for the effort
that you and Senator Casey are approaching. You know, unfortu-
nately, opioids is not the first time we’ve been in this position. I
was in New York City during the crack epidemic, and we dealt
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with exactly what you’re describing, and at that point in time, we
called it skip-generational parenting. Because of the loss of front-
line parents, grandparents and other relatives stepped in to care
for children. What we found was that they needed support groups.
They needed financial support. They needed a navigator type pro-
gram that would help them understand where to go.

One of the things that we created through the Department for
the Aging in New York City during that epidemic was something
that was called a Grandparent Resource Center, which was run
through Aging, connected senior centers, and other community re-
sources so that grandparents would not be alone or aunts or uncles
would not be left alone to care for this child, but the community
would be surrounding them. I think that’s something that we could
do in this situation as well.

Senator COLLINS. Thank you so much.

The CHAIRMAN. Thank you, Senator Collins, and thanks to you
and Senator Casey for your work on Supporting Grandparents
Raising Grandchildren. We plan to consider that bill in our markup
later this month.

Senator Murray.

Senator MURRAY. Thank you.

Ms. Savage, thank you so much to you and your family for being
here. I can’t imagine the loss and the tragedy and how hard it has
been for you and your family to get through this. I think every par-
ent in the room just went, “Oh, my God. That could be me,” and
your courage in coming and telling this is incredible and also in-
spiring that you use the strength you obviously have to get past
what happened to your family to make sure it happens to no one
else, and we'’re all really grateful for that.

Let me ask you—we've had a lot of witnesses here with really
great ideas from renovating state prevention—or prescription drug
monitoring programs to treating this as a disease and not as crim-
inalizing it. But let me ask you what every parent would like to
ask you, which is: What is your best advice to parents in their own
communities? What should they be doing within their own families
and their own communities to make sure this doesn’t happen?

Ms. SAVAGE. Sure. Thank you for the question. I think what par-
ents can do is just start the conversation. Start talking. If they
hear of an issue, just bring it up with your children and start talk-
ing about it. I also talk with parents, and I encourage them to go
clean out their medicine cabinets, because I know when I talk to
crowds, I ask for a show of hands of how many people have expired
medications in your medicine cabinet that you’re not using, and
probably about 75 percent to 80 percent of the crowd raise their
hands.

I encourage them to go home and clean out their medicine cabi-
nets and be responsible with the medications that they do have.
Make sure that they know where they’re at and keep them under
lock and key. Treat it as a lethal weapon.

Senator MURRAY. I think most people think you keep them out
of the hands of 2 years olds, and they don’t think past that.

Ms. SAVAGE. Right, right, a good lesson to push forward.

Senator MURRAY. Well, thank you again to you and to all your
family, and we so appreciate it.
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Ms. SAVAGE. Thank you.

Senator MURRAY. Dr. Bell, thank you again for being here. You
know, the goal of the Casey Family Programs is to keep families
safely together, as you said, and the opioid epidemic is clearly a
challenge to that. We know that in the past 5 years, we've seen al-
most a 10 percent increase in the number of children in foster care,
as you talked about, much of it which can be attributed to sub-
stance abuse, and that trend is really concerning, really concerning.

Children in foster care disproportionately face significant trau-
ma, as you well know, and adverse childhood experiences that put
them at higher risk all through life for disease and addiction and
early death. What are some of the resources that communities need
to prevent the need for foster care and keep children and their fam-
ilies safely together?

Dr. BELL. Thank you, Senator Murray. You know, one of the
things that we've seen, that we’ve spent a lot of time focused on,
are the foster care rolls that have been increasing during the last
3 years. But in New York City, the foster care roll has continued
to go down over the course of this time period. I believe that one
of the reasons that is there is because of the immense amount of
prevention services that are available in the city.

One of the biggest challenges for families who are raising kids
and kids who are at risk of coming into foster care is social isola-
tion. If communities are going to strengthen their ability to keep
kids out of foster care, we've got to make sure that families have
access to prevention services, that there are community-driven sup-
port services available to them, and that they’re not left alone.

Unfortunately, too many of our families have moved away from
extended family and theyre living in communities where they're
set apart. We've got to create school-based programs, we've got to
create support-based programs, we've got to create community-driv-
en programs so that somebody can see every child every day, so
that support is there, because when you think about the protective
factors, one of the five core protective factors is preventing social
isolation and having community supports available for families,
and I think that’s what all communities need to strive to do.

Senator MURRAY. Thank you, and thank you for your expertise.

Dr. Patrick, I just have a minute left, but I wanted you to talk
just a little bit about NAS and what you're seeing and how impor-
tant it is that we focus on a comprehensive approach to preventing
NAS both through helping women plan for when they want to be-
come pregnant through programs like Medicaid, which is so impor-
tant, and through improving access to evidence-based treatment for
all women.

Dr. PATRICK. Senator Murray, thank you for the question. Yes,
I think a comprehensive approach to substance use overall—we
know that SAMHSA estimates around 400,000 substance-exposed
infants born every year—so a comprehensive approach to all sub-
stances to have healthy moms and babies, and I think that begins
with some of the things we’ve been talking about here, like pre-
scription drug monitoring programs, controlling prescribing, im-
proving access to treatment, and then throughout the entire con-
tinuum, pre-pregnancy, pregnancy, and beyond, to really focus on
improving outcomes for families.
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Senator MURRAY. I would just point out that recent studies
showed nine out of every 10 pregnancies for women who misuse
opioids are unintended, and we can’t leave that out of our discus-
sion. So thank you very much. Thanks for being here.

Dr. PATRICK. Thank you.

The CHAIRMAN. Thank you, Senator Murray.

Senator Bennet.

Senator BENNET. Thank you, Mr. Chairman, and thank you and
the Ranking Member for holding this important hearing.

Ms. Savage, like the others, I want to thank you for your
strength. In the 9-years that I've been in the Senate, I've never
heard as moving a testimony as the testimony you’ve given this
morning, and as a father of three teenage girls, daughters who I
can’t get to read anything that I work on when I'm here, I have
no doubt that they will read the testimony that you gave today,
and for that, I am eternally grateful to you.

I wonder whether you could tell the Committee a little bit about
what efforts at education you find work particularly well with ado-
lescents, what things seem not to work terribly well. Sometimes
people try to communicate with young people, and it either makes
matters worse or just bounces off them. That may be only my prob-
lem with teenagers, but I suspect others have it as well.

Ms. SAVAGE. Sure. Thank you for the question. I'm no expert on
teenagers, either. I have a few of them in my home as well. How-
ever, what I'm noting when I go to the schools to talk is that the
kids really listen to real stories, real things that happened. You
know, statistics and things are nice, and they’ll kind of listen to
that for a little bit, but they like to hear real stories and how this
can affect them.

I show pictures of my boys before I start talking so that they can
connect with the pictures, hockey pictures—there could be hockey
players or athletes out in the crowd, and so I try to make that con-
nection with them, and then I tell our story, and they really seem
to connect with that. So I think just telling personal stories, and
I usually open it up to questions and answers.

Senator BENNET. What kind of questions do you typically get
from them?

Ms. SAVAGE. The questions I get are about prescription drugs.
Some of the kids don’t understand why prescription drugs are dan-
gerous if they’re prescribed by a physician, and so we talk about
that any prescription that’s not prescribed to you by your doctor
could be lethal to you. So they’re trying to make that connection
between street medications or street drugs and prescription drugs,
and we're trying to show them that they both can be lethal to you.
Just because one is prescribed by a physician doesn’t mean it’s any
less dangerous.

Senator BENNET. Is it your impression when you're with these
young people that they’re hearing about this for the first time?

Ms. SAVAGE. In some crowds, yes. In some of the schools I go to,
we’ll talk about it, and it’s like the first time they—they don’t un-
derstand that you can die from one time trying something. They
don’t understand that there’s different strengths of medications,
which I tell them, “And you shouldn’t. You’re not a pharmacist or
a medical professional. But there are different strengths, and you
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don’t know what you’re taking when somebody gives you something
out of a vial or out of a Ziploc bag, and why would you trust them
Witllil your life? These are life choices that we’re trying to help you
make.”

Senator BENNET. Thank you for being here again.

Ms. SAVAGE. You're welcome. Thank you.

Senator BENNET. Dr. Bell, thank you for your work. You de-
scribed the benefits of programs where parents have access to
treatment and also don’t lose their children.

Dr. BELL. Right.

Senator BENNET. I wonder whether you could describe for the
Committee, from the point of view of families, a more typical expe-
rience in America today if you're somebody who is struggling with
opioid addiction.

Dr. BELL. I would hesitate to go typical, because I know that our
systems are in various levels of trying to figure out how to make
this happen. But when you think about when a parent who has
been reported for abusing a substance—so the START program
that I talked about. The referral to the START program begins
when a mother is—or an expecting mother is tested positive either
in the second trimester or the third trimester for a substance, and
there is an immediate referral to child welfare. You know, in many
states, it has become prima facie child abuse and neglect to have
a positively exposed child in utero.

We are working to help folks to understand that in that parent’s
mind, they are wrestling with a disease. I like to do the comparison
between what happened when crack was the issue and what we're
trying to do right now in the opioid crisis. I believe that what we’re
trying to do right now is a much more humane approach to dealing
with families who are struggling with a disease.

Under the crack epidemic, that woman would have been referred
to child welfare, we would have done an investigation, and in all
likelihood, we would have removed her child and placed the child
in foster care. She would have been in the court system, maybe
represented by a quality attorney, maybe not. Her child would have
been languishing in foster care. She would have had a long list of
things that she had to complete in order to get her child back, in-
cluding housing, including parenting skills, including overcoming
substance abuse treatment.

But at the same time, we also know that stress exacerbates the
use of substances, and we would be contributing to that stress by
holding her child over here and restricting her access to that child.
One of the things that grew out of that particular piece was that
courts started to use drug treatment courts, which began to work
in a conversation with parents to say, “We know that you want
your child back. We want you to have your child back, but we also
know that you need to overcome this disease that you have. We
will work with you to increase your capacity to see your child as
long as you’re working to achieve the sobriety that we know is nec-
essary and that you want to have.”

I think that where we are right now is a mix of people who some
states still say, “It’s still prima facie child abuse and we need to
keep you away from this child.” There are other states that are
saying, “No, this is a person who is wrestling with a very dev-
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astating disease, and we need to change our systems and protocols
so that we can help lift them up.” I mentioned earlier when I was
responding to Senator Murray——

The CHAIRMAN. We need—we’re well over time, sir. We need to
go on to

Dr. BELL. Okay.

The CHAIRMAN. Thank you, Senator Bennet.

Senator Casey.

Senator CASEY. Thanks very much. I wanted to raise a question
that may have already been asked, but I think it’s important to re-
iterate, and I'm particularly grateful for the witnesses and your
testimony.

