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UNINTENDED CONSEQUENCES: MEDICAID
AND THE OPIOID EPIDEMIC

WEDNESDAY, JANUARY 17, 2018

U.S. SENATE,
COMMITTEE ON HOMELAND SECURITY
AND GOVERNMENTAL AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice, at 10:03 a.m., in room
SD-342, Dirksen Senate Office Building, Hon. Ron Johnson, Chair-
man of the Committee, presiding.

Present: Senators dJohnson, Paul, Lankford, Hoeven, Daines,
Heitkamp, Peters, Hassan, Harris, and Jones.

OPENING STATEMENT OF CHAIRMAN JOHNSON

ghairman JOHNSON. Good morning. This hearing will come to
order.

I want to first of all thank all the witnesses for taking the time
to appear, for taking the time to prepare your testimony, and I look
forward to your oral testimony and your answers to our questions.

On its surface, people may be scratching their heads going, “Why
is the Homeland Security and Governmental Affairs Committee
(HSGAC) holding a hearing on potential Medicaid or other Govern-
ment Federal funding of the opioid crisis? Why are you doing that
in this Committee?” We actually have a pretty long history of delv-
ing into this particular epidemic, this particular health care crisis.

My own involvement started with reports at the Tomah Veterans
Affair (VA) health care facility where there was overprescription,
mixed toxicity of drugs resulting in the death of a young Marine
because of drug toxicity, and finding that within that investigation
we had, what was it, about a 350-page report, 5,000 pages of sup-
porting documents we also noticed a drug diversion potential with-
in that investigation. This Committee has held three field hearings
in Wisconsin, a field hearing in Ohio, one in New Hampshire, one
in Arizona. I proposed the Promoting Responsible Opioid Pre-
scribing (PROP) Act, which the Centers for Medicare and Medicaid
Services (CMS) actually viewed as so important that they imple-
mented it without us having passed the law, which is kind of nice.

Senator Portman has been very active on this front, coming from
Ohio—one of the States really stricken by this epidemic—instru-
mental in the passage of Comprehensive Addiction and Recovery
Act (CARA), and in proposing the Synthetics Trafficking and Over-
dose Prevention (STOP) Act. Both Senator Portman and myself,
and Senator Hassan, were at the White House last week for the
signing of the International Narcotics Trafficking Emergency Re-
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sponse by Detecting Incoming Contrband with Technology (INTER-
DICT) Act, which funded and authorized detection devices for
fentanyl, which is becoming more and more of a problem. And, of
course, my Ranking Member—I appreciate Senator Peters filling
in—but Senator McCaskill has been very aggressively pursuing the
marketing through pharmaceutical companies and seeing how we
can solve the problem from that aspect.

So this Committee has been highly involved in this, and I just
want to kind of lay out specifically why I got involved in this par-
ticular issue. It started with a pretty interesting, pretty depressing
article written in Commentary Magazine by Nick Eberstadt, a de-
mographer who works for the American Enterprise Institute. In
that article, he was quoting Alan Krueger, the former Chairman of
President Obama’s Council of Economic Analysis, and Mr. Krueger
published a report talking about prime, working-age male labor-
force dropouts. He said nearly half of all prime-age, working-age
male labor-force dropouts, an army now totaling roughly 7 million
men, currently take pain medication on a daily basis.

He went on to quote the author of “Dreamland,” Sam Quinones.
This resonated with me, having been a former employer, and I re-
alize that for an awful lot of people, one of the primary motivating
factors for getting a job is to get health care. And when you com-
bine government programs that provide free health care and then
on top of that a government program that provides you a prescrip-
tion card that allows you access to products at a very low price that
you can sell and divert into illegal drug-trafficking markets and
supplement your income to the tune of thousands of dollars per
year, unfortunately some people take advantage of that.

Mr. Quinones is quoted in that article out of his book “Dream-
land,” and I just want to read the quote. He was actually referring
to Portsmouth, Ohio, when he was talking about this: “The Med-
icaid card pays for medicine—whatever pills a doctor deems that
the insured patient needs. Among those who receive Medicaid cards
are people on State welfare or on a Federal disability program
known as Supplemental Security Income (SSI). . . . If you could
get a prescription from a willing doctor—and Portsmouth had plen-
ty of them—the Medicaid health insurance cards paid for that pre-
scription every month. For a $3 Medicaid co-pay, therefore, addicts
got pills priced at thousands of dollars, with the difference paid for
by U.S. and State taxpayers. A user could turn around and sell
those pills, obtained for that $3 co-pay, for as much as $10,000 on
the street.”

Later on, Nick Eberstadt just writes, “Disability checks and
means-tested benefits cannot support a lavish lifestyle. But they
can offer a permanent alternative to paid employment, and for
growing numbers of American men, they do.”

Now, again, that article piqued my interest, and so I asked my
staff—I said, OK, this is kind of being laid out there, not nec-
essarily as a theory but anecdotally, showing a real problem. And
so I asked my staff: Can you take a look, do a data search and find
out and just identify individuals that have been either convicted or
at least charged with taking their Medicaid card, obtaining those
pills, and then selling those on the open market? In 4 days they
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identified 261 defendants that had either been charged or convicted
of doing just that.

OK. We have a problem that needs to be further explored, and
so we did explore it, and today we are issuing a report! based on
our further study in which, again, the staff has uncovered over
1,000 defendants that have either been charged or convicted of
using their Medicaid cards and diverting in some way, shape, or
form.

Along the road, even though we are focusing on Medicaid, we
have discovered about 243 defendants in the context of Medicare.
In November 2017 there were 60 active criminal investigations of
opioid diversion through the VA health care system. So, again, this
is a governmentwide program phenomenon where American tax-
payers are providing well-intentioned funds into some of these pro-
grams, and those funds are being utilized to divert drugs, sell them
on the open market, and in some cases fuel some pretty interesting
criminal enterprises or just support a lifestyle of non-work, which
is not healthy.

I have as a follow-up today issued a letter2 to the Acting Sec-
retary of Health and Human Services (HHS) asking what controls,
what can we do, to what extent are they tracking this, to what ex-
tent are they aware of how much money we spend on Medicaid and
Medicare that is being used in this case.

Now, I do want to point out what I am not saying either in this
report or in this hearing. I am not making the claim that this
epidemic is just because of Medicaid expansion. Obviously, there
are more dollars available through Medicaid expansion. There are
some indications—HHS had a study that we had to extract from
them—showing that there may be a difference between Medicaid
expansion States versus non-expansion States. But this crisis, this
epidemic, began way before Medicaid expansion.

I also am not saying that Medicaid does not help an awful lot of
people and the dollars used for treatment have not helped untold
numbers of people. I am not saying this is a primary cause. I think
what we are certainly saying is this is an unintended consequence.
It is certainly a contributing factor, and it maybe enables some-
thing that maybe should not be enabled, and it is a very serious
problem that has to be looked at. And, again, coming from the
stand point of the problem-solving process, I think it is kind of
hard to deny when you take a look at this report, take a look at
some of these examples—and we have 110 of some of the most
egregious examples in here involving drug rings, a grocery store
being used as kind of a central port, pharmacists, and nursing
homes. Again, it is almost hard to understand the complexity of
some of these schemes, for example a podiatrist actually injecting
chemicals to create pain so he can prescribe more opioids and facili-
tate diversion for profit.

So the schemes are actually really beyond your imagination, but
people use their imagination, so it is kind of hard to deny, when
you take a look at these examples, that this is not a problem that
needs to be further explored. And I am just saying that we ignore

1The staff report referenced by Senator Johnson appears in the Appendix on page 91.
2The letter to HHS referenced by Senator Johnson appears in the Appendix on page 87.
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this aspect—and it is just an aspect of this overall epidemic—we
ignore that aspect, this particular phenomenon, this reality, at our
own peril.

So, again, I want to thank the witnesses. I look forward to your
testimony, and I will turn it over to my substitute Ranking Mem-
ber, Senator Peters, for his opening comments.

OPENING STATEMENT OF SENATOR PETERS!

Senator PETERS. Well, thank you, Mr. Chairman. Today, as you
mentioned, I am filling in for Ranking Member McCaskill who
wanted to be here but due to extenuating circumstances cannot be
here. But I would like to ask unanimous consent to include her
opening statement? and a memorandum prepared by the Commit-
tee’s Democratic staff into the hearing record today.3

Chairman JOHNSON. Without objection.

Senator PETERS. Thank you, Mr. Chairman.

Before I begin my statement, I would also like to welcome our
new colleague to the Committee, Senator Doug Jones. Welcome to
this Committee. Congratulations on your election. You are going to
find this a very interesting Committee, one doing very important
work, and we know you are going to do an outstanding job. Thank
you for joining us.

Chairman JOHNSON. While you said that, I wanted to wait until
Senator Jones actually showed up. I also want to welcome you to
this Committee. I think you will find hopefully in the hearing
today, we do not do show trials here. This is really a very bipar-
tisan Committee. We conduct ourselves at that level of decorum,
and it is really about uncovering the truth, laying out realities so
you can solve problems. Again, I want to congratulate you on your
election and was really pleased—and we spoke earlier—that you
joirllled our Committee. I think you will enjoy your time here as
well.

Sorry for interrupting.

Senator PETERS. No. That is good. Thank you.

At the start, I think before we start this hearing and hear the
testimony from the folks before us, I think it is important to reit-
erate that Medicaid expansion has produced not only historic cov-
erage gains, but it also has very far-reaching positive health effects
for American families. At its core Medicaid and the Affordable Care
Act (ACA’s) Medicaid expansion are critical programs that help
hardworking American families enroll in health care coverage and
protect our Nation’s vulnerable.

Nearly 80 percent of Medicaid enrollees come from a working
family, and over 40 percent of Medicaid enrollees are children.
Medicaid is a program that literally saves lives. I think we can all
agree that when you or your family member or friend gets sick or
hurt, we should be able to access affordable health care coverage.
Medicaid and Medicaid expansion serves as a bridge to affordable
health care for millions of working families in our country. And I
am sure we have all heard stories, but just as a reminder, these
programs are there to make sure that someone’s parent can have

1The prepared statement of Senator Peters appears in the Appendix on page 52.
2The prepared statement of Senator McCaskill appears in the Appendix on page 47.
3The Memorandum prepared by the Minority Staff appear in the Appendix on page 255.
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that needed surgery or a child’s family can afford the high cost of
their cancer treatment or that a person who has been injured can
get care that they need to get back to work.

Medicaid has also been critical in fighting the opioid epidemic.
Opioid abuse and its tragic impact continues to be a growing prob-
lem in my home State of Michigan, as it is around the Nation. Be-
tween 2014 and 2015, the Centers for Disease Control (CDC) report
that drug overdose deaths in Michigan increased by over 13 per-
cent. In 2015, more than 2 million people across the Nation strug-
gled with prescription pain reliever substance abuse disorder, an
unfortunate number that continues to trend upward.

As we work to combat this very serious epidemic, the Affordable
Care Act has greatly expanded access to treatment in Michigan
and across the Nation, including for individuals with substance
abuse disorders. Prior to the passage of the ACA, many individuals
with substance abuse disorders were unable to get the care that
they needed.

Since the passage of the Affordable Care Act, the uninsured rate
in Michigan has been cut in half, and more than 600,000 individ-
uals are now enrolled in our State’s Healthy Michigan expanded
Medicaid program. Combined with the private exchanges in our
State, nearly 900,000 individuals in Michigan have coverage
through the Affordable Care Act. Many of these individuals are
now able to access health care insurance for the very first time in
their lives.

Since the ACA’s Medicaid expansion went into effect, more than
1.6 million Americans have gained access to this vital treatment.

Last year, this Committee, the Homeland Security and Govern-
mental Affairs Committee, the Subcommittee that I am a Member
of, which is the Permanent Subcommittee on Investigations, had a
hearing on the opioid epidemic, and we heard from witnesses who,
like each of you here today, are fighting on the front lines. I spoke
with Dr. Thomas Gilson, a medical examiner from Cuyahoga Coun-
ty, who told me how Medicaid expansion is literally helping them
save lives by getting people suffering from addiction into treatment
programs.

I also spoke with Thomas Synan, Jr., chief of police for Newtown,
Ohio, and he largely agreed with Dr. Gilson and went on to tell me,
and I am going to quote him here, “To reduce demand and in turn
reduce supply, we have to get people into treatment, and one of the
programs our teams are doing out there in the Hamlin County area
is signing people up for Medicaid to try to get them into that treat-
ment.”

Their overwhelming message to me was that we must preserve
Medicaid and work to improve the critical health services that the
program offers because it is literally saving people’s lives each and
every day.

And so today I appreciate each of you being here today, and I
look forward to hearing about how we can work to improve our Na-
tion’s Medicaid program to better serve the families enrolled and
to continue our efforts to combat the abuse. I have no doubt that
there are improvements that can be made, and we are going to
hear about some of those improvements today, and I look forward
to your suggestions. But I want to end by stressing as we make
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these improvements, we must do it in a way that does not jeop-
ardize the health care for those who so desperately need it.

Thank you.

Chairman JOHNSON. Thank you, Senator Peters.

I would also ask consent that my prepared opening remarks be
entered into the record.! Without objection.

As we are welcoming Senator Jones, we also have to say good-
bye to Senator Tester, who has been a very valued Member of this
Committee. We hate to see him leave, but, again, we are happy to
have Senator Jones.

I do need to announce a change in the Subcommittee member-
ship to make it official: Senator Hassan will replace Senator Tester
on the Permanent Subcommittee on Investigations, and Senator
Jones will replace Senator Hassan on the Subcommittee on Federal
Spending Oversight and Emergency Management. So that makes it
all official.

Now, it is the tradition of this Committee to swear in witnesses,
so if you will all stand and raise your right hand. Do you swear
that the testimony you will give before this Committee will be the
gu(‘;%l, the whole truth, and nothing but the truth, so help you,

0d?

Mr. ADOLPHSEN. I do.

Mr. ScHALK. I do.

Mr. TYyNDALL. I do.

Dr. HyMAN. I do.

Dr. KoLoDNY. I do.

Chairman JOHNSON. Please be seated.

Our first witness is Sam Adolphsen. Mr. Adolphsen is Vice Presi-
dent at Rockwood Solutions and a Senior Fellow at the Foundation
for Government Accountability (FGA). Mr. Adolphsen previously
served as the Chief Operating Officer (COO) at the Maine Depart-
ment of Health and Human Services. He also served as Maine’s
Deputy Commissioner of finance with oversight over the State’s
Medicaid budget. Mr. Adolphsen.

TESTIMONY OF SAM ADOLPHSEN,?2 FORMER CHIEF OPER-
ATING OFFICER, DEPARTMENT OF HEALTH AND HUMAN
SERVICES, STATE OF MAINE, AND VICE PRESIDENT, ROCK-
WOOD SOLUTIONS, AND SENIOR FELLOW, FOUNDATION FOR
GOVERNMENT ACCOUNTABILITY

Mr. ADOLPHSEN. Chairman Johnson, Members of the Committee,
thank you for the privilege of testifying.

For 3 years, starting in 2014, I sat in my office in Maine, and
I watched something terrible unfold right in front of me. I would
review Medicaid pharmacy spending in one meeting, and then I
would walk down the hall for my next meeting about the opioid cri-
sis and how to stop it. And the only thing increasing as fast as the
budget line for opioids was the body count from overdose deaths.

In the morning I would read a newspaper account of someone
caught up in a drug arrest, and that afternoon I would see that

1The prepared statement of Senator Johnson appears in the Appendix on page 45.
2The prepared statement of Mr. Adolphsen appears in the Appendix on page 56.
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same person again when reviewing welfare enrollment data. It
happened far too often.

Our welfare fraud team worked daily with drug enforcement
agencies to investigate when Medicaid members sold their pills or
Suboxone strips or traded their welfare cards for heroin. I worked
with the Medicaid Fraud Control Unit as we reviewed cases of
caregivers diverting pain pills from desperate and dying Medicaid
patients. I wish these were isolated incidents, but they are not. The
paths of dependency on Medicaid and addiction to opioids are often
intertwined.

At the same time I was helping to run a Medicaid program that
was funding record-breaking amounts of opioids, the Nation was
being told that the solution to the drug problem was to put more
people on Medicaid. Medicaid expansion was held up as the silver
bullet solution to the drug crisis. But no one was considering the
dangerous side effects of Medicaid. And the danger of prescription
opioids is now better understood. They are the gateway to addic-
‘(ciion. Four out of five heroin users started by abusing prescription

rugs.

When that free plastic Medicaid card is issued, it does not only
pay for drug treatment. It also supplies opioids at a staggering
rate. The numbers are alarming. A quarter of Medicaid members
get an opioid prescription, and the highest rate is among the Med-
icaid expansion population of able-bodied adults. A CDC study done
by the Obama Administration showed that someone on Medicaid
was six times more likely to die from an opioid overdose. While one
out of every five people is on Medicaid, the program pays for two
out of every five emergency room trips for opioid and heroin
poisonings. Medicaid expansion has not fixed this problem, but it
might have made the problem worse.

Rhode Island increased their Medicaid enrollment by 66 percent,
and their overdose deaths doubled. West Virginia, Ohio, Pennsyl-
vania, all expanded Medicaid, adding a total of a million and a half
adults to the program. They rank first, second, and third, respec-
tively, in the number of drug overdose deaths.

Of the 10 States with the highest rate of opioid deaths, nine have
expanded Medicaid under Obamacare. This correlation is very con-
cerning, and the question of causation begs for more inquiry.

As millions of adults have been added to the program, prescrip-
tion drug abuse has multiplied. With no out-of-pocket costs and few
restrictions on providers, prescription painkillers have flowed un-
fettered to Medicaid recipients, and this injected a whole new sup-
ply of free opioids into the market.

I also witnessed people on Medicaid withdrawing from the com-
munity, not working, living an isolated and idle life that is more
prone to drug abuse and addiction. Fifty-two percent of able-bodied
adults on Medicaid, half, do not work. And this is really tragic be-
cause we know that for so many, work is the best answer to move
away from a life of crime or addiction.

Rather than expanding a broken program that funds pain pills,
we should focus on breaking the cycle of pain and dependency by
helping people get back to work.

This drug problem is bad enough. We have to make sure that
Medicaid is not throwing fuel on the fire. We need to make sure
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that Medicaid is not funding the drug problem but instead is struc-
tured to promote work and health for our neighbors.

Thank you.

Chairman JOHNSON. Thank you, Mr. Adolphsen.

Our next witness is Otto Schalk. Mr. Schalk is the Prosecuting
Attorney for Harrison County, Indiana. In addition, Mr. Schalk
produced the film “A Hit of Hell,” a documentary about the opioid
epidemic. Mr. Schalk.

TESTIMONY OF OTTO SCHALK,! PROSECUTING ATTORNEY,
HARRISON COUNTY, STATE OF INDIANA

Mr. SCHALK. Thank you. Good morning. My name is Otto Schalk,
and I am the prosecuting attorney for Harrison County, Indiana.
We are a community in southern Indiana that in many ways is rep-
resentative of much of our Nation. I am honored to serve my coun-
ty and my State as a prosecutor, and I am humbled to be before
you this morning. I embrace this opportunity to share with you
what many of us in law enforcement see and deal with on a daily
basis.

Every time a hardworking American pays their taxes, they are
inadvertently funding drug dealers with a new supply of high-pow-
ered opioids that are poisoning our schools and our streets. That
is a bold claim; however, as a prosecutor, it is something that I see
routinely. It is no secret that our Medicaid program is ripe for
fraudulent activity. Prosecutors knows this, doctors know this, and
the reality is that drug dealers know this as well. An individual
need not only traffic illegal street drugs to qualify as a drug dealer;
a Medicaid beneficiary that is selling their prescription pills is no
different in the eyes of the law.

It bears mentioning that those who are impoverished are far
more susceptible to end up in the criminal justice system. Anyone
who has spent a day in a criminal courtroom across America knows
this to be true. In my role as prosecuting attorney, I have pros-
ecuted at an extreme disproportionate rate those that are Medicaid
recipients. I see the disparity each and every time I walk into
court. For a reference point, just looking at the reported data from
our county from clients that are on probation that are in an alcohol
and drug rehabilitation program, more than half of them are mak-
ing less than $10,000 per year.

In the simplest of terms, whether it is labeled as Medicaid fraud
or drug dealing, it exists for the same reason that bank robberies
occur. There is a pile of cash, and those will ill intentions will let
greed lead them to commit crimes. Now, common sense dictates
that when we give someone making less than $10,000 per year,
that is struggling to keep the lights on, that is struggling to put
food in the refrigerator, and we give a 90-count bottle of
hydrocodone each and every month, and some of these pills are
going for $15 apiece on the street, tax free, they are going to see
the opportunity for financial gain. If we believe otherwise, we are
naive.

Unlike other street drugs such as heroin or meth, a dealer in
opioids does not need to have someone that is well connected in the

1The prepared statement of Mr. Schalk appears in the Appendix on page 64.
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drug culture to funnel their supply. A dealer in opioids simply
needs to know a willing doctor and claim to have an ailment. And
if the opioid dealer is on Medicaid, they receive their supply of
high-powered narcotics for free or nearly free. Simply polling our
jail and our probation officers, I found that most of our inmates
and probation clients that are on probation for drug-related charges
are taking pursuant to a valid prescription two to four high-pow-
ered opioids each and every day. That is 60 to 120 pills they are
being prescribed each month.

Now, conservatively, some of these pills are going for $30 apiece
on the street. The incentive to opt out of Medicaid, to better one’s
lot in life, is drastically reduced for individuals that are making
$3,600 a month tax free in selling their prescription pills that they
are getting at no cost.

To that extent, the abuse that we see among Medicaid recipients
as it relates to misuse and/or selling their prescriptions is rampant,
and that is just based on what we are seeing and what we are fil-
ing. And those of us in law enforcement know that we are only
catching a very small percentage of those committing these crimes.
A reactive justice system, coupled with a shortage of resources,
often leads to a small percentage of the bad actors being caught.
A true number of those that are abusing the system would likely
be staggering.

Now, to be clear, I am not here this morning saying that Med-
icaid is not a tremendous asset for our Nation, but I am speaking
from my own personal experiences as a prosecutor, a prosecutor in
the trenches. I see firsthand what is devastating our communities.
I see day in and day out individuals that are Medicaid recipients
dealing and abusing their prescription pills that are government
funded. It is simply a fact. I see individuals getting arrested for
selling their prescriptions, and yet they test clean for them when
they are drug-tested during the jail booking process.

So is the opioid epidemic an unintended consequence of Med-
icaid? Certainly, with the increased amount of the impoverished
having access to medical care, there is a greater likelihood that
those who are impoverished are going to see the opportunity for
turning a profit, albeit illegal, on the street. Now, one obvious solu-
tion would be to create more rigorous checks and balances of the
medical bills being submitted through Medicaid for payment. Are
the prescriptions necessary? Is the opiate prescriptions in line with
the treatment plan? I have never understood why so many of the
people that I am prosecuting are getting prescription after prescrip-
tion of high-powered opiates when a simple over-the-counter drug
would be just as effective.

The opioid epidemic has brought devastation to our schools and
our communities. The opioid epidemic is far too complex to narrow
its causation to one specific issue. And while the issues are complex
and many, there is one recurring theme, and that is poverty. Until
we take affirmative steps to create jobs, grow businesses, and slow-
ly diminish the gap between the impoverished and the middle
class, any changes that are made will be a Band-Aid fix to the un-
derlying problem.
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I want to sincerely thank each of you for the opportunity to be
a part of the solution of this gripping epidemic. I look forward to
answering any questions that you may have.

Chairman JOHNSON. Thank you, Mr. Schalk.

Our next witness is Emmanuel Tyndall. Mr. Tyndall is the In-
spector General (IG) for the State of Tennessee. Prior to becoming
Inspector General, Mr. Tyndall served with the criminal investiga-
tion division as a special agent for 10 years investigating TennCare
cases, TennCare is Tennessee’s Medicaid. He has approximately 35
years of law enforcement experience and holds master’s degrees in
health and human performance, management, and criminal justice
administration. Mr. Tyndall.

TESTIMONY OF EMMANUEL TYNDALL,! INSPECTOR GENERAL,
STATE OF TENNESSEE

Mr. TYNDALL. Thank you, Mr. Chairman and Committee Mem-
bers. As the Chairman said, I am Manny Tyndall. I am the Inspec-
tor General for the Office of Inspector General (OIG) in Tennessee.

In 2004, the Office of Inspector General was created specifically
to root out fraud and abuse in the TennCare program and crimi-
nally prosecute applicants and recipients who game the system.
And as the Chairman alluded to, TennCare is simply our name for
the Medicaid program in the State of Tennessee.

The Office of Inspector General receives and triages more than
4,000 complaints each year. I think you will find that Tennessee
is one of a few, if not the only State that criminally prosecutes
Medicaid applicants and recipients who engage in drug-seeking be-
havior or prescription drug diversion at the cost of the TennCare
program. Our research indicates that States bordering Tennessee
address recipient fraud administratively. I believe that suggests
that Medicaid fraud is probably underreported nationwide.

What I would like to share with you today is some examples of
how the TennCare program is defrauded and how prescription
drugs paid for by TennCare are diverted for illegal use.

Approximately 80 percent of all arrests—2,400 of our
arrests—were prescription drug diversion or doctor-shopping re-
lated; the ages ranged between 21 and 78; 1,678 arrests were for
drug diversion, which includes sale and forgery.

The courts have ordered approximately $315,000 in restitution to
be repaid to the Bureau of TennCare for these offenses; 709 arrests
were for doctor shopping. Our doctor-shopping law became effective
June 18, 2007. Since that date, the courts have ordered approxi-
mately $292,000 in restitution to be repaid to the Bureau of
TennCare for those offenses.

Some of the schemes I have been witness to include:

Recipients receiving valid prescriptions for prescription drugs,
having it filled and paid for by TennCare, and then selling a por-
tion of the medication on the street.

Recipients are calling in prescriptions to pharmacies pretending
to be employees of a medical practice and having TennCare pay for
that medication.

1The prepared statement of Mr. Tyndall appears in the Appendix on page 66.
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Recipients are passing forged or altered prescriptions, written by
other parties, and then passing those prescriptions at pharmacies
and having TennCare pay for that medication.

Recipients are adding medication to a prescription being hand-
carried between doctor’s office and the pharmacy and having
TennCare pay for that medication. For example, they may receive
a prescription for amoxicillin and between the doctor’s office and
the pharmacy, they will add hydrocodone to that prescription and
have TennCare pay for that medication.

Doctor shopping. Doctor shopping is where a recipient fails to ad-
vise a provider that within the last 30 days they have already re-
ceived the same or similar narcotic medication that is being pre-
scribed. There are usually multiple counts of this offense.

Nurses and medical technicians are selling prescriptions already
signed by the doctor. Some of those prescriptions have sold for as
much as $80.

We work very closely with our drug task forces who make the
buys. Normally, one, two or three pills are purchased each time
during a drug transaction, and usually three buys are made before
we seek an indictment.

Depending on the type of medication and the milligram, prescrip-
tion medication can sell for $5 to $10 per pill or some medications
as much as $1 per milligram.

With there being little or no cost/overhead to the Medicaid recipi-
ent, if they were to sell an entire prescription of 90 hydrocodone
5-milligram tablets for $5 per pill, they would make approximately
$450. If they did this every month it would garner approximately
$5,400 a year, and that is a very conservative estimate. That is for
one person for 1 year, and we make approximately 140 or more ar-
rests each year. I am confident that many instances of TennCare
fraud are not identified.

The following cases demonstrate the lengths some people will go
to to obtain pain medication:

A husband and wife would take turns intentionally burning
themselves on their lower legs with boiling water and go to a dif-
ferent emergency room to obtain pain medication and have
TennCare pay for the ER visit and the medication.

We have charged four individuals for a fourth offense of doctor
shopping.

We have charged one individual with 25 counts of prescription
drug fraud where she forged or altered prescriptions in order to ob-
tain hydrocodone and oxycodone and used her TennCare benefits to
pay for the medication. She admitted to selling the pills to support
her lifestyle.

I personally worked a case where I charged a young woman with
87 counts of obtaining a controlled substance by fraud, TennCare
fraud, and identity theft. She was the office manager at a doctor’s
office and would steal several prescription slips from a prescription
pad each week. She would forge the doctor’s signature and the
Drug Enforcement Administration (DEA) number on prescriptions
in her name, her husband’s name, many of her friends, and even
her grandmother’s name. Some prescriptions were paid for by
TennCare, and some she would trade for half of the medication
that person received.
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Mr. Chairman, thank you for the opportunity to speak, and I am
willing to answer any questions the Committee might have.

Chairman JOHNSON. Thank you, Mr. Tyndall.

Our next witness is Dr. David Hyman. Dr. Hyman is a physician
and a professor of law at the Georgetown University Law Center.
Dr. Hyman focuses his scholarship on the regulation and financing
of health care. Dr. Hyman.

TESTIMONY OF DAVID A. HYMAN, M.D., J.D.,! PROFESSOR OF
LAW, GEORGETOWN UNIVERSITY LAW CENTER

Dr. HYMAN. Thank you, Mr. Chairman and Members of the Com-
mittee. Much of my testimony is drawn from a book that is going
to be coming out in April, co-authored with Professor Charles Sil-
ver, on the American health care system. The book is titled “Over-
charged: Why Americans Pay Too Much for Health Care, and it ex-
plains how the ways in which we have decided to pay for health
care services have predictable consequences on the cost and quality
of those services, as well as the rates of waste, fraud, and abuse.
Our public programs are particularly vulnerable to the latter set of
problems.

Today we are here to focus on the opioid epidemic. I commend
the Committee for holding this hearing. Although a lot of what we
have heard so far has been about the death rate, it is also impor-
tant to note the opioid crisis has consequences in terms of de-
stroyed lives, broken families and marriages, medical expenses,
and lost productivity.

My testimony flags four distinct issues: the seriousness of the
problem; the complexity of the causes; the ways in which the de-
sign of our public programs make them particularly vulnerable to
the sorts of abuse and overuse of the sort that you have already
heard about; and the role that patients have played in this par-
ticular problem. In the interest of time, I am going to focus on the
latter two issues.

In terms of the role of the causes, it is important to note that
these are prescription opioids, and apart from outright theft, you
need a prescription from a physician in order to get them. There
is a serious problem with overprescription. The causes of that are
somewhat complex, but there are certainly bad-actor physicians out
there who are willing to meet their patients in coffee shops and
restaurants, write them prescriptions in exchange for cash. The
book talks about one Dr. Yee who was responsible for essentially
a mini-epidemic of opioid usage. There are particular parts of the
country that have these problems. South Florida had so many pain
clinics that the State earned the nickname “Oxy Express.” And so
that again is an indication of the nature of the reimbursement sys-
tem that enables these situations to develop.

Now, both Medicare and Medicaid were designed to mimic Blue
Cross and Blue Shield programs circa 1965, that is, indemnity-
based insurance where the amount that was paid was tightly con-
trolled but the volume of services was really not controlled. If a
physician said you needed something, the insurance paid for it.

1The prepared statement of Dr. Hyman appears in the Appendix on page 69.



13

There was not much in the way of networks or preapprovals or uti-
lization review.

Over time the private market has evolved, but the public payers
have remained largely passive bill payers. The results, as we ob-
serve in our book, are easy to observe with prescription drug fraud.
The government has studied prescription drug fraud in public pro-
grams repeatedly, and each time it has concluded that fraud is
rampant. A 2009 Government Accountability Office (GAO) report
on the Medicaid programs in five large States opened with the ob-
servation that investigators “found tens of thousands of Medicaid
beneficiaries and providers involved in potential[ly] fraudulent pur-
chases of controlled substances, abusive purchases of controlled
substances, or both.” Sixty-five thousand beneficiaries had engaged
in “doctor shopping.” Four hundred individuals had gotten prescrip-
tions for controlled substances from between 21 to 112 medical
practitioners and visited up to 46 different pharmacies to get them
filled. As long as you have a prescription, it will be filled, and the
public payers will pay for it.

Now, we have taken various steps to try and address these prob-
lems, including surveillance, prior approval, limitations on the
number of pills that can be dispensed, disclosure of information to
physicians about the risks of overprescription, and prescription
drug monitoring databases. Each of these reforms has the potential
to help reduce inappropriate prescribing, but design details make
a big difference, as does implementation. And the fact they are nec-
essary shows how the design features of Medicare and Medicaid
make them vulnerable to waste, fraud, and abuse.

Last, the role of patients. The tendency is to focus on providers,
but patients are often involved in prescription drug fraud. A 2011
GAO report involving Medicare found that doctor shopping was
widespread, with more than 170,000 Medicare beneficiaries receiv-
ing prescriptions for controlled substances from five or more med-
ical practitioners. Another study found that half a million Medicare
beneficiaries were prescribed excessive amounts of opioids, includ-
ing 22,000 who appeared to be doctor shopping. So the problem is
not limited to Medicaid. It is not limited to public programs. But
the design features of the public programs make them more vulner-
able.

Thank you very much.

Chairman JOHNSON. Thank you, Dr. Hyman.

Our final witness is Dr. Andrew Kolodny. Dr. Kolodny is a physi-
cian and the co-director of Opioid Policy Research at the Heller
School for Social Policy and Management at Brandeis University.
He previously served as chief medical officer for Phoenix House and
as chair of psychiatry at Maimonides Medical Center, New York.

Chairman JOHNSON. Dr. Kolodny.
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TESTIMONY OF ANDREW KOLODNY, M.D.! CO-DIRECTOR,
OPIOID POLICY RESEARCH COLLABORATIVE, HELLER
SCHOOL FOR SOCIAL POLICY AND MANAGEMENT, BRANDEIS
UNIVERSITY

Dr. KoLoDNY. Thank you for the opportunity to appear before
you today. I would like to also thank Ranking Member McCaskill
and Members of the Committee for this opportunity.

The opioid crisis is an epidemic of opioid addiction, meaning that
the reason the United States is experiencing record-high levels of
opioid overdoses, the reason we are seeing a soaring increase in in-
fants born opioid-dependent, outbreaks of injection-related infec-
tious diseases, impact on the workforce, the driver behind all of
these health and social problems has been a sharp increase in the
number of Americans suffering from opioid addiction.

The primary driver of the opioid addiction epidemic has been
made clear by the CDC. This slide is a CDC graph.2 It shows that
as opioid prescribing began to soar in the 1990s, it led to parallel
increases in opioid addiction and overdose deaths. This is an epi-
demic caused by the medical community overprescribing opioids.
On this graph the green line represents opioid prescribing, the red
line represents opioid deaths, and the blue line represents opioid
addiction. As the green line went up, as opioid prescriptions began
to soar, it led to parallel increases in addiction and overdose
deaths.

The reason the green line began rising, the reason the medical
community began prescribing so aggressively is because we—doc-
tors—were responding to a brilliant, multifaceted marketing cam-
paign that changed the culture of opioid prescribing. Starting in
the 1990s, we began hearing that patients were suffering because
we were too stingy with opioids. We began hearing that we should
stop worrying about getting patients addicted. We began hearing
that even with long-term use, the risk that a patient would get ad-
dicted was much less than 1 percent.

We would have been less gullible if we were only hearing these
messages from drug company sales reps. But we were hearing
these messages from pain specialists, eminent in the field of pain
medicine; we were hearing it from professional societies, from the
Joint Commission, which accredits our hospitals; we were hearing
it from the Federation of State Medical Boards—all of whom had
financial relationships with opioid manufacturers.

I would like to thank Ranking Member McCaskill for launching
an investigation of these relationships.

It is fair for you to ask about the role played by Medicaid, and
it is fair to assume that access to medical providers offered by the
Medicaid program could increase the risk that an individual would
develop a disease frequently caused by doctors’ prescriptions. I be-
lieve that access to prescribers that Medicaid, Medicare, and com-
mercial insurance offers does increase the likelihood that someone
might develop a disease caused by prescriptions. But I do not be-
lieve that Medicaid should be singled out in this regard. Opioid

1The prepared statement of Dr. Kolodny appears in the Appendix on page 74.
2The graph referenced by Mr. Kolodny appears in the Appendix on page 78.
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overdoses have been increasing in people with all types of insur-
ance and in people from all economic groups from rich to poor.

If you look at this graph—it is from a recent Health Affairs
paper—you will see the orange line at the top of this graph.l That
represents people admitted to hospitals being treated for overdose
insured by Medicare. You can see with all of the colors of the lines
rising on this graph, they show that we have seen a rise in hospital
admissions for opioid overdoses for all types of insurance, but what
we see on this graph is that the fastest-growing share of hos-
pitalizations for opioid overdose has been Medicare, not Medicaid.
Medicare beneficiaries went from the smallest proportion of these
hospitalizations in the 1990s to the largest share by the mid-2000s.

I also do not believe Medicaid expansion is making the epidemic
worse. Medicaid expansion is not responsible for the very sharp in-
crease we have seen in opioid overdose deaths over the past few
years. The reason we are seeing a sharp increase in opioid overdose
deaths, as you know, is because of fentanyl. Medicaid expansion
has not led to more aggressive opioid prescribing. Since 2012, we
have seen opioid prescribing trending down, thank heavens. The
opioid crisis 1s getting worse, again, most rapidly in the States that
have the most fentanyl.

Chairman Johnson, you have made the point that Medicaid is
not a silver bullet for tackling opioid addiction. I agree with you.
Medicaid is far from a silver bullet. With regard to improving ac-
cess to effective addiction treatment, Medicaid is necessary, but it
is not sufficient. The addiction treatment services that health in-
surance, including Medicaid, can pay for must also be available.
The first-line treatment for opioid addiction is buprenorphine, also
called “Suboxone.” Access to this treatment is not sufficient. For
opioid-addicted individuals who are fortunate enough to access
buprenorphine, too often their health insurance, including Med-
icaid, is only paying for the prescription. Patients with insurance
must often pay out of their own pocket for the visit to the doctor.
This is because there are not enough doctors prescribing
buprenorphine, and the few who do do not accept insurance, includ-
ing commercial and Medicare. And many State-licensed drug and
alcohol treatment programs that do accept Medicaid are not offer-
ing medication-assisted treatment.

If you look at the last chart with these horizontal lines,? that is
showing you individuals who are receiving medication-assisted
treatment within the State-licensed system. The fact that these
lines are pretty much flat shows that, despite our worsening opioid
addiction epidemic, we have not been increasing access adequately
to medication-assisted treatment.

If we want to see opioid overdose deaths start to decline, there
will need to be a massive Federal investment to build a treatment
system that does not exist yet. I believe Medicaid is a necessary in-
gredient to make these programs viable. We must ensure that in
every county in the United States an opioid-addicted American can
walk into an outpatient treatment center and on that same day re-
ceive effective treatment regardless of their ability to pay for it.

1The graph referenced by Mr. Kolodny appears in the Appendix on page 79.
2The chart referenced by Mr. Kolodny appears in the Appendix on page 82.



16

Until that happens, I believe overdose deaths will remain at
record-high levels.

Thank you.

Chairman JOHNSON. Thank you, Dr. Kolodny.

I am going to defer my questions except for one, and if you would
quickly put up the chart with opioid-related hospital stays,! be-
cause you had a similar chart and I just kind of want to get your
reaction to this. We actually developed this off of the hard numbers
in terms of the numbers of tens of thousands of people, and we
plotted this chart with, inpatient stays per 100,000, the difference
between Medicaid-paid versus private insurance-paid, and it re-
flects a pretty large difference dating back many years, with a
slight uptick from about 350 per 100,000 to close to 450 per
100,000 for Medicaid-paid stays. Can you kind of explain that dif-
ference right there?

Dr. KoLODNY. It would be difficult to explain without reading
through the full paper. The chart that I showed is from a Health
Affairs paper that was published a few weeks ago, which has very
current data in it, and I am more familiar with that data. Those
were hospital admissions involving opioid overdoses, and what we
saw in that chart was a very significant rise for all payer types,
including self-pay. And what we saw in the Health Affairs paper
is a very substantial increase for Medicaid but an even greater in-
crease for Medicare.

Chairman JOHNSON. Medicare, OK. Again, these numbers come
from Health and Human Services, and all we did is just take it and
put it to number of stays per 100,000 just to make it a little bit
more relatable.

With that, I will turn it over to Senator Peters.

Senator PETERS. Thank you, Mr. Chairman, and thank you to
each of our witnesses for your testimony today.

If I could summarize what I heard from everyone—hopefully this
is accurate—there is a recognition as to how important Medicaid is
as a health provider for Americans who have the ability to access
that and that health care should be quality health care that is af-
fordable and accessible to everyone, and that this is not an indict-
ment on that part of Medicaid, that we are going to continue to
strengthen that if we can and make it work better. But there are
some issues that we should be talking about, and certainly dealing
with the opioid addiction, these are important issues that should
be discussed and we should figure out what is going on.

Dr. Kolodny, I want to pick up on your comments in particular
and have you expand. I understand that Medicaid beneficiaries do
fill more opioid prescriptions. We do know that from some of the
evidence out there. But I also know that during your time in New
York City, you worked with Medicaid beneficiaries extensively. You
served as a Medicaid provider at one point. Could you help this
Committee understand why Medicaid patients, particularly individ-
uals who qualify through disability and other issues related to that,
would be prescribed more opioids? Is there something unique about
the Medicaid population that we should be aware of?

1The chart referenced by Senator Johnson appears in the Appendix on page 85.
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Dr. KoLoDNY. I would really like to see that data. I am not cer-
tain that we see far more opioid prescribing in Medicaid popu-
lations. One of the populations, for example, where we have seen
very aggressive prescribing would be workers’ comp. We see very
aggressive prescribing in Medicare Part D. So we know that people
with access to doctors and, in particular, people who are prone to
injuries are going to be—and older people who are going to com-
plain of pain are going to be most likely to be prescribed opioids.
It is older Americans that are receiving the most opioid prescrip-
tions.

Senator PETERS. Dr. Hyman, if you could talk a little bit about
some of the work that you have done in this area and tracking use
from folks in various medical plans as well. There is certainly a dif-
ference, and what we have heard here is that wherever there has
been Medicaid expansion, there is increased opioid use and addic-
tion. That may very well be a correlation, and correlations do exist,
but it does not necessarily mean there is causation.

Do you believe this is merely a correlation or is there also causa-
tion?that Medicaid expansion has led to increases in opioid addic-
tion?

Dr. HYyMAN. I believe correlation.

Senator PETERS. Simply correlation. Would you elaborate?

Dr. HyMAN. Based on the evidence that I have seen, it appears
to be correlation, not causation—I am sorry. I neglected my thing.
Based on the evidence I have seen, I would classify it as correla-
tion, not causation.

Senator PETERS. Could you expand on some of that evidence?

Dr. HYMAN. So, the first thing that you—this is a general obser-
vation that I tell my students. Just because A comes before B does
not mean that A causes B. Right? You need to look at preexisting
trends, and if you look at preexisting trends in the States that ex-
panded Medicaid, you see that they had higher opioid usage before
the Medicaid expansion, which obviously was 2014. And so, you
need to control for that prior trend in order to infer whether there
is a sort of bump that is attributable to Medicaid. But even then,
you need to control for other differences between the States that
did not expand Medicaid, and you cannot do that just by cherry-
picking individual States.

The other thing you want to do, obviously, is look not just at the
States that expanded Medicaid but also the States that did not ex-
pand Medicaid and see what happened there, and look at the
States that expanded Medicaid that did not experience finding
themselves at the top of the distribution of States in terms of their
death rate. And so, just because A precedes B or seems to go along
with B does not mean that A causes B. It is sort of Statistics 101.

Senator PETERS. You also talked in your testimony about some
of the structural aspects of Medicaid, and I have heard directly
from physicians in Michigan with concerns that insurers in Federal
health programs in particular like Medicaid often have policies that
limit access to less addictive pain medications. I think our goal
should be to look for alternatives that are not as addictive. You
mentioned the issue in your testimony briefly and suggested that
we need to change the ways that we reimburse for certain pain
management treatments.
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So within our Federal health programs, how can we do more to
incentivize less addictive pain treatments?

Dr. HymMaN. So to the extent less addictive pain treatments are
more expensive, you are going to need to start paying for more ex-
pensive pain treatments rather than just the cheapest one, and
that is an issue that, as my written testimony indicates, has been
leveled against private payers as well as public payers.

Second is you basically need to move away from an open-ended
passive payer of bills to a much more active monitoring role in
dealing with the, thankfully, relatively small number of true bad
actors but also creating better incentives for both providers and pa-
tients not to overprescribe opioids nor to abuse them.

Senator PETERS. Dr. Kolodny, in your written testimony, you
talked about the need to improve access to medication-assisted
treatments, and I have recently introduced some bipartisan legisla-
tion with Senators Capito and Murkowski in the Senate called the
“YOUTH Act,” which aims to increase access to these treatments,
particularly for young adults and adolescents who, as you know,
are often precluded from receiving these treatments.

I would like you to comment on that and whether or not it is nec-
essary for us to expand some of these treatment options for adoles-
cents, who are also very susceptible to these addictions.

Dr. KoLODNY. It absolutely is necessary, and adolescents are a
group that may have even less access to some of the most effective
treatments for opioid addiction because of the bias or stigma
against treating opioid addiction with medication. Something I
would just like to add a little more to was my comment about pa-
tients not having access to buprenorphine treatment paid for by
their insurance. What is all too often the problem is that patients
can access the medication, their Medicaid or their private insur-
ance will pay for the prescription, but there really is not enough
access to treatment programs that accept the patient’s insurance.
So with Medicaid expansion, I think there are people who now are
on buprenorphine for their opioid addiction because they have Med-
icaid that will pay for that prescription, and that prescription may
be keeping them alive, but the Medicaid expansion has not helped
them access the visit. And if we really want to see overdose deaths
go down, where we want to be is in a place where someone who
is opioid addicted, when they get up in the morning, and they are
going to need to use very quickly after they get up, or they are
going to be feeling very sick. People who continue to use, it is not
because it is fun. They are using because they have to keep using
to avoid feeling awful. If for that individual finding a treatment
center that can treat their opioid addiction with medication is more
difficult, more expensive, they have to pay that doctor out of their
own pocket, even if they have the prescription coverage, if all of
that is more expensive than calling a drug dealer and buying a bag
of heroin, they are going to buy the bag of heroin. If we want to
see overdose deaths come down, we have to change that balance.
Effective treatment for opioid addiction has to be easier and less
expensive than buying a bag of dope if we want to see deaths come
down.

Senator PETERS. Great. Thank you.
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Chairman JOHNSON. Before I turn it over to Senator Paul, I just
want to chime in one more time.

Put up the one chart. Again, I think I have been very careful.
Let me repeat, I agree that correlation does not mean causation,
but this was an analysis that we got from HHS last year, and what
they are just trying to show is, anecdotally, they compared States
with a similar type of demographics, similar type of population, ex-
pansion versus non-expansion, and from my standpoint the results
were somewhat stark: West Virginia, 27 percent increase in
overdoses; Mississippi, 11 percent; Ohio, 41 percent, versus Wis-
consin, 3 percent; Maryland, 44 percent now; Virginia, 22 percent;
New Hampshire, 108 percent, versus Maine at 55 percent; North
Dakota, 205 percent, versus South Dakota at 18 percent. Again, ex-
pansion versus non-expansion. Again, not saying it is causation,
but it is this kind of information that would—and I will just ask,
Dr. Hyman, it at least makes you curious and suggests that some-
thing ought to be further explored, don’t you agree?

Dr. HyMaN. Oh, I certainly agree it should be further explored,
and you have 10 States. There are obviously 50, right?

Chairman JOHNSON. Right. Again, this is just an analysis based
on data, not a scientific study by any means. But you have other
data that also says once Medicaid has been funding this, you throw
more money into Medicaid, it might kind of help fuel it as well.

Dr. HyMmaN. I think it is certainly worth study. I would note that
the four States on the right have relatively low populations, and so
even a small increase can have a big percentage impact. This is
part of the process that you have to go through.

Chairman JOHNSON. Right. Again, all I am saying is it is worth
dismissing. Let us put it that way. We should not dismiss it. Sen-
ator Paul.

OPENING STATEMENT OF SENATOR PAUL

Senator PAUL. I think we can argue that the increase in opioids
that we have seen with Medicaid expansion might be unintended,
but I do not think we can argue that it is unforeseen. You can
argue causation and correlation all day long, but if the Medicaid
population was using opioids at a greater amount than the non-
Medicaid population before the expansion, if you give Medicaid
more money, you are going to see the same thing, and more money
will simply exacerbate something. So if they were prescribing
opioids at twice the rate before, maybe they are still doing it at
twice the rate. So Medicaid expansion did not cause prescribers to
prescribe it more, but if they are already doing it and you fuel it
with more money, you are going to get more of a problem.

So I think it is very predictable, and if you throw more money
at Medicaid now and you do not have rules on prescribing or you
do not have significant changes on prescribing, you are going to get
more of the problem.

I agree with some of the issues on Suboxone and replacement
and rehab. All of those things would be good. But if you do not fix
the rules on prescribing—and normally I would say this is a State
problem and we should not be involved. But all the money is Fed-
eral now, so it is 100 percent Federal in the Medicaid expansion.
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So I guess one question I would have for the Chairman is:
Do you have any ideas or thoughts—we want to do problem solv-
ing—about how we would change the prescribing habits other than
just suggestions? I think suggestions are not enough here, actually.

Chairman JOHNSON. Well, again, I am not the witness here, but
actually, what I want coming out of this hearing is to focus on that
thought process. One of the reasons I have written a letter to HHS,
is to let us get the information, let us get the data, and then we
can work with the experts. What can we do to change the pre-
scribing methodology, those types of procedures so that we stop
overprescribing and we can actually effectively address this?

Senator PAUL. Mr. Adolphsen, do you have any ideas on how we
would change prescribing habits through law?

Mr. ADOLPHSEN. Thank you, Senator. There are a couple of
things that are already in law that I think States are not using
well. I know Maine was not when we arrived there. Prescription
monitoring in the Medicaid program, there is a program called
“Lock-In” where you restrict a Medicaid member to one pharmacy,
one doctor, one prescriber. Those programs are not used very effec-
tively or are not used extensively in States. There is somewhat of
an obsession with access in the Medicaid departments around the
country, I think, and so it seems that folks are sometimes shy to
do things that might restrict someone from that access. But I think
the Lock-In program is good.

There are other controls, certainly. There is a drug utilization re-
view program that is already in Medicaid, again, but not being
used well. The bottom line is the money flows through Medicaid,
and people, I think, view Medicaid as more than it is. It is really,
as another witness said, a passive payer. And so they are not look-
ing at a person holistically. And, causation, I have seen it line by
line. I have seen a person access their welfare benefit, and a couple
days later we see them in the data with an overdose. That is causa-
tion, and I think we can find that level of detail if you look at the
States. But it needs more control.

Senator PAUL. I think, though, overall we are going to need a
much more dramatic change in how we prescribe. I mean, Sam
Quinones in his book talks about that it used to be physicians were
worried about addiction, and in chronic pain we did not tend to use
opioids as much. And some of this came from Big Pharma trying
to change patterns of prescriptions; it came from within the pain
community. And it came from distorting one study that talked
about inpatient people on opioids that had really nothing to do with
outpatient treatment and was misused to say that we could use
opioids on an outpatient without any consequences.

So I think it has to be very dramatic, and I think it is going to
have to actually be in law. As much as I am for freedom of the phy-
sician to prescribe stuff, if it is Federal money, we are going to
have to oversee the Federal money, and we are going to have to
figure out a way to say maybe other than terminal patients and a
few other people, it needs to be something else. And you talk about
expense. I have had a lot of experience with pain myself. Ibuprofen
I think works in a fabulous way, and it is very cheap. But we have
convinced patients that it is not good unless it is prescription, un-
less it is good stuff, unless it is a narcotic it is somehow not a good
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painkiller. But ibuprofen is a very potent painkiller, particularly in
higher doses.

But something dramatic is going to have to happen, and I prom-
ise you, if we just throw more money at this, the problem will get
worse. We have one county in Appalachia, and we got rid of the
really bad doctors. We have done some of the controls that the
States have tried. And last year, I think it was 20,000 people got
2.8 million doses of opioids in one county, 150 doses per man,
woman, and child. And this is after we have spent years in Ken-
tucky really rooting out the bad doctors and doing some good
things, and yet it is still an enormous problem.