One of the real horrors of the—or I should say one of the worse
manifestations of what we’ve been dealing with in the opioid crisis
is that you have individuals who have lived full lives and then
reach the point where, because a son or daughter might have a
problem and they have children, the grandparents have to raise the
grandchildren or at least play a role in raising them.

I know that Senator Collins has worked on this with me and
worked on legislation. But this is both a human challenge, but it’s
also a—the reality is that these families end up helping all of us
in the dollars they save. We're told that, by one calculation, grand-
parents and other relatives who raise children outside of the foster
care system save something on the order of $4 billion each year.
So not only are they sacrificing a lot of their golden years, but
they’re, in fact, helping all of us by taking on that substantial bur-
den. 2.6 million grandparents are raising grandchildren, and that’s
a huge number.

As I mentioned, Senator Collins and I have the legislation called
Supporting Grandparents Raising Grandchildren Act, which cre-
ates a Federal task force to serve as a one-stop resource for re-
sources and information for grandparents who are, in fact, having
to raise their grandchildren.

I wanted to start with Mr. Bell and ask whether you think hav-
ing this information will help support these grandparents and rel-
3tives who are raising these children as a result of the opioid epi-

emic.

Dr. BELL. Thank you, Senator Casey.

Senator CASEY. Dr. Bell. I'm sorry.

Dr. BELL. Thank you. Senator Collins did raise this before she
left, and as I indicated, we are very supportive of what you are try-
ing to do here. It’s something that we learned from the crack epi-
demic, that these grandparents need support centers. They need
navigation programs. They need financial resources, because the
notion of the fl billion savings is because many of these grand-
parents have not necessarily been informed that they can become
kinship providers.

I wouldn’t advocate that we take all of these grandparents and
bring them into the foster care system, because many of them can
do better outside. But we do need to figure out a way to provide
financial support, provide respite, provide opportunities for them to
continue to live their lives so that they are not burdened down
overly with these children, because one thing that we saw during
the crack epidemic was that their health started to deteriorate
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when they didn’t have the support that they needed. So I think
that you’re definitely on the right pathway, and we would fully
support working with you on that.

Senator CASEY. Well, Doctor, I appreciate it, because you bring
particular experience and expertise to these issues, so we’re grate-
ful for that help, and it will give us momentum for passing the bill.
So I appreciate that.

Dr. Patrick, I wanted to raise with you a question that I know
that the Chairman, Chairman Alexander, referred to. He and I
worked together on the implementation of the Plan of Safe Care
legislation, and I know that this may also be reiterating what was
spoken of earlier. But we have this GAO report that just came out
yesterday. I had requested that the GAO examine the so-called In-
fant Plan for Safe Care Improvement Act, and what the GAO found
was a lack of guidance from HHS on how states should be imple-
menting the law. So we’re going to continue to work on full imple-
mentation and sufficient support for states in being able to carry
out their responsibility on plans of safe care.

I guess I'd ask you, as a neonatologist who’s on the frontlines,
when it comes to identifying these substance-affected infants—
many of them, I guess, burdened by the so-called NAS syndrome,
the Neonatal Abstinence Syndrome—have you identified any best
practices for ensuring a coordinated multidiscipline area approach
to this?

Dr. PATRICK. Well, Senator Casey, I think, just as the GAO re-
port suggested, there’s a lot of confusion at the state level as to
what defines an infant safe plan of care and what that should look
like and resources to be able to carry those out. There are models.
There’s a couple of models—one that I'm familiar with. It’s called
CHARM in Vermont, where they proactively engage families that
are in substance use treatment well before birth, meet with those
families throughout, develop plans throughout the pregnancy, and
work toward a safe discharge.

What I experience is far more reactive, where a referral is made
to DCS around the time of birth, and there’s no action taken until
around the time of discharge, and it tends to be reactive. In part,
I think that’s because our overburdened child welfare system is
simply reacting to the problem instead of having the resources and
training to address it head-on.

I'll point out one other point, which is that in many states, they
treat substance exposure just as they would severe physical or sex-
ual abuse, and I think that’s the paradigm that many child welfare
systems engage in. So reframing that specifically on how to work
with families early on to keep families together where it’s appro-
priate is really needed, and I think your work on this and the In-
fant Safe Plan of Care, implementing that, and getting more re-
sources is really vital to improving outcomes for families.

Senator CASEY. Thank you, Doctor.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Casey.

We have our vote at 11:30, so I'm going to ask the witnesses and
the Senators to try to keep the exchange within 5 minutes and
then supplement the answers in written form after the hearing.

Senator Murkowski.
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Senator MURKOWSKI. Thank you, Mr. Chairman, and I would
hope that I could do follow-up questions with members of the
panel, because this is very important.

I go around the state. The meetings that I have—the meetings
that I have with folks here—I don’t care if you're the Alaska Asso-
ciation of School Boards or whether you’re here as a mayor talking
about an infrastructure project, we always end up talking about ad-
diction and what is happening in our small communities. And
when we think about the addict, we cannot think about the addict
without thinking about the families and the children that are now
part of this world of addiction. It is just something that breaks
your heart.

I was at a meeting down on the Kenai Peninsula just this past
Friday and was told—and this is still anecdotal—but that when
OCS, the Office of Children’s Services, takes a case, takes children
in—not even taking them into the system, but just reviewing
them—they do a hair follicle test to test for drugs, and nine out of
10 of the kids in the system right now are testing positive for drugs
becagse of drugs that are in the household that they have been ex-
posed to.

When you think about the addict, you don’t necessarily think
about the impact, again, to our children, the impact on pre-mater-
nal care, women who are pregnant who are choosing not to get care
because they're afraid they’re going to be told by their doctor that
they are bad people, that when they—if they are mothers who have
young children, theyre not telling their doctors about their use be-
cause theyre afraid they’re going to lose their children. It is just
beyond belief, the impact to the children.

We had Mr. Sam Quinones, who’s the author of Dreamland, be-
fore the Committee some weeks ago. He suggested we need a Moon
Shot approach in order to really get this social movement for recov-
ery, and I suggested that Moon Shot was a different thing, because
it gave something for us as Americans to aspire to, some big lofty
goal. When it comes to addiction, it’s much harder for the commu-
nities at large to embrace this as something that we need to do be-
cause there is still such a stigma attached to it.

When I asked him what we as lawmakers could do, he said, “You
need to give a forum to the families to speak out so that we view
differently those that are addicts.”

Ms. Savage, I want to ask you as the mother of two young men
who are no longer with you and your family because of addiction—
when we think about the addict of days gone by, it is a different
mental image in people’s minds. Recognizing that the addict today
is a different person, how can we do more to facilitate a conversa-
tion about the fact that people who are dealing with this—they’re
not losers. They’re not bottom of the barrel. They are not these peo-
ple at the bottom of society. These are boys, these are our brothers,
our sisters, our parents, people that we love. How do we change
this so that there is this ability as a society to embrace what we
have to do to solve addiction?

Ms. SAVAGE. Sure. Thank you for the question, Senator. Our
boys, I just want to clarify, were not addicts. They had experi-
mented with a medication that was brought to a graduation party,
so it was a one-time use that did kill them.
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However, we are faced with the stigmatism, because every time
somebody says, “Oh, you lost your two older boys. How did they
pass away?”, you have that split second of, “Oh, my gosh. Here we
go.” And when you tell them they died of an overdose, you do get
the stigmatism, and we talk about it. We tell exactly what hap-
pened. But there is that stigmatism out there.

There are some school systems that I know parents have con-
tacted me about going to talk to, and the school systems maybe
aren’t ready to have someone come in and talk about opioid misuse
or abuse or prescription pills because of the stigmatism. They're
afraid that they’re going to be classified as having an issue at their
school.

I'm not sure how to combat that, other than just talking about
it and being more open with talking to people. We talk about it all
the time, obviously. I would like to say it’s getting easier. But I
think just talking about it, hopefully, will help fight some of that
stigmatism.

Senator MURKOWSKI. Well, I thank you for the courage as a par-
ent for coming forward and helping others as they deal with the
losses and the challenges in their personal lives.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Murkowski.

Senator Baldwin.

Senator BALDWIN. Thank you, Mr. Chairman.

I knew when I saw the announcement about this hearing that it
was going to feel awfully personal. I want to thank you all for
being here and for your advocacy.

Ms. Savage, thank you. You are saving lives. You talked about
the power of storytelling when you meet with students. So I want
to share just a little of mine. I think most of the people on this
Committee know that I was raised by my grandparents, because I
talk about them all the time, oftentimes in the context of Com-
mittee hearings that we’re having.

I worked with Senator Collins on a different caregiver measure
that was signed into law just 2 weeks ago, dealing more with sup-
porting families who are caring for elderly people who are becom-
ing frail or adults with disabilities.

But I don’t think I've often shared why I was raised by my ma-
ternal grandparents. My mother was 19 when I was born and going
through a divorce and moved back home, but throughout her life
struggled with mental illness and physical illness and chronic pain,
for which, in the days well before we labeled an opioid epidemic,
she was prescribed a multitude of benzodiazepines, narcotics, and
other medications.

I always knew and had a lot of contact with my mother when I
was growing up. She lived very close by. But my grandparents
were heroes and gave me a stable upbringing, and they thought
they were empty nesters. They were both in their mid 50’s. Both
of their daughters had left the home, and I don’t think they imag-
ined that they were going to get an infant. I moved in when I was
2 months old—I actually had the same grade school principal that
my mother had when she was in grade school—and I know they
struggled.
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One of the issues they struggled with was health insurance cov-
erage for me. They weren’t in the foster system. This was an infor-
mal arrangement. But I saw what my mother struggled with, mis-
using, addiction, and I saw my grandparents, again, just my rocks,
my—folks who just were with me the whole time. I had the honor
of returning to care for my grandmother when she was in her 90’s
and needed caregiving.

The issue of supporting our families in these roles from all per-
spectives, whether getting the person with substance abuse issues
the help they need or supporting the families and foster parents
who step forward and give a kid a chance—I cared so deeply about
this.

I wanted to—having taken so much of my questioning time, I
suspect I will give you some questions for the record. But I wanted
to ask a little bit about the infants, Dr. Patrick and Dr. Bell, who
have significant health impacts of their own because of neonatal
abstinence syndrome. I have long championed a measure that has
yet to become law that would expand access to therapeutic foster
care, employing Medicaid funds for children who will need lifelong
care, but to empower family members and foster parents to provide
more than just custodial care and love, but also more intensive
services.

I wonder if you could talk about the importance of the role of
therapeutic foster care and our ability to get Medicaid funds to
support those families.

Dr. Patrick, why don’t we start with you?

The CHAIRMAN. Dr. Patrick, if you could—you have 13 seconds
left, so if you could summarize that and then perhaps in writing
answer Senator Baldwin’s questions.