So I think what we have to look at, Mr. Chairman, I think we
have to look at the money. We are in charge of the money for the
Medicaid expansion, and we are in charge of a good chunk of the
Medicaid program. We need to put in place some rules on this.
There is going to have to be a dramatic change in this. I am not
so sure OxyContin should be used for chronic pain at all. So, I
mean, we really probably need to get away from that, but we can-
not have suggestions. What we tend to do up here is we write into
law suggestions, and they never happen. This is a real epidemic,
and we are fools to sit up here and say causation versus correla-
tion. People are dying in Medicaid, and we are giving it away for
$3. If we cannot get over the fact that you give people free medica-
tion and then we overprescribe it that there is going to be a prob-
lem. We have to have significant rules in place.

And, Mr. Schalk, you mentioned something about the payment
with Medicaid, whether or not there could be more rules attached
to how we pay people for opioids that might lead to improvement.
Do you want to expound on that?

Mr. SCHALK. Sure. So, in addition to—I said that I ordinarily see
the impoverished that walk through the courtroom doors, but I
have also prosecuted a prominent medical doctor in my community
for committing Medicaid fraud, and what that illustrated to me
was how susceptible Medicaid patients are to being victims of doc-
tors that are committing Medicaid fraud themselves. And I want to
say, as a whole, I believe the medical community is well inten-
tioned and is seeking out a healthier community. But as we all
know, it only takes one bad actor in a community to really exploit
an already dangerous situation.

And so what we were seeing was that this doctor’s Medicaid pa-
tients, his prescription practices were far different than his pre-
scription practices with non-Medicaid patients. And due to how vul-
nerable that segment of the community is, whether that is through
drug addiction or criminal behavior, what we were finding was
they were being treated differently. And I think if you talk to any
prosecutor in any part of the country, they are going to tell you all
their defendants, they always have that one go-to doctor that they
seek out. We call them “pill mills” in law enforcement because that
is really how we view them.

By regulating what the doctors are doing—and just like you, I
am all for freedom in the medical community. However, I think we
need to hold doctors more accountable. Are there prescriptions in
line with the treatment program? As a prosecutor, it is very dif-
ficult to go after a medical doctor that is committing Medicaid
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fraud because they are insulated under this treatment of care de-
fense.

However, what is the difference between a doctor that is pre-
scribing pills that are not necessary and the person who is dealing
heroin on the street? They are both making a profit by selling
something that is not needed.

And so I think that we need to hold our medical community to
a higher standard as it relates to the egregious prescription prac-
tices. I think you are absolutely correct, Senator, that we have to
regulate prescriptions.

Chairman JOHNSON. I am going to burn up more of my first-
round time here. Your comment begs the question: How are they
treating the Medicaid patient differently than their normal pa-
tients?

Mr. ScHALK. What we found was that the volume of prescriptions
that were being prescribed, what was different than the non-Med-
icaid prescription clients—now, in the case that we had, it was a
very intricate set of facts, but in terms of—they were coming in
testing dirty for meth, testing dirty for heroin, and yet they were
still being given prescription after prescription, and from a medical
perspective, I do not see how that is a viable or plausible solution.

Chairman JOHNSON. I want to quickly ask the doctors. We held
a roundtable in Oshkosh, and I asked the doctors—I did not intend
to bring this up, but it ties into this—we probably had a couple
dozen doctors, and I just said, if there is one thing—this is about
health care in general—if there is one thing that was a problem in
health care, can you say what it was? And one doctor brought it
up: Medicaid. And they all shook their head. And it shocked me.
I said, “Describe that.” And they were talking about the high per-
centage of no-shows in appointments in Medicaid versus non-Med-
icaid patients. The reason I bring it up is because I wonder to what
extent are doctors just giving somebody on Medicaid a month or 2-
month supply of opioids so they do not have to schedule another
appointment to have a no-show? Is that part of the kind of real-
world reality that occurs? I will just ask the doctors on that. A le-
gitimate question.

Dr. KoLODNY. So I do not think that the problem you are describ-
ing is unique to Medicaid, no-shows, for example. You could see it
with patients with any type of insurance. I think there are prob-
lems that add to overprescribing that have to do with our health
care system, so that if a doc has 10 or 15 minutes to spend with
a patient, writing a prescription is usually the quickest way to get
the patient out of your office. And, it was mentioned earlier about
paying for alternatives to treating pain with medication. It is not
so much that payers will not cover physical therapy. But if you are
a doctor with 10 minutes to spend with a patient, finding an in-
network physical therapist for your patient, then making that re-
ferral is going to take a lot more time than writing the prescrip-
tion. And usually the patient just wants the prescription.

So, I think we have a health care system that incentivizes treat-
ing lots of medical problems with a prescription pad.

Chairman JOHNSON. Well, again, across the board patients do
not pay for the products they get, by and large.
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Dr. Hyman, do you want to quickly chime in? Then we will go
to Senator Lankford.

Dr. HYMAN. Yes, I certainly agree that writing a prescription is
often an easy way to bring the clinical interaction to a close. I have
also heard from many physicians about frustrations of dealing with
Medicaid. Sometimes that is about the populations covered by Med-
icaid. Sometimes that is about the Medicaid program itself, which
has bureaucratic rules and often pays slow and not very much. And
that is at least the perception among physicians.

Chairman JOHNSON. Thank you. Senator Lankford.

OPENING STATEMENT OF SENATOR LANKFORD

Senator LANKFORD. Thank you, Mr. Chairman.

Let me bounce several questions and give you a practical exam-
ple of this, what we have talked about already. In Oklahoma, there
is currently a physician going through the process right now that
saw 90 patients a day and was writing narcotics ’scripts to almost
every one of them as they came through. Ninety a day, on average,
between 15 to 30 seconds per person that he actually saw them be-
fore he was writing a ’script. So it is an issue that we have to re-
solve, and obviously locating these individuals and then identifying
them and prosecuting them becomes exceptionally important.

I have a different angle on this that I want to be able to bring
up. Mr. Schalk, you brought up in your testimony about Suboxone.
You brought that up as well. The question I have is: In your testi-
mony you had mentioned that that is being diverted. That is a drug
designed to be able to help people get off of narcotics. That is now
being diverted to being on the street as well as a narcotic. Can you
talk me through what you are seeing there?

Mr. ScHALK. Yes, well, first, I am not an expert in addiction, but
from a street-level prosecutor, we see Suboxone being heavily traf-
ficked in our community.

Now, the flip side of that is we see other forms of opiate treat-
ment, like Vivitrol, for instance, it is an injection, and we see the
success rates far higher in our community with those having an in-
jection as an opioid blocker as opposed to Suboxone. That is not
taking away from the benefits of Suboxone, but I can tell you in
southern Indiana, it is heavily trafficked illegally.

Senator LANKFORD. OK. Any other comments on that? Go ahead.

Dr. KoLoDNY. I think that the diversion of Suboxone onto the
black market needs to be understood. Many of the individuals who
are buying Suboxone on the black market are using it in a some-
what self-therapeutic way, and I think with diversion of opioids
onto the black market, there are really two things that you have
to think about and that we would have to be concerned about.

One is whether or not the diverted opioids onto the black market
are causing new cases of addiction or more people becoming ad-
dicted because of that diversion, which, if that is happening, it
would be making our opioid addiction epidemic worse.

And the other thing you would want to be concerned about is
whether or not the diverted opioid is contributing to overdose
deaths. In the case of diverted buprenorphine, buprenorphine is a
very different type of opioid. A young person who is interested or
curious about experimenting with opioids, if that young person
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makes the mistake of experimenting with buprenorphine, they are
very likely to have a bad reaction to that drug, and it is not like
they are going to be feeling lousy for a few hours and then they
go home at the end of the party. It is a very long-lasting drug. They
are likely to feel very sick. They are likely to not want to do that
again.

Where you can see people get a euphoric effect from diverted
buprenorphine is if they are an experienced opioid user and they
have been off of opioids. Then they can feel good about it.

So I do not think that diverted buprenorphine is becoming a rec-
reational drug causing new cases of addiction. And one of the
unique properties of buprenorphine is that it is quite hard to over-
dose on. It has a ceiling on its effect. So even a patient who takes
an extremely large dose or someone trying to get high by taking
extra doses is unlikely to overdose, is unlikely to have respiratory
depression. So I think the existence of this black market for
buprenorphine has more to do with the fact that we are not making
that treatment available to the people who need it.

Senator LANKFORD. OK. Thank you, by the way.

Senator Paul was mentioning as well that we are trying to figure
out some way to be able to actually come up with some solutions
in the process of this. Mr. Adolphsen, you had mentioned about
pharmacy lock-ins. Oklahoma uses that, my State. Has that been
sllllccgssful? Not successful? What have you seen in locations like
that?

Mr. ADOLPHSEN. So my impression of it, Senator, is that it is
being used in a number of States, but not very aggressively. So you
might find in a State with hundreds of thousands of people on
Medicaid, a couple hundred people in the lock-in program because
the parameters of——

Senator LANKFORD. They are identifying high risk.

Mr. ADOLPHSEN. Yes, the parameters are designed, though,
again, with access in mind. They do not want to——

Senator LANKFORD. OK. What about States experimenting with
limiting dosage for opioids?

Mr. ADOLPHSEN. I can say in my State of Maine we were very
aggressive a couple years ago in limiting both the strength and
length of prescriptions. It was not without controversy, but the
early data coming back from Maine is that it has been very effec-
tive.

Senator LANKFORD. What about electronic prescriptions rather
than paper prescriptions for opioids?

Mr. ADOLPHSEN. In that same law that was passed in Maine,
they did a required prescription monitoring program requiring docs
to enter it each time. Again, not without controversy, but it has so
far early on proven to be helpful.

Senator LANKFORD. Obviously, there was a question on cost on
that for physicians. There is a difference in input in personnel time
to be able to do it as well as the equipment itself to be able to do
it in the system. What have you seen on that versus what was
threatened to be what the cost is and what the actual cost is in the
transition?

Mr. ADOLPHSEN. I do not have the exact cost, but I know at the
department level we provided free training. We used the number
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of grants that we had for fighting the opioid crisis in order to help
educate doctors, go into a hospital, help set it up. I think that is
probably something that is a good thing to do, help on the cost side.
But, it 1s an administrative burden, but I would argue probably one
that could be worth it in this case.

Senator LANKFORD. Mr. Tyndall, did you all experiment with any
of that in Tennessee?

Mr. TYNDALL. Yes, sir. Senator, thank you for the question. We
started our monitoring database in 2006. We did not have anything
before that, and we started it in 2006, and we have had a number
of enhancements since then. And it is free to all physicians. Any
medical provider that is enrolled, it is free of charge. And now we
have had some enhancements where it is mandated that every
medical professional has to enroll into the system as well as the
pharmacist. So we monitor any drug prescribed or dispensed in the
State of Tennessee, two through four. It is somewhat similar to the
Kentucky All Schedule Prescription Electronic Reporting
(KASPER) program in Kentucky, and that is the only State we
kind of communicate with.

Senator LANKFORD. That was actually my next question. Is there
cooperation with other States and sharing that information? If you
live in Memphis, that is very different than a number of States
that you might have the opportunity to be able to go outside of the
State to be able to use it.

Mr. TYNDALL. Right. There are eight States that border Ten-
nessee, and the only one that we really communicate with is Ken-
tucky. We have a reciprocal agreement, I guess, to share the moni-
toring of prescription drugs two through four.

Senator LANKFORD. But they could not use, for instance, Med-
icaid, which is just part of what we are talking about today, but
the Medicaid portion of it, they could not use in an out-of-State
pharmacy, or they could?

Mr. TYNDALL. There are a number of rules, exceptions to all of
that. Sometimes if it is an emergency and you are out of State, you
can use your Medicaid benefits to do that. But I am not sure about
all those exceptions that go with that.

Senator LANKFORD. One last quick question. If you are buying
Sudafed in Oklahoma, you have to be able to show a driver’s li-
cense to be able to do that, and it is tracked on just the usage of
Sudafed regardless of where you get that. Is there any system like
that that has been discussed or is in place on narcotics?

Mr. TYNDALL. Very similar in Tennessee. You have to sign a log
and produce a photo ID to get Sudafed.

Senator LANKFORD. What about for narcotics?

Mr. TYNDALL. Part of our Controlled Substance Monitoring Data-
base (CSMD) now, you have to present an ID when you pick up
any kind of narcotic from the pharmacy. You also have to do that
as well.

Senator LANKFORD. OK. Thank you.

Mr. TYNDALL. And one more thing, if I could add. Effective yes-
terday, with few exceptions TennCare will only pay for a 15-day
supply of opioid medication within a 6-month period. So we have
reduced it significantly to get opioids for a 6-month period in Ten-
nessee.
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Senator LANKFORD. OK. Thank you.

Thank you, Mr. Chairman.

Chairman JOHNSON. Senator Jones, you are next in line for ques-
tioning.

OPENING STATEMENT OF SENATOR JONES

Senator JONES. Thank you, Mr. Chairman.

Having come from a State that did not expand Medicaid and
probably has one of the most restrictive Medicaid eligibility re-
quirements in the country, we still have an incredible opioid prob-
lem. And I appreciate Senator Paul’s comments because what I am
seeing in Alabama is a prescriber problem more than anything
else. And I am curious, having been an old prosecutor myself, Mr.
Schalk, can you give me an idea of—and I know this may be dif-
ficult, but how many of those folks that are being prosecuted for
taking those prescriptions and selling the pills or doctor shopping,
do you have an idea, a sense of how many of those people actually
started out addicted to those opioids and they need the money and
that is driving it, as well as just being generally impoverished?

Mr. SCHALK. Sure. I think certainly addiction plagues the crimi-
nal justice system, and we often throw around the term “drug deal-
er” very loosely. And we have many kinds of drug dealers in the
criminal justice system. We have those that deal for profit, and
then we have those that deal to feed their own addiction.

Senator JONES. Right.

Mr. ScHALK. I would say those that deal to feed their own addic-
tion make up the overwhelming majority of those that are in our
prisons.

Senator JONES. So if that is the case, do you have a process in
place when you arrest somebody, do they get treatment? Is there
a drug court or something like that that you can put these folks
in to try to keep them out of the system a little bit better but to
try to deal with that addiction so there is not recidivism?

Mr. SCHALK. We are blessed in my county to be small enough to
have a tailor-made program for many of the individuals that are
coming through the criminal justice system. If you go just a few
minutes down the road to Louisville, which is, obviously, a much
larger metropolitan area, it is much more streamlined. They just
simply do not have the resources or ability. And so, yes, I think
being able to make a tailor-made treatment program for an indi-
vidual is a key ultimately to their success, and that includes—and
a lot of time defendants do not want to hear this—being sober. And
when you are struggling with opiate withdrawals, in my opinion,
the best place sometimes to experience those are within a jail
where we know you are going to be sober, you are not going to go
out, and you are not going to use again.

But once we can have 90 days of sobriety, at that point we can
t}ll)?n start exploring options, treatment programs that are avail-
able.

Senator JONES. I have also noticed in some of the charts that we
have seen, I guess, there seems to be—the private payers seem to
be doing a little bit better in terms of the opioid problem. What are
the private payers doing differently than Medicaid that Medicaid
can learn from to try to stem the prescriptions to begin with, which
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I think is a big problem? I will just throw that open to anybody
that might have a proposal or an answer.

Dr. KoLODNY. The explanation for why in the past few years we
are seeing, for example, less hospitalizations paid for by a private
insurance versus Medicare involving opioid overdose is not really
clear. It is possible, as your question suggests, that there are
things that the private payers are doing that maybe Medicare or
Medicaid should replicate. I am not sure that that is the case. In
the past couple of years, we have seen commercial private insur-
ance companies begin to implement policies to promote more cau-
tious prescribing, but it has been pretty new.

One possibility is that for people who become opioid addicted who
fall out of the workplace because of their opioid addiction and be-
come poor because of their opioid addiction, they may more likely
wind up insured by Medicaid and fall out of the private system. So
it is hard to say why we might see a greater problem in people in-
sured by Medicare or Medicaid.

Senator JONES. All right. Yes?

Mr. ADOLPHSEN. Senator, I think it is because they are trying.
Cigna announced that they pledged to lower prescription pain-
killers by 25 percent in 3 years. So they have acknowledged they
have a role here that they might be playing in this issue. So I think
Medicaid has acknowledged that, and it is a little ironic because
Cigna is using the CDC’s guidelines—the CDC right down the
street from Medicaid—but they have not seemed to get together on
it. So I do think there is a level of acknowledgment and effort that
the private insurers have made.

Senator JONES. What about the role of the prescription drug com-
panies that are manufacturing these opioids? What role should
they play?

Dr. KoLoDNY. Well, something that the manufacturers of opioids
should stop doing and I think something the Food and Drug Ad-
ministration (FDA) could require them to stop doing if it properly
enforced the Food, Drug, and Cosmetic Act (FDC), they should im-
mediately cease promoting opioids for chronic pain. As Senator
Paul mentioned earlier, opioids have not been shown to be safe and
effective for long-term use for common chronic conditions like low
back pain, fibromyalgia, chronic headache. These are good medi-
cines to ease suffering at the end of life. They are good medicines
when you are using them from a couple of days after major sur-
gery. But for daily long-term use, they may be more likely to harm
the patient than help the patient. Right now we have a law that
says that drug companies are only allowed to promote products for
conditions where the benefits are likely to outweigh the risks, and
those conditions, they become the indication on the label. And if
the company gets caught promoting use not on the label, they get
into trouble. The label on opioid analgesics is very broad, which has
allowed the manufacturers to promote for conditions where we real-
ly should not be prescribing opioids.

Senator JONES. Does anybody else want to take a shot at that?
Otherwise, Mr. Chairman, that is all I have. Thank you.

Chairman JOHNSON. I just wanted to quickly follow up. That is
a problem with FDA approval on that particular drug, right, too ex-
pansive an approval?
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Dr. KOLODNY. Yes, I mean, if we could go back in time to the in-
troduction of OxyContin, if FDA had properly enforced the Food,
Drug, and Cosmetic Act, they would have told Purdue, “Great, you
have extended-release oxycodone. That sounds like a good drug for
cancer patients. We are going to let you send your sales force to
the hospices and to the oncologists and to palliative care doctors.”
FDA did not do that. And there would not have been that much
money for Purdue to make if their product had only been pre-
scribed to patients at the end of life. So they promoted broadly, and
FDA allowed it. But with every manufacturer of opioids, they have
done the same thing because the big market is chronic pain. Mil-
lions of Americans suffer from chronic pain. That is where they are
going to make their money, and so that is what they have been
promoting use for.

Chairman JOHNSON. Well, it is never too late for the FDA to
change it.

Dr. KoLoDNY. That is correct, and our new FDA Commissioner
may be finally the FDA Commissioner to do that. He has certainly
made some statements leading us to believe he may take some of
the steps necessary.

Chairman JOHNSON. OK. I will follow up later.

Dr. HyMAN. If I could just add, I would point out once the FDA
approves a drug, physicians can use it for off-label indications.
They do not require the FDA’s permission. And once it has been
approved, notwithstanding some people’s views on the scope of the
FDC, there are serious constitutional questions raised by attempts
to prohibiting pharmaceutical companies unless they are engaging
in false and misleading speech.

Chairman JOHNSON. OK. Senator Harris.

OPENING STATEMENT OF SENATOR HARRIS

Senator HARRIS. Thank you.

Dr. Kolodny, I was struck by your fourth slide which showed that
hospitalizations for opioid overdose are increasing most rapidly, as
you have mentioned, in Medicare but also increasing for people
with private insurance and people without insurance and people
with Medicaid. These facts make it clear, to me at least, that diver-
sion is a risk regardless of the type of insurance coverage a person
may have.

To follow up on this conversation, in 1996 Purdue Pharma re-
leased OxyContin, an opioid that they falsely claimed would deter
addiction, as you have mentioned. In the 5 years from 1997 to
2002, OxyContin prescriptions grew from 670,000 to 6.2 million.
And overall sales of prescription opioids increased roughly four
times between the years of 1999 and 2014.

A number of Senators—Senator Claire McCaskill and myself in-
cluded—have ongoing investigations of drug companies and dis-
tributors who helped cause and exacerbate the opioid epidemic. To
that end, you have mentioned a bit about what the FDA respon-
sibilities are. Can you talk about what you believe Congress can do
to hold pharmaceutical companies responsible for its role in caus-
ing the opioid epidemic?

Dr. KOoLODNY. That is a really good question. I think one thing
that Congress could do is hold FDA’s feet to the fire through your
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oversight role of FDA because FDA really has failed to properly en-
force the laws and has allowed opioid manufacturers to improperly
promote opioids.

I do think that I am very pleased by your investigation and
Ranking Member McCaskill’s investigation of the role that manu-
facturers have played. I do want to point out, though, that Senator
Grassley and former Senator Baucus launched a similar investiga-
tion in 2011. The Senate Finance Committee began an investiga-
tion, and the Senate Finance Committee has yet to release its find-
ings from that investigation. So I think, making those findings pub-
lic would be very helpful, I think, for changing the behavior of the
manufacturers. Many of the organizations or front groups that they
give money to, they are continuing to fund, and they are front
groups that are blocking Federal and State efforts to promote more
cautious prescribing. The Associated Press and the Center for Pub-
lic Integrity did investigations showing that the opioid lobby, the
manufacturers, the distributors, have spent more than $880 million
over the past decade blocking efforts to promote more cautious pre-
scribing, and I think the findings from these investigations may
make it more difficult for them to continue doing that.

Senator HARRIS. And you mentioned front organizations. Can you
talk about who and what they are?

Dr. KOLODNY. These would be organizations that in some cases
are pure AstroTurf organizations created by industry

Senator HARRIS. AstroTurf, what do you mean?

Dr. KOLODNY. AstroTurf is an organization meant to look like a
grassroots organization, but it has been artificially created by in-
dustry. One of the organizations that was very damaging was the
American Pain Foundation, which was an AstroTurf organization.
That shut down on the day that the Senate Finance Committee
launched its investigation.

There are also medical societies, professional organizations that
“front group” might be a bit strong, but that take very significant
funding from opioid manufacturers and promote the interests of
opioid manufacturers rather than the interests of patients. So, for
example, the American Academy of Pain Medicine and the Amer-
ican Pain Society have promoted very aggressive prescribing of
opioids and have really come to the defense of manufacturers every
time efforts are raised that could potentially better regulate them.

Senator HARRIS. Thank you, and I plan to follow up on your sug-
gestions. Thank you.

Medicaid is, of course, one of the leading sources of substance
abuse treatment, covering about one-third of opioid addiction treat-
ment. In June of last year, I toured and met with the patients at
the Martin Luther King, Jr. Outpatient Center in Los Angeles. I
will tell you that Medi-Cal pays for 70 percent of the care there.

The nonpartisan Government Accountability Office found that
Medicaid expansion increased access to substance abuse treatment,
and the Urban Institute found much more rapid growth in spend-
ing on opioid treatment medications and overdose reversal medica-
tions in States that expanded Medicaid, suggesting, of course, that
more of those who need treatment are getting it thanks to Med-
icaid expansion.
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The President’s own opioid commission called for the expansion
of Medicaid by having the administration grant waivers for all 50
States to eliminate barriers within the Medicaid program in order
to help more people have access to treatment.

My question is: If Medicaid funding is cut, what happens to the
one in three people who receive treatment under Medicaid for
opioid addiction?

Dr. KoLoDNY. So I think that there are individuals right now
who are, thanks to Medicaid expansion, alive, who are having their
opioid addiction effectively treated. If they were to lose Medicaid
coverage, for example, I think that there would be a very high like-
lihood that these individuals would relapse, and if relapsing, a high
likelihood that they could die from an overdose.

We have an exceptionally dangerous black market opioid supply.
We have never had heroin as dangerous as we do today because
of fentanyl that is in it or fentanyl that is sold as heroin. A relapse
is not a benign event. One relapse can be fatal. And if patients lose
health coverage that is paying for their addiction treatment, they
are at very high risk for relapse and loss of life.

Senator HARRIS. Thank you. And, Mr. Schalk, I appreciate your
comments as a fellow prosecutor. I think we both appreciate—and
certainly your work has pointed this out—that one of the best ways
that we can be smart on crime is to follow what the public health
model has taught us, which is if you want to deal with an epidemic,
be it drug, crime, or health, one of the most effective and smartest
and efficient ways to deal with it is not reacting after but actually
preventing before these crimes occur. So I appreciate your com-
ments and the work that you have done highlighting that point.

Mr. ScHALK. Thank you, Senator.

Senator HARRIS. It is in the best interest of public safety and also
taxpayer dollars.

Mr. SCHALK. Thank you.

Senator HARRIS. Thank you, Mr. Chairman.

Chairman JOHNSON. Senator Hoeven.

OPENING STATEMENT OF SENATOR HOEVEN

Senator HOEVEN. Thank you, Mr. Chairman.

I expect that each of you have looked at Chairman Johnson’s
chart! on the rise in overdose deaths increasing from 2013 to 2015,
and also comparing the number of overdose deaths in expansion
and non-Medicaid expansion States. So I would ask each of you,
starting with Mr. Adolphsen. Thank you for putting the chart up.
To what do you attribute it? What is causing it? What should be
done about it?

Mr. ADOLPHSEN. Thank you, Senator. I think we have heard
from a number of folks, not just in this hearing but in previous
hearings, that we have a real supply side problem on opioids. And
I think when you are in a hole, you stop digging. And expansion
has really opened the door to a massive increase in these opioids
in the market on the supply side. So I think when you look at a
State that has expanded, that has added hundreds of thousands of
people who suddenly are not just eligible for the treatment that we

1The chart referenced by Senator Hoeven appears in the Appendix on page 86.
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have heard about but they are also eligible to receive no-cost pre-
scriptions, you are inevitably driving up the supply of this into the
market.

Senator HOEVEN. And what should be done?

Mr. ADOLPHSEN. Well, I think there are some options. One of the
things that ought to be considered is maybe disconnecting sub-
stance abuse treatment from the rest of the benefit. So, for exam-
ple, there obviously are millions of Americans out there who need
substance abuse treatment. No one would argue that fact. How-
ever, is it best delivered with an entire Medicaid package that in-
cludes access to more opioids? And that is really the problem that
I saw, was we had folks over on one side of the house getting treat-
ment, and those same folks were still getting opioids that caused
the addiction in the first place. And those two kind of butt heads.

So I think it does not necessarily have to be one without the
other. The substance abuse treatment should be very targeted and
focused and not necessarily come with all of these unintended con-
sequences.

Senator HOEVEN. Mr. Schalk?

Mr. SCHALK. Senator, looking at these numbers, what is clear to
me is when we give more prescriptions, when we give greater ac-
cess to those that are most susceptible to addiction, that are most
susceptible to the criminal justice system, at a certain point they
are going to transition from these opioids that a doctor is pre-
scribing, and they are going to start seeking their high from some-
where else. Perhaps that is because the doctor said, “I am no
longer going to write you a prescription. I cannot justify this.” At
a certain point, when they transition from the pills that their doc-
tor is prescribing them, they transition from there to fentanyl and
heroin laced with fentanyl, that is where these deaths are coming
from. It is from injecting heroin after—and no one just starts on
heroin. It is a progression. And almost without fail, before someone
begins down the path of injecting heroin, they are abusing their
prescription pills. And I think just looking at the fact when we are
making these prescription pills more readily available to a greater
segment of our population, this is what happens.

Senator HOEVEN. And what should be done?

Mr. ScHALK. I believe that while this is a multifaceted issue, we
need to hold the medical community more accountable, would be
one key aspect, as it relates to their prescription practices. We are
giving doctors in many ways complete discretion to prescribe syn-
thetic heroin, and that is a lot of power. And so I think we need
to take a closer look at the prescription practices. Are they in line
with the treatment plan? Are they improving quality of life? And
if those answers cannot be met, then we need to hold the doctor
accountable as to why were they prescribing this unneeded and un-
necessary drug to this individual?

Senator HOEVEN. Mr. Tyndall?

Mr. TYNDALL. Thank you, Senator. And I do not know that I
could speak to expansion and non-expansion. That is probably
above my pay grade in Tennessee, but certainly I think that the
more people who have access to low-cost and no-cost prescription
drug medication, the probability of drug-seeking behavior and pre-
scription drug diversion increases.
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Senator HOEVEN. What would you do?

Mr. TYNDALL. Well, I think there ought to be penalties if you are
involved in drug-seeking behavior or selling your medications, espe-
cially by Medicaid. The penalties need to be more severe for that.

Senator HOEVEN. Dr. Hyman?

Dr. HYMAN. So I would echo what has been said about the supply
side aspects, that, there are physicians who will write prescriptions
for opioids, and there are patients who will take them and get
those prescriptions filled. And that is a gateway for some of them
to more severe drugs once they are cutoff.

I think on the solution side, so far we have talked a lot about
the patient and doctor shopping. It is important to recognize, as I
said at the outset, it takes a physician to write the prescription.
And so we ought to be looking for outliers in the frequency of pre-
scribing, both relative to the patients that they are seeing and also
relative to the doses that they are basically writing on the prescrip-
tion pad. And, you may be an outlier because you are in the pain
management business and you see a population of patients that
badly need pain management. Or you may be an outlier because
you will basically write a ’script for everybody who comes through
the door. My suggestion would be not necessarily criminal sanc-
tions as your starting point, given the difficulties that Mr. Schalk
has already talked about, but some combination of financial incen-
tives and licensure sanctions. State medical boards ought to be
more active in this space.

Senator HOEVEN. Dr. Kolodny?

Dr. KoLODNY. So I think this is an interesting association, and
it is worth investigating to see if this really holds out if you were
to compare the specific timeframes of Medicaid expansion, were to
look at States, and it is certainly worth looking at.

I do believe that we have a good understanding of why the opioid
addiction epidemic is getting worse and why in States where it has
gotten much worse, why that happened.

Something that is important to understand is we have two
groups of Americans who are opioid addicted: we have a younger
group and an older group.

The older group are people who are becoming opioid addicted
mostly through medical treatment. That older group has not been
turning to the black market. They are getting opioids prescribed to
them for chronic pain. Up until around 2011, we were seeing most
of the overdose deaths in older people getting pills prescribed to
them by doctors. It is possible in that older group, because pre-
scribing has become a bit more cautious, overdose deaths may be
stabilizing, coming down a bit.

The younger group are people in their 20s, 30s, and early 40s,
they are becoming opioid addicted from using prescription opioids,
either medically or recreationally, or sometimes a combination of
both. That younger group, when they become opioid addicted, has
a hard time maintaining their supply visiting doctors. Doctors and
dentists, as we have been discussing, are too comfortable giving
young people lots of opioids, but we do not like to give healthy-look-
ing 25-year-olds a large quantity on a monthly basis. So the young
person who becomes opioid addicted winds up on the black market.
The pills are very expensive on the black market, and something
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we have seen happening steadily over the past 20 years is a rising
use of heroin in these young people who wind up on the black mar-
ket and switch to it because it is much cheaper.

Beginning in around 2013, overdose deaths in this younger
group, in the group that has been switching to the black market,
the group that has been using heroin, overdose deaths are soaring
because of fentanyl, because the heroin supply is so dangerous
right now. I think that is really the primary driver. I do not believe
it is Medicaid expansion. I do not think Medicaid expansion is help-
ing us as much as it could in terms of addiction treatment because
the services are not there. I think people are getting their prescrip-
tion paid for.

So we have to do a lot more if we want to see overdose deaths
come down, but I do not believe that overdose deaths are rising be-
cause of Medicaid expansion. I think it is fentanyl that is causing
the very sharp rise that we have seen in recent years.

Senator HOEVEN. Thank you.

Thank you, Mr. Chairman.

Chairman JOHNSON. Senator Daines.

OPENING STATEMENT OF SENATOR DAINES

Senator DAINES. Mr. Chairman, thank you. And I want to thank
the Chairman for producing this report. It raises some serious
questions about whether Medicaid expansion is having a counter-
productive impact on the opioid epidemic by proliferating prescrip-
tion opioid pills. I come from a State that is an expansion State,
the State of Montana. I am particularly concerned by the report’s
exposure of how Medicaid expansion dollars have resulted in addic-
tion among some recipients and facilitated illicit distribution of
these drugs to others struggling with substance dependence. In
short, the report provides, I would argue, a more complete picture
on the consequences of Medicaid expansion, and we must not ig-
nore its conclusions.

The first question is for Mr. Adolphsen. You mentioned in your
testimony that 52 percent of able-bodied adults on Medicaid do not
work and that only 16 percent work full-time. Can you share more
about the positive correlation that you have found between having
a job and reducing drug dependency among healthy working-age
Americans?

Mr. ADOLPHSEN. Thank you, Senator. That is right, that data
that you referenced is very clear. The number of able-bodied adults
on Medicaid has quadrupled from 7 million in 2000 to 28 million
today. Half of those do not work at all. We know from the addiction
specialists, the recovery community, that work is a pillar of recov-
ery, and certainly in a program that is paying for the amount of
substance abuse treatment that Medicaid is, we think it makes a
lot of sense to encourage and assist people getting back to work.

Unfortunately, that is not what we see. We are seeing the rolls,
particularly for able-bodied adults, continue to grow, and many of
those people are not working at all.

Senator DAINES. Are you aware of what percentage of able-bodied
Medicaid recipients actually return to full-time gainful employ-
ment?
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Mr. ADOLPHSEN. Well, what we are seeing is enrollment continue
to go up, so if they were moving into full-time employment, if you
work even at minimum wage full-time, you are out of poverty. So
if folks were quickly getting back in the work force, working a full-
time job or a couple part-time jobs, they would quickly cycle off of
Medicaid because they would be earning income above the thresh-
old. That is just not what we are seeing. We are seeing folks come
on to the program, stay on the program. So, unfortunately, that is
an indicator that has not been successful at returning people to
work the way we would like to see.

Senator DAINES. Why is that? What do you see? It is usually all
about incentives. What is the incentive to stay on Medicaid versus
move and become gainfully employed?

Mr. ADOLPHSEN. Sure, there are probably a lot of things that go
into that, but I think one thing we probably can all agree on is we
all need deadlines and a push in our life to accomplish certain
things, and Medicaid has been free of any requirement for kind of
community engagement or work activities. That has not been a
hallmark of the program, which historically might have made more
sense when there were not able-bodied working-age adults on the
program. But as I mentioned, that number has grown dramatically
with the expansion under ACA, and I think that kind of incentive
structure is needed within the program to help clear that pathway
and encourage people to get back into the workforce or into train-
ing or volunteering and community engagement.

Senator DAINES. Medicaid has been held up as a cure-all silver
bullet for opioid treatment, which, by its own right, is critical to
helping addictions. However, the evidence seems to suggest that
Medicaid is a two-edged sword by proliferating prescription opioid
pills due to the ease of access. There is always going to be leakage
of diverted prescription opioids with or without Medicaid expan-
sion. I think we probably would all agree with that.

Mr. Adolphsen, what makes those eligible under Medicaid expan-
sion more susceptible to facilitating illicit drug diversion?

Mr. ADOLPHSEN. Thank you, Senator. I think we have heard a
lot of great examples of that here in the testimony, the temptation
to turn a free prescription into several thousand dollars in those
types of things. I know one of the disconnects I saw in our Med-
icaid program in Maine was someone would have this access to
Medicaid, and they might come into substance abuse treatment
possibly, funded by Medicaid. But the success rate, unfortunately,
is not very high in some of those programs, typically under 30 per-
cent, sometimes in the teens. It is a difficult addiction to beat, so
it is tough.

So what happens, if somebody is in treatment for, say, a week
or a couple of weeks even, but then they come out of treatment,
and they still have the rest of their Medicaid benefit, they still
have their full pharmacy benefit, they still have access to some of
these other more dangerous drugs that may have led them into the
addiction in the first place.

So I think we need to do a better job of connecting those two dots
within the program.

Senator DAINES. So when you look at those individuals who are
getting hooked on diverted drugs—we have kind of been looking at
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the balance here of those coming on, those coming off. Do you be-
lieve that more individuals are getting hooked on diverted drugs
than successfully completing opioid treatment?

Mr. ADOLPHSEN. Yes, 12.5 million self-reported opioid abuse last
year, painkiller abuse last year, and I think we heard from another
witness already that something like a couple million people are try-
ing to get into treatment. So it is pretty clear that on the supply
side, the number of people misusing or becoming addicted is grow-
ing and outpacing the number of folks that are going into treat-
ment and completing it.

Senator DAINES. Mr. Schalk, in your experience as a prosecutor,
and, Mr. Tyndall, as the Tennessee IG, you both have indicated the
extent of Medicaid prescription fraud is unknown due to under-
reporting and other barriers. How expansive do you think the fraud
might be?

Mr. ScHALK. Staggering. Based on the limited numbers that we
see as opposed to what we know is going on, what we see is going
on, I believe that if we were to look at the amount of Medicaid
fraud that was happening just in my own community, Members
would be outraged.

Senator DAINES. So “staggering” is a strong word. “Outraged” is
a strong word. I guess maybe it goes back to my background in
chemical engineering. I tend to be more of a quantitative guy. I
know the Chairman is a numbers guy, too. Do you have any sense
of kind of trying to quantify the size of the bread box here with-
out—“staggering” is related—there is something in your mind say-
ing it is large. Can you maybe try to quantify that for us?

Mr. ScHALK. To sit and quantify with a number I would not be
able to do. I can only ascertain from my own experiences that I see
from an investigative side, from a courtroom side. Unfortunately,
tS)enator, I am not able to sit and quantify with a particular num-

er.

Senator DAINES. Mr. Tyndall?

Mr. TYNDALL. Thank you, Senator. I can only echo what Mr.
Schalk just said. I have to cover 95 counties in Tennessee. I have
14 agents. I have not had 100 percent of everybody 100 percent of
the time, and we stay pretty busy just working the cases that we
are aware of.

Senator DAINES. So what steps would you advise Congress—this
is a great opportunity for you all to put it in the record here and
instruct this Committee. What would you advise Congress, the
S}‘:ates, or CMS do to take up, to address this problem? A couple
things.

Mr. ScHALK. Well, as has been echoed throughout this hearing,
I believe that reexamining the prescriptions that are being written
is an essential element to being a key part of the solution. And, ob-
viously, when doctor bills are being submitted through Medicaid, it
is no secret that the checks and balances are far less than when
they are being submitted through a for-profit payer.

So, with that, I think when we are looking at prescriptions, is
this prescription being written to pad a Medicaid fraud on behalf
of the doctor? Again, is this prescription improving quality of life?
Is it medically necessary? Is it within the scope of the treatment?
And, frankly, can I go and get an over-the-counter that can be just
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as effective? As Senator Paul said, ibuprofen is very effective. How-
ever, an overwhelming majority of the people that come through
my courtroom, they do not believe ibuprofen is appropriate. They
believe they need a high-powered painkiller. And I think we need
to as a society take a step back from that and say ibuprofen some-
times is appropriate. Now, it is not always appropriate, and I rec-
ognize that. But I think recognizing that ibuprofen is appropriate
more often than not is a good step toward reducing this problem.

Senator DAINES. I am out of time. Mr. Chairman, thank you for
allowing me additional time.

Chairman JOHNSON. Well, I will say I want to finish up with my
questions here. I am going to ask the exact same questions. So
each one of you, if you had one recommendation in terms of a law
change that would help solve this crisis, I will give you the oppor-
tunity to address that as well. But thank you, Senator Daines, for
your questions.

I want to start with the two doctors and just ask a question. Why
did it take so long for the medical community to just recognize the
extent of the opioid addiction? Why did you not have the feedback
loop? You have ongoing education. You have your medical journals.
I mean, why did it take so long? And why did it take this epidemic
just bursting onto the scene here before—and I am not even sure
all doctors are aware of it still. I hope they are, but we

Dr. KoLODNY. Yes, I

Chairman JOHNSON. Well, let me finish up. We held a roundtable
in Wisconsin, and that is when I was shocked that you had an en-
tire generation of doctors trained that these were not a problem.
Again, that goes to marketing or whatever. But why wasn’t this
known really within a couple years?

Dr. KoLODNY. Yes, that is a great question. I think for many
years the feeling in the medical community and even the position
of the American Medical Association (AMA) was that the opioid
problem was about the bad apples, that there were some doctors
out there that are really drug dealers running pill mills, and that
there are some people out there pretending to be patients but they
are really drug abusers and they want to get their hands on these
drugs, and that the opioid crisis had nothing to do with well-mean-
ing doctors taking care of their legitimate patients. I think that
was the thinking for quite a while when the reality is that the
opioid crisis is really driven by well-meaning doctors who have
been overprescribing to patients, getting patients addicted, but also
indirectly causing addiction by stocking homes with a highly ad-
dictive drug, creating customers for the drug-dealing doctors, the
pill mills, for the diversion and the fraud. So the bigger problem
has been the well-meaning doctors.

I think part of the problem is it is not just the medical commu-
nity, but policymakers really for many years failed to look at the
root of the problem, which was overprescribing. Instead, what they
accepted was the way industry had been framing the problem and
the way that the pain organizations funded by industry were fram-
ing the problem. What policymakers such as yourself were told was
that all of this bad stuff that you are hearing about involving
opioids, that is the drug abusers. There is a subset of our popu-
lation that wants to get high off of drugs, and maybe because doc-
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tors are prescribing more, the drug abusers are getting their hands
on these drugs. And, yes, we should do something about the drug
abuse problem and diversion, but let us not forget that tens of mil-
lions, a hundred million Americans have chronic pain, they are
being helped by these medicines, and that your job as a policy-
maker is to balance these two competing problems. You want to do
something about the pain problem and do something about the
drug abuse problem, but do not make the pain problem worse, do
not punish the pain patients for the bad behavior of the drug abus-
ers. So it was framed as if we had these two distinct groups and
the harms were limited to so-called drug abusers. Policymakers ac-
cepted that.

If you look at what was coming out of the Federal Government
even over the past Administration, if you look at what was coming
out of Substance Abuse and Mental Health Services Administration
(SAMHSA), National Institute on Drug Abuse (NIDA), Office of Na-
tional Drug Control Policy (ONDCP), it was almost an exclusive
focus on the issue of non-medical use, kids getting into Grandma’s
medicine chest. Nobody was asking why does every Grandma now
have opioids in her medicine chest. Now we are finally asking that
question.

Chairman JOHNSON. The whole point of the PROP Act was to ac-
knowledge the fact that government policy was requiring providers
to ask the question: “Are you satisfied with your pain medication?”
And if you got a bad survey result, it affected your reimbursement,
so, government policy actually fueled that.

Dr. Hyman, at what point did the medical community all of a
sudden wake up and say, “This is a real problem?” Has it literally
just been the last couple years even though this has been around
for a couple decades?

Dr. HymaN. I think it is quite recent that the medical community
has woken up to it, and you have already alluded to some of the
incentives that they had to—I do not want to say “not wake up to
it,” but to focus their attention on other areas. Lots of aspects of
the health care system more or less run on autopilot. People keep
doing things the way they were trained to do them. New informa-
tion may not be available, or if it is available, they may say, oh,
that is just one study.

And this is not just about opioids, right? I can tell you story after
story where there is a surgery or a treatment that gets deployed,
it sort of spreads like wildfire, subsequent research indicates that
it is not such a great treatment, and it is very hard to stamp out
once it is out there because the same sort of passive payer of bills
creates an incentive for people to keep doing what they are doing.

Chairman JOHNSON. So a one-number answer out of both of you.
What percentage of the medical community do you think get it
now, fully understand it? We will start with Dr. Hyman.

Dr. KOLODNY. It is age-related. Young doctors get it. They have
come of age during the opioid crisis. In some cases they have lost
peers to opioid overdoses. Older doctors, in my experience, doctors
maybe older than 50, tend to still—many of them tend to be pre-
scribing pretty aggressively.

Chairman JOHNSON. So what percent? Only half of doctors, 50
percent are getting——
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Dr. KOoLODNY. It is very difficult to give you an answer.

Chairman JOHNSON. I realize that. I am not going to hold you
to it. Would you venture a guess?

Dr. KoLODNY. I would guess that maybe a third of—it is a wild
guess, that maybe a third of the prescribers are still very mis-
informed about opioids and are prescribing very aggressively.

Chairman JOHNSON. They do not read the news? Dr. Hyman, do
you agree with that or

Dr. HymMAN. Well, even if they read the news, they may not view
themselves as part of the problem, right? They may view them-
selves as treating with compassion and care the patients that
present in front of them. If you made me give a number, I would
fall back on my medical school training where an attending told
me, “There are only two numbers in medicine—80 percent and 20
percent.” So I would give you the 20 percent number, which is a
little lower. I think it is higher among younger physicians for the
reasons that Dr. Kolodny has already alluded to.

Circling back to the question about the frequency of fraud and
a quantitative figure, the standard figure in the literature is 10
percent. There is not a great empirical basis for that number, but
if you add in waste and overuse, you can get much higher numbers.
And I am happy to share with you some of the research that has
been done on that.

Chairman JOHNSON. One of the questions we have submitted to
CMS is how much are they spending reimbursing for opioids. That
would be just kind of a nice macro number to know.

I want to switch over to the prosecutor and inspector general. An
indicator of the problem we have here is there is actually a
website—and I am not going to promote it, but there is a website
you can check to see what the cost is to make sure you are not get-
ting ripped off by your drug dealer in terms of these opioids. So,
I mean, that is a problem. Can you speak to the relative cost of
street heroin versus opioids? Any of you three.

Mr. TYNDALL. I do not know that I can give any specifics, but my
understanding is that now because of the reformulation of some of
the narcotics that we receive, they are a bit harder to use, and they
are becoming more expensive. Heroin is growing cheaper and
cheaper by the day, so people are now turning to heroin as opposed
to prescription drugs.

Mr. ScHALK. What we saw was at the pinnacle of Opana abuse,
they were going—we had high school kids that were spending $200
a day on two Opanas, $100 apiece for a simple pill. Once that sup-
ply ran up and the formulation changed where it was not as easy
to abuse, that is when heroin came in, and it devastated our com-
munity. And heroin, from our experience, has been easier to get,
it is cheaper to get, and the effect—once you go down the road of
heroin, you do not want to go back to pills because the high is not
as good.

Chairman JOHNSON. Do people actually buy fentanyl, or do they
buy it because they think it is heroin?

Mr. ScHALK. What we see are people buying heroin that is laced
with fentanyl.

Chairman JOHNSON. OK. I read something in a magazine article,
that $800 worth of fentanyl produces about $800,000 of street
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value. So if you have the demand, the profit motivation is so high
you are going to have the supply.

When I started this inquiry, again, it was based on that article
talking about funding a lifestyle of not working, supplying free
health care, and access to products so beneficiaries can sell opioids
as an income supplement. In terms of our actual investigation,
though, we found far more complex and larger schemes. Again, I
want to ask the prosecutor: is that just because we really do not
go after the single users, the people who have been using it, and
we really are focusing what limited investigation and prosecutorial
resources we have in terms of the larger schemes?

Mr. SCHALK. I think, like any law enforcement agency, we have
to focus our resources and our efforts on the most prominent
issues, and oftentimes that is the bigger players that we are going
after. If we were to sit and—we would need to expand our police
agencies tenfold to have a direct—to hold everyone directly ac-
countable in our area.

Chairman JOHNSON. But with what you were talking about, you
think this is enormous. So you think it is enormous because indi-
viduals literally are accessing, that is, using their Medicaid cards,
or Medicare or VA benefits, and they are getting the pills, and they
get a large quantity—by the way, does anybody know what an av-
erage quantity is the doctors—I mean, what would be a typical
monthly supply of one of these opioids?

Dr. KoLODNY. Well, the vast majority of the prescriptions are
written for acute pain, so if you are looking at numbers of prescrip-
tions written, most of them are for acute pain, and they are for a
small quantity.

Chairman JOHNSON. Or short term.

Dr. KOLODNY. Yes.

Chairman JOHNSON. What about chronic?

Dr. KOLODNY. So when you measure consumption in terms of
weight of opioid consumed in the United States in terms of a mor-
phine equivalent, the bulk of our consumption is chronic pain, and
the average patient is given a 1-month prescription with an enor-
mous amount of opioid in it. So it could be about 70 milligram mor-
phine equivalents or more per day. Some patients are on even
greater quantities that are very dangerous.

Chairman JOHNSON. How many pills would that be a day or a
month? I mean, let us say the average size in terms of milligrams.

Dr. KOLODNY. So for a patient who is receiving opioids for chron-
ic pain, they could be taking one pill in the morning, one pill at
night. But each of those pills could be the equivalent of 25 or 30
Vicodin in one pill. So it would be the equivalent of taking 50 pills
a day, only they are taking it in an extended-release drug.

Chairman JOHNSON. So you really can, because of the street
value per milligram, or whatever it is.

Dr. KoLoDNY. It is about $1 a milligram. The most popular
opioid on the black market is the 30-milligram immediate-release
oxycodone, which will do what a $10 bag of heroin will do. And the
effect is actually almost identical. In fact, some people prefer the
effect of oxycodone. They are using heroin because it is cheaper, not
because it is a stronger effect.
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Mr. TYyNDALL. Mr. Chairman, the prescriptions we are seeing
sometimes it is 90 to 120 pills per month, depending on the—and
hydrocodone tends to be kind of the drug of choice in Tennessee.
You may get 5 milligrams, 7.5 milligrams, or 10 milligrams. So de-
pending on the milligram and the number of pills, if a person
wants to sell 120 10-milligram pills, that is a pretty good chunk of
change for a month’s work.

Chairman JOHNSON. So when you have the difference between
acute versus chronic, how are you going to control prescriptions
based on chronic pain? You are not going to require a doctor to
keep writing that every 3 days. One of the solutions sometimes is
just limit it to a 3-day supply. But that is just not—that may be
appropriate for acute pain for a dentist or something like that, but
not for chronic pain.

Dr. KOLODNY. So for chronic pain, we should not be putting pa-
tients on long-term opioids. We have to prevent new starts. For the
vast majority of these patients, opioids are not safe or effective.
And I think that has been one of the main goals of the CDC guide-
line, is to prevent more people from winding up on long-term
opioids. We have about 10 million Americans who are on opioids
chronically, so many Americans on opioids chronically that we are
seeing ads on television for drugs to treat the side effects of being
on opioids chronically, like constipation. These 10 million Ameri-
cans who are on opioids chronically, many of them may not be able
to come off. Even though the medical community is figuring out we
should not have started them on opioids, we also do not want them
to cut them off abruptly. We have to try and help some of these
patients come off. Some of them can come off. Some of them need
addiction treatment. Some of them may just need to be maintained
on safer, lower doses of the medication they are already on. The
tr}‘lick is to prevent more people from winding up stuck in their
shoes.

Chairman JOHNSON. So Mr. Adolphsen quoted some figures in
terms of, unfortunately, the ineffectiveness of treatment. Can the
doctors speak to that? What kind of success rates do we have? And
also just in terms of Suboxone, does that also give a high? Why
would that be diverted and be able to be sold?

Dr. KOLODNY. So if you are an experienced opioid user and let
us say you are in jail, so you have been off of opioids, and some-
body smuggles buprenorphine—Suboxone—into you in jail and you
take it, you will feel a strong opioid effect as if you have just used
just about any opioid. If you are taking buprenorphine the way you
are supposed to on a regular basis, you are not feeling high from
it. Patients feel normal. They look normal. I have had patients who
are physicians who I would allow them to operate on me while they
were on buprenorphine treatment. People can function very well.

Most patients who are treated with buprenorphine do well. More
than half of patients have good outcomes. Some younger patients
with more severe opioid addiction, when you try and treat them
with buprenorphine, in the first year or so they do not do that
great. They come on and off. Sometimes they will trade it. But it
is the first-line treatment, and people who stick with it have good
outcomes, and it is more effective than the Vivitrol monthly injec-
tion.
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Chairman JOHNSON. So successful treatment with Suboxone, how
long does that take? Months? Years?

Dr. KorLobpNY. What I can say is that short-term wuse of
buprenorphine, Suboxone, does not work well. When patients come
off, they are at very high risk of relapse. So we are talking about
a longer-term treatment. Some patients, maybe it means for the
rest of their lives. I would hope not. I think there are people who
can come off, and maybe we will come up with other treatments for
opioid addiction so that there are better options available.

Chairman JOHNSON. How often do they take that?

Dr. KoLoDNY. It is taken every day. Some patients will take it
in the

Chairman JOHNSON. So just once a day.

Dr. KOLODNY. Yes, once a day or twice a day.

Chairman JOHNSON. So we would probably have to make sure
that we test to make sure they take

Dr. KoLoDNY. Yes, you want to make sure you test so that it is
in their urine so that you know they are not trading it or selling
it.

Chairman JOHNSON. Dr. Hyman, do you have anything to add
about treatment?

Dr. HyMaN. I agree with everything Dr. Kolodny said, although
you should count the people who drop out as failures unless they
re-enroll.

Dr. KoLoDNY. No. I agree.