Tammy, thank you for your story, too. That was—thank you for
doing that. But please go ahead.

Dr. PATRICK. I think one of the things we often miss is that sub-
stance exposure often leads to pre-term birth. I sent home a baby
in the last week that had been in the hospital for 8 months, was
born at 23 weeks, and the amount of support that family needs is
extensive. For many of our babies, they, unfortunately, don’t have
families to go to. So what you're talking about is vitally important
as we support families, particularly, foster families that come in
and care for infants that have complex needs. So thank you for
that.

The CHAIRMAN. Thank you very much, Senator Baldwin.

Senator Scott.

Senator SCOTT. Thank you, Mr. Chairman.

To Senator Baldwin, thank you. I came in halfway through your
story. Thank you for sharing your personal story with all of us. I
think it’s informative and instructive as well, and we’re all appre-
ciative of family members who step up to the plate when challenges
arise with our primary caregivers.

Ms. Savage, the power of your personal testimony is unmatched,
and I can’t imagine the excruciating pain and misery that your
family has endured. But the ability to articulate your story in these
conditions will have impacts throughout this Nation that we’ll
never hear about, but lives will be saved because you have the
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power and the strength to testify, and thank you to your family,
your husband and your son, for being here as well.

Dr. Patrick, I know you’ve answered this question a couple of
times already, and I had to go to a Banking hearing and other
hearings. But in South Carolina, according to many reports, from
2007 to 2015, the number of babies born with NAS has gone from
4 per 1,000 to 7 per 1,000. It’s my understanding that it’s very dif-
ficult to treat these babies.

Can you once again illuminate, perhaps briefly, how we could do
a better job, first? And, second, my question is—when I was here
and listening to your testimony, you talked about the difficulty
within the first couple of weeks. Can you speak to the challenges
for the next several years for some of these kids as they grow up?

Dr. PATRICK. Thank you for the question. When I describe a baby
that has drug withdrawal, I often describe them as a colicky baby
times five. These are infants that are increasingly fussy. They have
difficulty breathing, difficulty feeding, sometimes difficulty breath-
ing, and, less commonly, they can also have seizures. So you can
imagine what that’s like for a family to go through and for the in-
fant to go through.

Our approach has changed substantially at Vanderbilt based on
best practices around the country. So no longer do infants that
have drug withdrawal come to the neonatal intensive care unit.
They stay with their mom, if possible, in the newborn nursery, and
then they go to a different part of the hospital outside the ICU. We
find that keeping moms and babies together—it decreases the se-
verity of the drug withdrawal, and it keeps the bonding of the dyad
from early on. It’s so important.

Your questions around long-term outcomes are really important.
One of the things that we need is additional research to under-
stand that. There really aren’t large prospective studies to follow
infants as they go to kindergarten. We have some older studies
that suggest that there may be some issues with attention, maybe
with language. But there really aren’t robust studies. It’s an area
that certainly needs to be funded.

But as we think through this, as we sort of react to what we'’re
doing now, one of the vital things that we do is support infants for
those first years of life, and that includes partnering with child
welfare, but also early intervention services. So every infant that
is substance-exposed should be referred for early intervention serv-
ices, and that includes speech therapy, occupational therapy, so
that we can maximize their outcome, and I think that period of
time going home is just so critical. Right now, the way it feels for
me when I discharge an infant home is that it’s uncoordinated and
it puts a lot of stress on a family that already has a lot of stress.

Senator SCOTT. Thank you very much.

Dr. Bell, I thank you for being here as well. One of the comments
that we’ve been thinking about as I've been listening is the thought
that shame and the consequences of one’s actions leads many folks
to hide the challenges and the addiction. I know that there’s a
strong push toward allowing parents who are going through treat-
ment not to lose their children, which sounds like a good idea, but
also a double-edged sword. Can you walk me through that as well?
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Dr. BELL. The approach really is one that says, “We want to
honor your relationship with your child. We also want to acknowl-
edge that having that child connected to you is a great motivator
to overcoming the challenge that you're dealing with.”

But in doing that, we also acknowledge the need to make sure
that there’s constant monitoring of the children, that there is con-
stant support for the children, that there’s respite for the child,
time periods for the child to be away from the parent, so that child
welfare is not doing what we’ve done—typically done in the past,
which is having this complete distance, but that we are not leaving
the child just with the parent so that something might possibly
happen, and we’re continuously working with that mother and fa-
thers and other family members to improve their capacity to care
for the children.

Senator SCOTT. Thank you. Using my last 14 seconds here as
wisely as I can, which means I'm going to go over my 14 seconds,
Senator Baldwin’s story as it relates to the involvement of her
grandparents—how often do you see the grandparents——

The CHAIRMAN. Senator Scott, I'm going to have to—I've told
the—we have a vote right now and four Senators waiting.

Senator SCOTT. Oh, is that right? Okay. Well, I'll wrap it up in
just about seven more minutes.

[Laughter.]

Senator SCOTT. I'll submit that in writing to you.

Thank you, Mr. Chairman.

The CHAIRMAN. I'm sorry to cut you off, but——

Senator SCOTT. I fully understand.

The CHAIRMAN ——TI’ve been trying to be a little bit—Senator
Murphy?

Senator MURPHY. Thank you very much, Mr. Chairman.

I wanted to add my thanks to Senator Baldwin for sharing that
story with us, and I actually may have a question pertaining to
how we make sure that families are truly involved in the care for
their loved ones, if I have time with my strict 5-minute limit.

But I wanted to come back to Dr. Patrick to expand on this con-
versation about neonatal abstinence syndrome. A few years ago,
Yale Children’s Hospital conducted a quality improvement study to
look at how to best care for these kids, and what they attempted
to do was build a really comprehensive non-pharmacological ap-
proach to caring for these infants. That meant low stimulation
rooms, swaddling, soothing, feeding on demand, trying to enhance
the bond between mother and child. The results were really ex-
traordinary. Average length of stay in the NICU went from 28 days
to just over 8 days. Morphine treatment in the NICU decreased
from 98 percent to 44 percent.

My question is how important is it to prioritize non-pharma-
cological treatment for NAS, and are our hospitals ready for this?
I mean, you have to have more nurses. You have to have dedicated
physical space in order to do this right. How important is this
treatment, and are we ready to do more of it?

Dr. PATRICK. Well, my colleagues at Yale have done a wonder-
ful—built a wonderful program. It’s vital. Non-pharmacologic care
is vital. We find as we do that in our hospitals, we’re using less
morphine. So what would you rather have? Would you rather have
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your mother or morphine? Putting moms and babies together and
creating that environment is so important.

As far as whether hospitals are ready for it, I think we do have
challenges in many communities, particularly rural communities.
We know in states like ours, in Tennessee, and my birth state,
West Virginia, there’s a really high number of opioid-exposed in-
fants, and sometimes the neonatal intensive care unit is the only
pediatric place in that hospital.

I think when we think about how this is implemented and how
do we begin to deescalate the care that we provide for infants and
create a model where families can stay together, I think it may
look slightly different in different hospitals, hospitals that may not
have the resources that Vanderbilt has to support lactation. We
have a child life specialist who’s building a cuddler program, so
when moms can’t be there, we’re able to support that. I think it’s
going to look different a little bit everywhere, but it is vital.

Senator MURPHY. I'll direct this to Dr. Bell, but, Ms. Savage, if
you have thoughts as well—I want to talk about what happens
when a child hits the age of majority. One of the things we talked
about in the Mental Health Reform Act of 2016 that this Com-
mittee and this Congress passed is looking at HIPPA laws and how
they may create barriers at age 18 for the parents to stay involved
in the care of a loved one, a child who may have complicated
comorbidities, addiction and mental illness.

We want to respect the privacy rights of adults, but we also want
to make sure that if a doctor feels it’s in the best interest of that
child, when they go from 17 to 18, that the parents can still, at the
very least, know about when the appointments are so that they can
help that 18-year-old stay on schedule. I just wanted to pose that
question to you, about how you think about making sure that fami-
lies stay integrated in care when you have that transition to the
age of majority.

Dr. BELL. You know, I think that it is important for young peo-
ple, particularly entering adulthood, to have as strong a support
system around them as possible. One of the things that we have
wrestled with in the child welfare service area around privacy has
always been being able to help the individual understand why this
is helpful to them. It’s a very complicated legal matter in trying to
override someone’s right to privacy.

But I do believe the relationship is the most important factor in
getting people to accept that this is helpful to me, as opposed to
invasive to me. We have to respect privacy, but I do believe that
there are possibilities through relationship for being able to get
that done.

Senator MURPHY. Well, I know we’ve got other people who want
to speak, so I'll yield back the rest of my time. Thanks, Mr. Chair-
man.

The CHAIRMAN. Thank you, Senator Murphy. That’s good of you.
We have several Senators, some of whom have been here for the
whole hearing.

Senator Young.

N { believe the vote may have been moved to 11:45, so that may
elp us.

Senator YOUNG. Well, thank you, Chairman.



67

Ms. Savage, you and I talked in my office about how you’ve been
able to reach so many high school students, not only in the State
of Indiana but really increasingly across the country through work
with the 525 Foundation, which you established. You indicated how
so many of these kids have no idea whatsoever or very little idea
about the risk associated with prescription pills and the risk they
pose to their health and the health of loved ones. I think a lot of
adults lack that awareness as well.

How in your mind do we bring more awareness to this issue to
high school students? And do you think we might need a broader
public awareness campaign to address it?

Ms. SAVAGE. Thank you for your question. Absolutely. Not just
with high school students, but also middle school age students and
also elementary age students and also adults, I think a big cam-
paign with a public service announcement, a national campaign,
would be awesome, because it would touch so many different peo-
ple, different age groups, absolutely.

Senator YOUNG. Thanks, and we had a little dialog about that
last night——

Ms. SAVAGE. Yes, we did.

Senator YOUNG recalling the “This Is Your Brain On Drugs”
ad from years ago——

Ms. SAVAGE. Yes, that we still remember.

Senator YOUNG and there might be an analog to that.

Dr. Bell, 'm going to turn to you, sir, and I would like to discuss
the issue of predictive analytics. By way of background, Marilyn
Moores is a juvenile court judge in the Indianapolis area, and she
recently said that our traditional systems of early warning related
to child welfare cases are overwhelmed. With caseworkers
stretched too thin, we end up with a bunch of kids who are falling
through the cracks, not just in Indiana, but we see this around the
country.

But imagine if we could use existing data to help those case-
workers in targeting much needed services to those children who
are most at risk. Child welfare expert and former Michigan Su-
preme Court Justice Maura Corrigan said, “If we're able to mine
data in child welfare and intervene with good casework by the min-
ing of that data, perhaps we would reduce the 1,500 to 3,000
deaths from child abuse and neglect in this country each year.”

I'm going to ask you, Dr. Bell, how might we use data to estimate
risks for children, and should we be using data from past cases in
order to inform decisions about current ones?

Dr. BELL. Thank you, Senator Young. You know, I would just say
about predictive analytics that we must first understand that it is
a tool and not a solution unto itself. But predictive analytics is a
very valuable tool that has been used for years in the healthcare
field, in law enforcement, in meteorology, and it is essentially tak-
ing the things that we know, analyzing them, to help us better pre-
dict the things that we don’t know.

If we can utilize this tool that has shown so much value for oth-
ers—aviation, I mean, airplane crashes—predictive analytics has
been paramount to reducing those. So I think that we have to ex-
plore every possible opportunity to do better for our children, and
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we believe predictive analytics is one of those things that we can
explore.

Senator YOUNG. Well, thank you, and I agree with you. I think
sometimes we come up with fancy names for things that have been
around a while. I guess this is forecasting, and we ought to apply
it to this field to improve the lives of our children. So thank you.

With my remaining time, I'm going to ask you about reporting,
sometimes a boring issue, but if you don’t have clarity about an
issue and there’s not proper reporting, you don’t really have a clear
picture of what’s going on and oftentimes a solution is poorly tar-
geted. So nearly 11,000 children entered the foster care system in
Indiana in fiscal year 2016, with at least 58 percent of these chil-
dren entering care because of parental substance abuse.

However, both experts and child welfare agencies believe this
percentage to be underestimated. Nancy K. Young of Children and
Family Futures said in a 2016 Senate Finance Committee hearing,
“Not a single state believes these data accurately reflect their expe-
rience and tell us that these numbers greatly understate the vast
majority of cases in which a child is placed in protective custody
related to parental substance use disorders.”

I guess—TI’ve got about 15 seconds left, and I, too, want to be re-
spectful of my colleagues. Yes or no, do we know the full extent
substance use disorders are associated with the number of children
being placed in the foster care system?

Dr. BELL. No, we don’t, but we can.

Senator YOUNG. Thank you.

Dr. BELL. We can correspond on that.

Senator YOUNG. I look forward to that.

The CHAIRMAN. Thank you, Senator Young.

Senator Warren.

Senator WARREN. Thank you, Mr. Chairman.

The Massachusetts Department of Health recently released some
astonishing data about the impact of the opioid crisis in our state.
They wanted to better understand the relationship between preg-
nancy and overdose. So they linked up a lot of data bases around
the state to track the records of mothers who gave birth and then
also died in a 4-year period between 2011 and 2015. They found
something that was really heartbreaking. For four out of every 10
women in this group, the cause of death was opioid overdose.

During the same time period, our foster care system grew by 19
percent across the state. About 10,000 grandparents are now pri-
mary caregivers for their grandchildren, grandchildren who have
often landed in their grandparents’ arms because of this crisis.
Now, this crisis isn’t just about the lives that are lost. It is also
about the struggle of those who have to cope when lives are lost.

Dr. Bell, you're an expert in the foster care system. When a par-
ent dies from an opioid overdose, what kind of financial impact
does it have on a child?

Dr. BELL. I would start by just referring to ACEs, and one of the
leading ACEs as documented through Child Trends is separation
from a parent—death, loss of a parent. When a parent dies, that
is a traumatic experience for a child that lasts throughout a life-
time, and the result of that is loss of finances, loss of this role
model who was there for them, loss of this protector, this chief ad-
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vocate, and our systems have to be designed to focus on how do we
replace those lost elements of that child’s development.

Senator WARREN They lose the emotional support. They lose the
financial support. Let’s fast-forward to when the child is 18 years
old. In about half of our states, foster care ends at age 18. So if
a child stayed in foster care, theyll be aging out just about the
time they finish high school. If a child ended up, say, with their
grandparents after the death of a parent from an opioid overdose,
those grandparents may be in their 70’s by that point, maybe older,
living on a fixed income.

Dr. Bell, at age 18, do youth who have lost a parent face finan-
cial burdens in continuing their education?

Dr. BELL. They absolutely do, and far too many of them do not
complete their post-high school education, and far too many don’t
even complete their high school education.

Senator WARREN. One of the ways that we try to take care of
kids who have lost a parent is through the Social Security system.
When a working parent dies, the child is eligible for Social Security
survivor benefits, which are designed to help out in these kinds of
tragic circumstances.

Until a couple of decades ago, Social Security survivor benefits
were available for a child until they were 22, if they were full time
students. In 1981, Congress changed the rules and cut the benefits
off at 18, even for students.

The Bipartisan Policy Center, a group of both Democrats and Re-
publicans, has recommended restoring eligibility up to age 22.

Now, Dr. Bell, the average size of these benefits is about $820
a month. Is that enough money to make a difference for these
young people?

Dr. BELL. Given the cost of living, it clearly is not. But I would
say to you that there are a number of possibilities that we need to
work on putting together to actually deal with this issue, because
I don’t believe that there’s any single avenue that will solve this
challenge that we're talking about.

Senator WARREN. But will it help us push in the right direction?

Dr. BELL. If we combine it with many other things that are pos-
sible, absolutely. And this is definitely a conversation I would love
to be able to continue with you, because I think that it’s pointing
in a direction that we must go in.

Senator WARREN. Good, and I think that’s important. You know,
as Ms. Savage testified, the opioid epidemic is not fair to anyone,
and too many kids are also left to deal with the emotional and eco-
nomic costs of losing a parent. We could make a common sense
change to Social Security survivor benefits. It won’t solve every
problem, but it certainly moves us in the right direction, and I
think the least we could do is restore benefits up to age 22 for full
time students so that these young people who are eligible for bene-
fits could have a little bit better lifetime chances going forward.
Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Warren.

The vote has started, but we should have time for Senator Smith
and then Senator Hassan to ask their questions.

Senator Smith.
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Senator SMITH. Thank you very much, Chair Alexander and
Ranking Member Murray.

I'd like to start out by talking about what is actually an urgent
need for immediate action on a program that provides health cov-
erage to Minnesotans, about 100,000 Minnesotans, including cov-
erage for the treatment and recovery for exactly what we’re talking
about today. So in Minnesota, we have something called a basic
health plan. It’s called MinnesotaCare at home, which serves as a
lifeline for working families. It offers low-cost comprehensive
health coverage for people who make too much to qualify for Med-
icaid, but simply can’t afford health coverage on the private mar-
ket.

Yet, unfortunately, recent actions by the administration have
jeopardized the long-term stability of this program and is putting
MinnesotaCare coverage at risk for families. So, actually, in total,
my state stands to lose $800 million in Federal funding for
MinnesotaCare, which is a big blow.

I want to thank Chair Alexander and Ranking Member Murray
and all the Members of this Committee for working with me to re-
verse these cuts.

I'm really hoping and counting on a bipartisan effort to stabilize
this market and to help us in Minnesota who count on this, be-
cause it relates directly to what we’re talking about today, the need
to not only recognize a desperate public health crisis, but also have
the resources to provide treatment and recovery to people who need
it. So I want to thank you for the opportunity to just mention that,
and we’ll just turn to a question.

Ms. Savage, I'm so grateful for you being here today. I'm a moth-
er of two sons. I have also sat around tables in coffee shops in Min-
nesota and talked to moms, I want to say with similar stories, but
every single one of these situations is a unique tragedy, and I want
to recognize that.

Ms. SAVAGE. Thank you.

Senator SMITH. I've talked to a lot of parents and teachers and
school officials in Minnesota about this epidemic, and I hear a lot
about the need to strengthen mental health systems in our schools
and especially the mental health workforce. It’s kind of like an
early warning system in schools. In Minnesota, we have done some
unique things to try to strengthen this link between schools and
community health providers, and it’s a big problem. I'm actually
working with Senator Murkowski on a way of making this work
better.

But I'd be really interested to hear from your perspective—you’ve
spent a lot of time in schools—how you think a stronger mental
health system in our public schools would help with this.

Ms. SAVAGE. Well, I think any time you can strengthen anything
in the school system, it’s a good thing, and mental health being no
different with that. I know that a lot of students who maybe do
have some substance abuse issues, it’s because of a mental health
issue as well. So I think if you can strengthen that, you might be
able to help on the other aspect of this addiction process as well.

Senator SMITH. Right. Thank you very much.

I want to ask a follow-up question—this is to Dr. Patrick—
around this question of family based treatment and how that might
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work. Last week, I had a chance to meet with some representatives
from Minnesota Head Start providers, and they were telling me
about what pressure it has put on the Head Start system—this
opioid public health emergency that we have. They said we literally
do not have enough arms to hold the infants that need to be held
because of what’s happening.

I'm wondering if you could talk a little bit about how we might
use existing systems like Head Start to help support families, par-
ents and children who are dealing with neonatal abstinence syn-
drome.

Dr. PATRICK. Thank you for the question. I think it actually be-
gins before—it begins with a comprehensive approach that includes
prevention and bolstering prevention early on, well before preg-
nancy. But as far as our existing resources to engage the family,
I think many of the things that have been said, including by Dr.
Bell a bit ago, in terms of having a more proactive child welfare
system that can engage families holistically and utilize and coordi-
nate some of those resources from child welfare, early intervention,
throughout the continuum of care—I think that’s really vital.

Senator SMITH. Thank you very much.

The CHAIRMAN. Thank you, Senator Smith, and thank you for
your remarks about the Minnesota Healthcare plan. Senator Mur-
ray and I are working on a way to lower insurance rates that
would specifically solve that problem, and I hope we can finish that
work promptly.

Senator SMITH. I appreciate that very much.

The CHAIRMAN. Senator Hassan.

Senator HASSAN. Thank you very much, Mr. Chair and Ranking
Member Murray.

To our panelists, thank you for your work and for your patience
and attention this morning.

Before we start, I do want to address the bipartisan funding
agreement that the Senate reached yesterday to significantly in-
crease Federal funding to combat the opioid crisis, which is an im-
portant next step in strengthening our response to this epidemic.
These new dollars need to be prioritized for states like my own,
New Hampshire, which has been terribly and disproportionately
hit by this crisis, and I'm going to continue to work with my col-
leagues to ensure that happens.

We also know that we will ultimately need far more funding be-
yond this measure over the years to come to truly address this cri-
sis. So there are a number of us here this morning who will con-
tinue to fight to do that.

I want to thank the leadership of this Committee, because I
think they have assembled an extraordinary panel. You all rep-
resent really the full scope of this terrible epidemic, the individual
loss, and the lives changed forever as a result of the long-term ef-
fects for our next generation that both Dr. Patrick and Dr. Bell are
talking about as well.

Ms. Savage, as I heard your testimony, I was reminded of the ex-
perience of two granite staters, Jim and Jeanne Moser, who lost
their 26-year-old son, Adam, in a somewhat similar experience to
what you described with your sons. One of the steps they’ve taken
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is called the Zero Left campaign, and I take it from your nodding
that you know a little bit about it. Would you like to address it?