Dr. HymaN. And the second point I would make—and this is sort
of the incidental consequence of once you start testing people, you
have suddenly created a Gold Rush for urine testing. So there is
a huge amount of money that is spent on urine testing as part of
the treatment.

Chairman JOHNSON. Buy the stock, huh? Well, again, those are
my questions, so I will just go starting from my left to right: is
there one overall suggestion you would have in terms of a change
in law or something we should do as a Nation to try and solve this
problem? Mr. Adolphsen.

Mr. ADOLPHSEN. Thanks, Senator. I think incumbent on us first
is just to recognize that Medicaid has a large role as a funder of
opioids, and so we need to recognize that and understand that we
have to do something about it, admit we are part of the problem,
so to speak, in the Medicaid program. Slow down the Medicaid
rush. It is increasing the supply. There is no question about it.
Even if you go back before expansion, Medicaid enrollment doubled
from 2000 to 2013. So that is an issue, so I think we need to slow
that down.

I would target benefits. I think if somebody is in need of sub-
stance abuse treatment, they are low-income, everybody in this
room, everybody around us wants that person to have the sub-
stance abuse treatment. But it does not necessarily have to come
with all the other potential side effects of having that Medicaid
card and the free access it provides to other things like opioids.

Chairman JOHNSON. So put some kind of controls around the
benefit. Mr. Schalk?

Mr. ScHALK. Thank you, Senator. From a very broad perspective,
we need to obviously diminish the gap between the impoverished
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and the middle class. We do that, in my opinion, by creating jobs,
incentivizing businesses to grow. When we have people that are
going to work in the morning, their likelihood of walking through
the courthouse doors as a defendant reduces drastically, especially
when we are talking about drug abuse.

From a more narrow perspective, as we have echoed here today,
I believe that regulating the prescriptions that are being written by
our medical community would go a long way in curbing the issues
that we are seeing and discussing today. Thank you.

Chairman JOHNSON. Mr. Tyndall.

Mr. TYNDALL. I am going to brag on Tennessee just a little bit,
Mr. Chairman. Our Controlled Substance Monitoring Database re-
quires every drug, every narcotic that is dispensed, it has to be en-
tered into our Controlled Substance Monitoring Database no later
than the following business day. So if that is true—and it also re-
quires our physicians to check that CSMD prior to prescribing a
narcotic. So if that is true, the doctor should see that this person
has already received that narcotic within 24 or 48 hours and they
should not, I would hope, be prescribing the same or similar medi-
cation for that patient.

Chairman JOHNSON. Do you know relative to other States, are
you that much further advanced in terms of that type of moni-
toring? Is it comparable?

Mr. TYNDALL. I am not sure, but I think we are much more pro-
gressive and aggressive in monitoring and trying to identify people
who are committing TennCare fraud, Mr. Chairman.

Chairman JOHNSON. OK. Dr. Hyman?

Dr. HYMAN. I would change the incentives for physicians to pre-
scribe opioids to Medicare and Medicaid beneficiaries as prof-
ligately as they do.

Chairman JOHNSON. OK. You have to describe that more specifi-
cally. What are the incentives right now? And what is the dif-
ference between the incentives as they prescribe in Medicaid and
Medicare versus private insurance?

Dr. HYMAN. So the incentives for—as I said, Medicare and Med-
icaid are both sort of passive payers of bills, and so nobody is going
to look too closely at your prescribing practices unless, many years
later somebody happens to be paying attention. So, when you cou-
ple that with the reality that the way you bring a clinical encoun-
ter to a close is by filling out a prescription and handing it to the
patient, what you want is a system that does not pay providers to
continue that way of doing things, right? So you could use either
carrots or sticks to do so, and I would be happy to talk about how
you would design that.

Chairman JOHNSON. So it kind of goes back to how you have to
target the benefits, you have to control them. You have to just
make it more difficult for doctors to write prescriptions for Med-
icaid and Medicare versus private insurance. There are more con-
trols in private insurance, is what you are telling me?

Dr. HYMAN. Because of the limited networks and the sort of for-
profit nature of the insurer, there is going to be a tighter feedback
loop in the private sector than you will see in the public programs.

Chairman JOHNSON. OK. Dr. Kolodny?
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Dr. KOLODNY. Yes, so to bring our opioid addiction epidemic
under control and ultimately to an end, First off, you have to frame
it the right way, and if you understand that it is an addiction epi-
demic, an epidemic of people with the disease of opioid addiction,
what we need to do about it is very similar to what you would do
for any disease outbreak, any disease epidemic. It is similar to
what you would do for an Ebola outbreak, a measles outbreak, an
HIV epidemic. What we have to do really are two things: We have
to prevent more people from becoming opioid addicted. We have to
see that the people who are opioid addicted have access to effective
treatment.

To prevent more people from becoming opioid addicted, more
than anything else, what you are hearing today and what we know
is that we are going to need much more cautious prescribing. Even
though prescribing is trending in the right direction, we are still
massively overprescribing. Until prescribing becomes more cau-
tious, we are going to keep creating new cases of addiction.

For the millions that are addicted, they really need access to ef-
fective treatment. And when I say “effective treatment,” I am not
really talking about detox or rehab, which does not work well for
most people who are opioid addicted. I am talking about long-term
outpatient treatment. And as you have pointed out, Medicaid is not
a silver bullet. I believe to really have the right system available
where someone in every county in the United States can walk into
a treatment center and be treated that same day, regardless of
their ability to pay for that treatment, to really get there I think
requires an investment in the billions, I would estimate $6 billion
a year to start to build out these systems, and a commitment from
Congress for 10 years of about $60 billion to get where we need to
be. And when you consider what this problem is costing us, both
the human cost and the economic cost, I think that investment is
very worthwhile.

Chairman JOHNSON. It will be interesting to see how much we
actually spend on opioids and how much money we might save by
spending on Suboxone or something like that.

Again, thank you all. I enjoyed the hearing. I learned an awful
lot, and that is because you folks did a great job. So I appreciate
your time, your testimony, and your answers to our questions.

The hearing record will remain open for 15 days until February
1 at 5 p.m. for the submission of statements and questions for the
record. This hearing is adjourned.

[Whereupon, at 12:17 p.m., the Committee was adjourned.]
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Opening Statement of Chairman Ron Johnson
“Unintended C 1 Medicaid and the Opioid Epidemic”
January 17,2018

As submitted for the record:

Good morning. The dramatic increase in drug overdose deaths throughout America has
appropriately been labeled a national health care crisis. In 2016, there were nearly 64,000
overdose deaths, making drug overdoses the leading cause of accidental fatalities. As a result,
much attention has been paid to what caused this epidemic and what can be done to end it.

This Committee has worked to examine the root causes of the opioid crisis for some time.
We have held field hearings across the country to hear from doctors, law-enforcement officials,
local government leaders, and families affected by the opioid crisis. In 2016, after a lengthy,
bipartisan investigation, the Committee issued a 359-page report detailing evidence of opioid
over-prescription and drug diversion at a VA medical center in Wisconsin.

Last summer during the debate over health care reform, I read an article by scholar and
political economist Nicholas Eberstadt in Commentary magazine titled “Our Miserable 21st
Century.” Citing Alan Krueger, the chairman of President Obama’s Council on Economic
Advisors, Ebderstadt wrote that “nearly half of all prime working-age male labor-force
dropouts——an army now totaling roughly 7 million men—currently take pain medication on a
daily basis.” Ebderstadt asked how so many millions of unemployed men could afford a
constant supply of pain medication. He surmised, “one main mechanism today has been the
welfare state: more specifically, Medicaid. . . . Medicaid [has] inadvertently helped finance
America’s immense and increasing appetite for opioids in our new century.”

Intrigued by this article, I asked my staff to research cases in which Medicaid was used to
obtain opioids and then illegally traffic them. In a few short days, we identified 261 defendants
involved in opioid-related Medicaid fraud. Building off that initial rescarch, we have identified
more than 1,000 instances involving Medicaid and opioid abuse. This research, summarized in a
staff report that T am releasing today, presents evidence that federal spending on health care is
being used as a funding source that helps to fue! the opioid epidemic.

There are undoubtedly many causes to the opioid epidemic, making it easy to point
multiple fingers of blame. Most agree that development, marketing, and medical training
regarding drug usage-—and the resulting over-prescription of opioids—have played a role. In
addition, drug traffickers take full advantage of America’s unsecured borders to flood heroin and
fentanyl into lucrative domestic markets. But we must not ignore the growing evidence that one
of the contributing causes appears to be connected to federal spending itself.

Medicaid is not alone in creating these perverse incentives. Other federal programs are
also being exploited to obtain opioids. In preliminary research, my staff found hundreds of
examples of opioid-related fraud in the Medicare program, and similar fraud schemes in
connection with Veterans Affairs benefits and food stamp programs.

The purpose of this hearing in not to deny the benefits that federal spending on healthcare
provides to millions of Americans. Nor does it seek to assert that federal spending is the primary
cause of overdose deaths. The purpose of this hearing is to draw attention to the often-
overlooked reality that federal programs, like Medicaid, create incentives for fraud and abuse
involving opioids. With the evidence we have gathered, we must recognize that federal spending

(45)
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on healthcare—while certainly doing good—is also being used as a funding source that helps to
fuel the opioid epidemic.
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U.S. Senate Homeland Security and Governmental Affairs Committee
“Unintended Consequences: Medicaid and the Opioid Epidemic”
January 17,2018
Ranking Member Claire McCaskill

Opening Statement

Thank you, Mr. Chairman. Mr. Chairman, as everyone can agree, the deadly
scourge of opioids in our communities is the most critical national public health
issue confronting our country today. We must do everything in our power to

confront this epidemic head-on and bring every tool possible to the fight.

I look forward to working with Chairman Johnson and my Democratic and
Republican colleagues to uncover the real causes of the opioid epidemic. But this
idea that Medicaid expansion is fueling the rise in opioid deaths is total hogwash.
It is not supported by the facts. And I am concerned that this committee is using
taxpayer dollars to push out this misinformation to advance a political agenda. The
work we do in this Committee has real world consequences. And if we advance an

idea that’s not supported by the facts, we can endanger people’s lives.

So, Mr. Chairman, let’s look at the facts. Two researchers recently reviewed
data from the National Vital Statistics Mortality Files. This data shows all the
reasons people die in the United States, state by state. They reviewed the data for

five years and found there is no statistically significant evidence that Medicaid

1
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expansion affects drug-related overdoses. Separate scientific studies conducted by
other authors show that opioid epidemic predates Medicaid expansion and that
recent increases in overdoses stem from fentanyl and heroin, not prescriptions
obtained through Medicaid. Unlike the reportreleased by the majority staff today,

these studies were both scientific and comprehensive.

Rather than fueling the opioid epidemic, Medicaid expansion is providing
important tools for patients, doctors, and states to combat this crisis. Medicaid is a
first responder to the epidemic, not the cause. Medicaid expands access to our
most valuable tool in the fight against opioids — addiction treatment. Only 10% of
individuals who meet the diagnostic criteria for a substance abuse disorder receive
treatment in any year and, aithough there are many reasons for failure to treat, key

reasons include lack of insurance coverage and inability to pay.

Following expansion under the ACA, approximately 12 million Americans
were able to receive health care coverage under Medicaid for the first time —

including thousands of people addicted to opioids.

Medicaid provided coverage to three in ten people grappling with opioid
addiction in the United States in 2015. Medicaid covers services to treat substance

use disorder, such as intensive outpatient treatment and inpatient detoxification.
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The ACA broadened Medicaid coverage to include medication-assisted treatment,

arecovery program that combines medication with counseling and other therapies.

Medicaid expansion helps address the opioid problem — it did not create it.
Let’s look at some more facts. In September, Mr. Chairman, you invited Dr.
Katherine Baicker to a hearing on the history and current realities of the U.S.
healthcare system. Last month, Dr. Baicker and her colleagues issued a report
examining data from the state of Oregon. By comparing the use of opioids
between the population that received health care coverage under Medicaid
expansion and the uninsured population, Dr. Baicker found that Medicaid
expansion had a near-zero effect on opioid use—meaning that the expansion itself
did not cause increased opioid used among the newly covered population. The
study also found that expanding Medicaid coverage resulted in a higher use of

opioid treatment by the newly covered population.

Mr. Chairman, I have asked my staff to draft a memorandum to staff
summarizing the important scientific data on this topic. I ask unanimous consent

for it to be entered into the record.

The science dispels any anecdotal information that Medicaid expansion is
fueling the opioid epidemic. But the Chairman is correct that the ongoing opioid

epidemic is a real public health crisis. In the United States today, too many opioids

(%)
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are prescribed, too many are abused, and too many are paid for by the federal
government. But instead of blaming a first-responder to this crisis, we should
work together to hold those truly responsible for fueling the worst public health

crisis in decades accountable.

I have devoted the better part of the last two years to this effort. I began my
investigation because time and time again, we have heard about how opioid
manufacturers used legal and illegal techniques to expand their market share and
increase dependency on powerful — often deadly — painkillers. And we have heard
about the failure of opioid distributors to monitor the flow of hundreds of millions
of painkillers to pharmacies across the United States and then on to the black
market. So, in an effort to determine the extent of the opioid industry’s culpability,

[ issued document requests to the largest opioid manufacturers and distributors.

My investigation is still ongoing. Meanwhile, dozens of states and counties —
including Harrison County, Indiana, whose Prosecuting Attorney is here today —
have sued opioid distributors or manufacturers or both for allegedly fueling the
opioid epidemic. I am confident that over the coming years we will learn the full

extent of industry’s role in causing this crisis.

It’s time for us to stop playing politics with people’s lives. And I invite the

Chairman to join me in investigating the true root causes of the epidemic ~ and to
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stop spreading this false, biased, and debunked narrative that the Medicaid

expansion caused the opioid crisis.

Thank you, Mr. Chairman.
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OPENING STATEMENT OF SENATOR PETERS
JANUARY 17,2018

Thank you, Mr. Chairman, for convening this important hearing,
and thank you to the witnesses for being here today.

I would also like to welcome our new colleague Senator Doug
Jones to the Committee. We look forward to working with you.

Medicaid expansion has produced not only historic coverage
gains, but also far reaching positive health effects for American
families.

At its core Medicaid and the ACA’s Medicaid expansion are
critical programs that help hard working American families
enroll in health care coverage and protect our nations most
vulnerable.

Nearly 80 percent of Medicaid enrollees come from a working
family and over 40 percent of Medicaid enrollees are children.

Medicaid is a program that saves lives.
I think we can all agree that when you or a family member or a

friend gets sick or hurt — we should be able to access affordable
health care coverage.
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Medicaid and Medicaid expansion serves as that bridge to
affordable health care for millions of working families in our
country.

I am sure we have all heard the stories, but as a reminder — these
programs are there to make sure someone’s parent can have that
needed surgery or a child’s family can afford the high cost of
their cancer treatment or that a person that’s been injured can get
the care they need to recover and get back to work.

Medicaid has also been critical to fighting the opioid epidemic.

Opioid abuse — and its tragic impact — continues to be a growing
problem in my home state of Michigan and around the nation.

Between 2014 and 2015 the Centers for Disease Control reports
that drug overdose deaths in Michigan increased by over 13

percent.

In 2015, more than 2 million people across the nation struggled
with a prescription pain reliever substance abuse disorder — an
unfortunate number that continues to trend upward.

As we work to combat this serious epidemic - the Affordable
Care Act has greatly expanded access to treatment in Michigan
and around the nation — including for individuals with substance
abuse disorders.
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Prior to passage of the ACA, many individuals with substance
abuse disorders were unable to get access to the care they
needed.

Since passage of the Affordable Care Act, the uninsured rate in
Michigan has been cut in half and more than 600,000
individuals are now enrolled in our states Healthy Michigan
expanded Medicaid program.

Combined with the private exchange in our state nearly 900,000
individuals in Michigan have coverage through the Affordable
Care Act - many of these individuals are accessing health
insurance for the first time in their lives.

Since the ACA’s Medicaid expansion went into effect more than
1.6 million Americans have gained access to substance abuse
treatment.

Last year, the Homeland Security and Government Affairs
Committee Permanent Subcommittee on Investigations had a
hearing on the opioid epidemic we heard from witnesses who —
like you ~ are fighting this crisis on the frontlines.

I spoke with Dr. Thomas Gilson a Medical Examiner from
Cuyahoga County who told me how Medicaid expansion is
literally helping them save lives by getting people suffering
from addiction into treatment.



55

I also spoke with Thomas Synan Jr. Chief of Police for
Newtown, Ohio. He largely agreed with Dr. Wilson and went on
to tell me:

“To reduce demand and in turn reduce supply we have to
get people into treatment and one of the programs our
teams are doing out there in the Hamlin County area is
signing people up for Medicaid to try to get them into that
treatment.”

Their overwhelming message to me was that we must preserve
Medicaid and work to improve the critical health services the
program offers, because it is literally saving people’s lives every
day.

And so today — I appreciate each of you being here and I look
forward to hearing about how we can work to improve our
nation’s Medicaid program to better serve the families enrolled
and to continue our efforts to combat opioid abuse.

I have no doubts that improvements can be made and I look
forward to hearing all your suggestions, but I want to end by
stressing we must do so in a way that does not jeopardize care
for those that need it.
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Chairman Johnsen, Ranking Member McCaskili, and members of the committee, thank you for the privilege of testifying.
am Sam Adolphsen, a Senior Fellow at the Foundation for Government Accountability (FGA). FGA works at the state and
federal level on healthcare and welfare policy issues.

Prior to joining FGA in 2017, | served for three years as the Chief Operating Officer of the Maine Department of Health and
Human Services. In that role, 1 oversaw operations for Maine’s welfare programs, including Medicaid. My duties included
direct responsibility for the state’s welfare fraud department and the Medicaid audit division. Our department also worked
directly with the Attorney General’s Medicaid Fraud Controi Unit.

As your committee explores this important area, I'd like to draw to your attention to three specific areas in the Medicaid
program refated to the opioid crisis in America:

First, the Medicaid program has expanded dramaticatly to able-bodied aduits. This is not exclusively positive, with no potential
for harmful side effects. Like a doctor prescribing a drug, it is important that lawmakers ask the right questions and prescribe
policy with a careful eye towards mitigating harmful unintended consequences.

Second, there is a robust black market of welfare funds being traded underground around the country. This includes people
accessing Medicaid services who are not eligible. This fraud not only robs funds meant for the truly needy, but it is also helping
to fuel the drug crisis in alarming ways.

Third, Medicaid’s structure provides concerning levels of unfettered access to opioids. It also creates barriers to work, the
very thing that is proven to help people move away from addiction, into a productive fife, and even long-term recovery from
substance abuse.

The Opioid Probiem
For several years, our country has faced a massive drug crisis that continues to decimate our families and communities,

We know that legal opioids—prescription painkillers—play an outsized role in contributing to this epidemic. By now, you have
heard the facts and figures:;

e There were more than 33,000 opioid overdose deaths in 2015

e About half of those deaths were the result of prescription painkiller overdoses®

e Onan average day in 2016, there were 650,000 opioid prescriptions written?

* Four out of five new heroin users started by misusing prescription painkillers, meaning that iegal
prescription abuse is the gateway to illegal drug addiction and death?

Unfortunately, the battie ground of addiction is not confined to dark alteys. it exists in the sterile rooms of our doctors’ offices
and hospitals.

Appropriate use of painkillers is life-changing to the recovery of so many. But misuse is life-ending.

We understand the potential dangers of prescription opioids are now more widely understood thanks to recent exptorations
by diverse groups like state governments, addiction specialists, and pharmacy experts.

FOUNDATION FOR GOVERNMENT ACCOUNTABILITY ... 2
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Medicaid Expansion Was Supposed to Help——Are We Sure It is Not Hurting?

The solution to the opioid problem, however, is less clear. One of the most widely touted solutions has been to increase
immediate access to the Medicaid program. This approach has been held up as a panacea by some lawmakers, government
officials, and advocates who suggest that the expansion of Medicaid under the Affordable Care Act is the key to solving the

crisis in their states.*

This promotion of Medicaid expansion as a solution to the opioid epidemic often centers on the presumed benefit of
treatment to addicts. For example, Rhode island Governor Gina Raimondo recently said that in Rhode Island they are, “very
effectively using Medicaid coverage to allow people to seek treatment for their opioid addiction.”®

What we do know for sure is that Rhode tsland expanded Medicaid right after the passage of Obamacare and has since seen
their Medicaid program grow by 66 percent {from 190,000 peopie to more than 315,000}.%

It does not appear that Medicaid coverage has done anything at alf to mitigate the opioid crisis. According to the CDC, Rhode
istand was in the top ten in the country in 2016 for opioid related overdose deaths.” The Rhode Island Department of Health
reported 183 overdose deaths in 2012 before expansion and 336 last year that were mostly opioid related.®

Has adding more than 100,000 people to Medicaid cured the drug crisis in Rhode island? So far, no.

Early data shows similar resuits in other states around the country. West Virginia added 160,000 people to Medicaid through
Medicaid expansion and continues to lead the nation in drug overdose deaths with 52 deaths per 100,000 residents.®

Similarly, Ohio added 725,000 pecple to Medicaid and has the second highest rate of overdose deaths in the country.

Pennsylvania added more than half-a-miffion aduits to Medicaid and has the third highest rate of overdose deaths in the
country.X®

In fact, of the states with the highest age-adjusted rates of opioid overdose deaths:

* Five of the top five are Medicaid expansion states
» Nine of the top 10 are Medicaid expansion states
e 13 of the top 15 are Medicaid expansion states*

This correlation is deeply concerning. Is the addition of tens of millions of able-bodied aduits to Medicaid partly responsible
for the opioid crisis?

That question of causation begs for more inquiry.

There are limited recent studies of this question, but a CDC report from the Obama administration in 2009 sheds some light
on Medicaid’s connection to opioids. The report overviews findings from a study of Washington state Medicaid enroliees
between 2004-2007. It found that Medicaid enrollees were 5.7 times more likely to die from a prescription opioid overdose
than someone not on Medicaid.*

There are complex factors at work here. But this complexity does not mean Medicaid played no role in the damage. Medicaid
provides very low, or no-cost, access to drugs for patients with loose prescriber controls. What is also very clear is that people
on Medicaid funds a large share of prescriptions overall. Medicaid is a factor in a large share of the negative effects of legal
and illegal opioids.

Most peopie who become addicted to heroin start by abusing prescription painkillers and Medicaid dispenses those opioids
at a staggering rate.

FOUNDATION FOR GOVERNMENT ACCOUNTABILITY ...
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{ saw this personally as the COO at the Maine Department of Health and Human Services. Pharmacy was one of the fastest
growing Medicaid budget lines. Opioids were at the top of the drug list, almost any way the data was viewed. Although Maine
has not expanded Medicaid under the ACA, Maine expanded Medicaid back in the early 2000s and still covers more able-
bodied adults than the federal baseline.

A recent study by Express Scripts of three million Medicaid members highlights that between 20-25 percent of Medicaid
individuals received an opioid prescription in 2015.*® The same report indicates this rate of opioid prescription is highest
among able-bodied adults ages 18-64, which is the Medicaid expansion population.

The study aiso notes that Medicaid recipients eligibie for Temporary Assistance for Needy Families (TANF) are receiving
opioids at the highest rate of any group. Since TANF households almost always include a child at home, it means that the
most opioid-dependent Medicaid poputation is parents caring for children, often young chiidren. Teens in these homes have
access to these drugs as well, That is a concern as we see the abuse of opioids is increasing among young people.

in the current Medicaid expansion environment, 20 percent of the population is on Medicaid.'* While Medicaid covers one
out of five people, it is the payer for 36.5 percent of ali Emergency Department visits for Opioid poisonings.?$ Forty percent
of all heroin poisonings that present at the ED are Medicaid recipients and just under half {or 47 percent} of all methadone
poisonings in the ED are experienced by individuals on Medicaid.

These opioid related ED visits have spiked since 2014, when Medicaid expansion began. In Rhode Island for example, ED visits
paid for by Medicaid for opioid-related reasons more than tripled, from 500 in 2011 to 1,850 in 2015. Nationally, Medicaid
funded about 120,000 opioid refated ED trips in 2011 and funded about 280,000 in 2015.16

illegal Trafficking and Fraud in Medicaid Has Played a Role in the Opioid Crisis

These numbers show there is clearly a challenge with Medicaid and Medicaid expansion funding legal prescriptions for opioids
that results in abuse, overdoses, and addiction. The flood of opioids into the market in the form of painkillers and other
opioids like suboxone have made the drugs more available than ever.

The massive supply of opioids that Medicaid has made readily avaifable has helped to create an underground market that is
helping to fuel the epidemic, Again, during my time in Maine as COO of Maine DHHS, we regularly saw the intersection
between the criminal drug world and welfare benefits, including Medicaid.

Too often, individuals we saw in newspaper accounts of drug arrests matched up with our enroliment information for
Medicaid and other welfare programs. | saw unfortunate instances of people utilizing their welfare benefits and subsequently
showing up in drug arrests, or worse, tragic accidents including death.

There is no shortage of examples of these benefits funding the drug trade in cases ranging from biliions doiiar national cases
to local drug dealings in rural Maine:

* In 2017, injust once instance, the United States Attorney General arrested more than 400 people
committing more than a billion-dollars’ worth of fraud in Medicaid and Medicare for illegal prescription
of opioids and other charges.”

® In 2016, in Maine, a couple was arrested and charged with trafficking oxycodone, When they were
arrested, drug agents found dozens of pills, along with $9,000 in cash and eight welfare cards, inciuding
a medical card that did not belong to the couple.®®

FOUNDATION FOR GOVERNMENT ACCOUNTABILITY ... 4
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A Maine Drug Enforcement Agent also highlighted how often welfare cards are being used in the illegal drug trade, testifying
that “it is common practice for drug dealers to take custody of a drug users EBT {welfare) card either as direct payment or in
fieu of immediate payment.”?

These cases raise a lot of important questions that shouid be asked. When arrests happen and thousands of prescription pain
pills are seized, where did they come from? When someone is arrested dealing prescription meds, do we check if they are on
Medicaid and receiving prescriptions pain killers? Are those cases followed up to determine the source? States have the data
to answer these questions—{ have seen it.

A73-year old grandmother was killed last year in Maine by a driver who had methadone, benzodiazepine, other opiates, and
cocaine in his blood when he caused the crash.?® Where did he get these drugs? Did Medicaid pay for them?

Another way that drugs are being accessed illegally through Medicaid is by people scamming the system to become eligible
for Medicaid in the first place. They then use their benefit to gain access to prescription drugs, funded by Medicaid.

This fraud is happening because states are not carefully checking the income of people applying for Medicaid. The tidal wave
of enroliment created by Medicaid expansion exacerbated this problem.

Recently, the state of Arkansas cleaned up its Medicaid rofis and found inaccuracies that fed to 80,000 people being on the
program that should not have been.?* Arkansas removed:

* 16,500 individuals for unreported income

e 25,700 individuals with connections to other states, including fiving in, or receiving benefits in another
state

s 4,100 inmates that were not eligible for Medicaid

Arkansas is not alone. Oregon found that it may have spent more than $37 million each month on ineligible Medicaid
members?and two different Minnesota Medicaid audits found errors in 20 and 38 percent of ali cases, respectively.?®

We know that Medicaid is funding a huge portion of the painkiller prescriptions and other opioids in this country. We can all
agree that this spending should be limited to eligible individuals, not hundreds of thousands, or milfions, of people who aren’t
truly eligibie for Medicaid.

The Structure of Medicaid Facilitates Drug Abuse

The research is clear that someone on Medicaid is more likely to be addicted to, or die, from opioids. There are many aspects
to this dynamic, but let me just discuss the three key areas of work, access, and incentives.

Work is Key

While many view Medicaid as the solution to the drug problem, a better solution may be the very thing that Medicaid so
often undermines—work. We know that for most people, the best answer to so many of the problems they face is
employment. That is where Medicaid has created a very real problem because it fosters dependency.

Fortunately, the Centers for Medicare and Medicaid Services is now allowing states to improve heaith by promoting work.

FOUNDATION FOR GOVERNMENT ACCOUNTABILITY ... 5
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A recent study by the Foundation for Government Accountability found that 52 percent of able-bodied adults on Medicaid
do not work at all. Only 16 percent work full time. in the Medicaid expansion population, the problem is even worse. In Ohio,
57 percent of able-bodied adults enrolied in Medicaid expansion are not working. In Nevada, 60 percent report zero income,

How is this connected to the opioid crisis? Because for people struggling with addiction, work is a key to recovery. The
addiction help website addiction.com even calls work, “a pillar of recovery” and lists 14 advantages to work for those in

recovery.®

in Maine, we heard from people in recovery programs that they felt that the Medicaid-funded treatment they were in was
too burdensome. This was not because they did not want to get treatment. They struggled because they said they wanted to
work, yet the requirements of the treatment program made it difficuit to do so. They recognized how important work was to
their own recovery. Shoutdn’t our policies do the same?

Medicaid pays people not to work, so they do not. And instead of being out in the community, participating in the workforce,
peopte are stuck at home, too often remaining isolated and idie. These are some of the very lifestyie circumstances that lead
to addiction.

Medicaid policy changes that promote work would do more than just get people back into a job—they could save lives, keep
peopie in recovery, and heip solve the drug crisis.

Access and incentives

Medicaid also provides access to prescription drugs that is unparalleled and too easy. The day you become eligible for
Medicaid, you get a plastic card that turns on immediately, and at little or zero cost you get access to heaith care, including
prescription painkitlers.

This dynamic manifest itself in many ways, including people going to multiple doctors and pharmacies to get prescriptions for
painkillers, We saw this often at Maine DHHS. With very limited co-pays, no premiums, and few restrictions on providers,
prescription painkillers flowed unfettered to Medicaid recipients. { saw personally that every month opioids were found at or
near the top of the list of most utilized prescriptions. Federal policy limits how many guardrails state can use to prevent such
practices.

At the same time that opioid abuse and addiction increased, there was a dramatic shift in who was paying for these drugs.
According to a 2016 Health Affairs study, opioid pain reliever overdose deaths quadrupled from 1998 to 2013, while consumer
out-of-pocket spending for 100 milligrams of opioids dropped from $4.40 to $.90.% The cost was shifted to public and private
insurers, including Medicaid.

is it surprising that a drug that costs less to the person is being abused more? Nowhere is that dynamic more obvious than in
Medicaid, where the member typically bears none of the out-of-pocket cost. Medicaid-funded opioids are entirely cost free
to the recipient.

At the Maine Department of Health and Human Services we also saw our Medicaid members receiving large doses of painkitier
mixes and receiving them from multiple doctors and filling them at multiple locations. This is happening across the country
as well. According to Express Scripts, nine percent of Medicaid recipients were prescribed opioids by more than four doctors,
and one out of every four got a prescription from more than one doctor. Simitarly, members often used multiple pharmacies,
with one member using 24 different pharmacies to fill opioid prescriptions.?”
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in my home state of Maine, we have made moves to address all of these areas. Maine has requested work requirements in
the Medicaid program to help get people back to work through community engagement. Maine has limited and tracked
prescriptions of opioids in Medicaid and uses a Medicaid program called “Jock-in?®” to help control opioid abuse.?

Other states are exploring these areas as well to help deal with Medicaid’s role in the opioid epidemic, with many states
requesting work requirements in Medicaid and moving to place limits on opioid prescriptions. These are important steps to

explore.

Conclusion

The drug crisis impacts us alf and there are many guestions about how to solve the problem. Though many voices continue
to stress that Medicaid expansion is the key to fixing this problem, the early data demonstrates that Medicaid may actually
be causing some of the damage.

it is important that we ask the right questions to make sure that Medicaid is not funding the drug problem and instead is
structured to promote work and heaith for our neighbors.
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Unintended Consequences: Medicaid and the Opioid Epidemic

Good morning. My name is Otto Schalk, and { am the Prosecuting Attorney for Harrison
County, indiana. We are a community in Southern indiana that in many ways is representative
of much of our nation. 1 am honored to serve my county and state as a Prosecutor, and I'm
humbled to be before you this morning. | embrace this opportunity to share what many of us
in law enforcement see and deal with on a daily basis.

Every time a hard working American pays their taxes, they are inadvertently funding
drug dealers with a new supply of high powered opioids that are poisoning our schools and our
streets. That's a bold claim; however, as a Prosecutor, it's something that | see routinely. it’s
no secret that our Medicaid program is ripe for fraudulent activity. Prosecutors knows this,
doctors know this, and the reality is that drug dealers know this as well. An individual need not
only traffic illegal street drugs to qualify as a drug dealer; a Medicaid beneficiary that is seliing
their prescription pills is no different in the eyes of the law.

It bears mentioning that those who are impoverished are far more susceptible to end up
in the criminal justice system. Anyone who has a spent a day in a criminal courtroom across
America knows this to be true. In my role as Prosecuting Attorney, | have prosecuted at an
extreme disproportionate rate those that are Medicaid recipients. | see the disparity each and
every time | walk into court. For a reference point, just looking at the reported data in our
county from clients that are on probation that are in an alcoho! and drug rehabilitation
program, more than half make less than $10,000 per year.

In the simplest of terms, whether it is labeled as Medicaid fraud or drug dealing, it exists
for the same reason that bank robberies occur. There is a pile of cash and those will ili
intentions will let greed lead them to commit crimes. Common sense dictates that when we
give someone making less than $10,000 per year, that is struggling to keep the lights on, and
put food in the refrigerator, that we give a 90 count hottle of hydrocodone each and every
month, and those pilis are going for $15 a piece on the street, tax free, they are going to see the
opportunity for financial gain. if we believe otherwise, we are naive.

Unlike other street drugs such as heroin or meth, a dealer in opioids doesn’t need to
know someone that’s well connected in the drug culture to funnel their supply, a dealer in
opioids simply need to know a doctor and claim to have an ailment. And if the opioid dealer is
on Medicaid, they receive their supply of high powered narcotics for free or nearly free. Simply
polling our jail and probation officers, | found that most of our inmates and probation clients
with drug related charges are taking pursuant to a prescription, 2 to 4 high powered opioids
each day. That’s 60 to 120 pills they are being prescribed each month. Conservatively, many of
these pills are going for $30 a piece on the street. The incentive to opt out of Medicaid, to
better ones lot in life, is drastically reduced for individuals that are making $3,600 a month tax
free in selling their prescription pills that they getting at no cost.
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To that extent, the abuse that we see among Medicaid beneficiaries as it relates to
misuse and/or selling their prescriptions is rampant, and that is just based upon what we are
seeing and filing. And those of us in law enforcement know that we are only catching and
prosecuting a very small percentage of those committing these crimes. A reactive justice
system, coupled with a shortage of resources, often leads to a small percentage of the bad
actors being caught. A true number of those that are abusing the system would likely be
staggering.

To be clear, m not here this morning saying that Medicaid isn’t a tremendous asset for
our nation, but i am speaking from own personal experiences as a county prosecutor. A
prosecutor in the trenches. | see firsthand what is devastating our communities. | see day in
and day out individuals that are Medicaid recipients dealing and abusing the prescription pills
that are government funded. It’s simply a fact. | see individuals getting arrested for selling
their prescriptions, and yet they test clean for them when drug tested during the jail booking
process. | see suboxone being dealt and trafficked. The same drug being used to treat opiate
addiction is sold on the street is as prevalent or more prevalent than hardened street drugs.
I’'m not an expert on addiction treatment, and {’m not going to testify to treatment options, but
as a prosecutor, as a tax payer, I'm appalled that my taxes help fund a drug that is so heavily
trafficked amongst my community, especially where the opportunities for abuse far outweigh
the intended benefits.

So is the opioid epidemic an unintended consequence of Medicaid? Certainly, with the
increased amount of the impoverished having access to medical care, there is a greater
likelihood that those who are impoverished are going to see the opportunity for turning a
profit, albeit illegal, on the street. One obvious solution would be to create more rigorous
checks and balances of the medical bills being submitted through Medicaid for payment. Are
the prescriptions necessary? Is the opiate prescriptions in line with the treatment plan? {'ve
never understood why many of those people that | prosecute are getting prescription after
prescription of high powered opiates when a simple over the counter drug would be just as
effective.

The opioid epidemic has brought devastation to our schoois and our communities. The
opioid epidemic is far too complex to narrow its causation to one specific issue. And while the
issues are complex and many, there is one reoccurring theme, and that is poverty. Until we
take affirmative steps to create jobs, grow businesses, and slowly diminish the gap between the
impoverished and the middle class, any changes that are made will be a band-aid fix to the
underlying problem.

| want to sincerely thank you for the opportunity to be a part of the solution of this
gripping epidemic. | look forward to answering any questions that you may have.
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Mr. Chairman, ladies and gentlemen of the committee, thank you for the invitation to
speak. 1 am Manny Tyndall. | am currently the Inspector General for the Office of
Inspector in Tennessee.

In 2004, the Office of Inspector General was created specifically to root out fraud and
abuse in the TennCare program and criminally prosecute applicants and recipients who
game the system.

We receive and triage more than 4,000 complaints each year.

I think you will find that Tennessee is one of a few, if not the only state, that criminally
prosecutes Medicaid applicants and recipients who engage in drug seeking behavior or
prescription drug diversion at the cost of the TennCare program. Our research
indicates that states bordering Tennessee address recipient fraud administratively.

| believe that suggests Medicaid fraud might be under reported nationwide.

What | would like to share with you today is some examples of how the TennCare
program is defrauded and how prescription drugs paid for by TennCare are diverted for
illegal use.

Approximately 80% of all arrests (2,400) were prescription drug diversion or doctor
shopping related. The ages ranged between 21 -~ 78.

e 1678 arrests were for Drug Diversion which includes sale and forgery

o The courts have ordered approximately $315K in restitution to be repaid to
the Bureau of TennCare for these offenses.

e 709 arrests were for Doctor Shopping

o Our “Doctor Shopping” law became effective June 18, 2007.

o Since that date, the courts have ordered approximately $292K in restitution to
be repaid to the Bureau of TennCare for these offenses.

Some of the schemes | have been witness to include:

1. Recipients receiving a valid prescription, having it filled and paid for by TennCare
then selling a portion of the medication.

2. Recipients calling prescriptions in to pharmacies pretending to be an employee of
a medical practice and having TennCare pay for the medication.

3. Recipients passing forged/alter prescriptions (written or forged by other parties)
and having TennCare pay for the medication.
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4. Recipients adding medication to a prescription being hand carried between
doctor’s office and pharmacy and having TennCare pay for the medication.
(Amoxicillin add hydrocodone).

5. Patients and medical staff stealing prescription pads, forging prescriptions and
having TennCare pay for medication.

6. Parents selling their children’'s medication (e.g. Adderall) in conjunction with their
own medication— oxycodone in this case.

7. Doctor shopping: Doctor shopping is where a recipient fails to advise a provider
that within the last 30 days they have already received the same or similar
narcotic medication that is being prescribed. There are usually muitiple counts of
this offense.

8. Nurses/medical technicians selling prescription slips already signed by the doctor

NOTE: in any one of these events the medication could be paid for by TennCare
and lead to an illegal drug sale.

We work very closely with our local Drug Tasks Forces who make the buys. Normaily,
1, 2, or 3 pills are purchased during a drug transaction and usually 3 buys are made
before we seek an indictment.

Depending on the type of medication and the mg, prescription medication can seli for
$5.00 to $10.00 per pill or some medications $1.00 per mg.

With there being little or no cost/overhead to the Medicaid recipient, if they were to sell
an entire prescription of 90 hydrocodone 5mg tablets for $5.00 per pill, they would make
approximately $450.00. If they did this every month it would garner approximately
$5,400 a year conservatively. That is for one person for one year. We make
approximately 140 or more drug sale arrests each year. | am confident that many
instances of TennCare fraud are not identified.

The following cases demonstrate the lengths some people will go to obtain pain
medication:

1. Ahusband and wife would take turns intentionally burning themselves on their
lower legs with boiling water and go to a different emergency room to obtain pain
medication and have TennCare pay for the ER visit and medication.

2. We have charged four individuals for a 4" offense of doctor shopping

3. We have charged one individual with 25 counts of prescription drug fraud where
she forged and/or altered prescriptions in order to obtain hydrocodone and
Oxycodone and used her TennCare benefits to pay for the medication. She
admitted to selling the pills to support her lifestyle.
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4. | personally worked a case where | charged a young woman with 87 counts of
obtaining a controlled substance by fraud, TCF, and identity theft—3 counts per
event. She was the office manager at a doctor’s office and would steal several
prescription slips from a prescription pad several days each week. She would
forge the doctor’s signature and DEA number on prescriptions in her name, her
husband’s name, many of her friends, and even her grandmother's name. Some
prescriptions would be paid for by TennCare and some she would give to her
friends in exchange for % of the medication. She admitted she was using
approximately 25 hydrocodone pills per day.

Mr. Chairman, ladies and gentlemen of the committee | again thank you for the
opportunity to speak today and | am willing to try to answer any questions you might
have about these cases or what we are doing in Tennessee to combat prescription drug
diversion.
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Testimony of Professor David A. Hyman, M.D., J.D.
Georgetown University Law Center
U.S. Senate Committee on Homeland Security and Governmental Affairs
Wednesday, January 17, 2018

Mr. Chairman and Members of the Committee:

Thank you for inviting me to testify before you today at this hearing on “Unintended
Consequences: Medicaid and the Opioid Epidemic.” I am a professor at Georgetown University
Law Center, and an adjunct scholar at the American Enterprise Institute and Cato Institute. I am
here in my academic capacity; no one paid me to appear, or to prepare or submit these remarks.

Much of my testimony is drawn from a forthcoming book I co-authored with Professor Charles
Silver of the University of Texas on the American health care system. The book, which is titled
Overcharged: Why Americans Pay Too Much for Health Care (forthcoming, 2018), explains
how the ways in which we have decided to pay for health care services has predictable
consequences on the cost and quality of the resulting goods and services. To put it bluntly, we
pay too much, and get too little (in terms of the quality and value). The book also explores how
these same features make our public programs extremely vulnerable to fraud, waste, abuse, and
overutilization. The book concludes that if we want to address these problems, we must change
the incentives that our current health care system creates -- for both providers and patients.

None of this should come as a surprise. The HHS OIG and GAO have submitted scores of
reports on these matters. Criminal prosecutions and civil enforcement actions have become
routine, along with record-breaking payments from hospitals and pharmaceutical companies.
The GAO has long labeled both Medicare and Medicaid as “high risk” programs.'

Today, we are here to focus on the opioid epidemic. | commend the Committee for considering
these issues. The opioid epidemic has had a staggering cost ~ whether framed in terms of lost
and destroyed lives, broken families and marriages, medical expenses, or lost productivity. The
sources of the epidemic are complex, as are the trade-offs with the various strategies for
addressing it.

Today, my goal is to flag four important issues: (1) the seriousness of the opioid epidemic; (2)
the complexity of the causes of the epidemic; (3) the ways in which the design of the Medicare
and Medicaid system make them vulnerable to abuse and over-use of the sort that has fueled the
opioid epidemic; and (4) the role that patients have played in health care fraud and
overutilization.

Seriousness of the Opioid Epidemic
I suspect Commiittee members are well aware of the dismal statistics about the opioid epidemic,

but it is useful to review some of the figures. The death toll from opioids has climbed
dramatically in recent years.> The CDC’s latest figures (as of January 7, 2018) indicate that there

' GAO, 2017 High Risk Report, hitps://www.gao.gov/assets/690/682764.pdf. See also

htips:/fwww.gao gov/highrisk/medicaid _program/why_did_study.
2 Rose A. Rudd, Noah Aleshire, Jon E. Zibbell, R. Matthew Gladden, Increases in Drug and Opioid Overdose
Deaths — United States, 2000-2014, Morbidity and Mortality Weekly Report, January 1, 2016 / 64(50);1378-82
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were 66,817 drug overdose deaths in the 12-month period ending June, 2017, with roughly three-
quarters of that total attributable to opioids, and 40% attributable to prescription opioids.’

Certain states have been particularly hard hit. According to the CDC, “in 2016, the five states
with the highest rates of death due to drug overdose were West Virginia (52.0 per 100,000), Ohio
(39.1 per 100,000), New Ham,‘Pshire (39.0 per 100,000), Pennsylvania (37.9 per 100,000) and
Kentucky (33.5 per 100,000).”" Comparing 2015 and 2016, there were “statistically significant
increases in drug overdose death rates {in] Connecticut, Delaware, Florida, Illinois, Indiana,
Kentucky, Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota, Missouri, New
Jersey, New York, North Carolina, Ohio, Oklahoma, Pennsylvania, South Carolina, Tennessee,
Texas, Vermont, Virginia, West Virginia, and Wisconsin.”

Finally, the consequences of the opioid epidemic go far beyond the death toll. In 2014,
according to the National Survey on Drug Abuse and Health, an estimated 92 million Americans
used prescription opioids; 11.5 million misused them; and almost 2 million had a use disorder.®
These 7ﬁgures reflect the substantial degree to which opioids are “widely diverted and improperly
used.”

Complexity of the Causes of the Opioid Epidemic

If we are looking for the root causes of the opioid epidemic, there is plenty of blame to go
around. Prescription opioids are a controlled substance, so one needs a prescription from a
physician or licensed health care provider to obtain them. Over-prescribing is an unfortunate
reality, with some physicians more overt about this than others. In our book, we describe the
behavior of Dr. Alvin Yee, who found practicing in an office setting unduly constraining:

He’d see a dozen or more patients a night, at eateries like Carl’s Jr. and Denny’s
and at coffee shops like Starbucks. He once met a patient at an auto dealership.
Wherever he was, Dr. Yee would take out his stethoscope, listen to patients’
hearts and lungs, and evaluate their vital signs. Sometimes, he performed
neurological exams.

Yee’s unusual practice style appealed to Millenials. One-third of his patients were
in their 20s. Remarkably, many of these young people needed help with pain. Yee
gave them prescriptions for OxyContin, Xanax, Roxicodone, and Vicodin. Some
patients had trouble concentrating. He wrote them scripts for Adderall, an

hitps://www.cdc. gov/mmwr/preview/mmwrhtml/mm6450a3 . him?s_cid=mm6450a3_w.

% National Center for Health Statistics, Centers for Disease Control and Prevention, Vital Statistics Rapid Release:
Provisional Drug Overdose Death Counts, https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm
‘f https//www.cde. gov/drugoverdose/data/statedeaths. himl
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Causes, Harvard Bus. Rev. Oct. 26, 2017, at hitps://hbr.org/2017/10/to-combat-the-opioid-epidemic-we-must-be-
honest-about-all-its-causes.

"Nora D. Volkow and A. Thomas McLellan, Opioid Abuse in Chronic Pain — Misconceptions and Mitigation
Strategies, N Engl J Med 2016; 374:1253-1263, March 31, 2016,
http://www.nejm.org/doi/full/10.1056/NEJMral 50777 1#i=arficle.
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amphetamine. Despite his low overhead, Yee wasn’t cheap. Initial visits cost
$600; follow ups were $300. Convenience came at a price.

Yee stopped seeing patients after two of his patients died and the feds arrested
him for prescription drug fraud. A few of the folks who visited him before he
shuttered his practice were U.S. Drug Enforcement Administration agents. Yee
gave them prescriptions for controlled substances too. He wrote prescriptions for
one agent after being told that the medicine was for a friend who was unable to
keep her appointment. Another undercover agent said he was a former heroin
addict who’d been borrowing painkillers from others. Yee gave that agent a
prescription too, telling him, “You won’t be having to bum off of your friends
anymore.” Yee was so quick on the draw that he once reportedly pulled out his
prescription pad while gambling at a Las Vegas casino.

There are plenty of unscrupulous providers like Dr. Yee out there. In 2011, the New York Times
observed that “pill mills” were everywhere in Florida; “so many out-of-staters flocked to Florida
to buy drugs at more than 1,000 pain clinics that the state earned the nickname ‘Oxy Express.””

Thankfully, providers like Dr. Yee, are outliers, but more subtle forms of over-prescribing are
still too common -- whether it is prescribing an opioid the patient doesn’t really need; prescribing
a dose that is too large; or prescribing a course of treatment that is too long. These outcomes
may be the result of genuine disagreements about optimal treatment strategies, or uncertainty
about the appropriate level of pain management, or the humane desire to ensure that one’s
patients are not in pain.

But other factors may play a role as well. Some pharmaceutical companies appear to have
engaged in overly aggressive marketing practices.9 Insurers are reportedly reluctant to cover
more expensive pain medications that are less prone to abuse.’” Additional incentives to
prescribe opioids may have resulted from the Joint Commission’s Pain Management Standards,
and CMS” inclusion of questions about pain in HCAHPS.!' Insurance (both public and private)
makes obtaining opioids less expensive at the point of purchase — but also funds treatment for
substance abuse.

To sum up, like many social problems, the opioid epidemic has multiple inter-locking causes.
Attempts to “fix” the problem should start with an accurate diagnosis of its causes — followed by
a targeted set of strategies that take account of the associated trade-offs.

¥ Lizette Alvarez, “Florida Laws Shutting *Pill Mills,”” New York Times, August 31, 2011,
http://www.nytimes.com/2011/09/01/us/01drugs.html.

% Alana Semuels, Are Pharmaceutical Companies to Blame for the Opioid Epidemic? The Atlantic, June 2, 2017, at
https://www theatlantic.com/business/archive/2017/06/lawsuit-pharmaceutical-companies-opioids/529020/.

" Katie Thomas & Charles Ornstein, Amid Opioid Crisis, Insurers Restrict Pricey, Less Addictive Painkillers,
ProPublica Sept. 17, 2017, hitps://www propublica.org/article/insurers-limit-coverage-of-pricey-less-addictive-

' Kristina Fiore, Opioid Crisis: Scrap Pain as 5th Vital Sign? MedPage Today, April 13, 2016,
https://www.medpagetoday.com/publichealthpolicy/publichealth/57336.
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Design Features of Public Programs That Make Them More Vulnerable to Fraud, Waste,
and Abuse

Medicare and Medicaid were both designed to mimic the structure of Blue Cross and Blue Shield
health insurance plans circa 1965, when health insurance was structured on an indemnity basis.
There were no networks, or pre-approvals, and utilization review was quite limited. If your
doctor wanted you to have a treatment, it happened, and the insurer simply paid the bill. The
large volume of services and the lack of coordination made it difficult to monitor quality of care.

Over time, the private coverage market has evolved — but public payers have remained largely
passive bill-payers. The results are easy to observe. As we observe in our book:

The government has studied prescription drug fraud in public programs
repeatedly, and each time it has concluded that fraud is rampant. A 2009 GAO
report on the Medicaid programs in five large states (California, Illinois, New
York, North Carolina, and Texas) opened with the observation that investigators
“found tens of thousands of Medicaid beneficiaries and providers involved in
potential[ly} fraudulent purchases of controlled substances, abusive purchases of
controlled substances, or both.” Sixty-five thousand beneficiaries had engaged in
“doctor shopping,” by acquiring prescriptions for the same type of controlled
substances from six or more different medical practitioners during fiscal years
2006 and 2007. Four hundred of them got prescriptions for controlled substances
from 21 to 112 medical practitioners and visited up to 46 different pharmacies to
have them filled.

Some of the specific findings were macabre. An Ohio physician who specialized
in pain management was convicted of filing $60 million worth of fraudulent
Medicaid, Medicare, and insurance claims. The doctor got patients hooked on
controlled substances “so that he could profit from their habit{s] and increase the
income he received from their medical claims. Two patients who regularly saw
him died under his care, one from a multiple-drug overdose in the physician’s
office and one from an overdose of OxyContin taken on the same day that the
prescription was written.” . . . No wonder the GAO concluded that the five states
it examined “did not have a comprehensive fraud prevention framework” for
dealing with controlled substances.

Various steps have been taken these problems, including improved surveillance, prior approval,
limitations on the number of pills that can be dispensed, disclosure of information to physicians,
and prescription drug monitoring databases.’> These reforms have the potential to help reduce
inappropriate prescribing — but design details and implementation affect their impact. And, the
fact they are necessary shows how design features of Medicare and Medicaid make them
vulnerable to fraud, waste, and abuse.