Ms. SAVAGE. Yes. It’s a wonderful campaign that I actually just
became familiar with. Jim has reached out to our organization
about perhaps partnering with it to kind of help spread what
they’re trying to do. What it is—it’s Zero Left, and it’s a campaign
to try to get people to clean out their closets and their medicine
cabinets to leave zero left behind. They also have safety disposal
for prescription medications that they can put them in a pouch and
mix it with water, and it disposes of the prescription medication.
So it’s a wonderful campaign.

Senator HASSAN. Yes, and they’re working with five hospitals in
our state, so that when a doctor prescribes an opioid, they're given
that pouch along with a warning about the impact that—even
though legally prescribed—drugs can have. So I'm glad you guys
have connected. It’s a real example of the work that so many fami-
lies are doing to try to prevent this from happening to anyone else.
So thank you.

Dr. Bell, last week, I was honored to have a woman named
McKenzie Harrington-Bacote join me as my guest for the state of
the Union. McKenzie works as the program administrator for the
Office of School Wellness in the Laconia School District in New
Hampshire. That office focuses on preventing substance misuse and
addressing students’ all around behavioral health and wellness. La-
conia has been very hard hit by the epidemic, and the schools are
really working with Federal funds to stem the tide. They have seen
a great improvement in student well-being by providing kids with
counseling, meals, and other supports so that they are better able
to learn, engage in the classroom, and cope with challenges at
home.

Dr. Bell, you have worked with school age children your entire
career. Can you speak to what more schools should be doing to help
facilitate student well-being, especially in schools where children
may be exposed to substance misuse in their homes or commu-
nities, and how can we here in Congress support those efforts?

Dr. BELL. Thank you, Senator, for the question. You know, I
think schools have always been and should continue to be a core
frontline institution in whatever ailments we are challenging in our
communities, and I think particularly with the opioid crisis, the
school can become a very safe haven for young people.

But as we know, there’s a lot going on in our schools, and that
means that we’ve got to change our approach that we’re taking. I
think that we need to focus less on the policing that we’re doing
in our schools and more on the protecting, and that we need to
have conversations with the community, and that our schools
should not close down at 3 o’clock. The schools have to become that
school-based community center where our children and our families
can go to get protection, to be safe, and to learn how to protect
their lives and to improve the conditions that they’re living in, and
I think there’s much more that we can do in that area.

Senator HASSAN. Well, I thank you, and to both you and Dr. Pat-
rick, one of the things you’ve both been talking about is the impor-
tance of integrated care and services and prevention that can come
with that kind of integrated service. In my experience as a Gov-
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ernor, it takes resources to actually coordinate and integrate
things. You can’t just kind of say it’s a good thing. So there are a
number of us here, myself included, who will be fighting to get you
guys on the front lines those kinds of resources. We are so grateful
for your work.

Thank you, Mr. Chair.

The CHAIRMAN. Thank you, Senator Hassan.

Senator Jones, have you voted yet?

Senator JONES. Not yet. But I just have one quick question for
Ms. Savage and we can move on, if that’s Okay. This won’t take
but a second.

The CHAIRMAN. Sure.

Senator JONES. Ms. Savage, I appreciate your testimony, and as
a lawyer before I came here, I had clients that had issues, similar
issues, and I saw the devastating—but one of the things that I
would like to talk about as opposed to the money and the legisla-
tion—you mentioned the community pill drop. I think Senators can
also use their positions as community engagement.

Just briefly, I'd like to know just a little bit more about what you
did, how you put that together, so that perhaps in Alabama we can
go back and try to organize that. We don’t have much time, so I
apologize.

Ms. SAVAGE. I'll be quick. What we did is we worked with a lot
of other community coalitions, and we organized a pill drop, where
we picked a Saturday, and we got DEA approval, and we manned
five different locations across our community from 10 o’clock to 2
o’clock p.m. And in those 4 hours is where we had picked up those
500 pounds of pills.

Senator JONES. Did you advertise that?

Ms. SAVAGE. We advertised it, and we had—through Facebook,
and the local media picked it up and advertised that, and it was
just a constant flow of traffic coming through. We went through the
fire department, the stations. They would pull in. They would hand
out their pills in little Ziploc baggies that we asked that they bring
them in, and they put them in a box, and then they would drive
through.

Senator JONES. Well, that was just briefly it, Mr. Chairman. I
wanted to hear a little bit about that. I appreciate your indulgence
on that. And I look forward to hearing back from you.

Ms. SAVAGE. Thank you.

The CHAIRMAN. Thank you, Senator Jones, and you're welcome
to supplement that answer, any of you.

Thanks to all of you. We need to go vote, and I'm going to wind
up the hearing. But this, as you can tell, has been a very helpful
hearing, and we respect and appreciate the effort that each of you
has made to come.

I would ask unanimous consent that the statement by Senator
McConnell be submitted into the record.

[The prepared statement of Senator McConnell follows:]

PREPARED STATEMENT OF SENATOR MCCONNELL

Mr. Chairman, Ranking Member Murray, Fellow Senators:

In Kentucky and across our Nation, the scourge of opioid abuse continues to dev-
astate communities and tear families apart. One of the most heartbreaking aspects
of this crisis is the increasing number of infants born dependent on opioids. These
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infants are the most innocent among us, and it is heartbreaking to learn that so
many start off their life suffering from drug dependency.

Last May, I shared an article on the Senate floor entitled “A Generation of Heroin
Orphans.” It told the story of a Kentucky family with a single-mother who was suf-
fering from heroin addiction and the five young children were sent to live with their
grandparents. The youngest of the children—twins—were born addicted to heroin.
Because of the incredible love and care from their grandparents, these five children
are now going to school and living happy lives. However, this is not always the case
for the nearly 70,000 kids in Kentucky who live with their relatives because their
parents are struggling and with addiction and are unable to care for them.

Heartbreaking stories as a result of opioid abuse are too common across the
United States. Through strong bipartisan efforts, we have passed significant laws
to help fight back—including the Protecting Our Infants Act (POIA), the 21st Cen-
tury Cures Act, the Comprehensive Addiction and Recovery Act, and most recently
the Senate-passed Jessie’s Law. As the Members of this Committee know, the opioid
epidemic cannot be solved by a single program or piece of legislation. But by build-
ing upon our successful efforts we can continue to make a real difference in the lives
of those who need it most.

Today, I would like to focus on one law that is of particular importance to me and
relates to the topic of today’s hearing. In 2015, I was proud to sponsor and lead to
enactment the bipartisan POIA. The POIA aims to prevent prenatal exposure to
opioids, to treat infants born with opioid withdrawal, and to improve the states’ pub-
lic health response to this problem. Specifically, it instructed the Secretary of
Health and Human Services to develop a comprehensive strategy to address gaps
in research and programs. Further, it directed the Secretary to develop rec-
ommendations for preventing prenatal opioid abuse and treating infants born de-
pendent on opioids. After working with my colleagues to challenge Federal agencies
to meet timelines established by the POIA, I was proud to see these recommenda-
tions published last year.

I am extremely proud that POIA became the first Federal law to address prenatal
opioid exposure, and I thank my colleagues for joining me in the effort to see it
signed into law.

To address a complex issue like the opioid epidemic, it is critical that the Federal
Government continues to collaborate with states, communities, and localities to find
comprehensive solutions through prevention, treatment, and law enforcement ef-
forts. Earlier this week, during her trip to Cincinnati, First Lady Melania Trump
visited the Children’s Hospital Medical Center to spend time with patients suffering
from the consequences of opioid abuse. Her visit, in addition to providing comfort
and support to the children, brings national attention to the struggles of some of
our youngest and most vulnerable citizens.

I would like to thank Chairman Alexander and Ranking Member Murray for hold-
ing this important hearing today to focus on how this epidemic has specifically af-
fected children and families, and I commend them for their continued work in this
space. By continuing to fight the opioid epidemic, we can help those suffering from
its effects. I will continue working with my colleagues in this effort to help make
the scourge of opioid abuse a thing of the past.

The CHAIRMAN. The record will remain open for 10 days. Mem-
bers may submit additional information for the record within that
time if they’d like. Our Committee will meet again on Tuesday,
February 13, at 10 a.m. for a hearing entitled Improving Animal
Health: Reauthorization of FDA Animal Drug User Fees.

Thank you for being here today. The Committee will stand ad-
journed.

ADDITIONAL MATERIAL
THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Chairman Alexander, Ranking Member Murray, and distin-
guished Members of the Senate Committee on Health, Education,
Labor and Pensions, thank you for the opportunity to submit writ-
ten testimony in response to your February 8, 2018 hearing titled
“The Opioid Crisis: Impact on Children and Families.” The Amer-
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ican College of Obstetricians and Gynecologists (ACOG), rep-
resenting more than 58,000 physicians and partners dedicated to
advancing women’s health, appreciates the thoughtful way that the
Committee is approaching this sensitive topic. I hope you will view
ACOG as a resource and trusted partner as you continue to exam-
ine this important issue.

As ACOG’s Executive Vice President and Chief Executive Officer,
I am keenly aware of the increase in opioid dependence and its im-
pact on our patients and their families. My testimony will focus on
the need for greater access to evidence-based treatment for preg-
nant and parenting women and the importance of family preserva-
tion.

The instance of opioid use disorder has risen dramatically over
the past few years, including among pregnant and parenting
women. The unplanned pregnancy rate among women with an
opioid use disorder is 86 percent, a number that far surpasses the
national average of 45 percent.l This speaks to the need for in-
creased access to contraception among women with opioid use dis-
order, as well as the fact that many of these women did not intend
to be pregnant.

During pregnancy, most women who use substances, including
opioids, are motivated to change unhealthy behaviors and quit or
cut back. Those who cannot stop using have a substance use dis-
order. In other words, continued substance use in pregnancy is a
characteristic of addiction, a chronic, relapsing brain disease.

Evidence-based treatment for pregnant and breastfeeding women
with substance use disorders includes the use of medication-as-
sisted treatment (MAT) such as methadone and buprenorphine.
MAT is the recommended therapy for treating pregnant women
with opioid use disorder, and is preferable to medically supervised
withdrawal, which is associated with higher relapse rates and poor-
er outcomes, including accidental overdose and obstetric complica-
tions. Use of MAT also improves adherence to prenatal care and
addiction treatment programs. MAT, together with prenatal care,
has been demonstrated to reduce the risk of obstetric complica-
tions. Neonatal abstinence syndrome (NAS) is an expected and
treatable condition that can follow prenatal exposure to opioids, in-
cluding MAT.2

Tragically, overdose and suicide are now the leading causes of
maternal mortality in a growing number of states. 3,4 Threats of in-
carceration, immediate loss of child custody, and other potential
punishments drive pregnant and parenting women away from vital
prenatal care and substance use disorder treatment. Non-punitive
public health approaches to treatment result in better outcomes for
both moms and babies. Immediately postpartum, women who bond

1 Heil S, Jones H, Arria A, et al. “Unintended pregnancy in opioid-abusing women.” J Subst
Abuse Treat. 2011 Mar, 40(2): 199-202.

2 Opioid use and opioid use disorder in pregnancy. Committee Opinion No. 711. American Col-
lege of Obstetricians and Gynecologists. Obstet Gynecol 2017;130:e81—94.

3 Metz TD, Rovner P, Hoffman MC, Allshouse AA, Beckwith KM, Binswanger IA. Maternal
deaths from suicide and overdose in Colorado, 2004—2012. Obstet Gynecol 2016;128:1233—40.

4 Maryland Department of Health and Mental Hygiene Prevention and Health Promotion Ad-
ministration. Maryland Maternal Mortality Review: 2016 Annual Report. Retrieved from htip://
healthymaryland.org | wp-content | uploads /2011 /05 / MMR—Report—2016—clean-copy—
FINAL.pdf
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with their babies, including via skin-to-skin care and breastfeeding,
are more likely to stay in treatment and connected to the health
care system. Further, breastfeeding is associated with decreased
severity of NAS symptoms and reduced length of hospital stay for
the newborn. ®> Substance use disorder treatment that supports the
family as a unit has proven effective for maintaining maternal so-
briety and child well-being.

However, in 2015 the Government Accountability Office (GAO)
found that “the program gap most frequently cited was the lack of
available treatment programs for pregnant women. . .”¢ In 2017,
the GAO again cited barriers faced by pregnant women with opioid
use disorder, including “the stigma faced by women who use
opioids during pregnancy” and “limited coordination of care for
mothers and infants with NAS,” making it “difficult for families to
get the resources or support they need.””

As the Committee considers approaches to improve outcomes and
mitigate the impact of the opioid crisis on children and families, we
urge you to consider the following:

e The need for the US Senate to pass S. 1112, the Mater-
nal Health Accountability Act, introduced by Senators
Heitkamp (D-ND) and Capito (R-WW) to assist states
with the creation or expansion of maternal mortality re-
view committees (MMRCs). Urgent action is needed to
bring down the rising maternal mortality rate in the
United States. States with MMRCs bring together local
health care professionals to review individual maternal
deaths and recommend specific ways to prevent future
deaths. MMRCs are critical tools to understanding why
women die related to pregnancy, including those linked
to opioid overdose, and identifying opportunities for pre-
vention.

e The need for increased access to residential and nonresi-
dential treatment options for pregnant and parenting
women with opioid use disorder. Section 501 of the Com-
prehensive Addiction and Recovery Act (CARA; Public
Law 114-198) authorized funds to increase access to out-
patient treatment options that are responsive to preg-
nant and parenting women’s complex responsibilities,
often as the primary or sole caregivers for their families.
Ensure this program receives adequate funding to im-
prove access for all women seeking treatment.

e The Protecting Our Infants Act: Final Strategy, created
pursuant to Public Law 114-91, made several rec-
ommendations to address gaps in research; gaps, over-
laps, or duplication in relevant Federal programs; and

5 Klaman SL, Isaacs K, Leopold A, Perpich J, Hayashi S, Vendor J, Campopiano M, Jones
HE. Treating Women Who Are Pregnant and Parenting for Opioid Use Disorder and the Concur-
rent Care of Their Infants and Children: Literature Review to Support National Guidance. J
Addic Med 2017;11(3):178-190.

6 U.S. Government Accountability Office. (2015, February). Prenatal Drug Use and Newborn
Health: Federal Efforts Need Better Planning and Coordination. (Publication No. GAO-15-203).
Retrieved from Attp:/www.gao.gov / products | GAO-15-203.

7 U.S. Government Accountability Office. (2017, October). Newborn Health: Federal Action
Needed to Address Neonatal Abstinence Syndrome. (Publication No. GAO-18-32). Retrieved
from https:/ /www.gao.gov / assets /690 /687580.pdf.
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coordination of Federal efforts to address neonatal absti-
nence syndrome (NAS) with recommendations regarding
maternal and child prevention, treatment, and services.
The October 2017 GAO report made one recommenda-
tion: to implement the Strategy.® However, the Strategy
includes a disclaimer that “full implementation will be
contingent upon funding.”? Congress should direct Fed-
eral funds to ensure full implementation of the Pro-
tecting Our Infants Act: Final Strategy.

e Critical gaps in public and private insurance coverage
lead to gaps in care or discontinuation of treatment.
Women receiving pregnancy coverage through Medicaid
or the Children’s Health Insurance Program (CHIP) may
lose their access to MAT weeks after giving birth, during
a particularly vulnerable time when relapse risk in-
creases if treatment is not continued. Further, continued
and improved coverage is needed for nonpharmacological
pain relief, and should include transportation and
childcare options for women seeking treatment. Explore
coverage policies that ensure continued access to treat-
ment for women postpartum.

e Facilitate better collaboration between health care pro-
viders and the child welfare system in responding to the
rise of opioid use disorder among pregnant and par-
enting women and NAS. This epidemic is increasingly
leading to children being placed in kinship care or foster
care homes. State child welfare agencies do not currently
have the resources necessary to address the impact of
this epidemic on families. Our shared priority is that in-
fants born to families struggling with opioid use disorder
have safe homes, and that the family unit is preserved
when possible.

o Section 503 of CARA added requirements for states
to develop plans of safe care for infants born with
NAS. Unfortunately, those requirements came with-
out resources for implementation or clear guidance,
and may unintentionally lump together women who
use illicit substances with those in active treatment
or with a current valid prescription. States need ad-
ditional guidance, funds, and resources from the Fed-
eral Government to ensure infant safety and to keep
families intact when appropriate.

e Advance S. 1268, the Child Protection and Family
Support Act introduced by Senators Daines (R-MT)
and Peters (D-MI) to expand access to treatment
services for vulnerable families while helping them
stay together and heal. Unfortunately, our current
system too often relies on punitive approaches that
deter women from seeking treatment and places chil-

8 Thbid.

9 Protecting Our Infants Act: Final Strategy. Submitted by the Behavioral Health Coordi-
nating Council Subcommittee on Prescription Drug Abuse. Retrieved from https://
www.samhsa.gov [ sites | default/ files [ topics | specific—populations / final-strategy-protect-our-in-
fants.pdf
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dren in foster care when they could safely remain at
home with the appropriate treatment and support
services.

e Reauthorize the Maternal, Infant, and Early Child-
hood Home Visiting (MIECHV) program that serves
at-risk families via evidence-based programs with
goals to improve maternal and child health, prevent
child abuse and neglect, and encourage positive par-
enting. Home visiting programs are an important
tool as we work toward ensuring safe homes and
family preservation.

e Improve access to primary care and the full range of
contraceptives with no cost sharing for women with
opioid use disorder, to drive down the high rate of un-
planned pregnancies in this group as well as the rate of
babies born with NAS. Advance S. 1985, the Protect Ac-
cess to Birth Control Act introduced by Ranking Member
Murray to ensure continued access to coverage for
women with private insurance.

e Promote research into pharmacological and nonpharma-
cological treatments for both pregnant and breastfeeding
women with opioid wuse disorder; mnon-opioid
pharmacotherapies for pain management for women, in-
cluding pregnant women; and both pharmacological and
nonpharmacological treatments for newborns with NAS.

Thank you again for the opportunity to submit written testi-
mony, and for your thoughtful approach to this issue. We look for-
ward to working closely with you and the Committee as you con-
sider additional strategies to address the impact of the opioid crisis
on children and families. I hope that you will consider ACOG a
trusted partner and will let us know if we can provide any addi-
tional assistance.

TESTIMONY OF THE PORT GAMBLE S’KLALLAM TRIBE

“The Opioid Crisis: Impact on Children and Families”

The Port Gamble S’Klallam Tribe (PGST) provides these com-
ments for the record for the Committee’s hearing held on February
8, 2018, entitled, “The Opioid Crisis: Impact on Children and Fami-
lies.” We look forward to further opportunities for discussion on
this important topic and invite the Committee to contact us with
any follow-UP questions.

PGST is a federally recognized, self-governing tribe owning 100
percent of its reservation lands. We are located on the northern tip
of the Kitsap Peninsula in Kitsap County Washington. The PGST
Reservation is home to about two-thirds of the Tribe’s 1,200 en-
rolled members, and the Tribe also provides services to approxi-
mately 800 other American Indians, Alaska Natives and non-Indi-
ans living on the reservation in Kitsap County.

PGST is actively involved in providing culturally appropriate
care, as the only Indian health care provider of both primary and
behavioral health services in Kitsap County. The Tribe joined the
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Tribal Self-Governance Project in 1990 and has administered
health services to its members for over 20 years. The Tribe pro-
vides primary care, dental, mental health and substance abuse
services. Over 98 percent of clients served by behavioral health are
served by primary care also.

In Washington State, Indians die of drug overdoses at a rate of
29 in 100,000, compared to a rate of 12 for whites. The opioid epi-
demic is devastating to families and children in our Tribal commu-
nity. This is a real and heartbreaking crisis for the Tribe. We have
had numerous overdoses and deaths in our community as a result
of the opioid crisis, and not only from the vast supply available on
the black market. The deaths include members who were pre-
scribed opioids as pain medication and accidentally overdosed. In
just the past few months we had an overdose by a young mother
and the death of a toddler, just 2 years old, who got into his par-
ents’ opioid medication. We have grieving parents, grandparents,
and great-grandparents who have lost children due to this scourge.
It would be hard to find a family on our reservation that has not
been impacted by this epidemic.

Since January 1, 2018, the Tribe has filed four new dependency
cases, all but one was related to opioid abuse. These new cases are
in addition to the open dependency cases on which the Tribe had
already filed. Significantly, this is more cases than what we filed
the entire year of 2017.

Our Children & Family Services Department’s mission is to en-
hance the quality of life of our members and their families through
a culturally sensitive approach, which encourages living a healthy
lifestyle and promotes self-sufficiency. Our Department has two di-
visions: the Behavioral Health Division and the Community Serv-
ices Division. Our Department offers a wide range of services and
partners with Behavioral Health to address the opioid epidemic in
our community. We use a wrap-around service approach and tailor
a service plan for each family to meet its specific needs. These serv-
ice plans include, among other things, treatment, parenting, and
counseling. Our Department also offers prevention services to avoid
court involvement and the removal of the children from their fam-
ily home. If removal of a child from the home is necessary, place-
ment is often an issue. We have a large number of relatives as
placements as well as 20 Tribal licensed homes, but with the in-
creased number of dependencies, we often struggle to find homes
for the children. Opioid abuse impacts the whole family. Our Tribal
member grandparents are often raising their grandchildren. In ad-
dition to this role, they are also often struggling with their child
who is involved with the addiction.