"2 See, e.g., Centers for Medicare & Medicaid Services, Opioid Misuse Strategy (2016),
https://www.cms.vov/Outreach-and-Education/()utreach/Parmerships/DownloadS/CMS-Opioid~Misuse-Strategv-
2016.pdf; Christine Vestal, States Require Opioid Prescribers to Check for 'Doctor Shopping,' Pew Stateline, May
09, 2016, http://www.pewtrusts org/en/research-and-analysis/blogs/stateline/20 1 6/05/09/states-require-opioid-
prescribers-to-check-for-doctor-shopping.
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The Role of Patients

In many of the schemes we explore in our book, providers are the bad actors, and patients are the
innocent victims. But, we also find evidence of patient complicity in some of these schemes. In
the words of Peggy Sposato, a former emergency room nurse who joined the Department of
Justice as an investigator, “To look at health care fraud and not [see] that the beneficiaries are
somehow involved is to be blind to the problem.”‘3 Doctor shopping to obtain prescriptions for
opioids is one obvious example of the problem. I have already mentioned the 2009 GAO study
of Medicaid patients, but the problem also affects Medicare. As we note in our book,

A 2011 GAO report found that doctor shopping was widespread, with more than
170,000 Medicare beneficiaries receiving prescriptions for controlled substances
from five or more medical practitioners in 2008. Six hundred Medicare
beneficiaries obtained prescriptions from 21 to 87 medical practitioners in a single
year. These examples are part of a much larger phenomenon. In 2014, researchers
at Harvard Medical School released the results of a study of more than 1.2 million
medical records of Medicare patients who took opioids like hydrocodone,
fentanyl, morphine, and oxycodone. Nearly 35 percent had prescriptions from
more than one doctor. One-third of this group got their prescriptions from four or
more doctors. In 2016, half a million Medicare beneficiaries (excluding those
with cancer or in hospice) were prescribed “excessive” amounts of opioids
(relative to standards set by the CDC), including 70,000 who received “extreme”
amounts of narcotics (i.e., more than 240 mg of morphine every day for the entire
year), and 22,000 who appeared to be “doctor shopping” (i.e., going to multiple
physicians to obtain muitiple prescriptions for opioids).

To sum up, some of the scams we explore in our book — including some of those involving
opioids -- would not be possible without the complicity of patients.

B Kelli Kennedy, “Professional Patients Aid Massive Medicare Fraud in Fla.,” Boston Globe, December 25, 2008,
http://www.boston.com/news/nation/articles/2008/12/25/professional patients aid_massive_medicare fraud in fla/
?page=full. See also Jay Weaver, “Medicare Fraud Rampant in South Florida,” Miami Herald, August 3, 2008,
http://www.miamiherald.com/news/special-reports/watchdog-report/article1929719.html.
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Statement for the Record

Andrew Kolodny, MD
Co-Director, Opioid Policy Research Collaborative
Heller School for Social Policy and Management
Brandeis University

Before the U.S. Senate Committee on Homeland Security and Governmental Affairs
“Unintended Consequences: Medicaid and the Opioid Epidemic.”
January 17, 2018

Chairman Johnson, Ranking Member McCaskill and Members of the Committee, thank
you for inviting me to appear before you today to discuss the relationship between the
Medicaid Program and the opioid addiction epidemic.

The opioid crisis is an epidemic of opioid addiction- meaning the reason the US is
experiencing record high levels of opioid overdose is because of a sharp rise in the number of
opioid-addicted Americans.

The primary driver of the opioid addiction epidemic has been made clear by the CDC.
This CDC graph shows that as opioid prescribing began to soar, beginning in the 1990s, it led to
parallel increases in opioid addiction and overdose deaths. This is an epidemic caused by the
medical community overprescribing opioids. On this graph, the green line represents opioid
prescribing, the red tine represents opioid deaths, and the blue line represents opioid addiction.
As the green line went up, as opioid prescriptions started to soar, it led to parallel increases in
addiction and overdose deaths.
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The reason the green line began rising, the reason the medical community began
prescribing so aggressively, is because we {doctors) were responding to a brilliant, multi-faceted
marketing campaign that changed the culture of opioid prescribing. Starting in the 1990s, we
began hearing that patients were suffering because we were too stingy with opioids. We began
hearing that we should stop worrying about addiction. We began hearing that even with long-
term use, the risk that a patient would get addicted was much less than 1%. We began hearing
that opioids were safe and effective for chronic pain and that we could improve the quality of
life in our patients if we prescribed more liberally. We began hearing that opioids are a gift from
mother nature and should be used much more for just about any complaint of pain.

We would have been less gullible if we were only hearing these messages from drug
company sales reps. But we were hearing these messages from pain specialists, eminent in the
field of pain medicine; we were hearing it from professional societies; from the Joint
Commission, which accredits our hospitals; and we were hearing from the Federation of State
Medical Boards—all of whom had financial relationships with opioid manufacturers. | would like
to thank Ranking Member McCaskill for her investigation of these relationships.

It is fair for you to ask about the role played by Medicaid. And it is fair to assume that
access to medical providers offered by the Medicaid program could increase the risk that an
individual would develop a disease frequently caused by doctors’ prescriptions.

| believe the access to prescribers that Medicaid, Medicare and commercial insurance
offers does increase the likelihood that someone might develop a disease often caused by
prescriptions.

But | do not believe that Medicaid should be singled out in this regard. Opioid overdoses
have been increasing in people with all types of insurance and in people from all economic
groups, from rich to poor. Overdoses have increased in people with Medicaid, Medicare and
Commercial insurance. They have also increased in people without insurance. Where we have
seen the fastest-growing share of hospitalizations for opioid overdose has been Medicare, not
Medicaid. Medicare beneficiaries went from the smallest proportion of these hospitalizations in
the 1990s to the largest share by the mid- 2000s.
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Hospitalizations in the United States for opioid and heroin poisoning by payer, 1993-2014
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SOURCE Author’s analysis of data from the Healthcare Cost and Utilization Project {see Note &
in text). NoTe The numbers of hospitslizations are weighted to reftect nationally representative
totals.

Source: Health Affairs

I also do not believe Medicaid expansion is making the epidemic worse. Nor do | believe
that Medicaid expansion has caused a significant rise in exposure to prescription opioids
because opioid prescribing has been trending down slightly since 2012.

The opioid crisis is getting worse more rapidly in states with more illicitly synthesized
fentanyl. In many cases these are also states that expanded Medicaid, but | do not believe that
Medicaid expansion caused the increase in fentanyl.

Chairman Johnson, your report makes the point that Medicaid is not a “sitver bullet” for
tackling opioid addiction. | agree with you. Medicaid is far from a silver bullet. With regard to
improving access to effective addiction treatment, Medicaid is necessary but it is not sufficient.
The addiction treatment services that health insurance, including Medicaid, can pay for must
also be available.

The first-line treatment for opioid addiction is buprenorphine, also called Suboxone.
Access to this treatment is not sufficient. For opioid-addicted individuals who are able to access
buprenorphine, too often their health insurance only pays for the prescription. Patients with
Medicaid, Medicare and commercial insurance must often pay out of their own pocket for the
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visit with the doctor. That is because there are not enough doctors prescribing buprenorphine
and the few who do often do not accept insurance, including commercial and Medicare. And
many state-licensed drug and alcohol treatment programs that do take insurance do not offer
medication assisted treatment.

QOver the past decade there has been only a slight increase in use of medication-assisted
treatment with in the state-licensed treatment system.

Figure 24. Heroin admissions aged 12 and older with planned medication-assisted opioid therapy, by age group: 2005-2015
60
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SOURCE: Genter for Behaviorn: Heath Statistos and Quailty. Substance Abuse and Moatal Haallh Services Administration, Troatment Episode Dots Sot {TEDS). Data recaivad trough 11.01.16.

Source: SAMHSA

If we want to see opioid overdose deaths start to decline there will need to be a massive
federal investment. We need to build a treatment system that does not exist yet. | believe
Medicaid is a necessary ingredient for making these programs viable. We must ensure that in
every county in the US an opioid-addicted American can walk into an outpatient treatment
center and receive effective care that same day, regardless of their ability to pay for it. Until
that happens, | believe overdose deaths will remain at record high leveis.
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Llnited States Senate

COMMITTEE ON
HOMELAND SBECURITY AND GOVERNMENTAL AFFAIRS

WASHINGTON, DC 20510-6250
January 17, 2018

The Honorable Eric D. Hargan The Honorable Seema Verma

Acting Secretary Administrator

Department of Health & Human Services Centers for Medicare & Medicaid Services
200 Independence Avenue, S.W. 200 Independence Ave S.W.

Washington, D.C. 20201 Washington, D.C. 20202

Dear Acting Secretary Hargan and Administrator Verma:

As the opioid epidemic continues to affect communities across America, policy-makers
and the public must understand the root causes of this public health crisis. While there is clearly
no single cause to the epidemic, evidence has emerged that Medicaid is playing a perverse and
unintended role in helping to fuel and fund the opioid epidemic, I write to provide the
Department of Health and Human Services (HHS) and the Centers for Medicare & Medicaid
Services (CMS) with the results of an examination into the perverse incentives created by
Medicaid that contribute to the opioid crisis. I respectfuily request information and material
about what the Department is doing to prevent improper use of the Medicaid program to obtain
opioids.

In February 2017, demographer Nicholas N. Eberstadt wrote in Commentary magazine
about how Medicaid helps to finance “America’s immense and increasing appetite for opioids in
our new century.”! To examine this issue, my staff searched court files and open-source
databases and interviewed experts and law enforcement officials, who are increasingly focused
on Medicaid fraud involving opioids. The inquiry found:

o Medicaid is a well-intentioned program that has inadvertently contributed to the nation’s
opioid epidemic because it incentivizes the abuse and sale of dangerous drugs.

* Growing evidence indicates that Obamacare’s Medicaid expansion may be fueling the
epidemic even more. Drug overdose deaths per one million people are rising nearly twice
as fast in expansion states as non-expansion states,” while Medicaid-funded hospital stays
related to opioids in the fourth quarter of 2014 jumped 37 percent as compared to the
same period the prior year.?

! Nicholas N. Eberstadt, Qur Miserable 21* Cenrury, COMMENTARY MAG. (Feb. 15, 2017),
https://www.conunentarymagazine comy/articles/our-miserable-2 I st-century/.

2 HHS produced an analysis to me showing internal data on drug overdose death rates in expansion versus non-
expansion states between 2013 and 2015. It is unclear when HHS created the analysis.

? See Healthcare Cost & Utilization Project, Opioid-Related Hospital Use, AGENCY FOR HEALTHCARE RES. &
QUALITY, https://www.hcup-us.ahrg. gov/faststats/OpioidUseServiet?location 1=US & characteristic=

06&setting 1 =1P&location2=&characteristic2=06 &setting2=IP&expansioninfoState=hide & dataTablesState=hide&d
efinitionsState=hide&exportState=hide (last modified Dec. 13,2017).
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¢ In our nation’s courts, prosecutors have convicted or charged at least 1,072 people in
recent years with abusing Medicaid to obtain or sell prescription opioids. The numbers of
criminal defendants increased 18 percent in the four years after Medicaid expanded
compared to the previous four years, while the number of criminal cases jumped 55
percent post-expansion.

o The cases range from large-scale fraud schemes involving major drug rings to individual
nurses and doctors stealing or over-prescribing pills, all at Medicaid’s expense.

s Other federal programs, including Medicare, are also being exploited to obtain or sell
opioids. In preliminary research, Committee staff found 243 instances of opioid-related
Medicare fraud in recent years.

We do not represent that this is a scientific examination, and also acknowledge that the
large numbers of defendants and court cases are not necessarily indicative of causation. Nor does
this examination imply that Medicaid is the sole cause of the opioid epidemic; the problem has
many causes and numerous possible solutions. The examination also does not imply that all
opioid use is bad; clearly, opioids are an important pain management tool when used
appropriately. But the data uncovered in this examination point to a larger systemic problem—
because opioids are easily obtained and inexpensive through Medicaid, the structure of the
program itself creates a series of incentives for beneficiaries to use opioids and sell them for
potentially enormous profits. The data also likely represents a conservative estimate of Medicaid
fraud involving opioids, because health care fraud is often not prosecuted4 and crime overall is
significantly under-reported.’

President Trump declared the opioid epidemic as a Nationwide Public Health Emergency
in October 2017.% Although there are many factors contributing to the epidemic, and while
Medicaid undoubtedly assists in treating opioid abuse, this examination presents evidence that
the Medicaid program is also playing a role in funding the opioid epidemic. This facet of the
opioid epidemic should not be ignored. Therefore, I respectfully ask that HHS and CMS review
this report and please provide the following information and material:

1. Please provide a detailed accounting of how much the Medicaid program has spent or
prescription opioids over the past 10 years, including the amounts spent on
prescriptions for beneficiaries and for treatment for opioid addiction and overdoses.

# See U,S. GOV'T ACCOUNTABILITY OFE., GAO-16-216, HEALTH CARE FRAUD: INFORMATION ON MOST COMMON
SCHEMES AND THE LIKELY EFFECT OF SMART CARDS (2016), https://www.gao.gov/assets/680/67477 L.pdf.

? See Jennifer L. Truman, et al., Criminal Victimization, 2015, U.S. DEP'T OF JUST. BUREAU OF JUST, STAT. (Oct.
2016), hitps://www.bjs.gov/content/pub/pdf/cv]5.pdf.

¢ The White House, President Donald J. Trump Is Taking Action on Drug Addiction and the Opioid Crisis (Oct. 26,
2017).
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2. Please provide a detailed accounting of how much the Medicare program has spent on
prescription opioids over the past 10 years, including the amounts spent on
prescriptions for beneficiaries and for treatment for opioid addiction and overdoses.

3. Please provide a full and complete explanation of the Department’s efforts to address
Medicaid’s role in contributing to the opioid epidemic, including any new initiatives
since the beginning of the Administration in January 2017 and since the President’s
declaration that the opioid crisis is a Nationwide Public Health Emergency in October
2017.

4. Please provide a full and complete explanation of the Department’s work to improve
the structure of the Medicaid program to limit the perverse incentives that lead to
opioid abuse.

5. Please produce all data, documents, studies, or other analyses referring or relating to
each of the following topics:

a. Medicaid’s role in the opioid epidemic;

b. Opioid prescription rates for Medicaid beneficiaries as compared to non-
Medicaid beneficiaries, broken down by state;

c. Opioid overdoses and overdose death rates for Medicaid beneficiaries as
compared to non-Medicaid beneficiaries, broken down by state;
The effectiveness of Medicaid spending on treatment for opioid abuse; and

e. The potential for abuse of medications designed to treat opioid abuse—such
as suboxone—and whether treatment drugs are themselves being abused to
defraud Medicaid.

6. Please provide a full and complete explanation of the Department’s efforts to oversee
state Medicaid programs and Medicaid fraud control units to prevent Medicaid fraud
involving opioid abuse.

7. Please provide a full and complete explanation of the Department’s efforts to support
federal, state, and local prosecutors in addressing Medicaid fraud involving opioid
abuse.

8. InJuly 2017, I asked the Department of Health and Human Services Office of
Inspector General to examine data suggesting a correlation between Medicaid and
opioid overdoses.” Please provide a full and complete explanation of the
Department’s efforts to cooperate with the Inspector General’s ongoing review.

" Letter trom Ron Johnson, S. Comm. on Homeland Security & Governmental Affairs, to Daniel R. Levinson, Off.
of Inspector Gen., Dep’t of Health & Human Servs. (July 27, 2017).
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The Honorable Eric D. Hargan
The Honorable Seema Verma
January 17,2018

Page 4

Please provide this information as soon as possible but no later than 5:00 p.m. on January
31,2017.

The Committee on Homeland Security and Governmental Affairs is authorized by Rule
XXV of the Standing Rules of the Senate to investigate “the efficiency, economy, and
effectiveness of all agencies and departments of the Government,” Additionally, S. Res. 62
(115th Congress) authorizes the Committee to examine “the efficiency and economy of all
branches and functions of Government with particular references to the operations and
management of Federal regulatory policies and programs.”® When delivering the information,
please produce to the Majority staff in room 340 of the Dirksen Senate Office Building and to
the Minority staff in room 442 of the Hart Senate Office Building.

If you have any questions, please feel free to contact me directly or ask your staff to
contact Jerry Markon at (202) 224-4751. Thank you for your attention to this matter.

Sincerely,

cc: The Honorable Claire McCas
Ranking Member

3. Rule XXV(K); see also S. Res. 445, 108th Cong;: (2004).
°S. Res. 62 § 12, 115th Cong. (2017).
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EXECUTIVE SUMMARY

The dramatic increase in drug overdose deaths throughout America has appropriately
been labeled a national health care crisis. In 2016, the nearly 64,000 drug overdose deaths
outnumbered every other cause of accidental fatalities." As a result, Americans have been paying
much attention to what caused this epidemic and what can be done to end it. Less attention is
paid to the possibility that federal programs—namely, Medicaid—have contributed to the
epidemic.

There are many causes to the opioid epidemic, making it easy to point multiple fingers of
blame. Most agree that development, marketing, and medical training regarding drug usage—and
the resulting over-prescription of opioids—have played a key role. In addition, drug traffickers
take full advantage of America’s unsecured borders to flood heroin and fentanyl into lucrative
domestic markets. Solutions directed at these problems are similarly nuanced and multifaceted.

But what if one of the contributing causes is connected to federal spending itself?

During the 2017 debate on repealing and replacing the Affordable Care Act (ACA),
spending on Medicaid and Medicaid expansion took center stage. Proponents of Medicaid
expansion often cited its critical role in funding treatment for drug addiction. This argument
proved so effective that it became a generally accepted truth, as evidenced by a recent New York
Times article:

Public appreciation for the program [Medicaid] has steadily increased as people come to
understand its importance in the health care system, including its central role in
combating the opioid epidemic.”

Yet in a February 2017 Commentary magazine article, Nicholas N. Eberstadt cited a
study by Alan Krueger, former chairman of the President’s Council of Economic Advisors, that
paints an entirely different picture of the role Medicaid has played in the opioid
epidemic.’ Eberstadt argues that Medicaid actually incentivizes—perversely—opioid abuse.

PNAT'L CTR. FOR HEALTH StAT., NCHS DATA BRIEF NO 294: DRUG OVERDOSE DEATHS IN THE UNITED STATES,
1999-2016, CTRS. FOR DISEASE CONTROL & PREVENTION (2017),
hitps:/fwww.cde.govinchs/products/databriefs/db294 him.

* Robert Pear, Years of Attack Leave Obamacare a More Government-Focused Health Law, N.Y. Times (Dec. 26,
2017), htps/iwww nytimes.con/2017/12/26/us/politics/republicans-trumip-affordable-care-act-obamacare itml.

* Nicholas N. Eberstadt, Qur Miserable 21 Century, COMMENTARY MAG. (Feb. 15,2017),

httpsi//www. commentarymagazine com/articles/our-miserable-2 1 st-century?
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This majority staff report examines those perverse incentives. It does not deny the
benefits that federal spending on healthcare provides to millions of Americans. Nor does it argue
that federal spending is a primary cause of overdose deaths. The purpose of this report is to
simply explore and present evidence that federal spending on healthcare—primarily Medicaid,
though other federal programs have facilitated illicit use and distribution of opioids—is also
being used as a funding source that helps to fuel the opioid epidemic.

Medicaid was envisioned by politicians from both parties as “a small program to cover
poor people’s medical bills.™* Yet, what began as “something of an afterthought™ has
mushroomed into a massive entitlement covering an estimated 70 million people, more than one-
fifth of the U.S. population.® In the words of US4 Today, “[t]he United States has become a
Medicaid nation.”” As Medicaid has grown, evidence has emerged that it is playing a more
perverse, if unintended role: fueling and ultimately funding the opioid epidemic that is ravaging
communities across the country. Now, as Congress continues to wrestle with health care reform,
new data suggest that the ACA Medicaid expansion may be making the opioid epidemic even
worse.

While Medicaid undoubtedly helps many deserving recipients, it also creates a series of
incentives for potential abuse of opioids, which are rooted in federal law itself. Patients on
Medicaid typically “pay no part of costs for covered medical expenses,” other than perhaps a
small co-payment.® Federal law requires that Medicaid co-payments and other “cost-sharing”
borne by Medicaid recipients at lower income levels be nominal, and the Obama Administration
determined that states could charge those on Medicaid no more than $4 for certain classes of
drugs.’ For dangerous opioids such as oxycodone, Medicaid co-pays can run as low as $1 for as

(According to demographer Nicholas Eberstadt, the recent study indicated that “nearly half of all prime working-
age male labor-force dropouts—an army now totaling roughly 7 million men——currently take pain medication on a
daily basis.” Eberstadt continued: “But how did so many millions of un-working men, whose incomes are limited,
manage en masse to afford a constant supply of pain medication? OxyContin is not cheap. As [the book
Dreamland: The True Tale of America’s Opiate Epidemic} carefully explains, one main mechanism today has been
the welfare state: more specifically, Medicaid . . . ).

* Kate Zernike, Abby Goodnough & Pam Belluck, /n Health Bill's Defeat, Medicaid Comes of Age, N.Y. TIMES
(Mar. 27, 2017), hitps
> 1d

® CTRS. FOR MEDICARE & MEDICAID SERVS., 2016 ACTUARIAL REPORT ON THE FINANCIAL OUTLOOK FOR MEDICAID
(2016), https :

Svstems/Research/ActuarialStudies/Downloads/MedicaidReport2016.pdf
7 Phil Galewitz, This is How the U.S. Has Become a Medicaid Nation, USA TODAY (Nov. 17,2017),
httpsi/fwww . usatoday. com/story/mews/nation/2017/11/1 3/how-u-s-has-become-medicaid-nation/86 7918001/,

*U.S. DEP'T OF HEALTH & HUM. SERVS., Frequently Asked Questions: What is the Difference Between Medicare
and Medicaid?, hitps/fwww hbs.govianswers/medicare-and-medicaid/what-is-the-difference-between-medicare-
medicaid/index htm! (last updated Oct. 2, 2015).

? See Medicaid and Children’s Health Insurance Programs: Essential Health Benefits in Alternative Benefit Plans,
Eligibility Notices, Fair Hearing and Appeal Processes, and Premiums and Cost Sharing; Exchanges: Eligibility and
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many as 240 pills—pills that can be sold for up to $4,000 on the street. 1% As one longtime local
prosecutor in opioid-ravaged eastern Kentucky recounted in Dreamiand: The True Tale of
America’s Opiate Epidemic: “We can talk morality all day long, but if you’re drawing five
hundred dollars a month and you have a Medicaid card that allows you to get a monthly supply
of pills worth several thousand dollars, you’re going to sell your pills.””

Many people are falling victim to these temptations, a trend that is potentially destructive
for Medicaid recipients, who can be especially susceptible to opioid addiction and abuse.'? In
courts across the country—overwhelmingly in Medicaid expansion states—prosecutors are
identifying Medicaid fraud involving opioids. This report highlights nearly 300 criminal cases
involving at least 1,072 defendants in which people have been convicted or charged of abusing
Medicaid to obtain or sell opioids. The criminal schemes range from simplistic—beneficiaries
selling opioids obtained through Medicaid—to complex health care fraud involving Medicaid
reimbursement. For example:

“But how did so many millions of un-
working men, whose incomes are
limited, manage en masse (o afford a
constant supply of pain medication?
OxyContin is not cheap. As Dreamland
carefully explains, one main
mechanism today has been the welfare
state: more specifically, Medicaid,
Uncle Sam’s means-tested health-
benefits program.”

--Nicholas N. Eberstadt, Commentary

e Many perpetrators specifically targeted
those on government assistance. In one
Connecticut case, a ringleader recruited
Medicaid beneficiaries to obtain nearly
$200,000 of oxycodone from pharmacies
through forged prescriptions. “He preyed
on a lot of low-income people with
Medicaid cards,” according to a police
lieutenant who helped oversee the
investigation. Pharmacists “were very
trusting just because it was Medicaid,”

said the lieutenant, who added:

“Absolutely, Medicaid is what allowed him to make so much money.” "

¢ In addition to prosecuting Medicaid beneficiaries who help divert pills, authorities are
bringing cases against everyone from drug lords who flooded major cities with

Eligibility and Enroliment; Final Rule, 78 Fed. Reg. 42159-42322 (July 15, 2013) (codified in scattered pts. of 42
C.F.R), https:/www.ppo.gov/{dsys/pke/FR-2013-07-15huml/2013-1627 L htm,

' The Committee’s Majority staff interviewed a number of law enforcement officials, including a police detective
from Wisconsin who is a U.S. Department of Justice task force officer focused on drug enforcement.

' SAM QUINONES, DREAM LAND: THE TRUE TALE OF AMERICA’S OPIATE EPIDEMIC 211 (2015).

12 See Krista Ward, A Nation in Pain: The Medicaid Opioid Crisis, EXPRESS SCRIPTS (June 21, 2017),

bttp://lab express-scripts.com/lab/insights/sovernment-programs/a-nation-in-pain-the-medicaid-opioid-crisis; see

also Express Scripts, A Nation in Pain: Focus on Medicaid (Oct. 2016).

" Telephone Interview by §. Comm. on Homeland Sec. & Governmental Aff. Maj. staff with Wallingford, Conn.

Lieutenant (Nov. 16, 2017).

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United States Senate




95

Medicaid-obtained opioids, to a Pennsylvania podiatrist who defrauded the program
by giving pill-seekers painful toc injections.

¢ Defendants include nurses, pharmacists, and some of the community’s most trusted
members, such as an Indiana doctor who delivered an estimated 4,000 babies.

s Some who are targeted threaten violence: a Louisiana doctor convicted of over-
prescribing painkillers in a scheme to bitk Medicaid was caught on tape threatening to
kill the federal agents investigating him. “They won’t even be able to have an open
casket funeral,” court documents quote him as saying.

Because crime is typically under-reported and health care fraud is often not prosecuted,
the court cases highlighted are likely only a small fraction of the true number of schemes to
defraud Medicaid for opioids. Nonetheless, the cases show the broader Medicaid-opioid
connection, a relationship that pre-dates the Medicaid expansion. “Much has been written about
the opioid epidemic in America and its devastating effects on families and communities,” wrote
the Medicaid and CHIP Payment and Access Commission (MACPAC), which provides data and
policy recommendations to Congress. “In many ways, Medicaid is at its center.”"*

Medicaid is not the only federal program creating perverse incentives—and serving as a
funding source—for obtaining and illicitly distributing opioids. Majority staff found hundreds of
examples of opioid-related fraud in the Medicare program, and additional fraud schemes in
connection with Veterans Affairs benefits and the food stamp program. The research suggests,
however, that Medicaid is the federal program most prone to abuse, and the primary government
funding source for the epidemic.

This report is not meant to suggest that Medicaid, or any other federal program, is the
only factor contributing to the opioid epidemic. But if Medicaid is helping to drive the epidemic,
it stands to reason that expanding the program——particularly to people most susceptible to
abuse—could worsen the problem. The epidemic has indeed spiraled into a national crisis since
the Obamacare Medicaid expansion took effect in 2014 Drug overdose deaths have risen
rapidly, at a much faster pace than before expansion.'’ An astonishing 97.5 million Americans
age 12 and over now use prescription pain relievers. '

" MEDICAID & CHIP PAYMENT ACCESS COMM’ N, REPORT TO CONGRESS ON MEDICAID AND CHIP: CHAPTER 2:
MI‘DILA[D AND THE OroID EPIDEMIC (2017), https:/www.macpac. gov/wp-content/uploads/2017/06/Medicaid-and-

caths in America Are Rising Faster Than Ever, N.Y. TIMES (June 5, 2017),
dhwww, m(lmu convinteractive/2017/06/05 /upshot/opioid-epidemic-drug-overdose-deaths-are-rising-faster-

' Arthur Hughes et al., Prescription Drug Use and Misuse in the United States: Results from the 2013 National
Survey on Drug Use and Health, SUBSTANCE ABUSE & MENTAL HEALTH SERVS. ADMIN. NAT’L SURV. ON DRUG
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In Kentucky, for instance, “the expansion of Medicaid through the Affordable Care Act
increased the percentage of Clay County residents with Medicaid and gave more of them access
to free prescription drugs, including pain pills.”17 With about 60 percent of county residents now
on Medicaid—up from 35 percent in just three years—use of oxycodone has risen while the
waiting list for the local inpatient drug treatment facility has grown more than 50 percent.'S
Although not indicative of causation, this and other recent evidence suggests, at a minimum, a
correlation between Medicaid expansion and opioid abuse.

Perhaps Sam Adolphsen, a former Maine Department of Health and Human Services
official, said it best. “As 15 million able-bodied adults were added to Medicaid through
Obamacare, the drug problem only grew worse,” he wrote. “As legislators debate the specifics of
repealing and replacing Obamacare, they should resist the feel-good talking point that Medicaid
is a silver bullet for solving the opioid epidemic. In reality, Medicaid may be fueling the problem
and may be largely responsible for starting the epidemic in the first place"’w

USE & HEALTH (Sept. 2016), https:/www samhsa.covidata/sites/default/fles/NSDUH-FFR2-201 S/NSDUH-FFR2-
2018 him.
"7 Phil Galewitz, Pharmacies Thrive Selling Opioids for Depressed Small Town Pain, KAISER HEALTH NEWS (Feb.
8, 2017), https://khn.org/news/pharmacies-thrive-selling-opioids-for-depressed-small-town-pain/ (Kaiser Health
ll\lews is a non-partisan news service that covers health care and is considered highly credible).
8

Id.
* Sam Adolphsen, Has Medicaid Made the Opioid Epidemic Worse?, NAT'L REV. (July 5, 2017),
http://www.nationalreview.com/article/449 1 7 /medicaids-opioid-problem-has-it--made-epidemic-worse.
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FINDINGS

Under the direction of Senator Ron Johnson, Chairman of the Senate Committee on
Homeland Security and Governmental Atfairs, majority committee staft searched open-source
databases for examples of individuals prosecuted for selling opioids obtained using Medicaid
cards. In just four days, searches identified 261 people convicted nationwide of exploiting
Medicaid cards to obtain opioids, which were often resold at enormous profit. In July 2017,
Chairman Johnson reported these findings and other data suggesting a correlation between
Medicaid and opioid overdoses to the Department of Health and Human Services Office of
Inspector General.?® The inspector general is now examining the matter.”’

This majority staff report is the product of a more thorough review of court cases and
other data conducted after Chairman Johnson’s letter to the inspector general. This inquiry
found:

¢ Medicaid has contributed to the nation’s opioid epidemic by establishing a series of
incentives that make it enormously profitable to abuse and sell dangerous drugs.

e Growing evidence indicates that the Medicaid cxpansion, by providing prescription
opioids to a wider pool of people, may be worsening the epidemic.

o Atleast 1,072 people have been convicted or charged nationwide since 2010 for
improperly using Medicaid to obtain prescription opioids, some of which were then
resold on the nation’s streets. The number of criminal defendants increased 18 percent in
the four years after Medicaid expanded, 2014-2017, compared to the four years prior to
Medicaid cxpansion.

e The criminal activities range from beneficiaries simply selling opioids they obtained
through the Medicaid program to more attenuated health care fraud involving Medicaid
reimbursement.

o The cases reflect massive frauds and bizarre twists, from a $1 billion scheme to defraud
Medicaid and Medicare involving numerous health care providers, to a New York doctor
and oxycodone distributor who blamed her actions on an alternative personality named
“Nala.”

® See Letter from Ron Johnson, Chairman, S. Comm. on Homeland Sec. & Governmental Aff., to Daniel R.
Levinson, Inspector Gen., U.S. Dep’t of Health & Hum. Servs. (July 27, 2017) (on file with S, Comm. on Homeland
Sec. & Governmental Aff.).

?! Telephone Interview by S. Comm. on Homeland Sec. & Governmental Aff, Majority staff with U.S. Dep’t of
Health & Hum. Servs. Off. of Inspector Gen. (Oct. 16, 2017).
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s Prosecutors are increasingly targeting suboxone—a drug that treats opioid addiction but
itself can be addictive~—meaning that the epidemic has reached the point where people
are defrauding Medicaid using the very drugs designed to help the victims.

¢ The case numbers are a conservative estimate, because evidence shows crime is under-
reported; ™ health care fraud in particular is rarely detected, including by government
agencies;” most health care fraud investigations never lead to prosecutions;24 and
Medicaid anti-fraud efforts have fallen short.”

e More than 80 percent of the 298 separatc Medicaid-opioids cases identified were filed in
Medicaid expansion states, led by New York, Michigan, Louisiana, New Jersey, and
Ohio. The number of criminal cases increased 55 percent in the first four years after
Medicaid expansion, from 2014 to 2017, compared to the four-year period before
expansion.

¢ Other preliminary data suggests a connection between Medicaid expansion and opioid
abuse. Drug overdose deaths per one million people are rising nearly twice as fast in
expansion states as non-expansion states,”® while opioid-related hospital stays paid for by
Medicaid massively spiked after expansion.”’

* See Jennifer L. Truman & Rachel E. Morgan, Criminal Victimization, 2015, U.S. DEP'T OF JUST, BUREAU OF JUST.
STAT., (Oct. 2016), https:/www.bis.govicontent/pub/pdfZey | S.pdf.

 Paul Jesitow & Bryan Burton, Detecting Healthcare Fraud and Abuse in the United States, OXFORD RES.
ENCYCLOPEDIA OF CRIMINOLOGY (Sept. 2017),

hutp:/feriminology.oxfordre.com/view/10. 1093/acrefore/9780190264079.001,000 1 /acrefore-9780190264079-¢-275.
# See U.S. GOV'T ACCOUNTABILITY OFFICE, GAO-16-216, HEALTH CARE FRAUD: INFORMATION ON MOST
COMMON SCHEMES AND THE LIKELY EFFECT OF SMART CARDS (2016), hitps:/www.eao soviassets/680/674771 . pdf.
® LEXISNEXIS, Bending the Cost Curve: Analytics-Driven Enterprise Fraud Control, (LexisNexis Health Care
White Paper, Apr. 201 1), httpy/lexisnexis.comirisk/downloads/idm/bendine-the-cost-curve-analvtic-driven-
enterprise-fraud-control.pdf.

* See Letter from Sen. Ron Johnson to Daniel R. Levinson, supra note 20(Chairman Johnson obtained internal data
compiled by HHS showing drug overdose death rates in expansion versus non-expansion states between 2013 and
2015).

7 Healthcare Cost & Utilization Project, Opioid-Related Hospital Use, AGENCY FOR HEALTHCARE RES. & QUALITY,
hitps:/www.heup-us.ahrg. gov/faststars/OpioidUseServietlocation =US & characteristic 1 =06 & setting L=
IP&tocation characteristic2=06& setting2=IP&expansioninfoState=hide&data TablesState=hide & definitionsState
=hide&exportState=hide (Jast modified Dec. 13, 2017) (Healthcare Cost and Utilization Project Fast Stats — Opioid-
Related Hospital Use interactive database).
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¢ Medicaid spending to treat victims is escalating, especially in expansion states. Spending
on a single opioid overdose medication, for example, increased an astonishing 90,205
percent between 2011 and 2016, with costs rising “most notably after 2014.”%%

e Other federal programs are also being exploited to obtain or sell opioids. In preliminary
research, majority staff found 243 instances in recent years of opioid-related Medicare
fraud. In November 2017 alone, the Department of Veterans Affairs had 60 ongoing
criminal investigations concerning diversion of opioids.”’ Majority staff also found
instances of opioid-related fraud in the food stamp program involving dangerous drugs
such as oxycodone, vicodin, hydrocodone, and morphine.

* Lisa Clemans-Cope, et al., Rapid Growth in Medicaid Spending on Medications 16 Trear Opioid Use Disorder
and Overdose, URB. INST. (June 2017), https://www,urban.org/rescarch/publication/rapid-growth-medicaid-
spending-medications-freat-opioid-use-disorder-and-overdose.

# Correspondence between U.S. Dep’t of Veterans Aff. Off. of Inspector Gen. and Maj. Staff, S. Comm. on
Homeland Sec. & Governmental Aff. (Nov. 9, 2017).
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MEDICAID AND OPIOIDS: A BRIEF HISTORY

Opioids are a class of drugs that range from pain relievers available legally by
prescription—such as oxycodone, hydrocodone and codeine—to illegal narcotics such as heroin.
According to MACPAC, “the origins of widespread prescription opioid usc can be traced back to
the 1990s.”°® That is when the medical profession began using pain as a so-called fifth vital sign,
and drug manufacturers heightened their marketing campaigns. Deaths from prescription opioid
overdoses quadrupled from 1999 to 2011,%" as did opioid prescriptions, even though pain levels
reported by Americans had not changed.*? By 2013, drug overdoses were the nation’s leading
cause of deaths from injury, prompting Eberstadt to write: “The opioid epidemic . . . that has
been ravaging and shortening lives from coast to coast is a new plague for our new century.”*

At the same time, Medicaid—barely even noticed when signed into law the same day as
Medicare in 1965—had exploded from its modest beginnings into what The New York Times
recently called “a behemoth.” By 2013, as the federal government and some states ramped up
to expand the program even more, “over one-fifth (21 percent) of all civilian men between 25
and 55 years of age were Medicaid beneficiaries. For prime-age people not in the labor force, the
share was over half (53 percent).”* As Medicaid grew, it along with other government health
care programs became “among the biggest suppliers of prescription painkillers.”*® For Medicaid
patients especially, doctors did not hesitate to pick up their pens: studies cited by the Centers for
Disease Control and Prevention (CDC) “indicate that opioid prescribing rates among Medicaid
enrollecs are at least twofold higher than rates for persons with private insurance.””’ According
to another study by Express Scripts, a large prescription benefit plan, the top opioid pain
medications dispensed for Medicaid members include several of the most potentially deadly:
Hydrocodone-Acetaminophen; Oxycodone-Acetaminophen, and Oxycodone. The study, entitled
“A Nation in Pain: Focus on Medicaid,” concluded that the opioid epidemic has harmed

** MEDICAID & CHIP PAYMENT ACCESS COMM'N, supra note 14.
*' CTRS. FOR MEDICARE & MEDICAID SERVS., CMCS INFORMATIONAL BULLETIN: BEST PRACTICES FOR ADDRESSING

PRESCRIPTION OPIOID OVERDOSES, MISUSE AND ADDICTION (Jan, 28, 2016), hitps://www medicaid.

policy-guidance/downloads/CIB-02-02-16.pdf.

*2 CTRS. FOR MEDICARE & MEDICAID SERV. , CENTERS FOR MEDICARE & MEDICAID SERVICES (CMS) OPIOID
MISUSE STRATEGY 2016 (Jan. 5, 2017), htt pww.cns. pov/Qutreach-and-
Education/Qutreach/Parmerships/Downloads/CMS-Opioid-Misuse-Strategy-20 1 6.pdf.

** Eberstadt, supra note 3.

* Zernike, Goodnough & Belluck, supra note 4.

** Eberstadt, supra note 3.

3 Allysia Finley, Does Medicaid Spur Opioid Abuse?, WALL ST. J. (Sept. 24, 2017),

hitps: /A www,wsl.com‘articles/does-medicaid-spur-opicoid-abuse-1306289279.

7 CTRS. FOR DISEASE CONTROL & PREVENTION, OVERDOSE DEATHS INVOLVING PRESCRIPTION OPIOIDS AMONG
MEDICAID ENROL S ~WASHINGTON, 2004-2007 (OCT. 30, 2009),

hitps:Ywww ede. govanmwr/preview/mmwrhtmiAmm3842a Lhun,
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Americans of all ages and socioeconomic backgrounds, but has especially affected Medicaid
beneficiaries.*®

“Once a pharmacist was found, another problem presented itself> how to pay for the
prescription. The price of each patient’s prescribed drugs was between eight and twelve
hundred dollars . . . for junkies, and even for dealers with more discipline, coming up
with that kind of money was hard. And so the Medicaid card entered our story.”

—Sam Quinones, Dreamland

When Medicaid recipients fill opioid prescriptions, many find that the dangerous drugs
are available to them virtually free of charge. Under Medicaid, states may charge out-of-pocket
costs, such as co-payments, for preseription drugs and other medical services, known as “cost-
sharing.”*’ Federal law requires that such cost-sharing be limited to a nominal amount for
Medicaid recipients at lower income levels.*® In July 2013, the Centers for Medicare &
Medicaid Services (CMS), which oversees Medicaid, issued a regulation defining nominal cost-
sharing for “preferred drugs” as “no more than $4,” and cost-sharing of no more than $8 for non-
preferred drugs. Even in limiting the out-of-pocket costs to Medicaid recipients, CMS voiced
concern that any costs to beneficiaries could affect their access to care."! Today, four years into
Medicaid expansion, while a majority of states charge Medicaid patients some degree of cost-
sharing for prescription drugs, a significant number do not. According to 2017 data compiled by
the Kai452er Family Foundation, adults on Medicaid are entitled to free prescription drugs in 12
states.

With people on Medicaid getting more-—and more dangerous—opioids so cheaply, tragic
outcomes followed. Studies show that Medicaid patients misuse opiates at a significantly higher
level than those with private insurance, and are at a much higher risk of dying. Express Scripts
put the disparity in stark terms: Medicaid recipients are 10 times more likely to suffer from
addiction and substance abuse than the general population. Nearly one quarter of people on

»* Ward, supra note 12.

¥ Ctrs. for Medicare & Medicaid Servs., Medicaid Cost Sharing, MEDICAID.GOV,
https://www.medicaid.gov/medicaid/cost-sharing/index.html (last visited Jan. 12, 2018).

*“ Medicaid and Children’s Health Insurance Programs: Essential Health Benefits in Alternative Benefit Plans,
Eligibility Notices, Fair Hearing and Appeal Processes, and Premiums and Cost Sharing; Exchanges: Eligibility and
Enrollment: Final Rule, 78 Fed. Reg. 42159-42322 (July 15, 2013), https://www.gpo.sovifdsys/pke/FR-2013-07-
13/html2013-16271.him (Response to Comment in Federal Register) (codified in scattered pts. of 42 C.F.R.).

1d (“We agree that a patient’s ability to pay cost sharing imposed for a service can affect a patient's access to care
and that low-income patients are particularly sensitive to such costs.”).

\42 Tricia Brooks, et al., Medicaid and CHIP Eligibility, Enrollment, Renewal, and Cost Sharing Policies as of
January 2017: Findings from a 50-State Survey, KAISER FAM. FOUND. (Jan. 12, 2017), https:/iwww kff orgfreport-
section/medicaid-and-chip-eligibility-enrollment-renewal-and-cost-sharing-policies-as-of-fanuary-201 7-premiums-

and-cost-sharing/
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Medicaid have filled an opioid prescription, the study noted, with beneficiaries often going “to
great lengths, sometimes traveling across states, to find prescribers willing to write excessive
opiate scripts.”* In 2016, the Obama Administration’s CMS reported that beneficiaries are at
three-to-six times greater risk of
overdosing from prescription

painkillers than non-Medicaid “The rise of these [federal gavernment disability]
patients. “Rescarch shows the opioid programs has coincided with the death of work for
epidemic has a disproportionate larger and larger numbers of American men not yet
impact on Medicaid beneficiaries,” of retirement age. We cannot say that these
CMS coneluded.™ programs caused the death of work for millions
upon millions of younger men: What is

Even as Medicaid provided incontrovertible, however, is that they have financed
incentives to misuse opioids, it also it—just as Medicaid inadvertently helped finance
enabled people to profit. With America's immense and increasing appetite for
beneficiaries holding “a ‘free’ plastic opioids in our new century.”
card loaded with unlimited —Nicholas N. Eberstadt, Commentary
government funds that often increases

access to opioids,”® everyone from
doctors to nurses to pharmacists and
violent drug lords took advantage. While many Medicaid patients hooked on opioids turned to
the well-intended treatment the program offers, others found that the path to ease their pain lay
right inside their wallets. In the article for Commentary, Eberstadt quoted Dreamland author
Quinones as laying out the incentives for financial gain through the eyes of opioid-ravaged
Portsmouth, Ohio:

[The Medicaid card] pays for medicine—whatever pills a doctor deems that the
insured patient needs. . . . Medicaid health-insurance cards paid for that
prescription every month. For a three-doilar Medicaid co-pay, therefore, addicts
got pills priced at thousands of dollars, with the difference paid for by U.S. and
state taxpayers. A user could turn around and sell those pills, obtained for that
three-dollar co-pay, for as much as ten thousand dollars on the street.*s

Few would dispute that Medicaid is run and supported by people with good intentions
and that the program helps many of the nation’s least fortunate. This report is not meant to
suggest that Medicaid is the only factor contributing to the opioid epidemic, nor that everyone on
Medicaid responds to its opioid-related incentives in the same ways.

“ Ward, supra note 12.
** CTRS. FOR MEDICARE & MEDICAID SERVS., supra note 31,
45
Adolphsen, supra note 19.
 Eberstadt, supra note 3.
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Yet the evidence is overwhelming that those incentives remain embedded in the very
structure of the Medicaid program itself. More than half a century after Medicaid began, despite
the program’s benefits, what is now the nation’s largest health insurer has also helped cause one
of the nation’s deadliest health crises.’ In the words of Eberstadi: “Medicaid inadvertently
helped finance America’s immense and increasing appetite for opioids in our new century,”d'B

Y Medicaid Pocket Primer, KAISER FAM. FOUND:, hittps:/iwww kI org/niedicaid/ fact-sheet/imedicaid-pocket-primer/
(updated June 9, 2017).
* Eberstadt, supra note 3.
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THE MEDICAID EXPANSION

In 2010, the Affordable Care Act expanded Medicaid eligibility to include adults under
65 with incomes up to 133 percent of the federal poverty level. The expansion took effect on
January 1, 2014, in most states adopting it. Overall drug overdose deaths, largely from opioids,
rose seven percent in 2014, compared to six percent the year before, according to CDC data.® In
2015, the CDC reported, overdose deaths spiked 11.4 percent. Last year, in 2016, CDC data
show a staggering rise of 21 percent—the largest one-year increase in U.S. history. The surge in
deaths even fueled a two-year decline in U.S. life expectancy, a first since the early 1960s.>" Of
the 63,632 total drug overdose deaths in 2016, more than 42,000 were from opioids, a 28 percent
increase in opioid-related deaths in a single year. A surge in deaths from fentany} and other
synthetic opioids was the primary cause, but deaths from prescription painkillers such as
oxycodone and hydrocodone also spiked 14 percent over 2015. “It’s even worse than it looks,”
Keith Humphreys, an addiction specialist at Stanford University, told The Washington Post.
With official figures likely under-counting the actual number of opioid deaths by 20 percent or
more, ]_r?umphreys said, “the opioid epidemic alone is deadlier than the AIDS epidemic at its
peak.””

Hardest hit have been Medicaid expansion states. Internal data from the Department of
Health and Human Services (HHS) comparing expansion and non-expansion states show drug
overdose deaths rose nearly twice as fast per one million people in expansion states between
2013 and 2015. In 2015, according to CDC figures, the five states with the highest rate of
overdose deaths were all expansion states: West Virginia; New Hampshire; Kentucky; Ohio and
Rhode Island. As the CDC points out: “Opioids—prescription and illicit—are the main driver of
drug overdose deaths,”*?

* Ctrs. for Disease Control & Prevention, Web-based Injury Statistics Query and Reporting System,
hups:/www.ede.sov/injury/wisgars/index.html (last visited Jan. 12, 2018) (drug overdose data was obtained by
searching this interactive CDC database).

* Lenny Bernstein & Christopher Ingraham, Fueled by drug crisis, U.S. life expectancy declines for a second
straight year, WASH. POST (Dec. 21, 2017).

*! Christopher Ingraham, CDC Releases Grim New Opioid Overdose Figures: ‘We're Talking About More Than An
Exponential Increase’, WASH. POST: WONKBLOG (Dec. 21, 2017),

hups:/Awww washingronpost.com/mews/wonk/wp/2017/12/2 Vede-releases-erim-new-opioid-overdose-ficures-were-
talking-about-more-than-an-exponential-increase/7utm_term=.6b3320eee250.

*2 Ctrs. for Disease Control & Prevention, Drug Overdose Death Data,
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RISE IN OVERDOSE DEATHS
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States that expanded Medicaid have also taken the brunt of a large spike in post-
expansion hospital visits, funded by federal and state taxpayers. Opioid-related inpatient hospital
stays paid for by Medicaid jumped 37 percent in the fourth quarter of 2014, compared to the
fourth quarter of 2013, according to HHS data. That figure compares to a six percent increase in
opioid-related hospital stays funded by private insurance during the same period.> In the fourth
quarter of 2015, opioid-related hospital stays paid for by Medicaid jumped another 16 percent
over the same period from the year before. HHS also ranked by state the rate per 100,000 people
of opioid-related inpatient hospital stays in 2014, the last year for which data is available. Each
of the top ten jurisdictions—Maryland; Massachusetts; Washington, D.C; Rhode Island; New
York; West Virginia; Connecticut; Washington; Oregon and Illinois—expanded Medicaid. All of
them fa;exceeded the national rate of hospital stays caused by opioids of 224.6 per 100,000
people.

* Healthcare Cost & Utilization Project, supranote 27,

* Healthcare Cost & Utilization Project, Statistical Brief #219, AGENCY FOR HEAUTHCARE RES. & QUALITY,
httpss//www. heup-us.ahrg.gov/faststats/OploidUseServiet?location 1=US & characteristic | =06 &setting | =

P& location2=& c2=00& settine2-=1P& expansiontnfoState=hide& data TablesState=hide & definitionsState
=hide&exportState=hide (updated Jan. 2017).
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OPIOID-RELATED HOSPITAL STAYS
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In response to the deluge of victims, Medicaid spending is escalating, especially in
expansion states. In Kentucky, for example, Medicaid payments for substance abuse treatment
for people newly enrolled under Obamacare soared 700 percent between the first quarter of 2014
and the second quarter of 2016.%° Nationwide, spending on Medicaid-covered prescriptions to
treat opioid addiction and overdoses has increased dramatically in recent years, “most notably
after 2014, another recent study found.*® Medicaid spending on naloxone, a federally approved
medication to treat opioid overdoses, skyrocketed 90,205 percent between 2011 and 2016. The
increase is especially pronounced in Medicaid expansion states, where Medicaid payments for
“specialty treatment” for substance use disorder “largely related to opioids™ have increased 75
percent “in expanding states relative to non-expanding states, post expansion,”’’

55 MEDICAID & CHIP PAYMENT ACCESS COMM'N, supra note 14.

* Lisa Clemans-Cope, et al., supra note 28.

*7 Johanna Catherine Maclean & Brendan Saloner, The Effect of Public Insurance Expansions on Substance Use
Disorder Treatment: Evidence From the Affordable Care Act (Nat’l Bureau of Econ. Res. Working Paper Series,
Paper No. 23342), hitp://www.nber.org/papers/w23342 ndf.
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MEDICAID, OPIOIDS, AND THE LEGAL SYSTEM

The human tragedy of the opioid epidemic is playing out in courtrooms across the nation,
as prosecutors have increasingly focused on health care fraud. The crackdown reflects the
conclusions of the U.S. Government Accountability Office, which in 2015 found potential
prescription-drug fraud and abuse among thousands of Medicaid beneficiaries and hundreds of
prescribers in four states.*®

To better document the role of Medicaid in the opioid crisis, majority staff compiled
information from court cases involving improper use of Medicaid to obtain or sell opioids.
Searches of open-source databases from 2010 to 2017-—four years before Medicaid expansion
and four years after—resulted in several hundred cases.” During that period, the searches show,
at least 1,072 people were convicted or charged nationwide with exploiting Medicaid to obtain or
sell prescription opioids. The cases—nearly 300 in all—were filed in federal, state, and local
courthouses, with specific charges ranging from Medicaid fraud to drug trafficking. Eighty-five
percent of the cases were in Medicaid expansion states. Prosecutors brought 117 criminal cases
in the four years before the expansion took effect in 2014. In the four years since expansion, at
least181 cases have been filed—a 55 percent increase. The number of criminal defendants
increased 18 percent in the four years after Medicaid expanded, compared to the four years prior
to Medicaid expansion.

Even this much activity in our courts is just the tip of the proverbial iceberg and likely
represents only a fraction of the actual amount of Medicaid fraud involving opioids. Government
reports and studies show that all crime is generally under-reported, while healthcare fraud in
particular “is rarely detected.”®” Even when law enforcement finds enough evidence to
investigate, only a small number of cases result in prosecution.®' Efforts to fight Medicaid fraud
have been hampered by limited law enforcement budgets and the complexity of some cases. Last
year, the head of the Department of Justice Criminal Division suggested that the government is

5 U.S. GOV'T ACCOUNTABILITY OFF., GAQ-15-390, MEDICAID: ADDITIONAL REPORTING MAY HELP CMS OVERSEE
PRESCRIPTION-DRUG FRAUD CONTROLS (2015), hitp://www, ga0.gov/assets/680/67 1241, pdf.

*® The searches were conducted in Lexis Advance and PACER, the federal court database, and yielded press releases
from law enforcement agencies, news articles, and court documents. Search terms included the words Medicaid;
charge; and specific prescription opioids or commonly used brand names, such as oxycodone, OxyContin,
hydrocodone, Percocet, codeine and suboxone. In some instances, committee staff followed up with phone calls to
prosecutors’ offices to solidify case details, Cases were counted if they met the criteria—Medicaid fraud involving
opioids. The searches were thorough; however, they were not scientific or comprehensive, and are intended to
represent only a sampling.