The opioid crisis is overwhelming to our law enforcement and so-
cial services as they are not presently resourced sufficiently to meet
the needs arising from opioid epidemic. We are working as hard
and as efficiently as we can with the resources we have, but addi-
tional resources in terms of funding, personnel and authorities
would go a long way in our efforts to combat the myriad problems
the opioid crises causes. Opioid use disorder is a complex issue, and
there is no quick and easy fix for resolving the problem. Rather,
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we need a multifaceted, comprehensive approach with tactics that
work.

Importantly, PGST is taking important steps to address the
opioid epidemic. Our Tribe launched a Tribal Healing Opioid Re-
sponse (THOR) to coordinate a cross-governmental approach to
combat the crisis. We joined a tri-county group to strengthen col-
laboration with partners in the community to implement our plan
that is focused on effective treatment, harm reduction, prevention,
and reducing the role of criminalization. The goal is to address in-
creasing rates of opioid dependence, overdose, and other negative
consequences stemming from opioid use. More information about
THOR is attached in a one-page briefing paper and in an article
published in our tribal newspaper.

PGST is particularly interested in initiating a pilot program for
residential post-treatment facilities. PGST would like to provide
treatment and support past the prevailing 28-day model, utilizing
evidenced-based practices with a robust evaluation component.
PGST has partnerships with Oxford House and Habitat for Hu-
manity, and is well positioned to start such a pilot program.

Culturally appropriate care is of critical importance to Indian
Country, where traditional healing practices, cultural beliefs re-
garding approaches to treatment, and differences in interpersonal
communication may contribute to significant variances in effec-
tively meeting the healthcare needs of American Indian/Alaska Na-
tive populations.

Prevention is the cornerstone for any opioid response, as The
Surgeon General’s Report on Alcohol, Drugs and Health (November
2016) noted. The PGST prevention team has numerous programs
that focus on youth and using evidenced-based approaches to keep
youth active in the community. PGST also provides education to
the community and to the providers treating pain, with a focus on
treating pain with non-opioid medications. Currently, however, pre-
vention funding is grant based and administratively burdensome.
A more streamlined approach with direct funding would benefit the
prevention efforts. We strongly encourage Congress to provide di-
rect funding to Tribes and ensure that any additional funds for
opioids does not decrease services in other areas.

We appreciate Congress’s inclusion of authorization for $6 billion
over 2 years for opioid efforts in the recently passed Bipartisan
Budget Act of 2018. We ask that you work to make sure Congress
appropriates this full amount. We also urge Congress to ensure
that these moneys make their way directly to tribal governments
for them to spend in their own communities. Such funds should not
be passed through the state. We also ask you to support S. 2270,
the Mitigating the Methamphetamine Epidemic and Promoting
Tribal Health Act, which would increase funding in the 21st Cen-
tury Cures Act, and specifically make tribes and tribal organiza-
tions eligible applicants for direct funding under the Act. Addition-
ally, we ask you to work toward providing sufficient funding to the
Indian Health Service (IHS) for opioid treatment and prevention.

We also want to point out certain other barriers to our efforts to
combat the opioid crisis. Current regulations require providers of
medication-assisted treatment (MAT) to apply for waivers even
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though no such limitation exists on providers prescribing opioids.
This creates barriers to accessing MAT. Medicaid dollars used to
fund transportation to opioid services could be reduced significantly
if buprenorphine was easier to access at primary care facilities.
Those saved funds could be used for prevention or treatment. In
addition, nurse care management as an adjunct to MAT has been
shown to be successful and is an evidenced based practice in treat-
ing opioid addiction. We need to expand tribes’ access to this treat-
ment.

Two longstanding areas of concern across the IHS are the limited
funding for construction of new Indian health care facilities and the
need to modernize the IHS’s health information system. Both of
these issues impact the ability of tribes to confront the opioid epi-
demic. PGST is actively working to align substance use disorder
treatment with primary care to address a person’s overall health,
rather than treating it as a substance misuse or a physical health
condition alone or in isolation. Co-locating these services provides
behavioral health integration. Yet, current estimates for a new fa-
cility for us for all health services is over $8 million dollars. Bar-
riers to integration within the health information system are being
addressed at significant cost to the PGST as we left the Indian
Health Service RPMS system years ago.

Thank you for the opportunity to provide comments for this im-
portant hearing. It will be through your dedication and that of your
colleagues to ensure that sufficient resources and authorities are
available to tribal governments, as well as to the Federal, state and
local governments, to stop this scourge on our Nation and commu-
nities which takes such a heavy toll on our children and families.

We look forward to working with the Committee to make sure
the necessary tactics are implemented to combat the opioid crisis.
Our THOR program is an example of one such tactic, and we invite
you to visit our Tribe to learn more about it and other actions we
are taking to do our part in the opioid fight. If you have any ques-
tions or would like to discuss this testimony, please contact our
Tribal Chairman, Jeromy Sullivan.

THE PORT GAMBLE S’KLALLAM TRIBE THOR PROJECT

THOR = Tribal Healing Opioid Response
THOR Logo was designed by Port Gamble S’Klallam Tribal mem-
ber, Jeffrey Veregge.

THOR Was developed to address opioid, specifically, heroin use
on the reservation.

THOR Team includes tribal departmental staff from the police,
health, youth, behavioral health and H.R. and also Court staff and
community members.

Participants meet monthly to work to address the three goals of
THOR

Goals:
e Prevent opioid misuse and abuse

e Expand access to opioid use disorder treatment
e Prevent deaths from overdose
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To date the Health Department has started a needle exchange
program thereby reducing infection risks and number of used nee-
dles being found in playgrounds and public areas on reservation.

The Health Department also trains interested staff in the admin-
istration of Naloxone Hydrochloride Injection (NARCAN) to individ-
uals who may be in an overdose.

Behavioral Health not only provides chemical dependency and
mental health counseling but also has a suboxone program and has
tribal members utilizing methadone clinics as well.

The Police Dept. has a secured medicine take back box that has
seen increase use since it was first installed 5 months ago. The Po-
lice and Natural Resource Enforcement officers are trained to ad-
minister NARCAN.

Tribal Council approved a Good Samaritan Law.

Town hall meetings are held at least quarterly to educate the
community on various topics but most recently, due to the rise in
opioid use on reservation, the focus has been on opioid use. A
NARCAN training was held for interested tribal members and over
120 tribal members were issued and trained on using NARCAN.

For more information:

Karol Dixon, Health Services Director, 360-297-9641
karold@pgst.nsn.us

Jolene George, Behavioral Health Director, 360-297-9674
Jjolenes@pgst.nsn.us

Kara Wright, Admin. Dir. Tribal Services, 360-297-6223
karah@pgst.nsn.us

Sam White, Chief of Police, 360-297-9685 swhite@pgst.nsn.us
Trisha Ives, Prevention Coordinator, 360-297-6276
tives@pgst.nsn.us

THOR Sweatshirt Valued at $15.
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T.H.0.R. Responds to PGST Opioid Crisis

late in 2016, the community
came together for a town hall on
opioids. Then, in January 2017,
PGST Council members and
staff took part in an opioid re-
sponse meeting with representa-
tives from three countics. From
this humble origin story comes

T.H.OR.

The Tribal Healing Opioid Re-
sponsc, or TH.OR., is a plan sct
forth by the Wellness and Health
Services Departments to respond
to the opioid crisis on reservation.
Atits center are three very broad,
but distinct goals: prevent opioid
misuse and abuse; expand access
t opiate use disorder treatment,
and prevent deaths from over-
dosc.

Fach of these goals include strat-
egy items to help achieve positi
outcomes. For example, while
opioids can be useful for short-
term pain management, the pro-

gram wants to make sure doctors
and other health care providers
arc using best practices when
prescribing, including recogni
ing the signs of misuse.

LOR. is unique compared to
state and county plans because
of the opportunity PGS has for
departments to work in coordina-
tion. The program was designed
for collaboration with a lcad de-
partment for cach steategy who
will work with partnering depart-
ments. In this way, no one depart-
ment is responsible for combat-
ting the crisis; cach has a role and
an opportunity to bring new idcas
to the table.

“Iiveryone has a role to play. No
onc department or leader can
solve this problem. “That's the
main idea behind TILOR.,” said
De. Luke McDanicl, Medical Di-
rector, Port Gamble $'Klallam
Tribal Health Center.

WWW.PGST.NSN.US |
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THOR Logo by Jefirey Veregge
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~THOR, eowsimed or puge 2

~THOR, winind froe page F

Dr. McDaniel went on o add- “The Sur-
pron Guasral's Report on Aleshol, Drugs,
and Healdh showed thar the bighust te
turn on investment is with preveation
evidence based progras. Li me, the
remarkabl thing abuout these progeams is
tuar they focus on ety Liasic scff: parent
ing skills, problem solving, dealing wich
<cmotions, bulding parcnr chid bonds,
schoo] success, and otbier T
issues that nftea scem unrelated w drugs
These at nan technical things thax are
everyone's responsililin”

aclarcne]

Other elements of the TH.OR. program
include an ongaing needle exclinge pro
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sram, training of stalf and community
membess in the administradien of Nal
oxone Hydtochloride Masat Spray (NAR
AN i case of overdose, and sresrment
utilizing suboxane, a drug tht ean deliver
relicf from herom cuavings. In addition,
since the PGST police deps inent set

up a scenred madicine mhe back bos Sve
months ago, diop offs have continued w
increase, ensuring Fewe bles of pre
seription pills in medicine cabinets.

In October, TH.OR. was launched ata
v hall meeting, where = Toga for the
cforr was rovealed, Designed by Jeffrey
Veregee, it depicts the mighty licro, Thor,
with his hammer, drwwn in Vercgges
eradicenal native style. bt is boped ihat the
distinetve logo will bring mwateness to the
program and bielp tribal members remere,
ber thar thes, like Thor, have the powes 1o
save a life, cven their owa.

Fentanyl: A Lethal Danger

Synitheti

© "supart eplald apoears i King Courty;

Fentanyi-laced pifis suspected as cause of at least one death

Most of the time drug users are unaware
thas substances bought on the strece are
teing laced, or sometimes totally replaced,
by Fentamyl. When they tnject their usual
amount of heroin, they can inadvertently
teke a dencly dose of Fentanyl. This has
been happening all cver the madion end,
sadly, in October it was reported in King
County.

Washington State Patrol responded m a
possible lethal overdose and, cn the scene,
found pills, which appeared to be Oxyco-
done, but when tested, cams up poshive
for Fentanyl. Whil: the cavse of death

is scill panding, health officials from the
King County Medical Jixamines's office
suspect these drugs plaved a significant
wole.

Borgmn ne: Kszs need e be awers
thar Fefitard s a bidden danger ciccu-
laticg die communiry.

TF 3ue must cse

sienph

P kL person

Iave Naloxone at the ready to prevent
ac. nverdose. The PGST Hzalth Clinic
ard Welness Center will provide Nal

oxone to anyone who asks, no ques
fions asked

- Know that counterfeit “kill pills” may
be cirzulating that look like prescrip
tion drugs but contain fentanyl. You
cannot determine whether a pill is rez
or what is in it by how it looks.

f you see an overdose:
Call 911 immedincely. 1€ @ health
emergency and PGSTs Good Samari

tan law protects the person who had
the overdose and the people who seek
help.

\dminister Naloxone, f possible. If

you live with 2 drug user, bave this at
the reac.
* Start CPR unoil metlical help arvives

The ber: way to protect your life is o be
treated for addietion. Tf you arc ready for
treatacne, please do ot hesitate 1o call
the Wellness Center at 360 297 6326, o
the 24 hour Recovery Line at §66-78)
1511
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Krygston, Vil S3346
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* Murgars) Term, Port Gamb
SKlnlam Housing Aulharity
Exucyltive Dirgslr

PGST Vision Statement
Our vision s to achieve the full potential of
the Port Gamble S'Klallam Tribal sovereign
nation to be self-sufficient, proud, strong
healthy, educated and respected

PGST Mission Statement
Iha mission of the Part Gambla $Kiallam
Trib is to exercisn sovereignty and anaure
solf-detarminatiar and self-sulficiency
through visionary laadership. We will
ansuro tha health, walfare and economic
succuss o a viorank community through
toucabon, voonomic duvolopment,
presurvation and prolostion of (e rich
cuitoro, ta01ONS, larguine, homands
A% nalutal fesnures of our Tribe,

naxtgivt nax“s¥avant
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America's Opioid Crisis:

How bad is it and how did we get here?

President Donald J. Trump has declared the opioid crisis a “public health emergency.”

Hardly a day goes by withour news aboue
\merica’s opioid problem. Tt has became
this country’s worst and most deadly drug
crisis.

According to data from the Centers for
Disease Contral {CDC) and compiled by
T New Yk Times, drug, overdose deaths
in 2016 topped 39,000—a 19% increase
over 2015 The 2016 overdose death toll
is gueater than the nuraber of people who
dicd dhuring that year in car crashes (38,000}
or fram gun vialence (36.000}. It is even
grcater than the aumbcr of deaths ar the
peak of the HIV/AIDS crisis (43,000 or
US. easualties in the Viceam War (38,200

Drug overdoses are o the kading cause
of death smony, Americaas under the nge
wf ik

Opivids Explained
Opioids are a class of deugs that can be
used o treat pain. They include brand and

Photo credit: The White House

common mames wuch Oy Contin®, Vi
codin®, endeine, and morphine—gll of
which are only legal when obmined with
a valid prescription. Also included suder
the classification are herotn and Fentanyd, a
synthetic opioid thar is often illegally o
duced and miived with other deus, increas
ing the tish of overdose. Opivids are so
named because they are synthotic deriva
tves of oplun.

Opioids werk hy mimickiag neurotrans
wmitiers it activite braln receptors to
bloch paie. This abnormal stimulation also
foads the brain with the nawrally-oeeut
nag “pleasure center” compound, dopa
nine, which can produce euphoria in the
usee.

Greserbed opicids can be safe for pain re
lef 3f they ase mken for & short periad of
fime. but, because of the fechings of plea
surc they induce, theg ase alses ighly addic
tive, evea when uken undee the supervic

| NOVEMBER 2017 | PAGE 3

sion of a doctor.

Acconling 1o the Amerivan Soviery of Ad
dicrive Medicine, over 2.5 million Amcricans
aged 12 aocd oleker are auklicied o opioids

“The History of the Crisis
Bafoze the 19905, doctacs were hesirant fo
prescribe opicids for anything oeher then
severc pain, such as io patents with end
stage cancer, nver wurties 2bout misuse and
addiction.

I the carly part of rhe decade, conceras be
4an 10 Inctease over the numbee of Amesi
cans suffering From chromic pain. Doctors
wees, tghtfully, cacouraged 0 find solu
lims ws his serious medical issue, which,
acenrding to the Institue of Mediclne,
impaces 100 million Americans, or abuue
2 quartee of the US. pupulation. Chronic
pain affects more people than heart o
diabieees, and eancer combrned.

s,

Pharmaceutical companies scized the ap
partunity, masketing opioids 1o sheprical
doctors. One such druy, OsyContin, was
refeased by Burdue Pharma in 1995, and
was promacd as somechiag of a medical
miracle: a fime-release naccoric that could
sufely weal modetare to severe pain withnu
feas of addiction

According (0 a receal New Yorker articke,
“The Faanily That Built s Fenpise of Pain®,
which explores the role OwsContin has
plaged in the currene doug epiducnic, "Pur-
duc launched OxsConiip with 2 macketing
campaigm tlar atcesnpred o counger {fears
of addician) and change the prescablag
habits of doctons,”

~Opioid Crists, onthmed ar
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“The company funded researeh and paid

dovwry o muke the case (hat coneems

about opiid addiction swere overblown,
fLly treat an
ever-yiider range of sdudics, $ales ropr
sentarives markgrl OxyCrntin ag 4 prod

el b Oy Contin eould s

uer fro start and stay with ! Milkons of pa
fients Found the drug to be s vital salve for
excruciating pain. But many others prew
s booked on it that, between doses, they
expericnced debilivating withdrwa,”

It is estimated that Pordug has made over
$35 hillion in rovenue from the sale of
OyContin

W

elaimor 12 hour pain relicf trom OxgCon

e drug trinds soon found that Purduce’s

i was, a hest, exaggesated, prserijtions
of the druy and orhar apates i
Ity not hard ro ondersind why when you
consicler that that cosr of chronic pan

asel,

i treatment, lost wages, and ather lifestyle
s ottt $600 billion 2 1
sels were an

it

impicts

y solution ro a very
ulr and Gxpansive problun,

Crver che st decade, hervin uss las in
creased live-fold, According to te CIX,
this sty
dle-aged women andd men aged 2544, The
COC study states than this rise can be ae
uted o many facuars, but espeeially
prescription opioud addicyon and 4 need

inge jumpp s being led by o

o find cheaper alernatives when a legal

presciption 1s not possible.

A 24 Journal of the American Medical
Association Psychiay ropurt Found that
Ta¥s ol horoin ugees in peannent began
their addicrion with painkiller aluse

The U5, Government Respanse

oughout the 2016 Presidential

i cam-
i, both the Democratic and Repub-
the fed
el goveramenr nesdud 10 agrssively
respond to the opioid arisis. This wis as

lican candidares stregsed  that

mare and more media reparts began v wl

5
2

w congue
thair addicinms,

Qn Cctoher 26, 2017, Preadent Donald ).
Teump direeted che Departmens of Health
and Humin Services to declare the apios
crisis u “public health emergency,” which
iy different than o Vanionnl emergenc
“Ihis chsnngtion impacts fusding suurces
and the power of the ferleral government

e act upun initintives.

While the administration has not put forth
aplan re deal with the sue, during a state-

86

PORT GAMBLE S'KLALLAM TRIBAL NEWS

wnent aunouncing the disec
ive, President Trump sald one
e i For 1 governnent 1o
produce an adversising can
paign o help steer ids away
From using drags in the firs
place.

“Uhis was an wlea dat [ had,
whare if we can twach youny,
penple nob o ke drgs, iUs
really, really easy not o take
them,” said Presidgent Trump,

| NOVEMBER 2017 |
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OxyGontin and other opiids are denvatives of heroin.

Some pooply willstrt their aodiction with 2 praseription

This approsch harkens buck
10 former Fiest Lady Naney
Regan aml the “Just Say N0
campaiga of the 19805 Un
fortunately, studics of thar program and
ones like 1 show they are marginaly cffee
tive, e bust

There also the dquestion of how woy pro
aram proposed by the adaiinistration will
he funded. Public healih ¢mergeneics most
come oul of the Publie Heahb FEmergeme,
Fund, which, currently, cavries a balance of
of just over §56,000. The federal govern,
et estinates that the east to tre:

opivid
addicuen eould be as bigh as 75 billion
vear

Presiclent Trump has admined rhis shor

1, and has said he 15 trying ro acyorie
funding with Congress a5 a part of his
[

Phespite the fact that its anelear what im
pacr, iF any, the Presidents disceuve will
have on the opioid crisiz, Dr. Lule McDan
iel, Medieal Director of the Port Gamble
STallam Tribal Health Center, is optimiz-
ti,

“We vomain hopefl thay 1he Presidents
declarntion will, one day, tend o sulssun.
said e Meldan

tive action

Tteating the Crisis it Indian Country
The National Disdtures tor Health esdmate
thar Mauve Americans ate al least twice
as Dhely to heeome addicted e drugs or
aleobol. Tn Washingron stare, indigenous
people dic of drug overdoses at a e 2.5
times that of the white popularion. Tack
of acress ta wedical care as well as mental
bealth and aldiction services compound
the problom

Bur there is good aews: ‘Iribas like PGST,
who are rying ro turn this trend around.

The PGST govermment has developed its
own rosponse pha 1o the apuoid crisis,
Called THOR, (“ribal Healing Opinid
Respunse), the program has thice Brad

O

and than turn 1o heroin a5 & cheagar altoraative,

A alwis
s o opiare use disorder treas

peals: prevent opioid misase a:

and

ment, and preven deaths from overduse.
(Recied arore afient T HOR Sdariing on peage 7.}

D Melianiel bebeves it the nature of
tribal communsries makg bolisde programs
Iike 'TILOR. more likely to succeed. “Tar
reasons of family, culture, and hisrors, |

think native commuanities nre exceprionally
light," be said, “No une Is thrown away.
Addicts remain fomily and problems are
mor g, Hope o sedetpuug
endures. The community always comes Lo

grether to keep on working.”

I addition, the health department has

statted w needlc exchinge program w© re-

duce the visk of intsction fram shaved

neudlan.

lealth dupartment, police, and Natral

Resource Tinforcement sttt have been
trained in the administration of Naloxone
Hydrchluride Nasal Spray (NARCAN),
whieh van reverse an averdusef given im
mediareh, Kevently, 120 Tribal members

were teained in how to administer the drugs

The Behavioral Health department offers
access t subusone, 8 drug used to treac
opiae addiction ia adules, This is in addi
fion 10 chemical dependency and mentl
health counseling

A dacument prepared by the PGS Health

Services Duepartment to explain the re
sponse to the opioid crisis talks about the
Trilacs thawghtful, bolistic approach t the
problem: "N strengh of vur approach 1y
the collaboration bengen dejastinnts
No one department ‘owns' thy opinid 1o
sponse, each has a ol

[Whereupon, at 11:57 a.m., the hearing was adjourned.]
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