© Jesilow &Burton, supra note 23.

o U.S. GOV'T ACCOUNTABILITY OFF., GAQ-12-820, HEALTH CARE FRAUD: TYPES OF PROVIDERS INVOLVED IN
MEDICARE, MEDICAID, AND THE CHILDREN’S HEALTH INSURANCE PROGRAM CASES (2012),
JAWWW.280.20V/a55e1s/030/647849.pdf; see also U.S. GOV'T ACCOUNTABILITY OFFICE, supra note 24 at 3 n.6, 6
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still unaware of the extent of Medicaid fraud, 53 years after the program was signed into faw.
“Once can only imagine that significant fraud exists in other government health care programs,
such as Medicaid . . . it’s troubling as a prosecutor and as a taxpayer,” then-Assistant Attorney
General Leslie R. Caldwell, told a health care trade group‘62

Despite the limitations, the searches reveal a compelling universe of cases that show the
depth and depravity of the Medicaid-opioids connection. The tales of prosecutors, agents and
judges fighting to safeguard the nation’s streets illustrate that the opioid epidemic is indeced
raging across America—and that Medicaid is assisting it in a variety of ways. There appears to
be no limit to the types of schemes used to scam the Medicaid program, from large drug rings
that employ beneficiaries as “runners” to fill oxycodone prescriptions, to nurses working the
night shift who steal hydrocodone pills from patients. Illicit painkillers obtained with Medicaid
cards are being resold at handsome profits nationwide, in places ranging from the streets of
Milwaukee to a Native American reservation in upstate New York.

These criminal enterprises are creating a new class of drug dealers, who profit from pills
that are otherwise legal and at the federal government’s expense. The taxpayer-funded wealth
can be staggering: one New York physician and accused trafficker lives in a mansion known as
“The House that Oxycodone Built.” Another owner of dozens of skilled nursing facilities,
charged with orchestrating a $1 billion scheme to defraud Medicaid (and Medicare), drove a $1.6
million Ferrari. Some cases test the limits of the bizarre. In Georgia, a woman allegedly
impersonated her twin sister to get Medicaid-funded oxycodone.

Even legitimate methods to treat opioid addiction arc falling victim to the temptation to
send Medicaid the bill. An increasing number of recent prosecutions have targeted the illicit use
of suboxone, which is used to help addicts but can also get them re-hooked. In one Kentucky
case, the owner of a suboxone clinic is accused of improperly prescribing medication and
defrauding Medicaid, prompting the state’s attorney general to decry how “wrongful prescribing
of suboxone is flooding our communities with yet another drug that is killing our children.” All
of these varied criminal cases highlight the human toll of an epidemic that has captured the
nation’s attention, such as the rccent guilty plea of an Ohio doctor and his wife for running a pill
mill that distributed Medicaid-funded oxycodone. Seven patients died from the illicit
preseriptions. New York attorney general Eric T. Schneiderman captured the urgency of both the
opioid crisis and its connection to Medicaid as he in 2016 announced the indictment of a
suboxone clinic owner accused of defrauding Medicaid. “The opioid epidemic should not serve

% Press Release, U.S. Dep’t of Just., Assistant Attommey General Leslie R. Caldwell Speaks at Health Care
Compliance Association’s 20 Annual Compliance Institute (Apr. 18, 2016),
https://www justice. coviopa/speech/assistant-attorney-general-lestie-r-caldwell-speaks-health-care-compliance-

assac
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as an excuse for unscrupulous individuals to illegally line their own pocﬁkets,” he said.
“Medicaid is intended to protect some of our most vulnerable citizens.”*

* Press Release, N.Y. Att’y Gen. Off., Schneiderman Announces Indictment And Arraignment of Clinic Operator
For Allegedly Defrauding Medicaid By Offering Bogus Substance Abuse Treatment (Nov. 29, 2016),
htps://ag.ny. govipress-release/ag-schneiderman-announces-indictment-and-artaignment-clinic-operator-allesediy.
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CASE STUDIES

Case Study 1: Drug Dealer “Would Solicit People with Medicaid Cards” to Fill
Prescriptions for Opioids

Key Facts

e Ramphis Pacheco ran a drug ring near New Haven, Connecticut that distributed more than
6,000 oxycodone pills, valued on the street at $185,400.%

¢ Pacheco deliberately targeted Medicaid recipients to act as “runners™ and fill the illicit
prescriptions using their Medicaid cards in exchange for cash.®®

¢ Police said Pacheco “preyed on” these Medicaid beneficiaries and that numerous pharmacies
did not question the phony prescriptions “because of the mere fact that [the beneficiaries had]
Medicaid.”*

Background

According to narcotics detectives in Wallingford, Connecticut, Ramphis Pacheco “was
the brains behind the [drug] ring™ that operated from May through October 2014.°" Pacheco
took advantage of the unique status of prescription opioids, which can be obtained legally and
then resold on the street. Using this business model that targeted Medicaid beneficiaries to
purchase opioids for resale, Pacheco experienced high profits—until a call from a suspicious Rite
Aid employee eventually tipped off the police,*® After a six-month investigation,® the probe
culminated in Pacheco’s arrest in 2015, as well as charges against 11 other defendants who
served as his accomplices.”

The Scheme
According to one detective involved in the case, Pacheco recruited and “preyed on”

Medicaid beneficiaries, people who were “down on their luck™ and had incentives to carn extra
money by using their Medicaid cards to obtain opioids. "' Law enforcement officials described

* Lauren Sievert, Police Identify 11 Charged In Prescription Drug Probe, REC.-]., Feb. 19, 2015, at A03.

:’(5 Telephone Interview with Wallingford, Conn. Detective, supra note 13.

K.

7 CBS CONN., Man Charged with Moving lllegal Pills, hitp://connecticut.cbslocal.com/201 5/02/1 7/man-charged-
with-moving-il (last updated Feb. 17, 2015).

th Wallingford, Conn. Detective, supra note 13.

 See Doug Stewart, Meriden Man Ran Prescription Drug Ring, Victimized at Least 4 Doctors: Police, FOX61
NEWS (Feb. 17, 2015), hup://fox61.com/2015/02/1 Z/meriden-man-accused-in-prescription-drug-fraud-operation/.
K Sievert, supra note 64; see also CBS CONN., supra note 67.

™ Telephone Interview with Wallingford, Conn. Detective, supra note 13.
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72

how “Pacheco would recruit people in need of money,”’ and would “solicit[] people” with
Medicaid cards.”™ Pacheco paid these individuals small accounts of money to obtain opioid
prescriptions from multiple doctors and give him the pills, which Pacheco would then resell on
the street. ™

Not only did some Medicaid beneficiaries have a strong incentive to work with Pacheco,
but they turned out to be ideal accomplices: They could fill prescriptions for oxycodone without
drawing attention from pharmacies. When beneficiaries entered pharmacies “with their Medicaid
cards and [driver’s] licenses,” they could get opioids because they “werc really who they said
they were,”” one detective said. According to law enforcement, the trust that pharmacists
placed in these beneficiarics “was based on the program itself . . . . Medicaid is what allowed
{Pacheco] to make so much money, with so little risk . . . .” 7

BX targeting indigent people on Medicaid, Pacheco was able to “maximize [his]

profits.””" He gave co-conspirators about $50 to fill OxyContin and Percocet prescriptions at
pharmacies.”® The payments constituted a “minimal amount of money™ in return for the
rewards: 30 mg pills of OxyContin, often as many as 120 per prescription.” Pacheco’s decision
to target those on Medicaid who had low-cost access to high-value drugs meant he realized
higher profits than if he had obtained the pills by other means. Pacheco knew it. He targeted
“people with Medicaid so the pills would not cost any moncy,”80 which made “[Pacheco’s] profit
margin . . . huge.” 8! Law enforcement confirmed that Pacheco could make more than $3,000
selling the contents of just one bottle of oxy.*

The Aftermath

Pacheco ultimately pleaded guilty in 2015 to multiple drug-related charges.®® He has
been serving out his sentence at the Robinson Correctional Institute in Enfield, Connecticut, and

7 Stewart, supra note 69,

”* Telephone Interview with Wallingford, Conn, Detective, supra note 13

™ Stewart, supra note 69.

;Z Tdelephonc Interview with Wallingford, Conn. Detective, supra note 13.
Id.

™ Stewart, supra note 69.
80 4

z’ Telephone Interview with Wallingford, Conn. Detective, supra note 13.

? 1d,

¥ See Case Docket No. NO7M-CR15-0281860-S, Conn. Jud. Branch,

hupfwww jud2 et govierdockets/Case Detail Disp aspx Psource=Pending & Key=02 1 §ceha-911 e-4a0d-aed 1
33¢7a9486269 (last updated Jan. 5, 2018) (in “Search by Defendant Name™ query, enter: “Pacheco” and “R”); see
also NBC CONN., Prescription Drug Ring Leader Preved on Poor to Get Pills: Cops,
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according to Connecticut’s Department of Corrections, he is scheduled to be released in January
2018.%

hitps:Zwww.nbeconnecticut. com/news/local/Prescription-Drue-Ring-1 cader-Preved-on-Poor-to-Get-Pills-Cops-
292194201 htmiZamp=v (last updated Feb. 17, 2015).

Y See Connecricur Department of Corrections Inmate Information Query for Ramphis Pacheco, CONN, DEP'T OF
CORRECTION, http:/iwww ctinmateinfo.state.ct.us/ (fast visited Jan. 5, 2018) (enter information for Ramphis Pacheco
into search query).
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Cast Study 2: Bronx Drug Market

Key Facts

e A Bronx grocery store was the site of a massive prescription drug ring trafficking
oxycodone, HIV medication, and other drugs.®

s The operation targeted Medicaid recipients and enabled them to supplement their income
and profit from prescriptions, with a ringleader standing at a street corner and directing
neighborhood residents on Medicaid inside the store.

e The accused perpetrators are also charged with orchestrating the near-fatal shooting of a
rival prescription drug trafficker,* illustrating the violence that can result from the nexus
between Medicaid and opioids.

Background

Carlos Paniagua; Osvaldo Paniagua, Jr.; Rafael Paniagua; Osvaldo Paniagua; Joan
Torres; Victor Luna; and Ramon Pichardo were accused of running a prescription drug ring out
of the Joaquin Grocery & Deli Store (the Joaquin Grocery) in the Bronx, New York.*” The
operation extended from at least 2008 to June 2014.85 A neighborhood resident described the
Joaquin Grocery as a “typical bodega, with a few men and women hanging out, socializing.”®
Neighbors began to suspect illicit activities were being conducted at the store, the resident was
quoted as saying, when “all the merch[andise] disappcared."’90

% See STS. NEWS SERV., Owners of Bronx Grocery Store that Trafficked in Prescription Drugs Charged in
Manhattan Federal Court With Orchestrating October 2010 Near-Fatal Shooting of Rival Trafficker, LEXIS
ADVANCE (Feb. 11, 2015), https://advance lexis.com/document/?pdmfid=10005 1 6 &crid=4c0e586-fh70-4977-962f-
€635756132e2b&pddocfullpath=%2Fshared%2Fdocumeni%2 Fnews%2Furn%3 Acontentitem%3ASF8T-STI1-JCBF-
SON9-00000-00&pddocid=urn%e3 Acontentitem%3 ASF8T-STJ1-JCBF-SON9-00000-
00&pdcontentcomponentid=8058&pdteaserkey=sr596&ecomp=m4ntk& carg=sr596&prid=0e944718-2613-4e35-
8977-8fcS8faff9dd&cbe=0.

8 17

%7 See Press Release, U.S. Att’y Off. S. Dist. of N.Y., Owners of Bronx Grocery Store That Trafficked In
Prescription Drugs Charged in Manhattan Federal Court With Orchestrating October 2010 Near-Fatal Shooting of
Rival Trafficker (Feb. 11, 2015), https:/www justice.goviusao-sdny/priowners-bronx-grocery-store-trafticked-
prescription-drugs-charged-manhattan-federal,

¥ See Compl., United States v. Paniagua, No. 1:14-cr-00547 (N.Y. Magis. Ct. 2014),

hitps://www justice gov/archive/usag/nys/pressreleases/June 1 4/)oaguinGroceryArrestsPR/Paniagua®20et%20al%2
0Complaint%20(signed).pdf.

¥ Ben Shanahan & Joe Hirsch, Family Drug Ring Busted in Melrose, MOTT HAVEN HERALD (June 24, 2014),
http://www motthavenherald.comi2014/06/24 Tamily-drug-ring-busted-melroge’.

90[(].
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The Scheme

The drug transactions at the Joaquin Grocery typically “took place in a small room
behind a door at the back of the store, where Medicaid beneficiaries provided their bottles to the
defendants for cash.”®! Having amassed large quantities of Medicaid-funded OxyContin pills,
the defendants then re-sold them on the street.”

As prosecutors explained, the scheme showcased the financial incentives that can lead to
Medicaid being exploited to obtain or sell opioids. The ringleaders would “profit by exploiting
the difference between the cost to the patient of obtaining bottles of prescription drugs through
Medicaid—which typically is zero—and the hundreds of dollars per bottle that pharmacies or
individuals pay to purchase those drugs.””

A conversation between an FBI confidential source and a participant in the scheme
demonstrated its profitability. The confidential source, seeking to bring in 190 Percocets to the
grocery, asked the participant how much a single Percocet pill would cost. “Four dollars. Four,
four and a half,” the participant responded.®® In other words, at $4 a pill, a bottle with 190
Percocets would generate a street value of $760. The scale of the operation was enormous: the
cars allegedly used in the scheme contained 1,000 bottles of prescription medication and
hundreds of loose pills.g5

To attract business, according to informants, Carlos Paniagua would stand at a restaurant
on the corner of 150th Street and Morris Avenue directing Medicaid beneficiaries to the Joaquin
Grocery.” In October, 2010, the scheme turned violent. When a rival prescription drug
trafficker attempted to steal the grocery’s illegal prescription drug supply, participants in the
Joaquin drug ring alleged shot their rival, almost killing him.”’

Aftermath

A number of the accused perpetrators have pleaded guilty, while charges are pending for
others. Preet Bharara, then-U.S. attorney in Manhattan, stated that “instead of earning an honest
living at their grocery store, the defendants turned it into a drug market that took advantage of

! Press Release, Fed. Bureau of Investigation, Six Charged in Manhattan Federal Court for Operating Illegal
Prescription Drug Ring Out of Bronx Grocery Store (June 24, 2014), https://www tbi gov/contact-ys/field-
offices/newyork/news/press-releases/six-charged-in-manhattan-federal-court-for-operating-iliegal-prescription-drue-
ring-out-ot-bronx-grocery-store.

92 Id

% Compl. at 21, United States v. Paniagua, supra note 88.

94 [d

% Shanahan & Hirsch, supra note 89.

% Compl. at 12, United States v. Paniagua, supra note 88.

77 See STS. NEWS SERV., supra note 85.
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impoverished Medicaid beneficiaries, spawned violence in its neighborhood, and endangered
public health and safety.””®

According to George Venizelos, the FBI's former assistant director in charge, the
defendants “defrauded Medicaid and the U.S. taxpayers while threatening the health of patients
whose prescriptions were filled with diverted, mishandlied and repackaged medications.””

After the arrests, the Joaquin market closed for business, prompting a longtime resident
to say the neighborhood breathed a “sigh of relief,” adding “you have no idea how glad we
are.” 1% Nevertheless, the damage had been done, with Medicaid beneficiaries and defendants
profiting from diversion of taxpayer-funded pills to the streets.

% Press Release, U.S. At’y Off. . Dist. of NY; Six Charged In Manhattan Federal Court For Operating [legal
Prescription Drug Ring Out of Bronx Grocery Store (June 24, 2014), https://www justice, soviusao-sdny/pr/six-
n-federal-court-operating-illegal-prescription-drug-ring-out-bronx.

1% Shanahan & Hirsch, supra note 89.
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Case Study 3: Pharmacist Defrauds Medicaid, Filling Opioid Prescriptions from
“Dr. T” and “Dr, Z”

Key Facts

» David Russo, a Maryland pharmacist, admitted in federal court that he improperly billed
Medicaid for hundreds of thousands of illicit prescriptions for opioids, defrauding the
program out of at least $90,000,'"!

* Russo knew that two physicians—identified only as “Dr. T” and “Dr. Z"—wrote
prescriptions for excessive amounts of oxycodone and methadone, yet he continued to
fraudulently bill Medicaid for these prescriptions. '

e Inarelatively short time, Russo became one of “the largest dispensers of [oxycodone and
mcthado]no?] in the entire State of Maryland™ before law enforcement caught on to his
scheme. ™"

Background

“Licensed pharmacists know that it is im&aroper to . .. fill a prescription that is issued
outside the usual course of medical treatment.”™" Yet that is exactly what David Russo admitted
to doing, at taxpayer expense. '°> Russo, a licensed pharmacist, owned and operated Western
Maryland Pharmaceutical Service, Inc.,mh doing business as “Russo’s RX,” in Hagerstown,
Maryland.'” In May 2013, federal prosecutors filed charges against Russo after he unlawfully
“submitted claims for controlled substances™ for approximately two years.mB Russo ultimately
defrauded Medicaid and Medicare, receiving payments from the government totaling in the tens
of thousands of dollars.'®

"% See Press Release, U.S. Att’y Off. Dist. of Md., Hagerstown Pharmacist Sentenced to 30 Months In Prison for
Health Fraud For Improperly Billing Medicare And Medicaid (Aug. 22, 2013), htips:/, fustice. gov/usao:
nd/prihagerstown-pharmacist-sentenced-30-months-prison-health-care-fraud-improperty-bifling.

"2 Russo also fraudulently billed Medicare. See Plea Agreement Attachment A-Statement of Facts at 2, United
States v. Russo, No. 1:13-cr-00240-GLR (D. Md. Dec. 19, 2017), ECF No. 8.

" 1d at3.

O rd a1,

105 [d

" Compl. at 1, United States v. Russo, No. 1:13-¢r-00240-GLR (D. Md. Dec. 19, 2017), ECF No. 1.

07 LS. Att’y Off. Dist. of Md. Press Release, supra note 101,

1% See Compl, at 3, United States v. Russo, supra note 106 (detailing Russo’s running this scheme from “sometime
in or about January 2009 until in or about December 2010, in the State and District of Maryland, and elsewhere™),
1% See Plea Agreement Attachment A at 3, United States v. Russo, supra note 102.
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The Scheme

Russo established a reputation with customers for his willingness to fill prescriptions for
oxycodone and methadone that “he knew were issued outside of the legitimate medical
course.” "' According to the Justice Department, “[t]he sheer number of prescriptions for
oxycodone and methadone indicated that the prescriptions were not valid.”""! For example,
“[fJrom January 1, 2009 through December 31, 2010, Russo’s Rx dispensed over 700,000 dosage
units of oxycodone and 117,000 dosage units for methadone for . . . invalid prescriptions”
written by doctors. 12 This volume of prescriptions made Russo “one of the largest dispensers of
[oxycodone and methadone] in the entire State of Maryl:a.nd.””3

Most of the illicit prescriPtions were written by “Dr. T” and “Dr. Z,” whose offices were
not close to Russo’s pharmacy.'"* In fact, when Drug Enforcement Administration (DEA)
agents interviewed other pharmacies located near Russo’s Rx, each of them “advised the DEA
about the[ir] concerns about the legitimacy . . . of Dr. T and Dr. Z’s prescriptions.”'"* Believing
that the patients were “pharmacy-shopping,” these pharmacies refused to fill the
prescriptions. 1 Russo took a different approach. Customers “knew that Russo’s Rx was the
‘one and only pharmacy that would fill’” prescriptions from Dr. T and Dr. z.M

Russo had others reasons to know that he was filling suspect prescriptions. Some
customers came to him from out of state.''® Others called “ahead of time to ask [Russo] if he
had [O%xyContin ‘in stock® and how much it would cost.”''® Some clients came together in
vans. 2 Still, Russo continued providing pills.

Not only did Russo develop a reputation for filling prescriptions that Medicaid would
reimburse, he also accepted cash from certain patients,'*! Russo even had a cash counting
machine at his pharmacy, which helped him count at least 55 cash deposits totaling $862,000
between December 2009 and June 2010.'%

"% See generally U.S. Att’y Off. Dist. of Md. Press Release, supra note 101,

i1 Id

"2 Jd.; see also Plea Agreement Attachment A at 3, United States v. Russo, supra note 102.
''* Plea Agreement Attachment A at 3, United States v. Russo, supra note 102.
Md at2.

i1s [d

18 See Id.

"y

18 ld

9 [d

120 ld

2y

122 Id
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Ultimately, Russo’s scheme not only defrauded taxpayers, but also enabled the black
market for opioids. The DEA interviewed some of Russo’s customers, who “admitted buying
the drugs for resale—sometimes in the parking lot of the pharmacy.”'?*

Aftermath

In June 2013 '**—one month after the Department of Justice filed chargesm-—Russo
pleaded guilty to health care fraud for defrauding Medicaid and Medicare. 2 6 A federal judge
sentenced him to 30 months in prison and ordered him to pay restitution of more than $200,000.
Russo also forfeited $39,000 in cash agents seized from his pharmacy.'®” As part of his plea
agreement, Russo surrendered his pharmacy license. '

As Russo was sentenced, Gary Tuggle, then-Assistant Special Agent in Charge of
Baltimore’s DEA District Office, said the case exemplified how “[p]rofessionals, such as doctors
and in this case a pharmacist, who knowingly abuse their power and the public trust are drug
dealers, no different than the street dealers that sell illicit drugs(”‘29

123

1d
‘j‘ See Plea Agreement at 9, United States v. Russo, No. 1:13-cr-00240-GLR (D. Md. Dec: 19, 2017), ECF No. 8
15 See Compl. at 1, United States v. Russo, supra note 106.

:f:’ See U.S. Att’y Off. Dist. of Md. Press Release, supra note 101,
“ld

‘38 Plea Agreement at 7, United States v. Russo, supra note 124,
' See US. Att’y Off. Dist. of Md. Press Release, supra note 101,
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Case Study 4: A $1 Billion Fraud

Key Facts

e OnJuly 22, 2016, the Department of Justice charged Philip Esformes, Odette Barcha, and
Arnaldo Carmouze with conspiracy, money laundering, and health care fraud in
connection with a $1 billion scheme involving numerous Miami-based health care
providers.'** Esformes and Barcha were also charged with obstruction of justice. The
case is the Justice Department’s largest single criminal health care fraud prosecution ever
brought against individuals,™!

e Part of the scheme included giving pill-scekers opioids to entice them to participate. 132

» The conspirators are charged with fraudulently billing Medicaid and Medicare for about
14,000 patients. >

o In court documents, prosecutors accuse Esformes of participating in kickbacks with
corrupt medical professionals that included “high-end cscorts™ being flown to Orlando
and “chauffeured in limousines for liaisons with Esformes at the Ritz-Carlton Hotel.”'*!

e The scheme allegedly fueled an extravagant lifestyle for Esformes, who drove a $1.6
million Ferrari.

Background

Philip Esformes operated the Esformes Network, a group of more than 30 skilled nursing
homes and assisted living facilities that served thousands of Medicaid and Medicare patients. A
man who “seemed to live in perpetual motion,” he and his tather and business partner “took in
millions of dollars annually from federal programs for the sick and disabled.”"** Esformes was
also known as a prominent philanthropist; he and his family gave “millions of dollars to
synagogues, schools and medical facilities in the United States and Israel.”**®

%% Press Release, U.S. Dep’t of Just,, Three Individuals Charged in $1 Billion Medicare Fraud and Money
Laundering Scheme (July 22, 2016), htips://www.justice.gov/opa/pr/three-individuals-charged-1-billion-medicare-
fraud-and-money-laundering-scheme.

132

See Kate O’Keeffe, Justice Department Charges Three in $1 Billion Medicare Fraud Scheme in Florida, WALL
ST. 1. (July 22, 2016), httpsy/www. wsi.com/articles/justice-department-charges-three-in-1-billion-medicare-fraud-
scheme-in-south-florida- 1469218807,

3 See Jay Weaver, Bribes to Low-Paid State Worker Key to 81 Billion Miami Medicare Fraud Case, Prosecutors
Say, MiaMt HERALD (July 29, 2017), http://www.miamiherald. com/news/local/article 164232522 html.

3 David Jackson & Gary Marx, Nursing Home Operator From Chicago Jailed as Feds Allege 81 Billion Scheme,
CHi. TRIB. {Oct. 4, 2016), http./www_chicagotribune.com/news/watchdog/ct-philip-esformes-jailed-met-2016 1002-
story.html.
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The Scheme

Esformes, Barcha and Carmouze are accused of admitting people to the Esformes
Network who did not qualify for skilled nursing home care or for placement in an assisted living
facility. Specifically, patients who were drug addicts, prosecutors said, were prescribed opioids
such as OxyContin to entice them to stay in the facilities.’*” Once admitted, the patients would
receive medically unnecessary services that were billed to Medicaid and Medicare. The
Esformes facilities earned more than $200 million in government reimbursements for fraudulent
services.®* Esformes, Barcha and Carmouze are also accused of receiving kickbacks by steering
these beneficiaries to other health care providers, who would also perform medically
unnecessary treatments—also billed to Medicaid and Medicare.

The fraudulent scheme reportedly fueled Esformes’ lavish lifestyle, which included $2.4
million of leased luxury vehicles, $2.1 million of leased private jets, $8.9 million spent to pay
credit card bills, and $960,000 spent to purchasc watches.'*® As of August 2014, Esformes
reported personal savings and assets worth $78 million. '’

According to prosecutors, Esformes took active measures to cover up his activities. In
2006, he had paid $15.4 million to resolve civil federal health care fraud claims for conduct that
was “essentially identical” to the later criminal scheme.”"*" Following the payment, Esformes
and his co-conspirators employed sophisticated money laundering techniques to hide their
identities from investigators.

Esformes’s efforts to cover his tracks also reportedly reached to the state government of
Florida. In February 2017, the Justice Department charged Esformes with bribing a former state
employee at the Florida Agency for Health Care Administration. Esformes’s business associates,
the charges alleged, paid the former employee $200 for information about each patient complaint
and $3,000 for each unannounced inspection schedule.'*?

‘f7 O’Keeffe, supra note 132.

%8 Brian Silber, Philip Esformes, Odette Barch, and Arnaldo Carmouze of Miami, Florida Arrested in Connection
to 81 Billion Medicare Fraud Scheme, COURTHOUSE INSIDER (July 25, 2016),

hitps://www. briansilber.com/2016/07/philip-esformes-miami-florida-arrested-alleged-involvement- 1 -billion-
medt raud-scheme htmi.

139 l(;,
o ry

“YU.S. Dep’t of Just. Press Release, supra note 130,
12

Weaver, supra note 133,
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Aftermath

The case is still pending, and all three defendants have pleaded not guilty. 43 A lawyer for
Esformes says he “adamantly denies any wrongdoing” and “stands by his lifelong record of hard
work and success, of providing quality service to people in his nursing homes, and of helping
persons in need.”'™ But the allegations illustrate not only potential misuse of taxpayer-funded
benefits, but also how desperate addicts can inadvertently participate in and facilitate the opioid-
related fraud of health care providers.

'’ See Criminal Doc., United States v. Esformes, No, 1:16-cr-20549-RNS (§:D. Fla. 2016) (on file with S. Comm.
on Homeland Sec. & Governmental AfY.).
" Jackson & Marx, supranote 134,
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Case Study 5: Small-town doctor defrauds Medicaid, endangers patients with
opioids

Key Facts

* In 2013, state prosecutors charged a small-town Indiana OB/GYN-—who had delivered
an estimated 4,000 babies in his career—with Medicaid fraud, theft, dealing in controlled
substances, and corrupt business influence. 143

» The probe began afier two pharmacies told authorities that Dr. Paul Kelty was
“prescribing the powerful and highly addictive painkiller hydrocodone to patients who
appeared to be drug abusers,”'*¢ _

¢ Court documents stated that Kelty “repeatedly overbilled Medicaid for office visits” with
female patients, "’ and prosecutors say the scheme specifically targeted Medicaid
beneficiaries and the Medicaid program.

Background

Kelty, an obstetrician and gynecologist, was a fixture in the small Indiana town of
Corydon, where he had delivered babies for decades.'* His office was “just down the road from
the Harrison County Justice Center.”** In 2015, Kelty pled guilty to charges of Medicaid fraud
and corrupt business practices.'®' The court sentenced him to four years of home incarceration
and required him to pay more than $22,000 in restitution. 132 Kelty also lost his license to
practice medicine.'*

The Scheme

The investigation began in February 2013, when investigators with the Indiana state
police, the state attorney general’s office, and the Harrison County prosecutor’s office raided

:jz See Grace Schneider, Doctor Freed as Bond is Reduced, COURIER-] (Louisville, Ky.), June 1, 2013, at B1.

147 ;Z

148 148 Telephone Interview by S. Comm. on Homeland Sec. & Governmental Aff. Staff with Otto Schalk, Harrison
County’s Prosecuting Att’y (Nov. 29, 2017).

" Schneider, supra note 145.

1% Marissa Alter, Bond Lowered for Doctor Accused of Sex Abuse, Medicaid Fraud, WLKY NEWS (May 31, 2013),
hip:hwww. wiky com/article/bond-lowered-for-doctor-accused-of-sex-abuse-medicaid-fraud-1/3743889.

S Southern Indiana Doctor Sentence for Medicaid Fraud, Corrupt Business Practices, BUS. J. (Louisville, KY.),
Aug, 7, 2015, htps:/www bizjournals. com/louisville/blog/morning callZ2015/08/southern-indiana-doctor-

:z As detailed below, Dr. Kelty also forfeited $700,000 in a related civil case. See /d.
> ld.
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Kelty’s office in Corydon. 134 The affidavit for the search warrant noted that at least six of
Kelty’s patients had fatally overdosed since 2008.'%

The following month, the Indiana Attorney General petitioned the state licensing board
to suspend Kelty for “practicing pain management by issuing monthly controlled substance
prescriptions to patients, in spite of the fact his specialty is OB/GYN” and other alleged
violations, “all presenting an alleged clear and present risk to the public.”*%

The Indiana Attorney General’s investigation found that between 2009 and 2012, Kelty
treated 1,283 patients and wrote 31,490 prescriptions totaling 1.08 million pills.”” In a 78-page
affidavit filed with Kelty’s arrest in May 2013, Harrison County Prosecutor Otto Schalk stated
that “Dr. Kelty was requiring his patients to submit to unnecessary office visits and procedures,
which ultimately would be turned in as unnecessary claims constituting Medicaid fraud.”'
Schalk added: “Virtually all of Kelty’s patients were being prescribed hydrocodone and some
patients were receiving a cocktail of hydroco[do]ne and Xanax, and that combination of those
taken concurrently is eight times more likely to result in an overdose.”'™

In treating one Medicaid patient—who was “an inappropriate candidate for chronic
opioid therapy” due to “[h]er history of sexual and physical abuse, as well as a history of
illegally obtaining drugs from [her] family members”—Kelty neither took a medical history nor
performed an initial physical examination. 190 Kelty simply “prescribed opiates to her without
medical legitimacy” and maintained the prescriptions throughout the patient’s pregnancy. '*' As
aresult, the patient’s daughter was born “with a diagnosis of neonatal abstinence syndrome.”
The baby spent nearly two months in a neonatal intensive care unit.'®> The expert reviewing Dr.
Kelty’s files concluded that “[b]oth mother and child were put in jeopardy as a result of [Dr.
Kelty’s] inl%gg)propriatc and dangerous prescribing habits, all the while being reimbursed by
Medicaid.

3% Alter, supra note 150.
155

' Order of Surrender at 1, In Re The License To Practice Medicine in the Commonwealth of Kentucky Held by
Paul D. Kelty, M.D., License No. 20164, 2000 Edsel Lane, Corydon, Indiana 47112, No. 1498 (Ky. B. Medical
Licensure 2014), hitp:/www state ky.us/agencies’khml/finalorders/20164.pdf.

57 Alan Stewart, OB-GYN Faces 22 Charges, CORYDON DEMOCRAT (June 5, 2013),

http/www, corvdondemocrat.com/Articles-News-i1-2013-06-04-2260056.114125-OBG Y N-faces-22-charges. humi
5 Alter, supra note 150.

914

i

1 Aff. of Dr. Timothy E. King at 4, Indiana v. Paul Kelty, No. 31D01-1305-FB-365 (Harrison Cty. Super. Ct, May
31, 2013) (Committee staff obtained court records from the Harrison County Prosecutor’s Office. Not all of the
records are available online).

16

lﬁlld
163 Id
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Another Medicaid patient visited Kelty every one to three weeks, and Kelty “routinely
refilled her hydrocodone prescriptions” despite his knowledge “of [the patient’s] excessive drug
seeking.”'® In this case, Dr. Kelty knew the patient was getting additional hydrocodone from a
dentist and “that she patronized muitiple pharmacies to obtain opiates.”'®’

Aftermath

Dr. Kelty ultimately pleaded guilty to one count of Medicaid fraud and one count of
corrupt business influence.'® A judge sentenced him to four years of home incarceration. "’ Dr.
Kelty also forfeited $700,000 in a companion civil action,'® some of which was used to fund
and produce a documentary concerning the dangers of prescription-drug and heroin addiction.’
But Kelty’s willingness to take advantage of Medicaid beneficiaries and prescribe drugs—
furthering addiction and creating opportunity for pill diversion—had already taken its toll on the
community he served for so long.

69

165
ld.
1% See 1. of Conviction at 1, Indiana v Paul Kelty, No. 31D01-1305-FB-365 (Harrison Cty. Super. Ct. May 31,
2013).
167 [d
"8 1d, at 2.
' See generally A Hit of Hell: The Addictive Grip of Heroin, FACEBOOK (last updated May 11, 2017),
https:/www facebook.com/hitofhell/ (deseribing documentary’s focus on preseription-drug and heroin abuse).
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Case Study 6: Taxpayer Dollars Down the Toilet

Key Facts

¢ On April 15, 2015, Patricia A. Hoehn pleaded guilty in a scheme to use opioids to
defraud the Missouri Medicaid program. 170

o Hoehn, a licensed pharmacist, admitted in federal court that she used three prescriptions
for a cough syrup containing hydrocodone, while falselly representing to Medicaid that
the medication had been prescribed to three children.'”

o In her plea agreement, Hoehn admitted that she destroyed her cell phone by putting it in a
toilet to prevent law enforcement officials from obtaining incriminating information.'”?
While her case involves smaller amounts of Medicaid dollars than others, it illustrates the
depths to which some defendants will go to conceal the use of Medicaid to obtain
opioids.

The Scheme

Hoehn, of Farmington, admitted in court documents that she used “three prescriptions
that falsely stated and represented to Medicaid that a licensed medical doctor had prescribed a
cough syrup that contained hydrocodone, a narcotic opioid pain medication, to three
children.” In reality, the documents say, “the prescriptions were false because no licensed
medical doctor had actually prescribed the drugs to these three children on these three dates, and
Hoehn knew that the children were not actually receiving these drugs.”'"™

Hoehn, who was the pharmacist-in-charge of the pharmacy where she worked, stated that
she had ordered the drugs for three minor children of co-workers.'™* Over the span of 19
months, Hoehn “presented 28 prescriptions for Tussionex—a cough syrup containing the opiate
narcotic hydrocodone—to the Medicaid program. Some of the Tussionex prescriptions were in
Hoehn’s handwriting. Ultimately, Medicaid funded $4,794 worth of Tussionex.”' "

After a Missouri State Highway Patrol Trooper asked to examine her cell phone, Hoehn

admitted'”® that she destroyed the phone to prevent law enforcement officers from “searching it

170

Press Release, U.S. Att’y Off. E. Dist. of Mo., Farmington, Missouri, Pleads Guilty to Three Medicaid Fraud
Charges (Apr. 15, 2015), https://www.justice. gov/usao-edmo/pr/farmington-missouri-pharmacist-pleads-guitty-
three-medicaid-fraud-charges.

171 fd

172 Id.

173 1(1

:Z; Gov’t Sent’g Mem. at 2, United States v. Hoehn, No. 4:14 CR 00312 (CEI) (E.D. Mo. 2015), ECF No. 43.
id at 1-2.

1 1d at. 3.
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for text messages regarding these false prescriptions.”177 When asked wh7y she went so far as to
place her phone in the toilet, Hoehn said “because everyone told me to.”'"®

Aftermath

Hoehn pleaded guilty in April 2015 to three felony counts involving false statements to
the Missouri Medicaid program. The Government’s sentencing memorandum pointed out that
Hoehn caused financial loss to the Missouri Medicaid program, which already faced funding
limitations.'™ Prosecutors emphasized that her actions had deprived the program of resources to
help Missouri residents in need. Hoehn’s false statements, the memo said, “further impeded the
program from achieving its important policy objectives of taking care of low income patients,”‘80

On July 30, 2015, a federal judge sentenced Hoehn to three years of probation.'3! She
was ordered to perform 100 hours of community services and pay $4,794 in restitution to the
Missouri Medicaid Fraud Control Unit, '®

7S, Att’y Off. E. Dist. of Mo. Press Release, supramnote 170.
'8 Pharmacist Charged with Tampering, DAILY J. ONLINE, Jan. 10, 2013,
Hdailyiournalonline com/news/local/pharmacist-charsed-with-tampering/article. b9deb520-3b3b-11e2-8¢28-

! DAILY J. ONLINE, supra note 178.
182 Id
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Case Study 7: Doctor’s Alleged Behavior Highlights Suboxone-Related Medicaid
Fraud

Kcy Facts

e Curtis Edens, a Kentucky doctor who operated a Suboxone clinic that catered to Medicaid
beneficiaries, stands accused of illegally Rprescribed addiction-treatment drugs and defrauding
Medicaid.'® He has pleaded not guilty. '

¢ Dr. Edens’s Suboxone clinic was so crowded with patients, some from out of state, that
patients had difficulty finding parking.

o The case reflects an escalating problem: Medicaid fraud relating to abuse of an opioid,
Suboxone, that is itself used to treat opioid addiction.

Background

Dr, Edens specialized in “obstetrics/gynecology,”‘85 but was also a “Suboxone clinic
doctor.”'® He surrendered his Kentucky medical license in November, 2016, "7 and was living
in South Carolina when a grand jury in Lawrence County, Kentucky indicted him in May
2017.'® Dr. Edens waived extradition and returned to Lawrence to face the charges‘89 in an
investigation overseen by the Kentucky Attorney General’s Office of Medicaid Fraud and
Abuse." The grand jury charged Dr. Edens with Medicaid fraud, improperly prescribing a
controlled substance, and theft by deception. 1

i83

See Bill Estep, Former Suboxone Clinic Doctor Charged With Improper Prescribing, Health Care Fraud,
Lexington Herald Leader (May 15, 2017), hitp://www.kentucky.com/news/state/article | 30608602.hunl.

184 Update: Former Pain Clinic Doctor in Lawrence County, Ky. Enters Not Guilty Plea, WSAZ News, June 9,
2017, hup/fwww.w com/content/news/Former-pain-clinic-doctor-indicted-in-Lawrence-County-Ky-

422368233 himl. http:/fwww.wsaz conveontent/news/Former-pain-clinic-doctor-indicted-in-Lawrence-County-Ky-
42236 himi

'8 See Agreed Order of Surrender at 2, In Re The License To Practice Osteopathy In the Commonwealth of
Kentucky Held By Curtis D. Edens, D.O,, License No. 02610, 108 West Madison Street, Louisa, Kentucky 41230-
1327, No. 1355 (Ky. B. Licensure 2016), hitp://www.state. ky us/agencies/kbml/ finalorders/026 10.pdf.

1% press Release, Kentucky.gov, Beshear: Former Eastern Kentucky Suboxone Clinic Doctor Arraigned in
Lawrence Circuit Court (June 9, 2017), hitp:/kentucky. gov/Pages/Activity-
stream.aspxMn=AttornevQGeneral&prid=343.

%7 See Agreed Order of Surrender, supra note 185 at 10, 12.

'8 Former Louisa Suboxone Clinic Doctor Indicted on Fraud, Theft, Improperly Prescribing, DALY INDEPENDENT,
May 15, 2017, http//www.dailvindependent.com/news/former-louisa-suboxone-clinic-doctor-indicted-on-fraud-
‘1};;' f-improperly/article._020dal6e-399b-11¢7-a60d-7b744¢2 fd%ce. hunl,

' See Indictment at 5, Kentucky v. Edens, No. 17-CR-00041 (Lawrence Cty. Cir. Ct. May 12, 2017).
1 14 at 1-2; see also Press Release, Kentucky.gov, supra note 186.
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The Scheme

In 2016, Dr. Edens operated a Suboxone clinic at which prosecutors allege he illegally
charged Medicaid beneficiaries cash for his services. 192 prosecutors say he also defrauded
Medicaid by improperly prescribing Suboxone to patients.'” Although little additional
information has been made public in the criminal case, Kentucky’s Board of Medical Licensure
has previously addressed Dr. Edens’s medical methods.

In a November 2016 Order for Dr. Edens to surrender his license, the Board described
what it called troubling details of Dr. Eden’s practice and his treatment of patients. % Dr. Edens
agreed to the Board’s stipulation of facts, which concluded that he:

o prescribed Suboxone to pregnant women, which experts say can cause miscarriage or
premature labor;

» consistently failed to document any physical exams;

» consistently documented urine drug tests as negative when they were positive; and

e failed to meet minimum standards in prescribing and monitoring medications. '

The Board’s Order also noted that when police responded to a call from Dr. Edens’s
clinic in 2011, they found “that the parking area was so crowded that patients had to park”
anywhere they could. 17 The Board noted that “numerous vehicles were from surrounding
counties and several were from out of state.”'%

Aftermath

The prosecution of Dr. Edens continues, and the case reflects a larger trend: abuse and
diversion of Suboxone. Kentucky Attorney General Andy Beshear asserts that Suboxone “is
being actively abused by thousands of Kentuckians.”'*” In an increasing number of instances
nationwide, Medicaid is footing the bill for these illicit prescriptions.

”? Press Release, Kentucky.gov, supra note 186.

1% See Indictment at 4-5, Kentucky v. Edens, supra note 190 (alleging that “from December 20, 2011 through July
12, 2012,” Edens “knowingly or wantonly devised a scheme™ to defraud the Kentucky Medical Assistance
Program).

% Agreed Order of Surrender at 1, supra note 185.

15 1d. at 12 (reflecting Edens’s agreement and signature).

% 4. at 2.

147 [d

198 g7

' Laura Ungar, Rogue Doctors Exploit Loopholes to Let a Powerful Drug ‘Devastate a Community’, COURIER J.
(June 8, 2017), https:/www. courier-journal.cony/storv/news/investizations/201 7/06/08/ rosue-doctors-hands-
medicing-designed-treat-addiction-turns-into-new-habit/98522426/.
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In Kentucky, according to Attorney General Beshear, “the wrongful prescribing of
Suboxone is flooding [Kentucky] communities with yet another drug that is killing our children,
destroying our families and scarring our neighborhoods. While there are honest, legal Suboxone
clinics that provide real and needed treatment in our state, the rogue clinics who value money

. 2
over lives must be shut down.”

2 press Release, Kentucky.gov, supra riote 186,
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Case Study 8: Pain Doctor Threatens Murder to Protect Pill Mill

Key Facts

» From the outside, Dr. Shannon C. Ceasar ran a thriving medical practice in New Orleans. In
reality, Dr. Ceasar was operating what authorities called a “pill mill.” In April 2017, he
pleaded guilty in federal court to health care fraud.””’

o In telephone calls recorded by law enforcement, Dr. Ceasar threatened in graphic terms to
kill the agents investigating him, vowing that “they won’t cven be able to have an open
casket funeral. There will be nothing left above the Adam’s apple. 202

e Dr. Ceasar’s willingness to. hand out prescriptions for oxycodone defrauded Medicaid,
costing taxpayers $93,901.%

Background

No stranger to law enforcement, Dr. Ceasar had been investigated by the FBI in 2007 for
alleged “wrongful prescribing habits stemming from his operation of a [previous] clinic.”** Dr.
Ceasar voluntanly surrendered his Drug Enforcement Administration (DEA) registration number
that year.™®> He later obtained a new DEA number, and opened the Gulf South Physicians Group
in Metairie, Louisiana. Dr. Ccasar purported to run a family practice, and advertised himself “

a sub-specialist in chronic pain and substance abuse treatment and management"’206

The Scheme

“Despite-aspects of legitimate medical practice at [Gulf South Physicians Group],” court
documents alleged that Dr. Ceasar “ran what he admitted . . . was, in essence a ‘pill mill,” ie., an
operation in which he prescribed controlled substances to drug seekers and drug abusers without
a legitimate medical purpose . . . 27 Dr, Ceasar regularly prescribed high doses of opioids

! See generally Plea Agreement at 1-2, United States v. Ceasar, No, 2:16-cr-00174-MLCF-DEK (E.D. La. Apr. S,
2016), ECF 44; see also Press Release, U.S. Att’y Off. E. Dist. of La., Metairie Doctor Pleads Guilty to Operating a
Pill Mlll Threatening Federal Law Enforcement and Health Care Fraud (Apr. 5,2017),

httpsy/www justice.goviusao-edla/pr/metairie-doctor-pleads-guilty-operating-pill-mill-threatening-federal-taw-
enforcement.

2 Press Release, U.S. Att'y Off. E. Dist. of La., Local Doctor Arrested for Hlegally Dispensing Controlled
Substances and Threatening to Kill Law Enforcement (July 25, 2016), hitps://www justice goviusao-edla/pr/local-
doctor-arrested-illegally-dispensing-controlled-substances-and-threatening-kill.

% Plea Agreement at 2, United States v. Ceasar, supra note 201.

** Factual Basis for Plea Agreement at 2, United States v. Ceasar, No, 2:16-cr-00174-MLCF-DEK (E.D. La. Apr. 5,
2016), ECF 43,

205 Id

206 Id_
7 Id. at 4.
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including oxycodone,?® for $500 a prescription, often knowing that drug traffickers and addicts
would sell or abuse the medications.”” To cover his tracks, Dr. Ceasar “doctored” the files of co-
conspirator patiemsjzm and wrote the prescriptions in other people’s names rather than the names
of his co-conspirators.*"!

Furthermore, Dr. Ceasar routinely “breached the standard of care,” ensuring that almost
anyone could obtain opioids.?'? He generally issued prescriptions “with little or no investigation
into a patient’s past use of prescription drugs and without consultation with a patient’s prior
physician(s).” *'* He rarely reviewed drug screen tests.?’* And he often prescribed drugs to
patients at their first appointment, with little physical examination.?'® Dr. Ceasar’s prescription-
writing habits knew no bounds: he wrote and delivered prescriptions to patients in the clinic
parking lot, and at all hours.?'® He even “left signed prescriptions available at the clinic for
distribution” when he was absent and even outside the country.

Although Dr. Ceasar accepted only cash from “co-conspirator” patients,”'® many of his
customers had government health insurance that enabled them “to fill their prescription[s] with
little or no out-of-pocket expenses”219 for the valuable pills Ceasar provided. Between 2012 and
2016, Ceasar repeatedly issued medically unnecessary prescriptions for both oxycodone and
Suboxone, knowing that Medicaid would foot the bill.”

The medical and financial toll added up. Overall, Dr. Ceasar prescribed nearly 30,000
oxycodone pills for no legitimate medical purpose.”' Insurers paid $150,788 for the scam—
Medicaid paid $93,901, while Medicare paid $32,027.%%

With Dr. Ceasar’s fraud came great profit, and he made clear that he would take whatever
steps necessary to protect his “practice.” When he suspected he was under investigation, he made
repeated threats to kill law enforcement officers.** For example, during one telephone call with

2% 1d at 5.
2 1d at 5.
M0 rd at 8.
g at 5.
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a confidential source in July 2016, Dr. Ceasar said: “God help them, I swear to god .. .1 havea
f***%g arsenal in there enough to supply a small militia, you know I collect guns, I swear to
god if they come in there with a warrant I'm going to kill every single one of those sons of
bitches.”** Dr. Ceasar’s statement was apparently no empty threat: authorities later seized 33
weapons, including rifles, revolvers, pistols and shotguns, from his residence.”

Later the same day, authorities recorded Dr. Ceasar telling another confidential source:
“[T]f they happen to f**k with me again, they are all going to die. Every single one of them.”
Officers arrested Dr. Ceasar the day after learning of his threats.*

Aftermath

Dr. Ceasar pleaded guilty in U.S. District Court in New Orleans to committing and
attempting to commit health care fraud, conspiracy to distribute and dispense oxycodone outside
the scope of professional practice, and threatening to assault or murder federal law enforcement
officers.”?’ His sentencing is scheduled for January 2018.7%% In the words of former U.S.
Attorney Kenneth A. Polite:

[R]ather than doing no harm as a physician, Shannon Ceasar illegally dispensed
Oxycodone into a community struggling with an epidemic of opioid addiction. Then,
when the governing medical board and law enforcement dared to challenge his
criminality, Ceasar threatened to kill them. This level of disregard for human life,
particularly from a physician, is absolutely despicable.”

2 1d. at 10,

"B Id at 10; see also Compl. & Aff. In Support of Probable Cause for Criminal Compl:; App: A, United States v,
Ceasar, No. 2:16-cr-00174-MLCF-DEK (E.D. La. Apr. 5,2016), ECF 41.

Z;’ Factual Basis for Plea Agreement at 12, United States v. Ceasar, supra note 204,

;23 Plea Agreement at 1-2, United States v. Ceasar, supra note 201,

;’9 7LZS‘()ee Docket Report , United States v. Ceasar, No. 2:16-cr-00174-MLCF-DEK-1 (E.D. La. Apr. 5, 2016), ECF 58.
“ 7" Press Release, U.S. Att’y Off. E. Dist. of La., supra note 202.
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Case Study 9: Healers or Dealers? Ohio Doctor and Office Manager Wife Admit to
Defrauding Medicaid

Key Facts

e Dr. David Kirkwood ran a “pill mill” that distributed thousands of illicit oxycodone pills, all
paid for by Medicaid or Medicare. His wife worked as his office manager. Overall, the
scheme defrauded taxpayers out of nearly $1 60,000.2°

e Federal prosecutors said seven people died of drug overdoses resulting from the illicit
prescriptions. The Kirkwoods ultimately pleaded guilty to health care fraud.™'

s The government sought to seize approximately $2.5 million that Dr. Kirkwood and his wife
gained through the conspiracy‘23 2

Background

In one sense, Dr. Kirkwood was an established physician with a long record of serving
patients. He received his medical degree in Kentucky in 1983 and his license from Ohio in
1984.7** Between 1986 and 2014, Dr. Kirkwood ran Kirkwood Family Practice in Dayton,
Ohiop,?* Beverly Kirkwood served as office manager starting in 2009.2%

The Kirkwoods® practice proved to be both busy and lucrative. Dr. Kirkwood “saw up to
100 patients per day, charging them $100 per office visit.”**® But various warning signs led
federal and state law enforcement authorities to obtain a warrant and raid the Kirkwoods® office
in October 2012.27 A federal grand jury in U.S. District Court in Dayton indicted the couple in
2014.

7 Press Release, U.S. Att'y Off. S. Dist. of Ohio, Doctor, Wife Plead Guilty to Runining Pill Mili (Aug. 30, 2017),
hitpsfwww Justice.cov/usan-sdohipridoctor-wife-plead-guiltv-running-pill-mifl.

#'1d; see also Indictment at 13-14, United States v. Kirkwood, No. 3:14-cr-168 (S.D. Ohio 2014), ECF 4 (minute
entries detailing the Kirkwoods® guilty pleas).

U8, Aty Off. S. Dist. of Ohio Press Release, supra note 230.

3 Indictment at 2, United States v. Kirkwood, supra note 231.

BUrd at 1.

25 g

“° Id. at 9-10 (alleging Dr. Kirkwood would “examine” between 60-100 patients per day); see also U.S. At’y Off.
S. Dist. of Ohio Press Release, supra note 230.

7 Mark Gokavi, Doctor, Wife Indicted for Allegedly Running ‘Pill Mill’, DAYTON DAILY NEWS (Dec. 17, 2014),
hty yww davtondailvnews.com/news/erime--law/doctor-wife-indicted-for-allegedly-running-pill-
millloFpMi6mryx0ZhMXpMEmQVI/.
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The Scheme

Beneath the Kirkwoods™ family business lurked a darker reality. The eouple fueled the
opioid epidemic—and bilked federal taxpayers—to line their own pockets. The “investigation
found that this doctor took advantage of those sufferin; from addiction in the Dayton area for
personal gain,” according to Ohio’s Attorney General. 8 By doing so, the Kirkwoods not only
harmed patients, but also ultimately defrauded Medicaid. The Kirkwoods allegedly conspired to:

[FJraudulently obtain money and funds from medical benefit plans, including
Medicare, Medicaid and Medicaid managed care organizations (MCOs), through
the billing of medical examinations and prescribing of controlled substances
which were billed to Medicare, Medicaid and MCOs without determining if there
existed any legitimate medical need or purpose . . . [for the prescription of
controlled substances including opioids]‘m

Dr. Kirkwood “provided large amounts of prescription medications” to addicts or those
diverting and selling opioids.**" The drugs included Opana, methadone, hydrocodone, and
oxycodone.**' The Kirkwoods allegedly sought “[t]Jo make as much money as possible” by
distributing the drugs “to patients, other drug users, and conspirators.”242 They often pocketed
cash payments for office visits.>* Prosecutors said the Kirkwoods® prescriptions fueled
trafficking and addiction in numerous states, including not only Ohio, but also Florida,
Kentucky, Oklahoma, South Carolina, Tennessee, Texas, and West Virginia.244

Moreover, the Kirkwoods allegedly knew what they were doing, having learned that a
vast number of their patients were drug addicts.”*** According to prosecutors, the couple simply
ignored “red flags” indicating that customers resold and abused the opioids.?*¢

Dr. Kirkwood also ignored how some patients’ physical traits—such as obesity and heart
problems—made prescribing drugs dangerous for them.?*’ Yet he still prescribed “excessive

8 U.S. A’y Off. S. Dist. of Ohio Press Release, supra note 230 (quoting current Ohio Aftorney General Michael
DeWine).

9 Indictment at 20-21, United States v. Kirkwood, supra note 231 (The Kirkwoods also, allegedly, repeatedly used
billing codes to charge insurers “that reflected a service that was more costly than what David Kirkwooed actually
performed.” See Indictment at 21, 22).

0 1d, at 21,

' 1d at23.

214 at9.

2 1d ar22.

M d at9.

2 1d at23.

Ho1d at 24,

7 1d. at 24-25.
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amounts” of opioids for these at-risk patients.m For example, Dr. Kirkwood prescribed
meéthadone and oxycodone, as well as other drugs to one patient for no “legitimate medical
purpose and outside the scope of medical practice,” leading to that patient’s death. 29

Aftermath

Dr. and Mrs. Kirkwood pleaded guilty to committing health care fraud, and Dr. Kirkwood
also pleaded guilty to unlawful drug traff'u:king‘250 The couple is awaiting sentencing and have
agreed to pay to nearly $160,000 in restitution for the loss to Medicaid and Medicare. =t

“When a doctor distributes Oxycodone without a legitimate medical purpose and outside
the scope of medical practice, that’s not just bad practice. It’s unlawful drug trafficking,” U.S.
Attorney Benjamin Glassman said after the Kirkwoods admitted their guilt. 32 “In pleading
guilty, David Kirkwood admitted that he was distributing opioids and other controlled substances
as a drug dealer, not as a doctor.”?%

248 [d

9 1d at 19; see also Mot. to Am. Indictment at 1, United States v. Kirkwood, No. 3:14-¢r-168 (S.D. Ohio 2014),
ECF 56 (consistent with the plea agreement, amending Count 8 to omit the sentence, “Death resulted . . . from the
use of the multiple controlled substances so distributed.”).

0 ULS. Att'y Off. S. Dist. of Ohio Press Relcase, supra note 230 (Dr. Kirkwood also pled guilty to one count of
unlawful drug trafficking); see also Plea on Indictment, United States v. Kirkwood, No. 3:14-cr-168 (S.D. Ohio
2014), ECF 54; Plea on Indictment, United States v. Kirkwood, No. 3:14-cr-168 (S.D. Ohio 2014), ECF 55(detailing
guilty pleas).

le U.S. Att’y Off. S. Dist. of Ohio Press Release, supra note 230.
252 [d

2

A}Id‘
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Case Study 10: A Foot Above Podiatry, Inc,

Key Facts

e A podiatrist prescribed opioids to “pill seeking” patients after performing painful and
medically unnecessary procedures on their toes and feet undertaken “to create the
appearance of legitimacy for his prescription of opioids.”***

e As part of his scheme, the defendant prescribed excessive amounts of oxycodone to those
who appeared to be “addicts” or even “drug dealers.”*>

¢ The podiatrist submitted fraudulent claims for the Procedures to Medicaid, along with
Medicare and four private insurance companies. > i

e In total, the podiatrist pocketed approximately $5 million from the scheme. >’

Background

Stephen Monaco was a licensed podiatrist who had practiced in Pennsylvania since
1983.°% He was the president and operator of A Foot Above Podiatry, Inc. in Havertown. >’

Monaco advertised himself as a committed physician, willing to address a variety of
health concerns. “I believe in finding solutions to all foot and ankle related problems, from
complex musculoskeletal issues to skin and soft tissue concerns. We take a holistic approach
and always recommend conservative care first,”** he was quoted as saying.

The Scheme

For nearly seven years, Mr. Monaeo capitalized on his “patients” opioid addictions and

4 press Release, U.S. Att’y Off. E. Dist. of Pa., Delaware County Podiatrist Sentenced to 8 Years in Prison for
Health Care Fraud (Feb, 7, 2017), https://www justice sov/usao-edpa/pr/delaware-county-podiairist-sentenced-8-
vears-prison-health-care-fraud.

3

35 See Gov't Sent’g Mem. at 3, United States v. Monaco, No, 2:16-¢r-00255-JS (E.D. Pa. 2015), ECF 23 (on file
with 5. Comm. on Homeland Sec. & Governmental Aff.).

56 Press Release, U.S. Aty Off. E. Dist. of Pa., Delaware County Podiatrist Pleads Guilty to $5 Million Health
Care Fraud (Aug. 23, 2016), https:/swww justice coviusao-edpa/pr/delaware-county-podiatrist-pleads-guiity-5-
million-health-care-fraud.

“7 Notice of Forfeiture at 3, United States v. Monaco, No. 2:16-cr-00255-1S (E.D. Pa. 2015),

httpsiYwww justice. eov/usao-edpa/file/869476/download.

“¥ Gov't Sent’g Mem. at 2, United States v. Monaco, supra note 255.

9 Notice of Forfeiture at I, United States v. Monaco, supra note 257,

*0Rose Quinn, Havertown Foot Doc Charged in $3M Medicare Scam, DELAWARE CTY. DAILY TIMES (June 22,
2016), http://www.deleotimes.com/article/DC/20160622/NEWS/160629869; see also Stephen Monaco, Dr. Stephen

Monaco, DPM, HEALTHGRADES, hittps://www. healthgrades.com/providers/stephen-monaco-2q2nf (last visited Jan,
5,2018).
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exploited vulnerabilitics in the Medicaid and Medicare programs.zm From January 2008 through
October 2014, he performed unnecessary procedures on patients seeking opioids, who appeared
to be addicts or possible drug dealers.”® According to court documents, these procedures
included “injections; nail avulsions (the separation and removal of an entire nail plate or portion
of a nail plate; a procedure generally requiring injected local anesthesia); and nail excisions (the
separation and removal of an entire nail plate or portion ofag)late, followed by removal of the
associated nail matrix; performed under local anesthesia).”?¢

After inflicting such pain, Monaco would reward his patients with oxycodone, creating
the appearance that these prescriptions were legitimate.”* He would then submit the claims to
the patients’ insurance providers, including Medicaid. During this time period, Monaco also
submitted claims for services he did not perform.**

In one particularly egregious instance, when a visibly pregnant woman came to Monaco’s
practice, he declined to turn her away. Instead, according to court documents, Monaco
prescribed the woman oxycodone throughout her pregnancy, endangering her unborn child, and
“administered painful injections in the pregnant woman’s heels, for which he billed Medicaid, to
justify the prescriptions.”m’ Five days before the patient gave birth, Mr. Monaco wrote her yet
another prescription for 90 pills of oxycodone.?’ The baby was born addicted to opioids and
“required extensive, and invasive, neonatal care to save his life and minimize the potential for
cognitive and developmental deficits, %

In some cases, staff members tried to stop Monaco from prescribing oxycodone to
patients and even “took [his] pens away so that he could not write prescriptions.”z(19 It did not
work: Monaco used the money from his fraudulent scheme to fund a “lavish lifestyle,” which
included a Bentley and a 19,000-square-foot home complete with an elevator, an eight-car
garage, a theater, and spa,270

.S, Aty Off. E. Dist. of Pa, Press Release, supra note 256.

%2118, Att’y OFf. E. Dist. of Pa. Press Release, supra note 254; see also Gov’t Sent’g Mem. at 3, United States v.
Monaco, supra note 255.

2% Natice of Forfeiture at 7, United States v. Monaco, supra note 257.

* See U.S. Aty Off. E. Dist. of Pa. Press Release, supra note 254,

263 Notice of Forfeiture at 7,10, United States v. Monaco, supra note 257.
26 Gov't Sent’g Mem. at 7, 9-10, United States v. Monaco, supra note 255.
7 1d. at 7-8 n.6.

8 1d. at 7-8.

2 1d, at 10,

7 1d at 10.
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Aftermath

It wound up taking an FBI operation to unmask Monaco’s fraud. In 2012, an undercover
FBI agent ?osing as a Medicare beneficiary seeking treatment visited A Foot Above on five
occasions,”’! recording her interactions with Monaco using a concealed video camera.”” The
agent began each visit by complaining of a “non-specified discomfort in her toes after
exercising.”?” Monaco treated the undercover agent by “merely [clipping] her toenails and
[wiping] her toes with alcohol.”*™ According to court documents, Monaco then “submitted false
claims on behalf of the [agent] to Medicare for services he had not performed. To justify
payments for the services billed for the [agent], Monaco included a false diagnosis of peripheral
arterial disease,”””” a narrowing of the arteries that reduces blood flow.

On June 22, 2016, prosecutors charged Monaco with “knowingly and willfully”
defrauding Medicaid, Medicare, and a number of insurance companies.”’® The case was part of a
larger health care fraud takedown of 301 individuals who were charged with participating in
schemes resulting in approximately $900 million in fraudulent claims.”” In August 2016,
Monaco pleaded guilty to health care fraud and surrendered his Drug Enforcement
Administration license. On February 7, 2017, he was sentenced to 8 years in prison and ordered
to pay $4,960,295 in restitution,”’®

Monaco’s case provides one of the more bizarre examples of the lengths to which pill-
seekers will go to obtain prescriptions. It likewise illustrates the criminal creativity of some
doctors, whose unscrupulous prescribing can facilitate the abuse and diversion of opioids.

*" Gov’t Plea Mem. at 6, United States v. Monato, No. 2:16-cr-00255-JS (E.D. Pa. 2015), ECF 8 (on file with S.
Comm. on Homeland Sec. & Governmental Aff.).

2 1d. a1 6.

1.

274 Id

i

7 Notice of Forfeiture at 10, United States v. Monaco, supra note 257.

*7 Press Release, U.S. Dep't of Just., National Health Care Fraud Takedown Results in Charges against 301
Individuals for Approximately $900 Million in False Billing (June 22, 2016),

approximately-000.
$U.S. Att’y Off. E. Dist. of Pa. Press Release, supra note 254,

2
3
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CASE SUMMARIES

Case Summary 1: “Super Dave” Drug Ring
o Defendant(s): David Thompson, Julian Cintron, and Alejandrino Delesus
e Case Year:’” 2017
e State: Connecticut

e Case Status: All three pleaded guilty in U.S. District Court in Connecticut. The court
sentenced Thompson, known as “Super Dave,”” to 14 years in prison; Cintron to 9 years in
prison, and DeJesus to 11 years in prison.

¢ Description of Scheme: The three men ran an organization that stole the identities of
medical providers. They used the stolen identities to write fraudulent opioid prescriptions for
individuals called “runners,” who filled the prescriptions. Nearly all of the prescriptions
were billed to Medicaid.

e Key Facts:

o Between February 2013 and September 2015, the drug ring stole the personal
identifying information of more than 50 doctors and other medical professionals and
fraudulently obtained more than 80,000 oxycodone pills.

o After the runners filled the prescriptions, the organization then re-sold the Medicaid-
funded 30 mg oxycodone pills for $20 to $30 each.

o Intotal, the drug ring wrote more than 800 fraudulent prescriptions using more than
270 different “patient” names.

Sources:

1. Press Release, U.S. Att’y Off., D. Conn,, Ring Leader of Fraudulent Oxycodone
Prescription Scheme Sentenced to 14 Years in Federal Prison (July 11, 2017),
https://www justice. gov/usao-ct/pr/ring-leader-fraudulent-oxyeodone-prescription-
scheme-sentenced-14-vears-federal-prison.

7 Case year, unless otherwise noted, refers to year of conviction or the year charges were filed if the case is still
pending,
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Case Summary 2: New York City Opioid Quid Pro Quo

e Defendant(s): 13 individuals, including two doctors and former New York State
Assemblyman Alec Brook-Krasny; 3 medical clinics; and 2 corporate entities.

e Case Year: 2017
e State: New York

e Case Status: Prosecutors filed charges against 13 individuals and 5 entities in Manhattan
state Supreme Court in April 2017. The case is pending.

» Deseription of Scheme: The medical providers are accused of writing medically
unnecessary prescriptions for people seeking opioids. As payment, the doctors allegedly
performed medical procedures and tests that were medically unnecessary or below standards
for reimbursement. Federal officials say the scheme defrauded Medicaid and also Medicare
out of millions of dollars.

¢ Key Facts:

o Individuals seeking opioid prescriptions came to three medical clinics in New York
City. Medical providers prescribed the opioid medication, provided that the
individuals agreed to certain medical treatment or diagnostic tests, which could be
billed to their health insurance—Medicaid or Medicare.

o In addition to running expensive medically unnecessary tests, practitioners billed
Medicaid for medical treatment that was far below standards for reimbursement. This
included, for example, billing a few minutes in a massage chair as a full physical
therapy session.

o From 2012 to 2017, these clinics and medical practitioners allegedly prescribed six
million oxycodone pills and ordered government-reimbursed procedures generating
more than $24 million in revenue.

o The laboratory run by Alec Brook-Krasny allegedly altered urinalysis test results for
patients, enabling them to test positive for alcohol yet continue to receive opioid
prescriptions.

Sources:

1. Press Release, DEA, Operation Avalanche: Millions of Narcotic Painkillers Pumped
Onto Black Market, Millions Fraudulently Billed to Medicaid, Medicare (Apr. 7, 2017),
https://www.dea.gov/divisions/nye/201 7/nyve04071 7.shtml.

2. Press Release, DEA, New Charges for Former NY State Assemblyman Brook-Krasny
(June 14, 2017), https://www.dea.gov/divisions/nye/2017/nyc061417.shtml.
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Case Summary 3: Maryland Pill Mill

o Defendant(s): Dr. Kofi Shaw-Taylor and nine other individuals.
o Case Year: 2017
e State: Maryland

e Case Status: In August 2017, local prosecutors charged Dr. Shaw-Taylor in Anne Arundel
County Circuit Court with 289 counts including conspiracy to commit drug distribution and
Medicaid fraud.

o Description of Scheme: Dr. Shaw-Taylor, a urologist, and his co-conspirators allegedly
operated two clinics that doubled as pill mills, prescribing opioids and other controlled
substances and billing Medicaid for drugs with no apparent medical purpose. The
prescriptions led to the deaths of two patients.

o Key Facts:

o Dr. Shaw-Taylor allegedly charged patients up to $500 in cash per visit for
prescriptions.

o Approximately 1,083 Medicaid patients received prescriptions from Dr. Shaw-Taylor,
737 of whom had no corresponding medical visits.

o From June 2015 through April 2017, for example, Dr. Shaw-Taylor is accused of
prescribing 283,666 doses of oxycodone for 403 Medicaid beneficiaries. Of these
Medicaid beneficiaries, 336 received prescriptions for opiates and benzodiazepines, a
dangerous combination of drugs that the FDA has warned should not be taken
together.

o At least two of Dr. Shaw-Taylor’s patients died from overdoses of the Medicaid-
funded medications.

Sources:

1. Press Release, Brian E. Frosh, Md. Att’y Gen., Attorney General Frosh Announces
Indictments Stemming From Multi-Agency, Multi-Jurisdictional Crackdown on Pill Mill
Operators (Aug. 10, 2017),
http://www.marylandattorneygencral.gov/press/2017/081017.pdf
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Case Summary 4: Doctor Writes More Opioid Prescriptions than Entire Medical Staff

* Defendant(s): Dr. Pawankumar Jain
e Case Year: 2016

e State: New Mexico

e Case Status: In February 2016, Dr. Jain pleaded guilty in U.S. District Court in New Mexicc
to unlawfully dispensing controlled substances and health care fraud. His sentencing is
pending.

e Description of Scheme: Dr. Jain, a neurologist who operated a pain management practice in
Las Cruces, prescribed painkillers to patients—including Medicaid and Medicare
beneficiaries—with no legitimate medical purpose.

o Key Facts:

o Prosecutors allege that Dr. Jain specifically targeted Medicaid and Medicare by
submitting claims for prescription medications he dispensed outside the usual course
of medical practice.

o At least four people died of overdoses from the drugs—primarily oxycodone and
methadone—Dr. Jain prescribed to them.

o In 2011, Dr. Jain was the top prescriber of pain medicines in New Mexico, writing
prescriptions for more than three million doses of medication to over 3,200 patients.
The second-ranked prescriber was the entire staff of residents at the University of
New Mexico Hospital, which prescribed 500,000 fewer doses for seven times as
many paticnts.

Sources:

1. Press Release, U.S. Att’y Off., D.N.M., Pawankumar Jain Pleads Guilty to Unlawfully
Dispensing Prescription Painkillers and Health Care Fraud (Feb. 11, 2016),
https://www justice.gov/usao-nm/pr/pawankumar-jain-pleads-guilty-unlawfully-
dispensing-prescription-painkillers-and-health.

2. Press Release, U.S. Att’y Off., D.N.M., Pawan Jumar Jain Arraigned on Superseding
indictment Adding New Charges of Unlawfully Dispensing Prescription Drugs and
Health Care Fraud Resulting in Deaths, https:/www.justice.gov/usao-nm/pr/pawan-
kumar-jain-arraigned-superseding-indictment-adding-new-charges-unlawfully.

3. Leslie Linthicum, State Medical Board Yanks Pain Doc’s License, Albuquerque Journal,
Jan. 3, 2013, https://www.abgjournal.coni/ 15730 /state-medical-board-vanks-pain-docs-
license.html,
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Case Summary 5: “It was like sex for pills.”

@ Defendant(s): Dr. Jose Jorge Abbud Gordinho
s Case Year: 2016
s State: West Virginia

e Case Status: In April 2016, Dr. Gordinho was sentenced to 8 years in prison after pleading
guilty in U.S. District Court in West Virginia to illegally prescribing opioids and defrauding
Medicaid and Medicare.

¢ Description of Scheme: Dr. Gordinho prescribed hydrocodone, an opioid pain reliever, for
illegitimate purposes and billed Medicaid and Medicare for medically unnecessary services.

*» Key Facts:

o In exchange for illegitimate prescriptions, Dr. Gordinho requested sexual favors from
temale patients. “It was like sex for pills,” the sentencing judge quoted a clinic staff
member as saying.

o Dr. Gordinho continued to prescribe pain medications for patients who failed drug
tests, contrary to standard medical practice.

o The court ordered Dr. Gordinho to pay more than $48,000 in restitution for
defrauding Medicaid and Medicare.

Sources:

1. Press Release, U.S. Att’y Off., S.D. W. Va.., Beckley Doctor Sentenced to Eight Years in
Prison for Federal Drug Crime and Health Care Fraud (Apr. 27, 2016),
https://www justice gov/usao-sdwyv/pr/becklev-doctor-sentenced-eight-vears-prison-
federal-drug-crime-and-health-care-fraud.

2. Wendy Holdren, Dr. Jose Gordinho Sentenced to Eight Years in Prison, The Register
Herald, Apr. 27, 2016, http://www.register-herald.com/news/dr-jose-gordinho-sentenced-
to-eight-years-in-prison/article_43354491-0a46-5d00-9102-afe7199b5166.html.

3. Press Release, U.S. Att’y Off., S.D. W. Va,, Pain Doctor Indicted on Federal Drug
Charges (Nov. 24, 2015), htips://www.Ibi,gov/contact-us/field-
offices/pittsbureh/news/press-releases/pain-doetor-indicted-on-federal-drug-charges.
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Case Summary 6: A Major Oxycodone Trafficker Who “Dealt Illegal Prescription Pills at
the Taxpayers’ Expense.”

¢ Defendant(s): Michael A. Mancusi
e Case Year: 2012
» State: New York

o Case Status: In October 2012, Mancusi pleaded guilty in Richmond County Criminal Court
to multiple felonies, including criminal possession and grand larceny. The court sentenced
him to seven years in prison.

s Description of Scheme: Following two car accidents, Mancusi fraudulently claimed serious
injuries to obtain no-fault insurance benefits through Medicaid, along with Social Security
Disability Insurance and Medicare. He allegedly then used the benefits to obtain
prescriptions for pain medications, which he re-sold for a handsome profit.

o Key Facts:

o From 2011 to 2012, Mancusi fraudulently received prescriptions for more than 6,000
oxycodone pills, as well as prescriptions for alprazolam (Xanax).

o After filling the prescriptions, Mancusi and an accomplice sold them to buyers,
generating more than $75,000 in a single year from the sales.

o Prosecutors called Mancusi “a major oxycodone trafficker” and said his conviction
ended “a scheme that dealt illegal prescription pills at the taxpayers” expense.”

Sources:

1. Press Release, Eric T. Schneiderman, N.Y. Att'y Gen., A.G. Schneiderman Announces
Jail Sentence for Major Oxycodone Trafficker on Staten Island (Dec. 12, 2012),
https://ag.nv.gov/press-release/ag-schneiderman-announces-jail-sentence-major-
oxveodone-trafficker-staten-island.
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Case Summary 7: Medicaid “Runners” and Stolen Prescription Pads

» Defendant(s): Jimmie Lee Simmons, Shantel Williams, and James Marsh, along with four
other co-defendants.

e Case Year: 2014
e State: New York

¢ Case Status: Simmons, Williams and Marsh were convicted in U.S. District Court in
Rochester on charges related to obtaining and distributing pain medicine. The court
sentenced Simmons to 6 months in prison; Williams to 12 months in prison, and Marsh to
five years in prison. The other four defendants were convicted as well.

* Description of Seheme: Williams took prescription pads from the doctor’s office where she
worked and wrote fraudulent prescriptions for OxyContin. The trio targeted Medicaid
beneficiaries, known as “runners,” to fill the illicit prescriptions.

o Key Facts:

o Simmons recruited people willing to use their Medicaid benefits to fill the fraudulent
prescriptions. In return, the co-conspirators paid these individuals $100 for cach
prescription charged to their Medicaid card.

o Williams sold the fraudulent prescriptions to her co-conspirators for $860 each.

o In total, the Justice Department estimated that the group filled 47 prescriptions, with a
street value of $180,000. The trio was ordered to pay more than $45,000 in restitution
to Medicaid.

Sources:

1. Press Release, U.S. Att’y Off., W.D.N.Y., Seven People Arrested; Charged with
Operating a Prescription Drug Ring (Dec. 13, 2012),
https://www justice. cov/archive/usao/nyw/2012/DrugRing pdf.

2. Press Release, U.S. Att’y Off., W.D.N.Y., Rochester Man and Woman Sentenced in
OxyContin Distribution Conspiracy (Sept. 25, 2014), https://www justice.gov/usao-
wdny/pr/rochester-man-and-woman-sentenced-oxycontin-distribution-conspiracy.

3. Press Release, U.S. Att’y Off., W.D.N.Y., Rochester Man Sentenced for His Role in
OxyContin Conspiracy (Oct. 29, 2014), hitps://www justice.gov/usao-wdnv/pr/rochester-
man-seatenced-his-role-oxveontin-conspiracy.
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Case Summary 8: A Pharmacy Calls, a Drug Dealer Answers

» Defendant(s): Nelson Quezada Sr. and his son, Riquelvin Quezada
e Case Year: 2016
» State: New York

» Case Status: Both individuals face drug charges and are awaiting trial. The senior Quezada
has been charged with Operating as a Major Trafficker, the only New York state drug charge
that carries a maximum sentence of life in prison.

s Description of Scheme: Father and son allegedly used stolen prescription pads to write
fraudulent prescriptions for $1.5 million worth of oxycodone. They recruited “runners” to
fill the prescriptions with Medicaid cards. The pills were then resold on the black market at
huge profit.

s Key Faets:

o The Quezadas targeted Medicaid beneficiaries who lived in their Bronx neighborhood
to fill the prescriptions at pharmacies in the Bronx and elsewhere. They paid runners
up to a few hundred dollars per prescription.

o The investigation identified 464 fraudulent oxycodone prescriptions, totaling more
than 51,000 pills, with a street value of more than $1.5 million.

o The Quezadas forged prescriptions with blank paper containing the names of doctors
not involved in the scheme. Most of the prescriptions contained a phone number, and
if any pharmacies called to verify information, investigators believe a member of the
drug ring answered the phone.

Sources:
1. Press Release, Off. of the Special Narcotics Prosecutor for N.Y.C., Father and Son
Charged with Running Prescription Drug Trafficking and Forgery Ring (Mar. 9, 2016),
hitp//www nve govhtml/snp/downloads/pdf/pr 03091 6.pdf.
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Case Summary 9: Four Million Hydrocodone and Millions in Medicaid Fraud

Defendant(s): Babubhai *Bob” Patel; his brother, Vinod Patel; and 36 other defendants.
Casc Year: 2014
State: Michigan

Case Status: Bob Patel was convicted in U.S. District Court in Michigan after a seven-week
trial in 2012 and sentenced to 17 years in prison. Vinod Patel was convicted in 2014 of
conspiracy to commit health care fraud and conspiracy to pay health care kickbacks. In July
2017, his sentence was vacated by an appeals court and sent back to the district court for
resentencing,.

Description of Scheme: Authorities say Bob Patel masterminded a massive health care
fraud and drug distribution ring that paid kickbacks to physicians in exchange for patient
referrals for home health care, which were billed to Medicaid and Medicare.

Key Facts:

o Vinod Patel hired marketers to find and recruit patients to visit physicians who
worked with the home health services company he owned with his brother. In
exchange for meeting with the physicians, Vinod Patel offered the patients
prescription drugs, including opioid painkillers and Xanax.

o Vinod Patel was arrested in connection with a larger investigation into his brother,
Bob, who defrauded Medicaid and Medicare through his network of 26 pharmacies.

o Bob Patel provided kickbacks and other illegal benefits to doctors in exchange for
writing illegitimate prescriptions, to be filled at his pharmacies through Medicaid,
Medicare, and private insurance.

o Intotal, the scheme bilked Medicaid and Medicare out of more than $60 million
between 2006 and 2011 and dispensed more than 250,000 illicit dosages of
oxycodone, along with four million dosages of hydrocodone.

Sources:

1. United States v. Patel, 694 Fed. Appx. 991 (6th Cir. 2017).

2. Press Release, U.S. Att’y Off., E.D. Mich., Thirteen Individuals Indicted in Health Care
Fraud and Drug Distribution Scheme (Mar. 19, 2013), https:/www justice.gov/usao-
edmi/pr/thirteen-individuals-indicted-health-care-fraud-and-drug-distribution-scheine.

3. Press Release, U.S. Att’y Off., E.D. Mich., Jury Convicts 38th Defendant in Health Care
Fraud Scheme (July 21, 2014), https;//www.tbi.cov/contact-us/field-
offices/detroit/news/press-releases/jury-convicts-38th-defendant-in-health-care-fraud-
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Casc Summary 10: A Nurse Grabs Norco, and Medicaid Pays

» Defendant(s): Stefanie Cook
e Case Year: 2017
o State: Mississippi

s Case Status: In January 2017, Cook was charged with Medicaid fraud and obtaining
possession of a controlled substance by fraud, misrepresentation or subterfuge. Her trial is
pending.

* Description of Scheme: Cook, a nurse who worked at a nursing center, allegedly stole
prescription painkillers intended for a Medicaid patient at the nursing facility.

o Key Facts:

o Cook worked as a registered nurse at the Covington County Nursing Center in
Collins, Mississippi. She allegedly obtained Norco, a combination of acetaminopher
and hydrocodone, from a patient.

o The case illustrates that the nexus between Medicaid and opioids can extend from
large-scale drug rings to individual medical professionals abusing their positions to
obtain opioids.

Sources:
1. Press Release, Jim Hood, Miss. Att’y Gen., Collins Registered Nurse Arrested on
Medicaid Fraud Charges (Jan. 27, 2017), hitp://www.ago state.ms.us/relcases/collins-
registered-nurse-arrested-on-medicaid-fraud-charges/.
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Case Summary 11: Former Medical Resident Uses Family to Defraud Medicaid

»  Defendant(s): Kyle Betts

» Case Year: 2017
» State: Missouri

* Case Status: Betts pleaded guilty in U.S. District Court in St. Louis to obtaining prescription
drugs that contained controlled substances through misrepresentation, fraud, forgery,
deception, and subterfuge. The judge sentenced him to three years of probation.

o Description of Scheme: Mr., Betts, a former medical resident, wrote more than 70
fraudulent prescriptions for opioid pain relievets such as Percocet and Norco, with some of
the illicit drugs paid for by the Illinois Medicaid program and Medicare.

o Key Facts:

o Betts, who worked at St. Louis University Hospital, wrote prescriptions using the
names of six people, including family members and former romantic partners, though
he did not have a physician-patient relationship with any of them.

o Betts personally went to pharmacies and presented some of the fraudulent
prescriptions.

o The scheme extended from November 2014 through February 2016.

Sources:
1. Press Release, U.S. Att’y Off,, E.D. Mo., Medical Resident Pleads Guilty to Fraudulently
Obtaining Prescription Opioid Pain Medications (May 19, 2017),
https://www justice,gov/usao-edmo/pr/medical-resident-pleads-guiltv-fraudulently-
aobtaimng-prescription-opioid-pain,
2. Former Medical Resident Admits Writing Fake Prescriptions, Assoc. Press St. & Loc.
(St. Louis), May 20, 2017.
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Case Summary 12: Kickbacks At A Medical Clinic
» Defendant(s): Natalia Dochim
s Case Year: 2016
e State: New York

e Case Status: Prosecutors charged Dochim with health care fraud, grand larceny, and money
laundering.

e Description of Scheme: Dochim, aided by co-conspirators, is accused of luring Medicaid
patients to her medical clinic by paying kickbacks and offering Suboxone prescriptions,
defrauding Medicaid out of more than $170,000.

s Key Facts:

o Prosecutors alleged that Dochim, who operated the clinic, targeted Medicaid patients
by presenting it as a legitimate substance abuse program.

o In reality, prosecutors say, the clinic often failed to take obtain medical histories for
patients, prescribed Suboxone at the maximum dosage, and sent patients to a
purported detoxification program that consisted of vitamin injections, which is not an
approved treatment for opioid addiction.

o Dochim, through the clinic, allegedly billed Medicaid for services never provided,
including spirometry, a pulmonary function test, and allergy testing. She is accused of
laundering the illicit Medicaid funds she received through various shell companies.

Sources:

1. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., A.G. Schneiderman Announces
Arrest of Clinic Operator for Allegedly Defrauding Medicaid by Offering Sham
Substance Abuse Treatment (Nov. 3, 2016), https://ag.ny.gov/press-release/ag-
schneiderman-announces-arrest-clinic-operator-allegedlv-defrauding-medicaid.
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Case Summary 13; Taking Patient Information at a Drug Treatment Center

» Defendant(s): Shanta R. Barnes

» Case Year: 2015

» State: Louisiana

» Case Status: Barnes pleaded guilty in U.S. District Court in Baton Rouge to health care
fraud and aggravated identify theft. A judge sentenced her to five years in prison, ordered
her to pay $17,582 in restitution and fined her $25,000.

» Description of Scheme: As program director of an in-patient drug treatment center, Barnes

used patient information, including Medicaid identification numbers, to obtain powerful
opioids for her own use while defrauding Medicaid.

» Key Facts:

o Barnes worked for Louisiana Health and Rehabilitation Options in Baton Rouge,
where she gained access to patients’ dates of birth and Medicaid identification
numbers.

o She used the information to obtain fraudulent prescriptions in the names of Medicaid
recipients and caused the submission of false claims to Medicaid.

o In less than a single year, Barnes obtained nearly 6,000 80-mg oxycodone pills
through the scheme.

Sources:

1. Press Release, U.S. Att’y Off., M.D. La., Former Director of Detox Center Convicted of
Health Care Fraud and Aggravated Identity Theft (Sept. 3, 2015),
https://'www.justice.cov/usao-mdla/pr/former-director-detox-center-convicted-health-
care-fraud-and-aggravated-identity~thefl.

2. Emily Lane, Ex-director of Baton Rouge Drug Rehab Admits to Using Patient Info to Get
Prescription Pills, The Times-Picayune, Sept. 3, 2015,
http://www.nola.com/crime/baton-
rouge/index.ssf/2015/09/rehab_director baton_rouge med.himl,
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Case Summary 14: Abusing an Opioid Treatment Drug to Defraud Medicaid

e Defendant(s): Dr. Richard Ng
» Case Year: 2014
o State: Massachusetts

¢ Case Status: Dr. Ng pleaded guilty in Suffolk Superior Court to submitting false Medicaid
claims; excessive Medicaid charges, and illegal prescribing. The judge sentenced him to two-
and-a-half years in prison, fined him $10,000, and ordered him to pay approximately $9,700
in restitution.

e Description of Scheme: Dr. Ng, the former head of a substance abuse clinic, defrauded
Medicaid and fraudulently prescribed suboxone to patients by writing falsified treatment
notes to justify the prescriptions.

o Key Faets:

o Dr. Ng wrote prescriptions using false names for a number of patients, prescriptions
that were funded by the Massachusetts Medicaid program.

o Dr. Ng also charged patients, including Medicaid beneficiaries, a $100 “new patient
registration fee,” which was paid to him directly with cash or check. The fee was in
addition to payments Dr. Ng received from Medicaid for his services, which violated
state regulations.

o For nine patients, Dr. Ng improperly wrote suboxone prescriptions, even though the
patients were not taking suboxone and drug tests indicated they were still taking other
opiates. To justify the prescriptions, he wrote false medical notes saying the patients
had therapeutic levels of suboxone in their system and had been tolerating their
suboxone treatment without difficulty.

Sources:
1. Press Releasc, Maura Healey, Mass. Att’y Gen., Milton Physician Pleads Guilty to
Iliegally Prescribing Drug Used to Treat Opiate Addiction (Mar. 14, 2014),
http://www.mass.cov/ago/news-and-updates/press-releases/2014/2014-03-14-ng-
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Case Summary 15: Pennsylvania Suboxone Clinic

e Defendant(s): Mark R. Foster and Terri C. Brown
e Case Year: 2017
» State: Pennsylvania

e Case Status: A federal grand jury indicted Foster and Brown in October 2017 in U.S.
District Court in Pittsburgh on charges of health care fraud and unlawfully distributing
controlled substances. They have pleaded not guilty.

* Description of Scheme: Prosecutors say Foster and Brown conspired at their suboxone
clinic to create illicit prescriptions for opioids, some of which were fraudulently billed to
Medicaid.

» Key Facts:

o Brown owned and operated Cherry Way, a suboxone clinic in Bridgeville, with Foster
serving as the clinic’s medical director.

o According to the indictment, the pair created unlawful prescriptions for suboxone,
Percocet and Adderall, which were dispensed to Brown and others.

o Brown then allegedly submitted fraudulent claims to Medicaid and a private insurer
to cover the costs of the illicit prescriptions.

Sources:
1. Press Release, U.S. Att’y Off., W.D. Penn., Bridgeville Suboxone Clinic Operators
Charged with Unlawful Distribution of Controlled Substances and Health Care Fraud
(Oct. 20, 2017), hitps://www justice.cov/usao-wdpa/pr/bridgeville-suboxone-clinic-
operators-charged-unlawful-distribution-controlled.

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United Statces Scnate

63



155

Case Summary 16: “I’m Sorry I Failed to Behave Like a Physician”
» Defendant(s): Dr. Chethan V. Byadgi and Dr. Rajaa Nebbari
e Case Year: 2017

s State: Pennsylvania

e Case Status: Dr. Byadgi and Dr. Nebbari pleaded guilty in Lackawanna County Court of
Common Pleas to conspiracy to commit unentitled reimbursement, theft by deception, and
insurance fraud. They were each sentenced to 9 to 23 months in jail, followed by 12 years of
probation, and ordered to pay nearly $200,000 in restitution. The judge also banned the pair
from participating in the Medicaid and Medicare programs as providers for five years.

» Description of Scheme: Dr. Byadgi and Dr. Nebbari had untrained staff members write
suboxone prescriptions for drug addicts while the doctors submitting false insurance claims
showing the physicians had performed the services. Court documents said the pair
fraudulently collected more than $169,000 in reimbursements from Medicaid, Medicare, and
private insurers.

» Key Faets:

o The investigation began when a former medical assistant who worked with the
doctors at walk-in clinics in Scranton contacted authorities. The medical assistant
said she treated and wrote prescriptions for suboxone patients never seen by doctors,
who were often absent from the clinics. The medical assistant was not a licensed
practitioner in Pennsylvania.

o Clinic patients told investigators that they rarely met with the doctors and were
treated by medical assistants.

o The presiding judge told Dr. Byadgi and Dr. Nebbari at sentencing: “You had the
ability to intervene in their lives and to make their life better. Neither one of you took
that responsibility.”

o Dr. Nebbari, apologized to the judge: “I’'m sorry I failed to behave like a physician.”

Sources:

1. Joseph Kohut, Attorney General Charges Two Clinic Doctors with Insurance Fraud, The
Times Tribune (Scranton, Penn.), Oct. 21, 2015, http://thetimes-tribune.com/news/state-
attorney-general-charges-two-clinic-doctors-with-insurance-fraud-1.1960523.

2. Peter Cameron, Doctors to Jail for Fraudulently Prescribing Addiction Treating Drugs,
The Times-Tribune (Scranton, Penn.), Mar. 30, 2017.
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Case Summary 17: “Defrauding The Medicaid System to Illegally Obtain Narcotics Is
Dangerous and Feeds Cycle of Abuse”

e Defendant(s): William Martinez
o Case Year: 2015
o State: New York

s Case Status: Martinez pleaded guilty in Monroe County Court to criminal possession of a
controlled substance. The judge sentenced him to 1 % years in prison and ordered him to pay
restitution to the Medicaid program.

o Description of Scheme: Mr. Martinez posed as a doctor to unlawfully obtain opioids using
his Medicaid card.

o Key Facts:

o In 2015, Martinez contacted a CVS pharmacy in Rochester falsely claiming to be an
emergency room doctor.

o Martinez called in a Percocet prescription for himself and then picked up the illegally
obtained drugs, paying with his Medicaid benefits card.

Sources:

1. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., A.G. Schneiderman Announces
Guilty Plea of Former Rochester Pharmacy Technician Who Posed As Doctor to [Hegally
Obtain Prescription Narcotics (May 15, 20135), https://ag.ny.gov/press-release/ag-
schnelderman-announces-guilty-plea-former-rochester-pharmacy-technician-who-posed.

2. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., A.G. Schneiderman Announces
Scntencing of Rochester Man Who Posed As Doctor in Order to lllegally Obtain Drugs
(May 29, 2015), https://ag.nv.gov/press-release/ag-schneiderman-announces-sentencing-
rochester-man-who-posed-doctor-order-itlepally.
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Case Summary 18: Woman Sells Her Own Hydrocodone

e Defendant(s): Pamela Sue Gilbertson
o Case Year: 2011

e State: Indiana

o Case Status: In July 2011, a judge sentenced Gilbertson to two years of probation after she
pleaded guilty in Jefferson County Circuit Court to possession of a narcotic drug.

o Description of Scheme: Gilbertson obtained Medicaid-funded hydrocodone through her
own prescriptions and sold some of the pills on the black market.

s Key Facts:

o Indiana State Police arrested Gilbertson, who had no previous criminal record, in May

2010.

Law enforcement acted on a tip that Gilbertson had been selling her pills.

The original charges, dropped as part of Gilbertson’s plea deal, included dealing of a

controlled substance.

o Gilbertson admitted she used Medicaid, along with disability insurance, to purchase
the hydrocodone she sold to others.

o 0

Sources:
1. Probation for Madison Woman Who Sold Pills, MADISON COURIER (July 26, 2011),
https://madisoncourier.com/Content/News/News/Article/Probation-for-Madison-woman-
who-sold-pills/178/961/64234.
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Case Summary 19: Pennsylvania Addiction Clinic-Turned-Pill Mill

e Defendant(s): Dr. Dominic W. Dilco
o Case Year: 2017
e State: Pennsylvania

o Case Status: Dr. Dileo pleaded guilty in July 2016 in U.S. District Court in Pittsburgh to
distributing Xanax and conspiracy to distribute Suboxone. A judge sentenced him to one year
in prison.

* Description of Scheme: Dileo was head doctor of a Pennsylvania addiction clinic that
illegally distributed prescription pain pills and defrauded Medicaid. Three other clinic
employees pleaded guilty in the scheme.

e Kev Facts :

o The scheme involved the illegal distribution of Suboxone, a drug used to treat opiate
addiction that also can be addictive. Authorities described the clinic as a “pill mill.”

o Prosecutors said clinic employees defrauded Medicaid by submitting bills for services
they knew were not covered and by falsifying medical records in preparation for a
federal audit.

Sources: :

1. Press Relcase, U.S. Att’y Off. W. Dist. of Pa., Health Care Fraud Charge Filed in Fayette
County Addiction Specialists Inc. Case (April, 6, 2016), https://www justice.gov/usao-
wdpa/pr/health-care-fraud-charge-filed-favette-county-addiction-specialists-inc-case.

2. Pharmacy Choice, Former Methadone Clinic Owners Owe $314K in Penalties,
https://www.pharmacychoice.com/news/article.cfm?Article 1D=1767152.

3. Paul Peirce, Uniontown Doctor Dileo Indicted in Pills Scheme, TRIB LIVE,
http://triblive.com/news/regional/9872278-74/sugarmann-clinic-counts (last visited Nov.
22,2017).

4. Mark Hofmann, Former North Union Methadone Clinic Operator Sentenced to One Year
in Prison in Pill-Mill Case, HERALD STANDARD (July 27, 2017),
hitp://www.heraldstandard com/mews/local_news/former-north-union-methadone-clinic-
operator-sentenced-to-one-vearfarticle 1499353d1-d2a4-3330-83{c-1edd903533622.html

5. Joe Mandak, Methadone Clinic Operator Gets Prison for Health Care Fraud, AP (July
27, 2017), hitps://www,usnews.com/news/best-states/pennsylvania/articles/2017-07-
27/methadone-clinic-operator-faces-prison-in-pitl-mill-case
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Case Study 20: Doctor Shepping at Medicaid’s Expense
o Defendant(s): James Jeffrey Bond
e Case Year: 2015
¢ State: Tennessee
e Case Status: Bond pleaded guilty in Sumner County Circuit Court to committing fraud.

s Description of Scheme: Bond improperly obtained opioid painkillers using benefits from
TennCare, Tennessee’s version of Medicaid.

e Key Facts:

o A resident of Gallatin, Bond defrauded Medicaid to obtain illicit Oxycodone,
Hydrocodone and Tramadol.

o He engaged in the scheme by going “doctor shopping™—seeking out different doctors
to obtain controlled substances. Studies show that people seeking opioids most
commonly engage in doctor shopping.

o Bond was on probation from a similar charge when he was arrested again and charged
with defrauding Medicaid.

Sources:
1. Case Disposition, Tennessee v. Bond, No. 83CC1-2014-CR-859 (Tenn. Crim. Ct. Mar.
26, 2015).

2. Chris Butler, James Bond Allegedly Ripped Off Tennessee Taxpayers, Feds Seem
Apathetic, Watchdog.org, Nov. 11, 2014, hitps://www.watchdog.org/news/james-bond-
allegedly-ripped-off-tennessee-taxpavers-feds-seem-apathetic/article_0{30f69¢-4683-
S3b97-a19b-b2bc250e72da html.

3. Chris Elkins, Doctor Shopping for Prescription Drugs, DrugRehab.com.,
https://www.drugrehab.comy/addiction/prescription-drugs/doctor-shopping/.
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Case Study 21; Cheating Medicaid out of Almost a Million Dollars

e Defendant(s): Dr. Diana Williamson and eight co-defendants.
» Case Year: 2012

o State: New York

¢ Case Status: Dr. Williamson pleaded guilty in U.S. District Court in Manhattan to
conspiracy to distribute oxycodone and conspiracy to commit health care fraud. A federal
judge sentenced her to three years in prison, fined her $17,500, and ordered her to pay
$301,000 in restitution and forfeiture. All eight co-defendants pleaded guilty and have been
sentenced.

» Description of Scheme: Dr. Williamson defrauded Medicaid out of more than $300,000 by
writing bogus oxycodone and Percocet prescriptions for about 30 patients at a Harlem clinic.
She blamed her actions on what she called an alternate personality named “Nala.”

e Key Facts:

o Williamson, a Manhattan-based primary care physician, wrote prescriptions that
resulted in her patients obtaining about 11,000 oxyeodone pills through health care
fraud. Her patients had no legitimate need for the medication.

o The patients then sold the pain pills to a drug ring, which peddled them on the street
for up to $33 each.

o Medicaid wound up reimbursing nearly $1 million in drug expenses attributable to the
oxycodone prescriptions that Williamson wrote.

o Preet Bharara, then-U.S. attorney in Manhattan, stated that Williamson “violated the
central tenet of being a doctor——to first do no harm—and cheated an already-strapped
Medicaid system out of almost a million dollars.”

Sources:

1. Doctor Who Supplied Oxycodone Ring Sentenced In Manhattan Federal Court to 36
Months in Prison, Targeted News Service, Dec. 19, 2012.

2. Daniel Miller, My Alternate Personality Made Me Defraud Medicaid of $300.000,
Claims Doctor, DailyMail.com, Oct. 2, 2012, htip:/fwww.dailymail.co.uk/news/article-
2211698/Diana-Williamson-My-alternate-personality-defraud-Medicare-hundreds-
Bruce Golding, Dueling Alter-Egos of Harlem Pill Peddle Doc Have Made Peace, N.Y.
Post, Oct. 8, 2012, https:/nypost.com/2012/10/08/dueling-alter-egos-of-harlemn-pill-
peddle-doc-have-made-peace/.
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Case Summary 22: A Chiropractic Clinic that Fed Opioid Addiction

» Defendant(s): Dr. Edward Sweeney, Dr. Mark Boles, and Dr. Jack Taylor
» Casc Year: 2016
» State: Pennsylvania

s Case Status: Dr. Sweeney pleaded guilty in 2015 to participating in a corrupt organization,
after originally being charged with Medicaid fraud, and was sentenced to two years of
probation. Dr, Boles pleaded no contest in 2016 to participating in a corrupt organization,
also after originally being charged with Medicaid fraud. A judge sentenced him to five years
of probation. Dr. Taylor pleaded guilty in 2016 to insurance fraud and was sentenced to
seven years of probation.

¢ Description of Scheme: Doctors operating out of a chiropractic clinic illegally prescribed
OxyContin, oxycodone, hydrocodone, and other controlled substances in return for insurance
reimbursements.

e Key Facts:

o Authorities said the doctors prescribed the illicit drugs to people who did not need the
medications and were using them “as a ruse in order to feed their addictions.”

o The chiropractic clinic received more than $2 million in insurance reimbursements
over five years.

o Pennsylvania Attorney General Kathleen G. Kane said the evidence showed “that
these physicians believed they were above the law and what’s worse, they allegedly
preyed upon drug-addicted patients to line their own pockets.” She added that
“Doctors are supposed to help free patients from the grip of addiction, not put them
into the throes of it.”

Sources:

1. Press Release, Kathleen G. Kane, Penn. Att’y Gen., Three Doctors Charged in
Prescription Drug, Theft Scheme at Pittsburgh-area Chiropractic Clinic (Jan. 1, 2014),
hitps://www attorneveencral.gov/Media_and_Resources/Press Releases/Press_Release/?
pid=374.

2. Molly Born, 3 Charged With Illlegal Prescriptions In Rostraver, Pittsburgh Post-Gazette,
Jan. 17, 2014, htup://www.post-gazette,com/local/region/2014/01/17/2-Allegheny-
County-doctors-Westmoreland-County-chiropractor-charged-in-drug-
scheme/stories/201401170133,
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Rich Cholodofsky, Belle Vernon Chiropractor Given Probation for Insurance Fraud,
TRIBLive, Feb. 21, 2017, http:/triblive.com/local/westmoreland/1 1975227-74/taylor-
clinic-probation.

Rich Cholodofsky, Doctor Gets Probation for Rostraver Pain Clinic Insurance Scam,
TRIBLive, Aug. 3, 2017, http://triblive.com/local/westmoreland/12581290-74/doctor-
gets-probation-for-belle-vernon-pain-clinic-insurance-scam.
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Case Summary 23: Woman Accused of Impersonating Her Twin Sister to Get Medicaid-
Funded Opioids

¢ Defendant(s): Ruby Anne Clement

e Case Year: 2014

s State: Georgia

e Case Status: Prosecutors charged Clement with forgery in 2014.

s Description of Scheme: Clement allegedly impersonated her twin sister to secure
prescription medication, which was billed to Medicaid.

* Key Facts:
o Clement allegedly began posing as her twin sister, who had been in jail, to obtain pain
care treatments at a medical facility.
o Prosecutors accused Clement of receiving a lumbar procedure while impersonating
her sister and getting a prescription afterward for oxycodone.
o After receiving a second oxycodone prescription, Clement went back to the clinic,
where she was met by deputies and arrested.

Sources:
1. Aimee Jones, Woman Poses As Twin For Pain Meds, The Rockdale Citizen, July 17,
2014,
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Case Summary 24: “Those Pills Are More Serious than Cocaine and Heroin”

e Defendant(s): Doraymus Robinson and Carolyn Richardson
e Case Year: 2017
o State: New York

e Case Status: Richardson pleaded guilty in April 2017 to conspiracy to distribute oxycodone.
A judge sentenced her to 12 years in prison. Robinson pleaded guilty to the same charge in
March 2017 and received eight years in prison.

o Description of Scheme: The duo created fake prescription pads using an authentic Drug
Enforcement Administration number of an unrelated doctor. Posing as this doctor, they
fraudulently wrote and filled prescriptions for opioids, paying for the drugs with Medicaid
cards or cash, and re-selling the medication on the street,

o Key Facts:

o Law enforcement officials recovered Medicaid and government identification eards
belonging to dozens of individuals, which were used to write the fake prescriptions.

o When authorities first arrested Richardson, she possessed 252 oxycodone pills, 230
methadone tablets, and 108 Xanax pills. Three months later, authorities again arrested
Richardson after she filled new preseriptions for 180 oxycodone and 120 methadone
tablets

o At sentencing, a judge scolded Robinson for “buying . . . literally thousands,
thousands of oxycodone pills and selling them for substantial amounts of money . . . .
[TThose pills are more serious than cocaine and heroin.”

Sources:

1. Press Release, U.S, Att’y Off., EED.N.Y., Staten [sland Woman Sentenced to 12 Years’
Imprisonment For Illegal Distribution of Oxycodone (Aug. 2, 2017),
https://www.justice.gov/usao-edny/pristaten-island-woman-sentenced-12-vears-
imprisonment-illegal-distribution-oxycedone.

2. Complaint, United States v. Richardson, No. 1:16-¢cr-00461 (N.Y. Magis. Ct. July 26,

2016).

Paul Frangipane, Brooklyn Judge Scolds Pill Peddler for Contributing to Opioid Crisis,
Gets Eight Years, Brooklyn Daily Eagle, June 28, 2017,
htp://www . brooklyneagle.com/articles/2017/6/28/brooklvn-judge-scolds-pill-peddier-
contributing-opioid-crisis-gets-eight-years.

(V%)
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4. Mira Wassef, South Beach Woman Pleads Guilty to Running Prescription Drug Ring,
Staten Island Live, Apr. 26, 2017,
http://www silive.com/news/2017/04/south_beach_woman_pleads_guiit.html.
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Case Summary 25: Defrauding Medicaid In Several Ways
e Defendant(s): Dr. Fernando Jayma
e Case Year: 2017
e State: Massachusetts

e Case Status: In May 2017, a judge sentenced Dr. Jayma to two-and-a-half years in jail after
he pleaded guilty in Berkshire Superior Court to Illegal Prescribing of Controlled Substances,
Medicaid False Claims, and Larceny.

e Description of Scheme: Dr. Jayma prescribed opioids to patients, many of whom are
substance abusers, with no medical purpose. Many of these patients filled the illicit
prescriptions with Medicaid cards.

o Key Facts:

o Dr. Jayma defrauded Medicaid by asking another doctor to see his patients when he
was away, even though the doctor was not credentialed as a Medicaid practitioner.
Dr. Jayma’s staff then billed Medicaid as if Dr. Jayma had seen the patients himself.

o Dr. Jayma ignored red flags of patients’ substance abuse as he continued to prescribe
them oxycodone and other opioids.

o In 2013, Dr. Jayma was the second-highest prescriber of oxycodone within the
Massachusetts Medicaid system, prescribing opiates at 11 times the average rate.

Sources:

1. Press Release, Maura Healey, Mass. Att’y Gen., Ludlow Doctor Sentenced to Jail for
Illegally Prescribing Opioids to At-Risk Patients (May 16, 2017),
hitp://www.mass.cov/ago/news-and-updates/press-releases/2017/2017-05-16-ludlow-
doctor-sentenced.htm}.

2. Press Release, Maura Healey, Mass. Att’y Gen., Ludlow Doctor Pleads Guilty in
Connection with [llegally Prescribing Opioids to At-Risk Patients (Apr. 4, 2017),
http://www.mass.cov/ago/mews-and-updates/press-releases/2017/2017-04-04-ludlow-
doctor-pleads-guilty.html.

3. Buffy Spencer, Ludlow Doctor Fernando Jayma Finally Makes it to Court, Denies
Nlegally Prescribing Opioids and Other Charges, Mass. Live, Dee. 17, 2015,
http://www.masslive.com/news/index.ssf/2015/12/ludlow_doctor_fernando_jayma_d.htm

!
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Case Summary 26: Jury Convicts Doctor Of Health Care Fraud
¢ Defendant(s): Dr. George Kudmani
e Case Year: 2017
¢ State: Kentucky

e Case Status: A federal jury convicted Dr. Kudmani in January 2017 in U.S. District Court
in Louisville of unlawfully distributing controlled substances and health care fraud. A judge
sentenced him to four years in prison.

e Description of Scheme: Dr. Kudmani prescribed medically unnecessary opioids to patients
in exchange for cash and billed Medicaid for medically unnecessary transvaginal ultrasounds.

o Key Facts:

o Dr. Kudmani charged new patients $75 for gynecological exams and $35 in cash for
subsequent visits for refills of oxycodone and hydrocodone.

o Medicaid paid Dr. Kudmani $555.73 for each ultrasound.

o Dr. Kudmani never actually performed some of the ultrasounds. For others, his office
never prepared procedure reports for patients.

o The court ordered Dr. Kudmani to pay $77,384 in restitution to Kentucky’s Medicaid
program for fraudulent billing.

Sources:

1. Press Release, U.S. Att’y Off,, W.D. Ky., Louisville Physician Sentenced to 48 Months
in Prison for Unlawful Distribution of Controlled Substances and Health Care Fraud
(June 5, 2017), https://www justice.gov/usao-wdky/pr/louisville-physician-sentenced-48-
months-prison-unlawful-distribution-controlled.

2. Press Release, U.S. Att’y Off., W.D. Ky., Louisville Physician Convicted of Unlawful
Distribution of Controlled Substances and Health Care Fraud (Jan. 26, 2017),
https:/www.justice.gov/usao-wdkv/pr/louisville-physician-convicted-unlawful-
distribution-controlled-substances-and-health.
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Case Summary 27: Forging Opioid Prescriptions Using Real Doctors’ Names

o Defendant(s): Barry Lee Dorsey, II; Tyesha Renee Dorsey; and Zachary Edward Rathke
o Case Year: 2017
o State: Pennsylvania

e Case Status: In March 2017, a federal grand jury of the U.S. District Court in Pittsburgh
indicted all three defendants on charges including conspiracy to commit offenses against the
United States and health care fraud. In July 2017, Rathke pleaded guilty to conspiracy and in
October 2017, Mr. Dorsey pleaded guilty to conspiracy and aggravated identity theft. Both
are awaiting sentencing. Ms. Dorsey’s trial is scheduled for 2018.

» Description of Scheme: The three defendants allegedly forged prescriptions, filled them
using Medicaid benefits, and sold the drugs on the street for substantial profit.

o Key Facts:

o Medicaid was the primary funding mechanism of the fraudulent prescriptions, which
were mostly for Oxycodone or Percocet.

o The defendants forged the prescriptions using the names, medical license numbers,
and signatures of real doctors.

Sources:

1. Press Release, U.S. Att’y Off., W.D. Penn., Three Pittsburgh Residents Charged in
Forged Prescription Ring (Mar. 6, 2017), https:/www.justice.gov/usao-wdpa/pr/three-
pittsburgh-residents-charged-forged-prescription-ring.

2. Case Proceedings, United States v. Dorsey, No. 2:17-cr-50 (W.D. Penn. Mar. 3,2017).
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Case Summary 28: Car Crash Leads To Opioid Addiction, Medicaid Fraud

e Defendant(s): Ashley Bardell

* Case Year: 2017
o State: Connecticut

o Case Status: In February 2017, a judge sentenced Bardell to 40 months in prison after she
pleaded guilty in Bristol Superior Court to sale of narcotics. Authorities also charged five
other individuals.

* Description of Scheme: As part of a prescription drug ring, Bardell filled illicit
prescriptions for oxycodone and paid for most of the prescriptions with her Medicaid
insurance.

o Key Facts:

o According to the Drug Enforcement Administration, the prescriptions that Bardell
used to purchase opioids came from a forged doctor’s prescription pad.

o Bardell received a total of 600 Oxycodone tablets with the fraudulent prescriptions,
some of which she later sold for cash.

o Bardell’s attorney told the court that Bardell became dependent on painkillers when
she was prescribed Percocet following a car accident in 2014,

Sources:
1. Justin Muszynski, Terryville Woman Sentenced to 40 Months in Prison in Connection
With DEA Investigation, The Bristol Press, Feb. 1,2017.
2. Police Arrest Third Suspect in Prescription Drug Fraud Ring, Coalition Against
Insurance Fraud, Apr. 6, 2016, http://www.insurancetraud.org/IFNS-
detail.htm?key=22426.
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Case Summary 29: Millions Of Doses Of Opioids After Little Medical Examination
* Defendant(s): Dr. Abbey Akinwumi
s Case Year: 2016

e State: Michigan

e Case Status: Dr. Akinwumi pleaded guilty in November 20135 in U.S. District Court in
Detroit to prescribing pain medicine outside the bounds of legitimate medical practice. A
judge sentenced her to seven years in prison.

¢ Description of Scheme: Dr. Akinwumi prescribed large amounts of medically unnecessary
opioids, defrauding Medicaid on behalf of patients receiving the drugs, which were then re-
sold on street.

o Key Facts:

o Intotal, Dr. Akinwumi admitted to issuing, without medical justification, more than
500,000 dosage units of Roxicodone, 300,000 dosage units of Opana, and more than
2 million dosage units of hydrocodone.

o She wrote many of these prescriptions after only a cursory examination of the patient,
or with no examination at all.

o In exchange for the prescriptions, Dr. Akinwumi billed the patients” Medicaid
insurance, along with Medicare and private insurance, for medically unnecessary
procedures that included draining abscesses and repairing wounds.

Sources:
1. Press Release, U.S. Att’y Off,, E.D. Mich., Doctor Sentenced to 84 Months in Prison for
Distributing Prescription Drugs (Mar. 1, 2016), https://www justice.gov/usao-
edmi/pr/doctor-sentenced-84-months-prison-distributing-prescription-drugs.
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Case Summary 30; Operation Pill Count

e Defendant(s): Timothy E. Riley and Darla L. Jackson
e Case Year: 2016
e State: Ohio

e Case Status: In December 2016, Jackson pleaded guilty in Perry County Common Pleas
Court to aggravated trafficking in drugs.. In March 2016, authorities charged Riley with
felony drug trafficking and permitting drug abuse.

o Description of Scheme: Jackson filled her prescription for Oxycodone, then re-sold the
drugs on the street. The case was part of a broader prescription drug investigation in which
prosecutors charged 12 people. Medicaid funded many of the illicit prescriptions.

e Key Facts:

o Detectives watched Jackson fill her prescription for oxycodone at a pharmacy and
then sell the pills to customers waiting outside in the parking lot.

o Riley allegedly pre-arranged those drug sales outside the pharmacy.

o The broader investigation was known as “Operation Pill Count.”

Sources:

1. Staff Report, Sever Drug-Related Arrests Made in Perry County, Times Recorder
(Zanesville), Mar. 15, 2016,
http://www.zanesvilletimesrecorder,com/story/news/local/2016/03/15/seven-drug-
related-arrests-made-perry-county/8 1 829566/

2. Perry County Sheriff’s Office, FACEBOOK (Mar. 15, 2016),
https:/www.facebook.com/permalink.php?story_fbid=345019148955811&id=17782808

5674919.
3. Common Pleas Court, Perry County Tribune, Dec. 27, 2016.
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Case Summary 31: An Oxycodone Distribution Mill, At Medicaid’s Expense

* Defendant(s): Kian Gohari

e Case Year: 2016
e State: New York

e Case Status: A federal jury in March 2017 convicted Gohari in U.S. District Court in
Manhattan of conspiracy to distribute narcotics and conspiracy to commit mail fraud. A
judge sentenced him to 30 months in prison.

* Description of Scheme: Gohari owned a pharmacy in Brooklyn, where he distributed more
than 25,000 medically unnecessary oxycodone pills, billing the majority of the pills to
Medicaid and defrauding the program out of hundreds of thousands of dollars.

s Key Facts:

o Gohari distributed the illicit oxycodone pills to a co-conspirator who brought him
prescriptions for high-end medications—including HIV drugs and expensive pain
gels——many of which were also medically unnecessary.

o Authorities said Gohari billed Medicaid for these high-end prescriptions for hundreds
of thousands of doMHars, in addition to fraudulently billing Medicaid for the majority
of the oxycodone pills.

o Gohari’s co-conspirator sold the oxycodone pills in Brooklyn and Manhattan.

o Preet Bharara, then-U.S. attorney in Manhattan, said Gohari “turned his Brooklyn
pharmacy into an illegal oxycodone distribution mill.”

Sources:

1. Press Release, U.S. Att’y Off,, S.D.N.Y., Pharmacist Kian Gohari Convicted in
Manhattan Federal Court for Conspiring to Distribute Oxycodone and Conspiring to
Commit Healthcare Fraud (Nov. 10, 2016), https://www.justice.gov/usao-
sdny/pr/pharmacist-kian-gohari-convicted-manhattan-federal-court-conspiring-distribute.

2. Press Release, U.S. Att’y Off., S.D.N.Y., Pharmacist and Four Other Individuals Charged
in Manhattan Federal Court in Oxycodone Distribution Scheme (Mar. 1, 2016),
https://www.justice.gov/usao-sdny/pr/pharmacist-and-four-other-individuals-charged-
manhattan-federal-court-oxyeodone.

3. Sentencing, United States v. Cabrera, 227 F. Supp. 3d 313 (S.D.N.Y. Accessed Jan. 10,
2018).
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Case Summary 32: Medically Unnecessary Opioids Lead to Four Patient Deaths

Defendant(s): Dr. Charles Fred Gott
Case Year: 2016
State: Kentucky

Case Status: In June 2015; a federal grand jury in U.S. District Court in Bowling Green
indicted Dr. Gott on charges of conspiracy to distribute and dispense controlled substances
without a legitimate medical purpose, health care fraud, and money laundering. In July 2016,
he was indicted on further charges related to the death of several of his patients. He has
pleaded not guilty, and his trial is scheduled to begin in February 2018.

Description of Scheme: Dr. Gott allegedly prescribed medically unnecessary opioids,
including pills to patients who died as a resuit of the medication. Prosecutors allege Dr. Gott
fraudulently billed Medicaid, Medicare, and private insurance for office visits and for
expensive, medically unnecessary tests.

Key Facts:

o At leastfour of Dr. Gott’s patients died, authorities said, as a result of the medically
unnecessary medications he prescribed, which included Methadone, Hydrocodone, ‘
Clonazepam, and Oxymorphone.

o To bolster his billings to Medicaid, Medicare, and private insurance, Dr. Gott:
allegedly directed staff to administer medically unnecessary electrocardiogram and
spirometry tests to patients. e

Sources:

1. Press Release, FBI, Bowling Green Physician Charged with Conspiracy to Dispense
Controlled Substances, Health Care Fraud, and Money Laundering (June 16, 2015);
https://www.bi.gov/contact-us/field-offices/lonisville/news/press-releases/bowling-
green-physician-charged-with-conspiracy-to-dispense-controlled-substances-health-care-
fraud-and-money-laundering.

2. Press Release, U.S. Att’y Off., W.D. Ky., Bowling Green Physician Charged with
Unlawful Distribution and Dispensing of Controlled Substance Causing Serious Physical
Injury and/or Death, Health Care Fraud Resulting in Death, and Conspiracy to Dispense
Controlled Substances (July 13, 2016), https://www justice.gov/usao-wdky/pr/bowling=
green-physician-charged-unlawful-distribution-and-dispensing-controllied.
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Case Summary 33: Doctor Writes Fraudulent Opioid Prescriptions, Defunds Medicaid

Defendant(s): Dr. John Terry; Thomas Ray; and Stephen Heffner, Jr.
Case Year: 2016
State: Pennsylvania

Case Status: Dr. Terry pleaded guilty in January 2016 in U.S. District Court in Williamsport
to writing fraudulent oxycodone prescriptions. A judge sentenced him to 20 months in
prison. Ray pleaded guilty to possession with intent to distribute a controlled substance and
was sentenced to 71 months in prison. Heffner pleaded guilty to theft or embezzlement in
connection with health care and was sentenced to six months of probation.

Description of Scheme: Dr. Terry wrote fraudulent opioid prescriptions for Ray and in
Heffner’s name, defrauding Medicaid and Medicare.

Key Facts:

o Prosecutors said Terry wrote oxycodone prescriptions for Ray that showed reckless
disregard because the drugs were medically unnecessary and were resold on the
street. Medicaid paid for these prescriptions.

o Terry wrote other fraudulent oxycedone prescriptions in Heffner’s name, even though
Heffner was not his patient and the drugs were intended for someone else. Medicare
funded those prescriptions.

o After authorities searched his office in 2013, Dr. Terry voluntarily surrendered his
medical license and Drug Enforcement Administration registration.

Sources:

1. Press Release, U.S. Att’y Gen., M.D. Penn., Tioga County Physician and Drug Dealer
Sentenced for Health Care Fraud (May 26, 2016), hitps://www justice. gov/usao-
mdpa/pr/tioga-county-physician-and-drug-dealer-sentenced-health-care-fraud
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Case Summary 34; Selling Opioids To Undercover Police

o Defendant(s): James “Tank™ Williamson
e Case Year: 2014
o State: New Jersey

o Case Status: Williamson pleaded guilty in Camden County Superior Court to distribution of
a controlled dangerous substance. A judge sentenced him to seven years in prison.

o Description of Scheme: Williamson sold prescription narcotics to an undercover
investigator, part of a larger probe into doctors and pharmacies suspected of illegally
diverting drugs through Medicaid beneficiaries.

e Kev Facts:

o Inhis plea agreemerit, Williamson admitted that he sold oxycodone to an undercover
investigator between October 2012 and January 2013. :

o According to authorities, Williamson also sold more than an ounce of Percocet pills
to an undercover officer during three transactions at a Camden restaurant.

Sources:

1. Press Release, John J. Hoffman, N.J. Att’y Gen., Camden County Man Pleads Guilty to
Distributing Preseription Narcotics to Undercover Investigator (Feb. 7, 2014),
http://nj.gov/oag/newsreleases14/pr20140207a.html

2. Christopher Silvestri, Crime Update, Phila. Man Facing DUI Charge, Courier-Post
(Cherry Hill), Mar. 16, 2014,
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s Defendant(s): Brandy Archie

e (ase Year: 2015
e State: Missouri

e Cagse Status: Archie pleaded guilty in December 2015 in U.S. District Court in St: Louis to-
health care fraud and possession with intent to distribute prescription drugs. <A federal mdge
sentenced her to one year and one day in prison.

o Description of Scheme: Ms, Archie sold Medicaid-funded pain pills and other drugs;

s Key Facts:

o Between October 2014 and January 2015, Archie sold nearly 1,000 doses of Pt.rcocet
Adderall, and other drugs.

o Archie visited a doctor numerous times and falsely stated she needed prescsiption
drugs for her medical conditions. She later admitted she had always intended to sell -
the medication, ‘

Sources: :

1. Press Release, U.S. Aty Gen., ED. Mo., Local Woman Sentenced on Health Care Fraud
Charges (Mar. 25, 2016, hitps://www justice. gov/usio-edmo/pi/local-woman- smtemec} :
health-care-fraud-charges.

2. Robert Patrick, St. Louis Womean Admits Pill Fraud, St. Louis Post-Dispatch, Dcca 4o ;
2015, hitpy/www stltodav. com/mews/local/crime-and-couits/st-louis-woiman-admits-pill:
fraud/artigle df2b3d77-7d48-56e0-b%fd-e8e7Thbb937 1 tml.
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Case Summary 36: Pill Mill With A Motorcycle Club; ‘The Cat In The Hat’ From The
Stand

¢ Defendant(s): Dr. William J. Q’Brien III
e Case Year: 2016

s State: Pennsylvania

e Case Status: A federal jury in U.S. District Court in Philadelphia convicted Dr. O’Brien on
charges including conspiracy to distribute controlled substances, distribution of controlled
substances resulting in death, conspiracy to commit money laundering, conspiracy to commit
bankruptcy fraud; and making false statements under oath in a bankruptcy proceeding. A
judge sentenced him to 30 years in prison.

¢ Description of Scheme: Dr. O’Brien, who practiced osteopathic medicine, operated a “pill
mill” with members of a motorcycle club. The pill mill dispensed and resold hundreds of
thousands of oxycodone and methadone pills. Medicaid paid for some of the medication:

* Key Facts:

o Members of the conspiracy sold controlled substances worth about $5 million. Dr.
O’Brien pocketed an estimated $2 million in proceeds.

o Dr. O’Brien mounted “an unorthodox defense that included asking a witness to read
Dr. Seuss’ The Cat in the Hat from the witness stand.”

o Nick DiGiulio, of the Department of Health and Human Services Office of Inspector
General, said after the verdict: “We are thankful the jury saw the obvious-—that the
defendant is a dangerous person exploiting his medical license to operate as a drug
dealer.”

Sources:

1. Jeremy Roebuck, Bucks County Pill-Mill Doc Sentenced to 30 Years for Peddling
Prescriptions to Pagans, Prostitutes, The Inquirer, Oct. 6, 2016,
hitp:/fwww.philly.com/phillv/news/20161006_Bucks County_pill_mill doc sentenced t
0_30 vears_for peddling prescriptions_to Pagans  prostitutes.html.

2. Press Release, U.S. Att’y Off.,, E.D. Penn., Jury Finds Philadelphia Doctor Guilty of
Running Pill Mill and Causing a Death Through Illegal Distribution (June 29, 2016),
https://www,justice gov/usao-edpa/pr/jury-finds-philadelphia-doctor-guilty-running-pitl-
mill-and-causing-death-through.
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3. Superseding Indictment Adds Charges and Members of the Pagans to Pill Mill Case
Against Pennsylvania Doctor, Legal Monitor Worldwide, July 17, 2015.

4. John George, Local Doctor, Pagans Motorcycle Club Members Charged in Pill Mill
Case, Phila. Bus. J., July 16, 2015,
https://www.bizjournals.com/philadelphia/blog/health-care/2015/07/pagans-moto-pill-
mill-oxycodone-obrien-charges.html.
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Case Summary 37: Pharmacy-Hopping With A Medicaid Card

s Defendant(s): Farl Kearson

e Case Year: 2015
s State: Connecticut

e Case Status: Prosecutors charged Kearson with possession of narcotics, insurance fraud,
forgery, and illegally obtaining a controlled substance.

o Description of Scheme: Mr. Kearson was accused of unlawfully filling a prescription for
120 Oxycodone pills using his Medicaid card.

o Key Facts:

o Kearson allegedly presented a prescription, which was written by a doctor at a cancer
hospital, for the oxycodone at a CVS store.

o The pharmacist became suspicious and alerted police, saying there had been a rash of
questionable prescriptions in recent weeks.

o Detectives verified that the oxycodone prescription had been previously filled ata
Walgreens with Kearson’s Medicaid account.

Sources:
1. Man Accused of Forging Prescription, Record-Journal (Conn.), Aug. 8, 2015.
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Case Summary 38: Massive Amounts Of Opioids, Multiple Patients And Medicaid Fraud

. Defendant(s): Dr. John Katsetos
e Case Year: 2015
e State: Connecticut

e Case Status: Dr. Katsetos pleaded guiity in U.S. District Court in Hartford to conspiracy to
distribute and to possess with intent to distribute narcotics, and health care fraud. He was
sentenced to seven years in prison, ordered to pay $497,789 in restitution and ordered to
forfeit $550,000, which was the value of his medical practice.

e Description of Scheme: Dr. Katsetos, who practiced medicine for more than 20 years,
prescribed more than two million dosages of highly addictive opioids to more than 2,000
patients, defrauding Medicaid and Medicare.

s Key Facts:

o Dr. Katsetos failed to perform rudimentary examinations of patients to justify giving
them oxycodone and other medications. He had been previously warned about his
prescription practices by a doctor and several pharmacists, some of whom stopped
filling the prescriptions.

o Dr. Katsetos saw multiple patients at once and billed Medicaid and Medicare for
individual visits for each of those patients. At least one former patient, who traveled
approximately 180 miles to receive prescriptions from Dr. Katsetos, died of an
overdose.

o Deirdre M. Daly, then-U.S. attorney for Connecticut, said Dr. Katsetos “repeatedly
violated his oath to protect his patients from harm,” and “flooded our community with
highly addictive controlled substances.”

Sources:

1. Press Release, U.S. Att’y Off., Conn., Doctor Sentenced to 7 Years in Prison for Illegally
Prescribing Narcotics, Defrauding Government Programs (Nov. 4, 2015),
https://www.justice.gov/usao-ct/pr/doctor-sentenced-7-vears-prison-illegally-prescribing-
narcotics-defrauding-government.

2. Former Milford, Stamford Doctor Gets 7 Years for lllegally Prescribing Narcotics,
Healthcare Fraud, New Haven Register, Nov. 4, 2015,
http://www.nhregister.com/article/NH/20151104/NEWS/151109750.
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Case Summary 39: So Many Opioids the Pharmacy Can’t Keep Up

* Defendant(s): Dr. Sam Jahani and Dr. Eric A. Peper
*» Case Year: 2015
o State: Colorado

o Case Status: Dr. Jahani pleaded guilty in 2015 in U.S. District Court in Denver to
conspiracy. A judge sentenced him to six months in prison. Dr. Peper pleaded guilty to
conspiracy and received a sentence of time served.

* Description of Scheme: According to court documents, the two doctors prescribed large
amounts of opioid pain relievers to patients without medical need for the drugs, defrauding
Medicaid, Medicare and private insurers. Several patients died of overdoses.

o Key Facts:

o Pharmacists told authorities that Dr. Jahani and Dr. Peper, who worked together ata
clinic, prescribed oxycodone at such high levels that pharmacies had trouble keeping
the drug in stock.

o Emergency department personnel reported visits from numerous Jahani and Peper
patients on dangerously high levels of narcotics.

o A government expert determined that many patients seen by the two doctors were
prescribed opioids with virtually no physical examination and little examination of
their medical histories.

o Court documents said the duo fraudulently billed Medicaid, Medicare and private
insurers for office visits associated with the illicit prescriptions.

Sources:

1. Plea Agreement, United States v. Peper, No. 11-cr-00302 (D. Co: 2015).

2. Katharhynn Heidelberg, Two Years Contemplated for Jahani, The Montrose Daily Press,
Nov. 7, 2015.

3. Second Doctor Pleads Guilty in Colorado Painkiller Case, CBS Denver, Nov. 7, 2013,
http://denver.cbslocal.com/2015/11/07/second-doctor-pleads-guilty-in-colorado-
painkiller-case/.

4. No Jail Time For Former Colorado Doctor Accused Of Overprescribing Painkillers,
Denver 7 News, Feb. 25, 2016, htip://www.thedenverchannel.com/news/local-news/no-
jail-time-for-former-colorado-doctor-accused-of-overprescribing-painkillers.
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5. Press Release, U.S. Att’y Off., Co., Two Former Western Colorado Doctors Indicted for
Illegally Prescribing Controlled Substances (Aug. 9, 2011),
hitps://www justice.gov/archive/usao/co/news/201 1/August2011/8 9 11.html.
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Case Summary 40: Cheap Opioids Lead To Medicaid Fraud

¢ Defendant(s): David Piaquadio

e Case Year: 2015
e State: Pennsylvania

e Case Status: Authorities charged Piaquadio in 2015 in U.S. District Court in Williamsport
with conspiracy to distribute controlled substances, possession with intent to distribute
controlled substances, and distribution of controlled substances. He pleaded not guilty, and
his trial is scheduled for January, 2018.

e Description of Scheme: Piaquadio allegedly obtained opioids through prescriptions for
himself and others, defrauding Medicaid in the process.

e Key Facts:

o Court documents show Piaquadio obtained more than 5,000 oxycodone and Percocet
tablets and more than 180 fentanyl patches with a doctor’s prescription from
pharmacies in Pennsylvania.

o Prosecutors accuse Piaquadio of submitting claims to Medicaid for the drugs.

o Piaquadio also allegedly obtained oxycodone and Percocet tablets and fentanyl
patches from other people who had prescriptions for the drugs and were eligible for

Medicaid and Medicare.
Sources:
1. Indictment, United States v. Piaquadio, No. 4:15-cr-00249-CCC (M.D. Penn. Oct. 22,
2015).

2. Press Release, U.S. Att’y Off., M.D. Penn, Potter County Man Indicted for Distribution
of Prescription Opiates and Heroin (Oct. 22, 2015), https://www justice.gov/usao-
mdpa/pr/potter-county-man-indicted-distribution-prescription-opiates-and-heroin.
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Case Summary 41: Pain-Relief Creams and Medicaid Fraud

e Defendant(s): Dr. Elena Lev Polukhin, Boris Leo Rabichev, and Richard Wayne Custer.
e Case Year: 2016
e State: Minnesota

e Case Status: Dr. Polukhin pleaded guilty in 2016 in U.S. District Court in St. Paul to
soliciting and receiving kickbacks. A judge sentenced her to 18 months in prison and
ordered her to pay $421,329 in restitution, Rabichev pleaded guilty in 2015 to conspiracy and
received a sentence of 18 months in prison. Custer pleaded guilty in 2015 to conspiracy and
was sentenced to four years of probation.

» Description of Scheme: Dr. Polukhin conspired with a pharmacy manager and a pharmacist
to defraud Medicaid and Medicare for topical pain-relief creams while also writing
illegitimate prescriptions for oxycodone and morphine.

o Key Facts:

o Dr. Polukhin specialized in pain management and rehabilitation, and the vast majority
of her patients were Medicaid or Medicare beneficiaries.

o From February 2011 through December 2014, Dr. Polukhin arranged with Best Aid
Pharmacy to fill prescriptions written by heér for topical pain-relief creams containing
pain relievers and other drugs.

o Dr. Polukhin received kickbacks from Best Aid in the form of payments to a
charitable trust she controlled.

Sources:

1. Allie Johnson, Charges: Minn. Doctor Collected $40k Writing Fake Pain Cream
Prescriptions, Fox 9, Sept. 23, 2015, http://www.fox9.com/news/bloomington-minn-
doctor-indicted-for-writing-false-prescriptions-in-exchange-for-money.

2. Press Release, FBI, Bloomington Pain Management Doctor Indicted for Accepting
Kickbacks as Part of Large-Scale Health Care Fraud Scheme (Sept. 23, 2015),
https://www.tbi.gov/contact-us/field-otfices/minneapolis/news/press-
releases/bloomington-pain-management-doctor-indicted-for-accepting-kickbacks-as-
part-of-large-scale-health-care-fraud-scheme.
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3. Jon Tevlin, Sometimes Trusted Professionals Fuel Opioid Epidemic, Star Tribune,
June 7, 2016, http://www.startribune com/teviin-sometimes-trusted-professionals-
fuel-opioid-epidemic/382173071/.
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Case Summary 42: “We Will Not Allow Medicaid To Pay For Drugs That Were Illegally
Obtained”

s Defendant(s): Linda Masse

s Case Year: 2015
s State: New York

o Case Status: Masse pleaded guilty in 2015 in Schenectady County Court to criminal
possession of a forged instrument. A judge sentenced her to felony drug court.

o Description of Scheme: Masse admitted to forging her employer’s signature to obtain
hydrocodone and oxycodone from pharmacies, drugs that were paid for by Medicaid.

s Key Facts:

o Masse, who worked for a physician specializing in Obstetrics and Gynecology, used
18 forged prescriptions from her employer’s practice to get narcotics from
pharmacies at Walmart and CVS.

o During the scheme, Masse obtained more than 2,000 hydrocodone and oxycodone
pills.

o New York Attorney General Eric T. Schneiderman said after announcing the guilty
plea: “Forgery and Medicaid fraud are blatant abuse of the trust and privileges
afforded to medical professionals . ... Above all, we will not allow Medicaid to pay
for drugs that were illegally obtained.”

Sources:

1. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., A.G. Schneiderman Announces
Guilty Plea of Capital Region Nurse for Illegally Obtaining More Than 2,000 Narcotics
Using Forged Prescriptions (Sept. 10, 2015), https://ag.ny.gov/press-release/ag-
schneiderman-announces-guilty-plea-capital-region-nurse-illegally-obtaining-more.

2. Latham Nurse Admits to Forging Painkiller Prescriptions, Times Union, Sept. 10, 2015,
hitp//www.timesunion.co ag.ny.govi/local/article/Latham-nurse-admits-to-forging-
painkiller-6496766.php.
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Case Summary 43: Forging Prescriptions to Get Medicaid-Funded Oxycodone
» Defendant(s): Michael James Lott
e Case Year: 2015

o State: Idaho

e Case Status: Lott pleaded guilty in 2015 in U.S. District Court in Boise to acquiring and
obtaining a controlled substance by misrepresentation, fraud, and deception and false
statement relating to health care matters. A judge sentenced him to three years of probation.

o Description of Scheme: Lott used forged prescriptions to obtain Medicaid-funded
oxycodone.

¢ Key Facts:

o Lott admitted that he began altering his legitimate prescriptions to fill the
prescriptions ahead of schedule. Eventually, Lott began forging new prescriptions
altogether.

o In April 2014, Lott filled a fraudulent oxycodone prescription and submitted it to
Medicaid for payment.

o The Drug Enforcement Administration investigated the case, along with the
Department of Health and Human Services Office of Inspector General and state and
local law-enforcement officials.

Sources:
1. Press Release, U.S. Att’y Off., Idaho, California Man Pleads Guilty to Obtaining a
Controlled Substance by Fraud and Billing Medicaid for a Fraudulent Prescription (June
3, 2015), hitps://www justice. gov/usao-id/pr/california-man-pleads-guilty-obtaining-
controlled-substance-fraud-and-billing-medicaid-0.
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Case Summary 44: Gym Owner Sells Oxy, Bills Medicaid

¢ Defendant(s): Scott Rabine
e Case Year: 2015

o State: New York

e Case Status: Rabine pleaded guilty in 2015 in Warren County Court to criminal sale of a
controlled substance and grand larceny. The court sentenced him to 10 years in prison.

e Description of Scheme: Rabine sold prescription painkillers outside a gym he owned and
fraudulently pocketed more than $4,600 in Medicaid benefits.

o Key Facts :

o Rabine’s gym, Spartan Fitness, was popular with local high schoot students and
athletes.

o Rabine sold undercover police officers Medicaid-funded oxycodone pills at least four
times outside of the facility. One of the sales was for 134 pills, and all of them were
captured on video and audio.

o At sentencing, Rabine’s lawyer argued that he had sold “relatively small amounts™ of
painkillers that were legitimate medications, not “drugs that destroy lives” like heroin
or crack cocaine. Prosecutors rejected that characterization.

Sources:

1. Don Lehman, Glens Falls Gym Qwner Arrested in Drug, Steroid Case, The Post Star,
Juty 17, 2014, hitp://poststar.com/news/local/glens-falls-gym-owner-arrested-in-drug-
steroid-case/article 57b341b0-0df2-11e4-b8dc-0019bb29634.html.

2. Don Lehman, Former Gym Owner Pleads Guilty to Drug, Fraud Charges, The Post Star,
Feb. 20, 20135, http://poststar.com/news/local/former-gym-owner-pleads-guilty-to-drug-
fraud-charges/article 19¢16b44-b94c-11e4-96ca-3b5bda3625d2.htmi.

3. Don Lehman, Former Gym Owner Gets 10-Year Sentence for Drug Sales, Welfare
Fraud, The Post Star, Apr. 24, 20135, http://poststar.com/news/local/former-gym-owner-
gets--year-sentence-for-drug-sales/article_b8a71144-d46a-54{1-a292-
¢b2becell13da.html.
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Case Summary 45: A Stash Of $1 Million Cash

e Defendant(s): Dr. Hussein “Sam” Awada
e (Case Year: 2015
o State: Michigan

o Case Status: In February 2015, Dr. Awada pleaded guiity in U.S. District Court in Detroit to
writing prescriptions for controlled medications without medical justification and to health
care fraud. The judge sentenced him to seven years in prison, and Dr. Awada agreed to
forfeit seized assets to repay the government $2.3 million.

o Description of Scheme: Dr. Awada worked with co-conspirators to recruit patients with
Medicaid, Medicare, and private insurance coverage, prescribing them opioids arid billing for
unnecessary medical procedures and tests that were never performed. Co-conspirators then
bought the pills back from the “patients” and resold them to street drug dealers.

e Key Facts:

o From 2010 through 2012, Dr. Awada wrote fraudulent prescriptions for 80,000 doses
of oxycodone and Roxicodone.

o Dr. Awada admitted to defrauding Medicaid, Medicare, and Blue Cross Blue Shield
out of about $2.3 million.

o Prosecutors alleged that Dr. Awada stashed $1 million cash in his house and sent
some of his illicit profits to Lebanon.

Sources:

1. Press Release, U.S. Att’y Off., E.D. Mich., Warren Doctor Sentenced for Unlawful
Oxycodone Prescriptions and Health Care Fraud (Nov. 16, 2015),
hitps://www justice.gov/usao-edmi/pr/warren-doctor-sentenced-unlawful-oxyeodone-
preseriptions-and-health-care-fraud.

2. Press Release, DEA, Two Michigan Doctors Plead Guilty to Unlawful Distribution of
Controlled Substance Painkillers and Health Care Fraud (Feb. 11, 2015),
https://www.dea.cov/divisions/det/201 5/det021 115.shtml.

3. Press Release, U.S. Att’y Off., E.D. Mich., Detroit Area Doctors Charged with Illegal
Distribution of Prescription Drugs and Health Care Fraud (June 21, 2013),
https://www.justice.gov/iusao-edmi/pr/detroit-area-doctors-charped-illegal-distribution-
preseription-drups-and-health-care.
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4. Jennifer Chambers, Warren Physician Delays Start of Prison Term for Fraud, The
Detroit News, Apr. 29, 2016, htip://www.detroitnews.com/story/news/local/macomb-
county/2016/04/29/warren-physician-fraud-sentence-delaved/83702148/.
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Case Summary 46: Kickbacks To Doctors And Middle East Bank Accounts
» Defendant(s): Waleed Yaghmour
e Case Year: 2014

« State: Michigan

e Case Status: Yaghmour pleaded guilty in 2014 in U.S. District Court in Detroit to
conspiracy to distribute and possess with intent to distribute controlled substances, and
money laundering. The court sentenced him to six years in prison, and he agreed to forfeit
nearly $1 million seized from a bank account he maintained in the Middle East. At least 40
other people were charged in what prosecutors called a large-scale health care fraud and drug
distribution scheme. Nearly all have been convicted.

e Description of Scheme: Yaghmour owned a pharmacy that participated in a fraud scheme in
which owners of home health agencies gave kickbacks to doctors who prescribed medically
unnecessary opioids and medical services, defrauding Medicaid, Medicare and private
insurers.

o Key Facts:

o Yaghmour admitted to fraudulently dispensing 1,500 oxycodone, 100,000
hydrocodone, and 100,000 alprazolam doses, knowing that the medications had no
legitimate medical purpose.

o Some medications billed to Medicaid, Medicare and private insurance under the
scheme were never provided to patients.

o Yaghmour received nearly $2 million in cash payments, nearly half of which was
kept in the foreign bank account.

o The Drug Enforcement Administration believes the drugs distributed in this scheme
traveled along U.S. Route 23 into Ohio and West Virginia.

Sources:

1. Press Release, U.S. Att’y Off,, E.D. Mich., Former Pharmacist Sentenced for Role in
Drug Distribution Scheme and Money Laundering (Feb. 6, 2015),
https://www justice.gov/usao-edmi/pr/fonmer-pharmacist-sentenced-rolein-drug-
distribution-scheme-and-money-laundering.

2. Press Release, DEA, Forty-Four Michigan and Ohio Residents Indicted in Scheme to
Illegally Divert and Distribute Rx Drugs Along “US-23 Pipeline” (Mar. 20, 2013),
htips://www .dea.gov/divisions/det/2013/det032113 shtml.
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Case Summary 47:The Largest Drug Dealer In A Small Town

o Defendant(s): Dr. Lafayette Twyner

e Case Year: 2014

e State: [owa

e Case Status: Dr. Twyner pleaded guilty in 2014 in U.S. District Court in Des Moines to
illegally dispensing hydrocodone resulting in death, and health care fraud. A federal judge
sentenced him to five years in prison.

s Description of Scheme: Dr. Twyner prescribed pain medications to patients with no
legitimate medical need, including self-admitted addicts. In exchange for the illegitimate
prescriptions, he billed the patients’ insurance, including Medicaid and Medicare, for office
visits where they sought drugs.

¢ Key Facts:

o]

o]

Sources:

Prosecutors alleged that Dr. Twyner prescribed 920 hydrocodone pills to a single
patient in just two months,

Dr. Twyner continued to prescribe pain medication to patients who showed signs of
abuse. For example, Dr. Twyner proscribed hydrocodone for an undercover police
officer who said he no longer needed the medication but he liked how it made him
feel.

In calling for Dr. Twyner to serve prison time, prosecutors described him as “the
largest drug dealer” in the small town of Newton, Iowa. “He was neither naive nor
inexperienced,” prosecutors wrote. “He knew exactly what he was doing and its
impact on the lives of those he was supposed to be helping.”

1. Press Release, U.S. Att’y Off.,, S.D. Iowa, Former Newton Doctor Sentenced to 5 Years
in Prison for Prescribing Controlled Substances Outside the Course of Usual Medical
Practice and Related Health Care Fraud (May 30, 2014), hitps://www justice.gov/usao-
sdia/pr/former-newton-doctor-sentenced-3-years-prison-prescribing-controlled-

substances-outside.

2. Press Release, FBI, Former Newton Doctor Indicted for Prescribing Controlled
Substances Qutside the Course of Usual Medical Practice and Related Health Care Fraud
(Nov. 5, 2012), https://archives.fbi.gov/archives/omaha/press-releases/2012/former-
newton-doctor-indicted-for-prescribing-controlled-substances-outside-the-course-of-

usual-medical-practice-and-related-health-care-fraud.
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3. Tony Leys, 5-Year Sentence for Ex-Newton Doctor in Painkiller Case, Des Moines Reg.,
May 29, 2014, https.//www.desmoinesregister.com/story/news/crime-and-
courts/2014/05/29/ex-newton-doctor-twyner-gets-3-vear-sentence-in-painkiller-
case/9738041/.
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Case Summary 48: Pill Mill In The Land Of Lincoln

» Defendant(s): Dr. Viwathna Bhuthimethee
e Case Year: 2014
o State: Illinois

s Case Status: Dr. Bhuthimethee pleaded guilty in 2014 in U.S. District Court in Springfield
to health care fraud and illegal distribution of a controlled substance. The judge sentenced
him to one year in prison.

e Description of Scheme: Dr, Bhuthimethee defrauded Medicaid at the walk-in clinic he
owned by prescribing opioid pain medications to patients with no medical need for the drugs.

¢ Key Facts:

o Dr. Bhuthimethee prescribed hydrocodone and Xanax with no legitimate medical
purposes, including to some patients who had already failed drug tests and overdosed
on the medication.

o For example, authorities said, the doctor prescribed more than 2,000 illicit painkiller
or anti-anxiety pills to four women over a two-year period.

o Stephen R. Wigginton, then-U.S. attorney in Iowa, said Dr. Bhuthimethee “did not
operate a legitimate medical practice, but instead was engaged in a scheme to
distribute controlled substances illegally, thereby defrauding Health Care Benefit
Programs, namely, Illinois Medicaid, by running what was in essence a prescription
service for drug addicts, commonly known as a ‘Pill Miil.””

o “As [ have long noted,” Wigginton added, “whether you are a doctor, a lawyer, a
pharmacist, or an accountant, you cannot hide behind a license and a diploma.”

Sources:

1. Press Release, U.S. Att’y Off., S.D. [il., Alton Doctor Sentenced On Charges of Health
Care Fraud and Illegal Dispensation of Controlled Substances (Apr. 3, 2014),
https://www justice.gov/usao-sdil/pr/alton-doctor-sentenced-charges-health-care-fraud-
and-illegal-dispensation-controlled.

2. Press Release, FBI, Alton Doctor Pleads Guilty to Health Care Fraud and lllegal
Dispensation of Controlled Substances (Feb. 14, 2014),
https://archives.fbi.gov/archives/springfield/press-releases/20 1 4/alton-doctor-pleads-
guilty-to-health-care-fraud-and-illegal-dispensation-of-controlled-substances.

3. Press Release, U.S. Att’y Gen., S.D. Il1., Alton Doctor Pleads Guilty to Health Care
Fraud and Illegal Dispensation of Controlled Substances (Feb. 14, 2014),
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https://'www justice.gov/usao-sdil/pr/alton-doctor-pleads-guilty-health-care-fraud-and-
illegal-dispensation-controlled.

4. The Associated Press, Alfon Doctor Sentenced in 'Pill Mill’ Case, The St. J. Reg., Apr. 4,
2014, http://www.si-r.com/article/20140404/NEWS/140409670.
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Case Summary 49: A Few Hydrocodone Pills at Taxpayer Expense

¢ Defendant(s): Shawna Russell Smith
e Case Year: 2014

e State: Mississippi

e Case Status: The state attorney general’s Medicaid Fraud Control Unit charged Smith in
Union County with Medicaid fraud and illegally obtaining a controlled substance.

® Description of Scheme: Smith, a registered nurse, allegedly took hydrocodone from patients,
defrauding Medicaid in the process.

e Key Facts:

o According to the indictment, Smith worked as a nurse at a care center in New Albany,
Mississippi.

o Aauthorities allege Smith misappropriated for her own use one tablet of hydrocodone
that had been prescribed for a patient. Smith allegedly filed a claim for
reimbursement with the Mississippi Division of Medicaid.

o Smith also allegedly obtained hydrocodone from two other patients and converting
them to her own use.

o Even though it involved a small amount of opioids, the case shows that the
connection between Medicaid and opioids can extend from major pill mills to
minimal drug diversions, all at taxpayer expense.

Sources:

1. Press Release, Jim Hood, Miss. Att’y Gen., New Albany Nurse Arrested for Medicaid
Fraud and Illegally Obtaining a Controlled Substance (Apr. 30, 2014),
http://www.ago.state.ms.us/releases/new-albany-nurse-arrested-for-medicaid-fraud-and-
illegally-obtaining-a-controtled-substance/.

2. Lynn West, ‘Operation Fish Net’ Hauls in 40, Chickasaw Journal, May 10, 2014,
http://www.diournal.com/chickasaw/news/operation-fish-net-hauls-in/article_7dd7e75d-
a¢88-5a98-b1d6-59305d0a9001 .html.
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Case Summary 50: Five Doctors for Opioids
¢ Defendant(s): Kari Ann Monroe

o Case Year: 2014
e State: North Carolina

e Case Status: Sheriff’s deputies arrested Monroe in Moore County in 2014 on multiple
charges including Medicaid fraud, obtaining a controlled substance by withholding
information from a health care provider, and trafficking opium,

¢ Description of Scheme: Monroe allegedly visited five different doctors to obtain
prescriptions for opioids, a practice commonly known as “doctor shopping.”

o Key Facts:

o Monroe received prescriptions for a range of opioids, including Oxycodone,
Oxymorphone, Opana, and Suboxone.

o Authorities charged Monroe with seeing the five doctors between January 2013 and
December 2013.

Sources:
1. Carthage Woman Faces Drug Charges, The Pilot, Jan. 3,2014.
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Case Summary 51: From Pain Pills to Pakistan
e Defendant(s): Dr. Syed Jawad Akhtar-Zaidi
e Case Year: 2014

e State: Ohio

¢ Case Status: In August 2014, a federal grand jury in the U.S. District Court in Cleveland
indicted Dr. Zaidi on charges of health care fraud, money laundering, conspiracy to distribute
controlled substances, and distribution of controlled substances. Later that year, Dr. Zaidi
missed his arraignment and is now a fugitive believed to be living in Pakistan.

e Description of Scheme: Dr. Zaidi ran a pain management clinic where he allegedly
enriched himself, prescribing large amounts of illicit opioids and fraudulently billing
Medicaid and other insurers for office visits with no medical purpose.

¢ Key Facts:

o Prosecutors accused Dr. Zaidi of prescribing thousands of doses of OxyContin,
Percocet, vicodin, and morphine to patients without adequately verifying their
identity or medical history or performing a complete medical examination.

o With no legitimate medical need for the opioids, Dr. Zaidi then allegedly billed
Medicaid, Medicare, and private insurers for office visits that should have been used
to help diagnose patients.

o Dr. Zaidi reportedly instructed staff not to report patients they suspected of “drug
seeking” or “doctor shopping” to law enforcement.

o The Department of Justice sought to seize more than $4.8 million in accounts
controlled by Dr. Zaidi, along with 139 pieces of jewelry worth more than $90,000.
In 2016, a federal appeals court upheld a judge’s order of forfeiture of the seized
assets.

Sources:
1. Press Release, U.S. Att’y Off,, N.D. Ohio, Solon Doctor Indicted for Health Care Fraud
and Illegally Distributing Prescription Painkillers (Aug. 28, 2014),
https://www justice.gov/usao-ndoh/pr/solon-doctor-indicted-health-care-fraud-and-
illegally-distributing-prescription.
2. United States v. Akhtar-Zaidi, Nos. 15-3909/15-4090 (6th Cir. 2016).
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Case Summary 52; Medicaid-funded Opioids in her Children’s Names
e Defendant(s): Felicia L. Prysock
e Case Year: 2017
s State: South Carolina

e Case Status: Prysock pleaded guilty in November 2017 in U.S. District Court in Columbia
to aggravated identify theft and possession of a controlled substance by forgery. She is
scheduled to be sentenced in February 2018.

* Description of Scheme: Prysock filled forged opioid prescriptions in the names of her -
children and used Medicaid to pay for them.

¢ Key Facts:

o According to court documents, Prysock filled 10 fraudulent prescriptions in her
children’s names between July 2016 and April 2017. Medicaid paid for the drugs.

o Prosecutors say the medications included oxycodone, hydrocodone, and Adderall.

o U.S. Attorney Beth Drake stated that the Department of Justice “continues to k
vigorously prosecute those who deal prescription drugs to our most vulnerable
citizens, many of whom suffer from debilitating addictions.”

Sources:

1. Press Release, U.S. Att’y Off., S.C., Wellford Woman Indicted for Forged Prescriptions
(Sept. 20, 2017), hitps://www.justice.gov/usao-sc/pr/wellford-woman-indicted-forged-
prescriptions.

2. Grand Jury Indictment, United Siates v. Prysock, No. 3:17-cr-00860-TLW (S.C.D.C.
Sept. 20, 2017).
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Case Summary 53: Prosecutors: Doctor and Pharmacists Defrauded Medicaid

* Defendant(s): Dr. James E. Ranochak, Brent A. Losier, and Charles Ringger
e Case Year: 2017
»  State: Indiana

s Case Status: A federal grand jury in Hammond indicted Dr. Ranochak, Losier and Ringger
in June 2017 on charges of conspiracy to illegally dispense and distribute controlled
substances, distributing a controlled substance, and conspiracy to commit health care fraud.
All have pleaded not guilty, and their trial is scheduled for June 2018.

¢ Description of Scheme: Prosecutors allege that the three conspired to defraud the Indiana
Medicaid program by submitting thousands of dollars in fraudulent claims for medically
unnecessary opioids and for controlied substances dispensed to patients who had not been
seen by a doctor.

* Key Facts:

o Dr. Ranochak stands accused of working with Losier, a pharmacy owner, and
Ringger, a pharmacist, to prescribe hydrocodone and methadone, along with
testosterone, to patients without medical need for the drugs. Many of these
prescriptions were billed to Medicaid.

o To increase the amount Losier’s pharmacy could bill Medicaid per patient; Dr.
Ranochak allegedly prescribed non-controlled medications to patients. The triothen
allegedly required patients to fill these prescriptions before they could obtain their
pain medications, which are controlled substances.

o Prosecutors alleged that Losier dispensed medication to patients using pre-signed
prescriptions when Dr. Ranochak was on vacation.

o Dr. Ranochak reportedly told patients he would charge more for office visits if they
came back for refills on pain medicine before their prescriptions ended.

Sources:
1. Press Release, U.S. Att’y Off., N.D. Ind., Three Arrested in the Fort Wayne Area as Part
of the National Health Care Fraud Takedown (July 13, 2017),
https://www.justice.gov/usao-ndin/pr/three-arrested-fort-wavne-area-part-national-health-

care-fraud-takedown.
2. Indictment, United States v. Ranochak, No. 2:17-cr-00073-JVB-APR (N.D. Ind. June 22,
2017).
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3. Press Release, Curtis Hill, Ind. Att’y Gen., Attorney General Hill and Staff Contribute to
Largest Healthcare Fraud Takedown in U.S. History (July 13, 2017).
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Case Summary 54: Stolen Prescription Pad Sends Opioids to the Street

¢ Defendant(s): Jennifer Bicego, Luke Gutkowski, Dustin Fritz, Trisha Burkett, Jona Lafferty,
Lance Roe, Charles Loveall, Brandon Madden, Andrew Pell, and Rachel Vito

e Case Year: 2017
e State: Michigan

e Case Status: Prosecutors charged all 10 individuals in East Lansing 54B District Court in
January 2017 on counts related to Medicaid fraud and obtaining controlied substances by
fraud.

* Description of Scheme: Prosecutors allege that the defendants used a stolen prescription pad
to defraud Medicaid and sell opioids on the street.

o Key Facts:
o The felony criminal complaint says the scheme originated with Bicego, who

unlawfully obtained a prescription pad from a doctor’s office where she had worked.
The pad was then used to forge prescriptions for OxyContin, Norco, Percocet and
Adderall.

o Co-conspirators allegedly filled the fraudulent prescriptions—some of which were
billed to Medicaid-—at several pharmacies, then sold the pills for cash or traded them
for other drugs.

o “When misused, prescription drugs can be every bit as dangerous as street drugs,”
Michigan Attorney General Bill Schuette said in announcing the charges.

Sources:

1. Matt Mencarini, 10 Charged in Lansing Area Prescription Drug Ring, Detroit Free Press,
Jan, 11, 2017, https:/www.{rcep.com/story/news/local/michigan/2017/01/1 1/lansing-
prescription-drug-ring/96473648/.

2. Press Release, Bill Shuette, Mich. Att’y Gen., Schuette Charges 10 in Lansing-Area
Opioid Drug Ring, hitp:/www.michigan.gov/ag/0.4534,7-359-82916_81983 47203-
401906--m_2017_1.00.htm].
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s Defendant(s): Dr. Craig Gialanella and 16 co-defendants
e Case Year: 2017
e - State: New Jersey

s Case Status: In July 2017, the New Jersey Attorney General’s office charged Dr. ‘Gialan‘e‘llﬁ
with distribution of narcotics and his co-defendants with related drug counts.

s Description of Scheme: Prosecutors say Dr. Gialanella worked with a network of all eged
drug dealers to write frandulent prcsurlpnons for opioids and sell some of the drugs on'the -
street, defranding Medicaid and private insurers.

e Kev Facts:

o Prosecittors alleged that in 2016, Dr. Gialanella wrote 413 prescriptions in the names
of 30 individuals for approximately 50,000 30:milligram oxycodone tablets
Prosecutors said the drug ring sold those tablets, known as “Blues,”” for between §18

*. and $25 per pill.

o Dr. Gialanella allegedly charged those looking for prescriptions for office Visits that
did not involve a medical examination or treatment. Medicaid paid fox some of: the
visits

o' Some of these “patients™ travelled more than 100 miles to see Dr: (nfdaneua a
primary care physician.

© “We are not going to tolerate drug dealers in white coats,” New Jersey Attotney
General Christopher S. Porrino said as his office announced the charges.

Sources:

1. Press Release, Christopher 8. Porrino, N.J. At'y Gen., Attorney General Charges Essex.
County Doctor and 16 Alleged Drug Dealers in Atlantic County with Distributing Tens
of Thousands of High-Dose Opioid Pain Pills Using False Prescriptions Issued by Doc{or
(July 19, 2017), hitpy/ni.govioag/newsreleasest 7/pr20170719a html
Lauren Carroll & Erin Serpice, Essex County Doctor, 16 Others Charged in Ar]antw
County Drug Ring, Press of Atlantic City, July 20, 2017, :
http//www.pressofatlanticeity. cony/news/crime/essex- wunt\f~dout(>{-olhus chamud»xnw

* atlantic-county-drug-ring/article. 999be69e-64£5-5259- 0645:d25btab1 2ablhml
3. Michael Burke & Amy S. Rosenberg, Doctor and Ex-Lifeguard Among 18 Snared in
Shore Drug Bust, The Inquirer (Phila.), July 19, 2017, i

E\)
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http:/Awww.philly.com/philly/news/new _jersev/doctor-and-ex-lifeguard-among-18-
snared-in-shore-drug-bust-20170719.htm!.
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Case Summary 56: Illicit Opioids and Medicaid Fraud in The Bay State

* Defendant(s): Dr. Fernando Jayma
e Case Year: 2017

* State: Massachusetts

¢ Case Status: Dr. Jayma pleaded guilty in April 2017 in Hampden Superior Court to charges
of illegal prescribing of controlled substances, Medicaid false claims, and larceny. A judge
sentenced him to two-and-a-half years in jail and ordered him to permanently resign his
medical license and pay $9,778 in restitution.

o Description of Scheme: Dr. Jayma illegally prescribed opioids to patients and defrauded
Medicaid.

o Kecy Facts:

o Dr. Jayma wrote illicit prescriptions for opioids, including oxycodone, morphine and
methadone, causing pharmacies to falsely bill Medicaid for the medications."

o The doctor also defrauded Medicaid by arranging for another doctor to see his
patients while he was away and directing his staff to bill Medicaid as if Dr. Jayma
was treating those patients. Medicaid had not credentialed the other doctor.

o Dr. Jayma’s illicit prescriptions went to patients with no legitimate medical need for
the drugs. Some of the patients had a documented history of substance abuse.

Sources:
1. Press Release, Maura Healey, Mass. Att’y Gen., Ludiow Doctor Sentenced to Jail for
Illegally Prescribing Opioids to At-Risk Patients (May 16, 2017),
http://www.mass.gov/ago/news-and-updates/press-releases/2017/2017-03-16-ludiow-
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Case Summary 57: Recruiting “Runners” to Get Oxycodene Paid for by Medicaid

s Defendant(s): Raymond Morales
e Case Year: 2016
o State: Connecticut

o Cage Status: Morales pleaded guilty in June 2016 in U.S. District Court in Hartford to
conspiracy to distribute and possess with intent to distribute oxycodone. A judge sentenced -
him to seven years in prison. Prosecutors charged ten other people in the investigation.

e Deseription of Scheme: Morales recruited “runners” to fill fraudulent prescriptions fora
drug ring that distributed oxycodone in the New Haven area. Medicaid paid for nearly all of
the illicit prescriptions.

s Key Facts:

o Investigators discovered that Morales had a close associate who worked as a
pharmacy technician and helped him to fill the fake prescriptions.

o The drug ring stole the personal identifying information of more than 50 doctors and
other medical professionals to obtain the oxycodone, which it then sold on the strcet
for $20 to $30 per 30-milligram pill. )

Sources:
1. Press Release, U.S. Att’y Off., Conn., New Haven Man Pleads Guilty to Role in Scheme
to Obtain Oxycodone Through Fraudulent Prescriptions (June 16, 2016),
https://www justice.gov/usao-ct/pr/new-haven-man-pleads-guilty-role-schenie-obtain-
axveodone-through-fraudulent-prescriptions.
2. Press Release, U.S. Att’y Off., Conn., New Haven Man Sentenced to 7 Years in Prison
for Role in Fraudulent Oxycodone Prescription Scheme (Nov. 28, 2016),
hitps://www,justice.gov/usao-ct/pr/new-haven-man-sentenced-7-years-prison-role-
fraudulent-oxycodone-prescription-scheme.
Frank Juliano, Man Sentenced in Area Drug Trafficking Case, Conn. Post, Nov. 29, 2016,
hitp://www.ctpost.com/local/article/Man-sentenced-in-area-drug-tralficking-case~
10641928.php.

(9%}
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Case Summary 58: Nurse Accused of Grabbing Norco From Hospital Patient
¢ Defendant(s): Timothy Jones

e Case Year: 2016
» State: Mississippi

e Case Status: A Lauderdale County grand jury indicted Jones in August 2016 on charges of
Medicaid fraud and acquiring or obtaining possession of a controlled substance by fraud,
misrepresentation, or subterfuge.

¢ Description of Scheme: Jones allegedly defrauded Medicaid by obtaining opioids belonging
to a nursing home patient.

o Key Facts:

o Jones worked as a registered nurse at East Mississippi State Hospital in Meridian.
o According to the indictment, Jones obtained Norco containing hydrocodone froma -
patient at the hospital. The patient was receiving Medicaid benefits from the state.

Sources:

1. Press Release, Jim Hood, Miss. Att’y Gen., Meridian Registered Nurse Arrested for
Medicaid Fraud Charges (Aug. 19, 2016), hitp://www.ago state.ms.us/releases/meridian-
registered-nurse-arrested-for-medicaid-fraud-charges/.

2. Meridian Nurse Arrested for Medicaid Fraud, WTOK, Aug. 19, 2016,
http://www.wiok.com/content/news/Meridian-nurse-arrested-for-Medicaid-fraud-
390729391 html.
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Case Summary 59: Nurse Grabs Percocet, Hydrocodone Intended for Patients

* Defendant(s): Cheryl Renee Hamblet
s (Case Year: 2016
e State: Mississippi

e Case Status: Hamblet pleaded guilty in June 2016 in Choctaw County Circuit Court to
Medicaid fraud and obtaining a controlled substance by fraud. A circuit court judge
sentenced her to three years in prison, with two years suspended.

¢ Description of Scheme: Hamblet used opioids intended for patients at a nursing home,
defrauding Medicaid.

o Key Facts:

o Hamblet worked as a Licensed Practical Nurse at a Mississippi nursing home.

o With access to controlled substances at the facility, she diverted for her own use
Percocet and hydrocodone meant to be dispensed to three patients.

o Though the investigation involved a small amount of opioids, Mlss1551pp1 Attorney
General Jim Hood affirmed the importance of the case, which his Medicaid Fraud
Control Unit prosecuted. “Our office is deeply committed to protecting our state’s
most vulnerable residents,” Hood said as the judge sentenced Hamblet.

Sources:

1. Press Release, Jim Hood, Miss. Att’y Gen. Houston Nurse Sentenced to Prison for
Medicaid Fraud, lllegally Obtaining Patient’s Drugs (June 21, 2016),
hitp://www.ago.state.ms.us/releases/houston-nurse-sentenced-to-prison- lor-medu.zud—
fraud-illegally-obtaining-patients-drugs/.

2. Woman Sentenced for Medicaid Fraud, Insurance Fraud News, June 21, 2016,
hitp://www.insurancefraud.org/I[FNS-detail. htm?key=22962.
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Case Summary 60: Fake Prescription in North Carolina

¢ Defendant(s): Shatiaa Neshate McNair
e Case Year: 2016
» State: North Carolina

e Case Status: Sheriff’s deputies arrested McNair in July 2016-on charges of Medicaid
recipient fraud; obtaining a controlled substance by fraud/forgery; felony possession of a
controlled substance; trafficking opiates, and identity theft.

e Description of Scheme: Ms. McNair allegedly used a fraudulent prescription to obtain
oxycodone from a pharmacy, defrauding Medicaid.

e Key Facts:

o According to the Moore County Sheriff’s Office, McNair filled the fake prescription
at a Moore County-area pharmacy.

o McNair allegedly obtained 120 dosage units of oxycodone with the illicit
prescription.

Sources:
1. Moore County Sheriff Neil Godfrey Announced the Arrest of Shatiaa Neshate McNair,
Age 21, of Lumberton, North Carolina on Drug Charges, Everbridge Nixle, July 22,
2016, http://www,nixle us/alert/5687694/.
2. NC Woman Arrested After Using Fake Prescription to get Oxycodone, Insurance Fraud:
News, July 22, 2016, hitp://www.insurancefraud.org/IFNS-detail. htm?kev=23240.

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United States Senate

118



210

Case Summary 61: Prosecutors: Pharmacist Submitted Hundreds of Falsified Claims,
Defranded Medicaid

* Defendant(s): Joseph “Jess”™ Collins
¢ Case Year: 2016
+ State: Tennessee

e Case Status: A Claiborne County grand jury indicted Colling in October 2016 on charges of
TennCare fraud, insurance fraud, and computer crimes.

s Description of Scheme: Collins, a pharmacist, allegedly submitted fraudulent claims for
prescriptions medications to TennCare (Tennessee’s Medicaid program) and Medicare.

¢« Key Facts:

o Prosecutors allege that Collins presented for payment hundreds of falsified claims for
opioids and other drugs he claimed to have dispensed. Oxycodone and Rebif<-an
injectable drug used to treat multiple sclerosis-—were among the medications,

o Tennessee Bureau of Investigation agents with the state’s Medicaid Fraud Control
Unit led the investigation, along with the Department of Health and Human Services
Office of Inspector General.

Sources: .
1. East Tennessee Pharmacist Indicted on Healthcare Fraud Charges, Channel 10 News;
Nov. 8, 2016, http://www. whir.com/article/news/crime/east-tennessee-pharmacist-
indicted-on-healthcare-fraud-charges/349865888.
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Case Summary 62: “Medicare and Medicaid Are Not a Means to Line the Pockets of
Fraudsters.”

o Defendant(s): Beth Palin and Joseph D. Webb
s Case Year: 2016
e State: Virginia

e Case Status: A judge in U.S. District Court in Abingdon convicted Palin and Webb in April
2016 of conspiracy to commit health care fraud and health care fraud. The judge sentenced
them to 36 months each in prison and ordered them to pay $1.4 million in restitution.

s Description of Scheme: Palin and Webb owned a laboratory. They worked with a doctor
from a self-described suboxone clinic to bill patients for medically unnecessary urine
screenings, defrauding Medicaid, Medicare and private insurers out of more than $14
million.

¢ Key Facts:

© Webb and Palin owned Bristol Labs, which specialized in urine drug screen testing:
They worked with a doctor who opened what prosecutor said “purported to be” a
substance abuse treatment program that treated opioid addicts with suboxone:

o The doctor sent all patients to Bristol Labs for drug screenings that were medically
unnecessary and not used in patient care. Medicaid programs in Virginia and
Tennessee paid for many of these screenings, along with Medicare and private
insurers, e

o Webb and Palin then opened their own addiction practice, which also billed Medicaid
and other forms of insurance for medically unnecessary drug screenings.

o After the judge sentenced Webb and Palin, John P. Fishwick Jr., then-U.S. attorney,
said the defendants “stole over a million dollars from health care programs designed -
to provide care to those who need the most help. Medicare and Medicaid are not a
means to line the pockets of fraudsters.”

Sources:
1. Press Release, U.S. Att’y Off., W.D. Va., Pair Sentenced on Health Care Fraud,
Conspiracy Charges (Aug. 16, 2016), https://www justice.gov/usao-wdva/pi/pair-
sentenced-health-care-fraud-conspiracy-charges.
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Case Summary 63: A Doctor Who Prescribed Excessive Opioids, Defrauded Medicaid and
Had an Offshore Bank Account

e Defendant(s): Dr. Nicola Tauraso
¢ Case Year: 2016

e State: Maryland

o Case Status: Dr. Tauraso pleaded guilty in June 2016 in U.S. District Court in Baltirore to
health care fraud. He died before he could be sentenced.

» Description of Scheme: Dr. Tauraso saw an excessive number of patients at his pain
management clinic and prescribed opioids for no legitimate medical reason, defrauding
Medicaid and Medicare out of $350,000.

s Key Facts:
o Dr. Tauraso, a longtime pediatrician, opened a pain management practice in 2009.

o Former employees told investigators that about 80 patients a day visited Dr.
Tauraso’s new practice. He prescribed many of them large amounts of oxycodone
and OxyContin, often without meeting with the patients,

o In 2010 alone, Dr. Tauraso deposited more than $821,000 in his bank accounts and
transferred about $575,000 of that to a bank in Panama. The same year, some
pharmacists stopped filling his prescriptions out of concern that they were not
medically necessary.

Sources:

1. Press Release, U.S. Att’y Off., Md., Frederick Pediatrician Whose License was Revoked
Admits to Prescribing Oxycodone Without a Medical Need (June 8, 2016), )
https:/www.justice.gov/usao-md/pr/frederick-pediatrician-whose-license-was-revoked-
admits-prescribing-oxveodone-without.

2. Kelsi Loos, Longtime Frederick Doctor Found Guilty of Health Care Fraud Dies, The
Frederick News-Post, Aug. 8, 2016,
https://www. fredericknewspost.com/news/crime_and_justice/longtime-frederick-doctor-
found-guiltv-of-health-care-fraud-dies/article_d6¢50946-bd9¢-53135-9afe-
d5ea5872¢702.himl.
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Case Summary 64: Doctor Keeps Giving Opioids to Patients Already Enrolled in Drug
Treatment

s Defendant(s): Dr. Mohammad Nassery
o Case Year: 2016
o State: Massachusetts

o Case Status: Dr. Nassery pleaded guilty in March 2016 in Barnstable Superior Court to
making false Medicaid claims, illegal prescribing, and larceny. A judge sentenced him to
two-and-a-half years in jail, suspended for a probationary period of five years.

* Description of Scheme: Dr. Nassery illegally prescribed opioids to drug addicts and
defrauded Medicaid for the medication and for office visits.

e Key Facts:

o Nassery prescribed oxycodone to patients despite their documented substance abuse,
even after learning that some were enrolled in treatment programs or were receiving
opioids from other providers.

o Pharmacies unknowingly billed MassHealth, the state’s Medicaid program, for the
medication he prescribed. Dr. Nassery also defrauded Medicaid by billing for simple
office visits at a higher billing code.

o Investigators found that Dr. Nassery required urine drug screenings and Magnetic
Resonance Imaging (MRI) tests before prescribing controlled substances as a cover
for his illicit preseription practices.

Sources:

1. Press Release, Maura Heale, Mass. Att’y Gen., AG Healey Takes Action Against
Hyannis Physician for Illegally Prescribing Opioids (May 18, 2015),
http://www.mass.gov/ago/news-and-updates/press-releases/2015/201 5-05-18-nassery-
indictments.htinl.

2. Cape Cod Doctor Indicted on Drug Charges, Boston Globe, May 18, 2015,
hitps://www.bostonglobe.com/metro/2015/05/1 8/cape-doctor-indicted-charges-illegally-
prescribing-opioids/EaRK VbxhvSpDXrwIMUeUEL/story html.

3. Haven Orecchio-Egresitz, Doctor Pleads Guilty to lllegal Prescribing, Cape Cod Times,
Mar. 21, 2016, hitp://www.capecodtimes.com/news/20160321/doctor-pleads-guilty-1o-
illegal-prescribing.
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Case Summary 65: A Doctor Known as an “Easy Write”

¢ Defendant(s): Dr. Steven Parry
¢ Case Year: 2016
e State: New York

e Case Status: Prosecutors charged Dr. Parry in February 2016 in U.S. District Court in
Central Islip with distribution of a controlled substance without a legitimate medical purpose.

e Description of Scheme: Dr. Parry allegedly prescribed large quantities of illicit opioids
including to a patient who died of an overdose after Dr. Parry disregarded warnings fromi
Medicaid about the prescriptions.

o Key Facts:

o According to court documents, Dr. Parry wrote prescriptions for large amounts of
narcotics to relatively young patients, including more than one individual living in'the
same household.

o A confidential source told investigators that Dr. Parry was known on the street as an
“easy write”—someone who would prescribe drugs for no medical reason.

o One of Dr. Parry’s patients, identified only as “Jane Doe,” died in 2014 of a drug
overdose after Dr. Parry gave her hundreds of controlled substance prescriptions. Dr.
Parry had also learned that Jane Doe was selling her oxycodone and Xanax pills.

o Prosecutors allege that Dr, Parry ignored a letter from Medicaid warning him that
Jane Doe had a history of drug abuse and rehabilitation treatment and that he
disregarded a similar warning from Jane Doe’s mother.

Sources:
1. Deposition, United States v. Parry, No, 2:16-mj-00150-AYS (E.D.N.Y. Feb. 23, 2016).
2. Darran Simon & Laura Blasey, Dr. Steven Parry Faces Drug Charges in Patient Death;
Newsday, Feb. 24, 2016, https://www newsday.com/long-island/crime/dr-steven-parry=
faces-drug-charges-in-patient-death-1.11506614.
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Case Summary 66: A Medical Clinic that Doubled as an Insurance Scam, Defrauding
Medicaid

* Defendant(s): Dr. Rassan M. Tarabein,
e Case Year: 2017
e State: Alabama

e Case Status: Dr. Tarabein pleaded guilty in August 2017 in U.S. District Court in Mobile to
health care fraud and unlawful distribution of a controlled substance. The court scheduled his
sentencing for March 2018.

» Description of Scheme: Dr. Tarabein ran a clinic that prosecutors called an insurance scam,
defrauding Medicaid, Medicare, and private insurers out of millions of dollars for medically
unnecessary tests, procedures, and opioid prescriptions.

*  Key Facts:

o Dr. Tarabein, a neurologist, induced patients to come to his clinic for medically"
unnecessary tests such as Magnetic Resonance Imaging (MRI) scans, spent little time
with patients, and injected them in places where they were not experiencing pain. His
billing records cited procedures that prosecutors said were at times anatomically
impossible to perform.

o Dr. Tarabein singled out Medicaid patients to receive spinal injections and falsely
billed Medicaid at higher billing codes for the procedures. From 2010 to 2016, he
billed Medicaid more than $3.2 million for steroid injections, the highest amount any
neurologist or pain management specialist charged Alabama’s Medicaid program
during that period.

o Overall, Dr. Tarabein overbilled Medicaid, Medicare, and private insurers out of
about $13.1 million, and he pocketed $5.4 million in illicit proceeds.

o Dr. Tarabein prescribed medically unnecessary oxycodone to patients, some of whom
had track marks on their arms and hands because of drug use.

Sources:

1. Press Release, U.S. Att’y Off., S.D. Ala., Pain Management Doctor Pleads Guilty in
Health Care Fraud Case (Aug. 31, 2017), https://www justice.gov/usao-sdal/pt/pain-
management-doctor-pleads-guilty-health-care-fraud-case.

2. Press Release, U.S. Att’y Off., S.D. Ala., Pain Management Doctor Arrested in Health
Care Fraud Cases (June 30, 2017), https://www justice.gov/usao-sdal/pr/pain-
management-doctor-arrested-health-care-fraud-cases,
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3. Plea Agreement, United States v. Tarabein, No. 1:17-cr-00090-KD-MU (S.D. Ala. Aug.
14,2017).
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Case Summary 67: Doctor Shopping While Medicaid Pays

* Defendant(s): Genora Manning

e Case Year: 2015

s State: Tennessee

e Case Status: Prosecutors in Hamilton County charged Manning in November 2015 with
TennCare fraud. In February 2016, prosecutors in Bradley County charged Manning with
the same crime. She pleaded guilty, and a judge sentenced her to probation.

e Description of Scheme: Manning defrauded TennCare, the state’s Medicaid program, by
obtaining painkillers through “doctor shopping,” or visiting multiple health care providers to
get multiple prescriptions.

¢ Koy Facts:

o Manning used her Medicaid benefits in Hamilton County to pay for médically
unnecessary prescriptions for hydrocodone and tramadol.

o In Bradley County, Manning doctor-shopped to obtain Medicaid-funded tramadol
prescriptions.

o As he announced Manning’s arrest in Bradley County, Tennessee Inspector General
Manny Tyndall affirmed his office’s commitment to rooting out Medicaid fraud
involving opioids. “Prescription drug abuse hurts individuals, families and
communities, and we’re intent on tinding and prosecuting these cases when TennCare
is involved,” he said.

Sources: :

1. Press Release, Dep’t of Fin. & Admin., Two in Hamilton Co. Charged with TennCare
Fraud (Nov. 17, 2015), https://www.tn.gov/finance/news/2015/1 1/1 7/two-in-hamilton-
co.-charged-with-tenncare-fraud.html.

2. Press Release, Dep’t of Fin, & Admin., Two People Charged with TennCare Fraud in
Bradley, Hamilton Counties (Feb. 24, 2016), i
hitps://www tn.cov/finance/news/2016/2/24/two-people-charged-with-tenncare-fraud-in-
bradley-hamilton-counties.html.
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Case Summary 68: A First-Time Offender Accused of Selling Her Opioids and Defrauding
Medicaid

o Defendant(s): Constance Young
e Case Year: 2017
e State: Tennessee

e Case Status: Young pleaded guilty in March 2017 in Criminal Court for the 9th Judicial
District after prosecutors charged her in 2015 with TennCare fraud. A judge sentenced her to
judicial diversion, a program in which first-time offenders can have their cases expunged
after a period of probation.

o Description of Scheme: Young allegedly defrauded TennCare, the state’s Medicaid
program, by obtaining prescription opioids and selling the drugs.

o Key Facts:

o Prosecutors said Young used her TennCare benefits to obtain the prescription
painkiller hydrocodone.

o Young then allegedly sold a portion of the hydrocodone to an undercover informant:
o “Police are clearly committed to eliminating prescription drug abuse, and we’re doing
our part to stop abusers who are supporting this lifestyle with TennCare,” Manny

Tyndall, the state inspector general, said as he announced the charges.

Sources:
1. Press Release, Dep’t of Fin: & Admin., Roane Co. Woman Charged with TennCare Drug
Fraud (July 2, 2015), https://www.tn.gov/finance/news/2015/7/2/0702 1 Sdaniels, html.
2. Tennessee v. Young, No. 73CC1-20150-CR-86 (Tenn. Crim. Ct, May 10, 2017):
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Case Summary 69: Medicaid Recipients Get Opioids after Doctor Sees Them for Only
Scconds

s Defendant(s): Dr. Harvey Jenkins'and five others
¢ Case Year: 2016
e State: Oklahoma

e Case Status: In March 2016, prosecutors charged Dr. Jenkins and five of his former
employees in Oklahoma County District Court with making Medicaid false claims; identity
fraud; practicing medicine without a license; and conspiracy to possess, distribute, dispense,
and prescribe dangerous controlled substances within 2,000 feet of a public park. Dr: Jenkins
has pleaded not guilty and has publicly contested the charges.

e Description of Scheme: Authorities accuse Dr. Jenkins of running a “pill mill” in which he
prescribed large quantities of opioid painkillers to patients without adequately assessing their
medical need for the drugs, defrauding Medicaid.

s Key Facts:

o State prosecutors say Dr. Jenkins saw up to 90 patients a day and prescribed theim -
narcotics after seeing each patient for only 15 to 30 seconds.

o Dr. Jenkins allegedly allowed his staff members to prescribe opioid pamkxllers using
pre-signed prescription pads bearing his signature. These staff members did not have
licenses to prescribe medication.

o Hundreds of Dr. Jenkins’s patients were insured through Medicaid.

Sources:

1. Andrew Knittle, Jenkins Charged with 29 Felonies Connected to “Pill Mill,’ NewsOK
Mar, 24, 2016, http://newsok.com/article/5487203.

2. Abby Broyles, Accused Pill Mill Doctor and Former Employees Arrested, Char, ged with
Multiple Felonies, Okla. News 4, Mar. 24, 2016, http://kfor.com/2016/03/24/accused-
pill-mill-doctor-former-emplovees-charged-with-multiple-felonies/.

3. Crystal Prlce Preliminary Hearing Begins for Oklahama Dacror A Lcused of Runmng

hcarm"—bwms for-ok]ahomd doam accus&.d of ummnﬂ-mll mill/9161478.

4. Harvey Jenkins PhD, MD, RE: The State of Oklahoma/OBN v. Harvey C Jenkins; MD,
LiNKEDIN (June 18, 2015), https://www.linkedin.coin/pulse/re-state-oklahomaobn-v-
harvey-c-jenkins-md-harvey-jenkins-phd-md.
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Case Summary 70: Medicaid Benefits, Illicit Opioids, and a Mercedes-Benz

Defendant(s): Dannette M, Hawthorne, Charlene Breedlove-Jones, and Deneshia Wakefield
Case Year: 2011
State: Ohio

Case Status: In March 2011, all three defendants pleaded guilty in U.S. District Court in
Columbus. Hawthorne pleaded guilty to conspiracy to distribute controlled substances,
conspiracy to comumit health care fraud, submission of fraudulent claims, and aggravated
identity theft. A judge sentenced her to 12 years in prison. Breedlove-Jones pleaded guilty
to conspiracy to distribute controlled substances, health care false statement, obtaining
controlled substances by fraud, attempted distribution of a controlled substance, and
aggravated identity theft. A judge sentenced her to 10 years and 10 months in prison.
Wakefield pleaded guilty to health care false statements and obtaining a controlled substance
by fraud. A judge sentenced her to five years of probation.

Description of Scheme: Hawthorme owned two pain management clinics that prosecutors
said doubled as “pill mills,” distributing large quantities of opioids and fraudulently billing
Medicaid for more than $29,000 in illegal prescriptions.

Key Facts:

o Hawthorne opened the two clinics in Columbus in 2010 and employed Breedlove-
Jones and Wakefield. The clinics attracted patients from Ohio, West Virginia and
Kentucky. Many of the patients were Medicaid recipients.

o The trio charged patients cash for medical visits to obtain opioid prescriptions, which
were then billed to Medicaid.

o Through the clinics, which used basic equipment and employed no full time
physicians, investigators said Hawthorne helped distribute more than 11,000 doses of
oxycodone.

o Hawthome and Breedlove-Jones forged the signatures of real physicians when they
lacked a doctor to see patients.

o Hawthorne, a Medicaid recipient who lived in federally subsidized housing, enriched
herself through the scheme and drove a Mercedes-Benz.

Sources:

1. Press Relcase, FBI, Three Charged with Conspiracy, Making False Statements to
Medicaid and Other Crimes in Connection with Two Columbus Pain Management
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Clinics (Dec. 2010), https://archives. fbi.gov/archives/cineinnati/press-
releases/2010/ci122210.htm.

2. Press Release, U.S. Att’y Off., S.D. Ohio, Owner and Two Employees of Columbus Pain
Clinics Plead Guilty to Illegally Distributing Thousands of Pain Pills (Mar. 31, 2011),
https://www justice.gov/archive/usao/ohs/news/03-31-1 1 .html.

3. Kathy Lynn Gray, Woman Sentenced to 12 Years for ‘Pill Mills,” The Columbus
Dispatch, Feb. 7, 2012,
http://www.dispatch.com/content/stories/local/2012/02/07/woman-gets-12-years-for-pill-
mills,html.
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Case Summary 71: Using a “Doctor Shopping” Law to Crack Down on Medicaid Abuse
Invoelving Opioids

¢ Defendant(s): Tyniki T. Graham
e Case Year: 2014
e State: Tennessee

e Case Status: Graham pleaded guilty in October 2014 in the Metropolitan Nashville &
Davidson County Criminal Court to TennCare fraud.

¢ Description of Scheme: Graham obtained illicit prescriptions for opioid painkillers and
defrauded TennCare, the state’s Medicaid program.

»  Key Facts:
© Graham visited muitiplé doctors in a short period of time, a practice known as “doctor

shopping,” to obtain prescriptions for opioids.

o Through these doctor visits, Graham received illicit prescriptions for hydrocodone
and tramadol, with Medicaid paying for her prescriptions or clinical visits.

© When prosecutors charged Graham in 2014, Robert White, then the acting Tennesseé:
inspector general, said the state’s doctor shopping law “is a valuable tool in cracking
down on people who are abusing™ Medicaid through obtaining or selling opioids.

Sources:

1. Press Release, Tenn. St. Gov., Davidson Co. Woman Charged with TennCare Drug Fraud
(June 16, 2014), https//'www.tn.govinews/2014/6/16/davidson-co.-woman-charged-with-
tenncare-drug-fraud8 himl,

2. People v, Graham, No. 2014-B-1568 (Tenn. Crim. Ct. Oct. 2, 2014).
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Case Summary 72: “Police . . . Are Committed to Eliminating Prescription Drug Abuse,
Especially When It Involves Public Dollars.”

¢ Defendant(s): Barbara Sue Greer
e Case Year: 2014
¢ State: Tennessee

e Case Status: State prosecutors charged Greer in August 2014 with TennCare fraud, sale or
delivery of oxycodone, sale or delivery of hydrocodone, and sale or delivery of Xanax: She
is currently on probation.

o Description of Scheme: Ms. Greer allegedly obtained Medicaid-funded opioids-and sold
them, defunding TennCare, the state’s Medicaid program.

¢ Key Facts:

o Prosecutors said Greer obtained prescriptions for oxycodone, hydrocodone and Xanax
and billed the drugs to Medicaid.

o Greer then allegedly sold a portion of the prescription drugs on three occasions.

o As prosecutors brought the charges, acting state inspector general Lawrence S.
Saylor, Ir. said: “Local police, providers and citizens are committed to eliminating
prescription drug abuse, especially when it involves public dolars.”

Sources:

1. Press Release, Tenn. St. Gov., Bradley County Woman Charged with TennCare Drug
Fraud (Aug. 5, 2014), hitps://www.tn.gov/news/2014/8/5/bradley-county-woman-
charged-with-tenncare-drug-fraud.html.

2. Barbara Sue Perdue Greer Charged with Coercion of a Witness, Thechattansogan.comm,
hitp://www.chattanoogan.com/2014/10/25/287143/Barbara-Sue-Perdue-Greer-Charged-
With.aspx. :
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Case Summary 73: “Doctors and Pharmacists Who _Use Their Professional Licenses to
Turn an [llicit Profit Through Drug Dealing and Medicaid Fraud”

o Defendant(s): Dr. Clifton Howell

e Case Year: 2011

e State: New Jersey

s Case Status: Dr. Howell pléeaded guilty in July 2011 in Hudson County Superior Court to
health care claims fraud. A judge sentenced him to three years in prison and ordered him to
pay $101,000 in restitution. At least 33 other defendants pleaded guilty as well.

o Description of Scheme: Dr. Howell defrauded Medicaid as part of a larger scheme in which

doctors and pharmacists billed Medicaid for pain pills that were diverted to drug dealers, who
sold the medications on the street.

o Key Facts:

o Dr. Howell admitted that he submitted false claims to Medicaid for prescription
opioids.

o Pharmacists used Dr. Howell’s prescriptions to dispense the drugs to Medicaid
beneficiaries, but not the intended patients.

o The statewide narcotics ring distributed prescription opioids including oxycodone and
Percocet.

o As Dr. Howell pleaded guilty, Ronald Chillemi, the state’s acting insurance fraud:
prosecutor, noted: “Too often we uncover doctors and pharmacists who use their
professional licenses to turn an illicit profit through drug dealing and Medicaid
fraud.”

Sources:

1. Press Release, N.J. Dep’t of Law & Pub. Safety, Hudson County Man Sentenced to 22
Years in Prison as Leader of Crime Network that Defrauded Medicaid (Sept. 16, 2011),
http://www.ni.gov/oag/ewsreleases! 1/pr20110916a.html.

2. Press Release, N.J. Dep’t of Law & Pub. Safety, Ringleader and Doctor Plead Guilty in
Statewide Crime Network that Dealt Pain Pills and Defrauded Medicaid (July 6, 2011),
http://www.nj.gov/oag/newsreleases Upr20110706a.html.

3. Karen Yi, Doctor from West Orange Sentenced for Medicaid Fraud, West Orange Patch,
https://patch.com/new-jersey/westorange/doctor-from-west-orange-sentenced-for-
medicaid-fraud.
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Case Summary 74: Opioids for a Doctor’s Girlfriend Leads to Medicaid Fraud

o Defendant(s): Dr. John Yacoub
¢ Case Year: 2014
¢ State: Maryland

e Case Status: Dr. Yacoub pleaded guilty in May 2014 in U.S. District Court in Baltimore to
conspiracy to distribute and possess with intent to distribute fentanyl, hydrocodone,
oxycodone, morphine, and methadone. A federal judge sentenced him to one year in prison.

s Description of Scheme: Dr. Yacoub prescribed medically unnecessary opioid pain
medication to his girlfriend and others, defrauding Medicaid.

o Key Facts:
o Between 2012 and 2013, Dr. Yacoub provided prescriptions and pills—including

Vicodin, oxycodone, and morphine—to his Nevada-based girlfriend, who was a drug
addict.

o Dr. Yacoub asked two other people, identified only as person A and person B, to help
him get additional opioids to his girlfriend in exchange for giving them prescriptions:
for methadone.

o Medicaid paid $2,375 for morphine prescriptions obtained by person B for Dr.
Yacoub. Patient files for Dr. Yacoub’s girlfriend, person A, and person B showed no
medical reasons for any of Dr. Yacoub’s prescriptions.

Sources:

1. Press Release, U.S. Att’y Off., Md., Dr. John Yacoub Sentenced for Iilegal Drug
Distribution (Nov. 3, 2014), https://www.justice. gov/usao-md/pr/dr-iohn-vacoub-
sentenced-illegal-drug-distribution.

2. Press Release, U.S. Att’y Off., Md., Dr. John Yacoub Pleads Guilty to Drug Distribution
(May 28, 2014), https://www.justice.gov/usao-md/pr/dr-john-vacoub-pleads-guilty-drug-
distribution.

3. Plea Agreement, United States v. Yacoub, No. 1:14-cr-00148-CCB (D. Md. May 28,
2014).
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Case Summary 75: A ‘Two-Tiered’ Medical Practice, with a Bogus Pain Management
Clinic

s Defendant(s): Dr. Anand Persaud
o Case Year: 2015

e State: New York

e Case Status: Dr. Persaud pleaded guilty in May 2015 in Nassau County District Court to
criminal sale of prescriptions for a controlled substance and criminal tax fraud. A judge
sentenced him to six months in prison.

e Description of Scheme: Dr. Persaud prescribed medically unnecessary opioid pain
medication, which were paid for by Medicaid.

¢ Key Faets:

o Prosecutors said Dr. Persaud maintained a two-tiered medical practice: seeing -
medical patients with regular medical issues and running a fraudulent pain
management practice. If patients visited Dr. Persaud for so-called pain management,
he charged them $250 to $300 per visit. On a number of occasions, Dr. Persaud -
preseribed patients oxycodone that he knew was medically unnecessary. :

o Dr. Persaud and his wife both also admitted to filing false tax returns because they did
not claim income they gained from the “pain management” visits. His wife pleaded
guilty in 2015, and a judge sentenced her to five years of probation.

o Investigators from the New York State Attorney General’s Medicaid Fraud Control
Unit raided Dr. Persaud’s offices, leading to his arrest in July 2013.

Sources:

1. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., A.G: Schneiderman Announces
Jail Sentence of Long Island Doctor for Selling Prescriptions for Oxycodone (Oct. 20,
2016), hitps://ag.ny.gov/press-release/ag-schneiderman-announces-jail-sentence-long-
island-doctor-selling-prescriptions.

2. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., Long [sland Doctor Arrested for
Selling Prescriptions for Narcotic Drugs (July 30, 2013), htips://ag.nv.gov/press-
release/long-island-doctor-arrested-selling-prescriptions-narcotic-drugs.
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Case Summary 76: The Doctor Was Away and Medicaid Got The Bill
e Defendant(s): Dr. John Q. A. Webb, Jr. and Kari Mannino
e Case Year: 2014
e State: Texas

e Case Status: Dr. Webb pleaded guilty in December 2014 in U.S. District Court in Beaumont
to conspiracy to commit health care fraud. A judge sentenced him to 15 months in'prison:
Mannino pleaded guilty in February 2014 to conspiracy to commit health care fraud. A
judge sentenced her to three years of probatiorn.

e Description of Scheme: Dr. Webb and his office manager, Mannino, defrauded Medicaid,
Medicare, and private insurers by having unlicensed staff members prescribe opioids. -

e Key Facts:

o Dr. Webb allowed unlicensed staff members to prescribe controlled substanices,
including Suboxone, to patients when he was out of the office and had not treated
the patients.

o Mannino distributed the drugs directly to patients, rather than sending the
prescriptions to pharmacies.

o Mannino then oversaw the submission of false claims to Medicaid and Medicare
stating that a licensed physician had provided the health care services.

o The scheme caused more than $300,000 in loses to Medicaid, Medicare, and
private insurance companies.

Sources:

1. Press Release, U.S. Att’y Off,, E.D. Tex., Tyler County Woman Guilty of Health Care
Fraud (Feb 12, 2014), https://www.justice.gov/usao-edtx/pr/tyler-county-woman-=guilty-
health-care-fraud.

2. Press Release, FBI, Former Beaumont Physician Sentenced for Health Care Fraud
Violation (Dec. 18, 2014), https://www.fbi.gov/contact-us/field-
offices/houston/news/press-releases/former-beaumont-physician-sentenced-for-health-
care-fraud-violation.

3. Press Release, U.S. Att’y Off., E.D. Tex., Former Beaumont Physician and Office
Manager Charged with Health Care Fraud (Dec. 12, 2013), htps:/www justice.gov/usac-
edtx/pr/former-beaumont-physician-and-office-manager-charged-health-care-fraud.

4, United States v. Webb, No. 1:13cr123 (E.D. Tex. July 23, 2014).
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Case Summary 77: “When the Indiana Medicaid program is Wrongly Billed for Ineligible

Claims ., ., Taxpayers Become Victims As Well.”

e Defendant(s): Dr. William Hedrick

» Case Year: 2015

e State: Indiana

» Case Status: Prosecutors charged Dr. Hedrick in January 2015 in Delaware Circuit Court
with Medicaid fraud, reckless prescribing, and forgery. He has pleaded not guilty and his trial
is scheduled for March 2018.

» Description of Scheme: Authorities allege that Dr. Hedrick over-prescribed opioids at
dangerous levels, resuiting in the deaths of at least eight patients, and that he defrauded
Medicaid.

o Key Facts:

o Dr. Hedrick ran pain management clinics where he allegedly saw up to 100 patients a
day, prescribing opioids without establishing medical need for the drugs.
Investigators observed 326 patients enter and leave his clinics in just three days.

o Most of Dr. Hedrick’s patients were on Medicaid, and prosecutors accuse him of
allowing employees to fraudulently bill Medicaid for procedures and prescriptions
using another physician’s information.

o As authorities announced Dr. Hedrick's arrest, Greg Zoeller, then Indiana’s attorney
general, said that “the prescription drug abuse epidemic is fueled by dangerous
overprescribing of addictive opioid drugs... when the Indiana Medicaid program is
wrongly billed for ineligible claims, as is alleged here, taxpayers become victims as
well.”

Sources:

1.

Keith Roysdon, Tidal Wave of Heroin Overdoses Followed Pain Doctor Raid, The Star
Press, Nov. 10, 2017, http://www.thestarpress.com/story/news/local/2017/1 1/10/tidal-
wave-heroin-overdoses-followed-pain-doctor-raid/780885001/.

Jeff Wiehe, Documents Reveal Case Against Doctor, The J. Gazette, Mar. 16, 2016,
http://www journalgazette. net/News/Local/Documents-reveal-case-against-doctor-

4354966.
Keith Roysdon, Feds Link Deaths to Muncie Pain Clinic Doctor, IndyStar, Oct. 21, 2014,
https://www indystar.com/story/news/crime/2014/10/2 1/muncie-pain-clinic-doctor-
investigation/17652283/.
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Case Summary 78: Colorado Pill Mill

e  Defendant(s): Dr. Joel E. Miller
e Case Year: 2015
e State: Colorado

e Case Status: A federal jury in U.S. District Court in Denver convicted Dr. Miller in
November 2015 of unlawful distribution of a controlled substance without a legitimate -
medical purpose, unlawful distribution of a controlled substance without a legitimate medical
purpose resulting in death, and providing false information on his DEA registration
application. A judge sentenced him to five years in prison.

e Description of Scheme: Dr. Miller ran a “pill mill” and prescribed excessive amounts and
dangerous combinations of opioids. At least one patient died from the drugs.

o Kev Facts:

o Dr. Miller prescribed controlled substances, including hydrocodone,; without
establishing a legitimate medial purpose for the medication.

o Dr. Miller’s prescriptions and dosage levels caused patients to become addicts. He
allowed staff members to distribute opioids in his absence and without a doctor’s
examination, using a form he had pre-signed.

o Prosecutors said Dr. Miller defrauded Medicaid, Medicare, and private insurers by
filing fraudulent claims for medical services and procedures, using a billing code with
a higher reimbursement rate.

Sources:

1. Press Release, U.S. Att’y Off., Colo., Craig Doctor Arrested for Prescribing Drugs
Resulting in Patient Deaths and Health Care Fraud Scheme (Aug. 26, 2013), )
https://www justice.gov/usao-co/pr/craig-doctor-arrested-prescribing-drugs-resulting-
patient-deaths-and-heath-care-fraud.

2. Yesenia Robles, Craig Doctor Indicted, Arrested After Prescriptions Lead to Deaths, The
Denver Post, Aug. 26, 2013, hitps;//www.denverpost.com/2013/08/26/craig-doctor-
indicted-arrested-after-preseriptions-lead-to-deaths/.

3. Press Release, DEA, Doctor Convicted in Death of Patient (Nov. 9, 2015),
https://www.dea.gov/divisions/den/201 5/den1 10915.shtml.

4. Indictment, United States v. Miller, No. 13-cr-00354-REB (D. Colo. Aug. 21, 2013).
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Case Summary 79: Fake Prescriptions and False Claims
e Defendant(s): Julia Clymer
e Case Year: 2013

o State: [llinois

» Case Status: Clymer pleaded guilty in September 2013 in U.S. District Court in East St.
Louis to health care fraud and obtaining possession of a controlled substance by fraud. A
judge sentenced her to five years of probation.

o Description of Scheme: Clymer defrauded Medicaid by creating fraudulent opioid
prescriptions and filling them at pharmacies.

o Key Facts:

o Through her employer, Clymer authorized the creation of fake prescriptions interided
for Medicaid beneficiaries. Authorities did not name the employer.

o Clymer then diverted the prescriptions for her own use, causing false claims to be
submitted to Illinois’s Medicaid program.

o Clymer obtained 30 pills containing hydrocodone from a pharmacy.

Sources: .
1. Press Release, U.S. Att’y Off,, $.D. Ili., Collinsville Woman Pleads Guilty to Drug an
Health Carc Offenses (Sept. 27, 2013), hups.//www justice.gov/usao-sdil/pr/collinsville-
woman-pleads-guilty-drug-and-health-care-offenses.
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Case Summary 80: Preying on Medicaid patients

e Defendant(s): Dr. David Gierlus
e Case Year: 2013
o State: lowa

e Case Status: Dr. Gierlus pleaded guilty in March 2013 in U.S. District Court in Davenport to
unlawfully prescribing hydrocodone, a Schedule III controlled substance. A judge sentenced
him to eight years in prison.

e Description of Scheme: Dr. Gierlus prescribed hydrocodone and other controlled
substances to a female patient without a legitimate medical need. At the time, he was
engaged in an inappropriate sexual relationship with the patient.

o Key Facts:

o Dr. Gierlus was a family practice physician in Muscatine, Towa for more than 20
years.

o He began treating the female patient and became involved in a relationship with her
by 2012. In February 2012, Dr. Gierlus prescribed Patient A 120 hydrocodone pills
for no legitimate medical purpose. :

o At sentencing, U.S. District Judge Stephanie M. Rose called Dr. Gierlus a “sexual
predator,” citing court records that said he had sexual contact with 18 victims,
including three patients who he injected with drugs before assauiting them, ‘Dr.
Gierlus did not dispute the court records.

o Judge Rose said Dr. Gierlus preyed on “vulnerable” women, many of them Medicaid
patients, including one female Medicaid recipient to whom he gave rent money in
exchange for sex.

Sources:

1. Chris Minor, Dirty Doctor Gets 8 Years, $400,00 Fine in Sex for Drugs Case, WQAD 8
News, July 19, 2013, http://wgad.com/2013/07/1 8/dirty-doctor-gets-8-vears-400000-fine-
in-sex-for-drugs-case/.

2. United States v. Gierlus, No. 15-2763 (8th Cir. July 13, 2016).

3. Brian Wellner, Former Local Doctor Gets Stiff Sentence, Muscatine Journal, July 18,
2013, http://museatinejournal.com/news/local/erime-and-courts/former-local-doctor-gets-
stiff-sentence/article_65d5ae49-6e50-34¢0-b209-2b7a74976b{6.html.
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4. Deirdre Cox Baker, Muscarine Doctor Surrenders Medical License, Quad-City Times;
Dec. 24, 2013, http://qetimes.com/news/local/muscatine-doctor-surrenders-medical-
license/article 7{8d44¢4-0929-5972-80ch-c0622d6alb40. himl.

5. Complaint, United States v. Gierlus, No. 3:12-mj-83 (8.D. lowa Aug,. 30, 2012).
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Case Summary 81: Opioids in Exchange for Sex
» Defendant(s): Dr. Tahir Usman Mir
e Case Year: 2012
e State: Pennsylvania

e Case Status: A jury in Indiana County Common Pleas Court convicted Dr. Mir in June 2012
of violating the state’s Controlled Substanccs Drugs Devices and Cosmetics Act.

» Description of Scheme: Dr. Mir wrote untawful opioid prescriptions to female patients in
exchange for sex.

o Key Facts:

o Between December 2008 and October 2011, Dr. Mir provided two women with
prescriptions for painkillers, including oxycodone and hydrocodone, in exchange for
sexual favors.

o On October 11, 2011, the state attorney general’s Medicaid Fraud Control Section
raided Dr. Mir’s office. )

o Prosecutors said Dr. Mir defrauded Medicaid by accepting cash payments for
medication he provided to drug addicts.

Sources:

1. Paul Peirce, Doctor Nabbed in Drug Sting, TRIBLive, Oct. 13,2011,
http//riblive.com/x/pittsburghtrib/news/regional/s_761607.html.

2. Paul Peirce, Sex with Patients Nets Time in Prison, TRIBLive, Sept. 14, 2013,
hitp://triblive.com/news/westmoreland/470072 1-74/mir-women-martin.

3. Paul Peirce, Indiana County Doctor Who Traded Drugs for Sex to be Resentenced,
TRIBLive, Dec. 19, 2014, hitp://triblive.com/news/indiana/7400748-74/mir-court-
indiana.

4. Paul Peirce, Indiana Doctor to Face Trial in Drugs-for-Sex Case, TRIBLive, Feb, 27,
2013, http:/triblive.com/news/indiana/3555949-74/mir-trial-office.
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Case Summary 82: Selling Pain Prescriptions for Millions in Profit

s Defendant(s): Dr. David Brizer
e Case Year: 2013
e State: New York

s Case Status: Dr. Brizer pleaded guilty in March 2013 in Rockland County Court to c¢riminal
sale of a prescription of a controlled substance, criminal possession of a controlled substance,
criminal tax fraud, and conspiracy. A judge sentenced himi to five years of probation.

o Description of Scheme: Dr. Brizer sold opioid prescriptions to drug dealers in a scheme that
led to Medicaid being defrauded out of thousands of dollars. The dealers then re-sold some
of the pills on the street.

s Key Facts:

o The prescriptions for oxycodone and other pain medications that Dr. Brizer sold from
his midtown Manhattan and Rockland County offices were worth millions of dollars
in pills.

o Dr. Brizer sold prescriptions in the names of phony patients, charged his customers -
up to $300 for each sale. :

o A reputed drug dealer who purchased Dr. Brizer’s prescriptions allegedly defrauded
Medicaid by causing the program to pay thousands of dollars to pharmacies for the
illicit narcotics.

Sources:

1. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen.; A.G. Schneiderman Announces

Guilty Plea of Manhattan Doctor for Selling Oxycodone Prescriptions to Drug Dealers
(Mar. 1, 2013), https://ag.ny.gov/press-release/ag-schneiderman-announces-guilty-plea-
manhattan-doctor-selling-oxveodone-prescriptions.

2. Press Release, Eric T. Schneiderman, N.Y. Att’y Gen., A.G Schneiderman Announces
Indictment of Manhattan Doctor Who Sold Oxycodone Prescriptions to Drug Dealers
(Feb. 11, 2013), htips://ag.nv.gov/press-release/ag-schneiderman-announces-indictient-
manhattan-doctor-who-sold-oxvcodone-prescriptions.

3. Steve Lieberman, Former Nyack Psychiatrist Gets Probation for Selling Oxy Scripts,
fohud.com, Feb. 7, 2014,
httpsy/www.lohud.com/storv/news/local/westchester/2014/02/07/former-nyack-
psychiatrist-gets-probation-for-selling-oxv-scripts-/5283221/.
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Case Summary 83: Stolen Prescription Paper and Stolen Medicaid Cards Lead to Illicit
Opioids

¢ Defendant(s): Suzanne Benizio
e Case Year: 2011
e State: New York

e Case Status: Benizio pleaded guilty in December 2011 in State Supreme Court in Bronk
County to forgery. A judge sentenced her to four to eight years in prison and ordered her to
repay the New York State Medicaid program more than $200,000.

¢ Description of Scheme: Benizio led a drug ring that distributed $200,000 in illicit opioids in
20 New York counties through forged prescriptions, defrauding Medicaid.

s Key Facts:

o Benizio created more than 250 forged prescriptions for OxyContin and Roxicodone
on prescription paper stolen from New York City-area doctors and hospitals. When
authorities arrested her, she possessed enough paper for 1,500 more phony
prescriptions.

o Working with co-conspirators, Benizio misappropriated numerous Medicaid cards
that she used to create the fake prescriptions in the names of real Medicaid recipients:

o Pharmacies filled the prescriptions using the Medicaid cards, and the drug ring then
re-sold the pills on the street.

Sources:

1. NYC Woman Sentenced for Writing 250+ Fake Prescriptions, The Observer-Dispatch,
Feb. 16, 2012, http://www uticaod.com/x1768344685/NYC-woman-sentenced-for-
writing-2350-fake-prescriptions.

2. Bronx Woman Pleads Guilty to Forging Painkiller Prescriptions, CBS New York, Dec.
21,2011, http://newyork.cbslocal.com/201 1/12/2 1/bronx-woman-pleads-guilty-to-
forging-painkiller-prescriptions/.
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Case Summary 84: “Basically, he was using the state to subsidize his drug-dealing.”
e Defendant(s): Louis Eppinger

e Case Year: 2013

o State: Ohio

e Case Status: Eppinger pleaded guilty in March 2013 in U.S. District Court in Cleveland to
health care fraud and conspiracy to possess with intent to distribute oxycodone. A judge
sentenced him to 12 years in prison. Six other people pleaded guilty to related crimes.

e Description of Scheme: Eppinger masterminded a conspiracy that forged opioid
prescriptions and re-sold the illicit drugs on the street, bilking Medicaid.

o Key Facts:

o Eppinger obtained blank prescription paper and the Drug Enforcement
Administration (DEA) numbers of various northern Ohio physicians and gave the
paper to a co-conspirator, who forged prescriptions for OxyContin and Percocet.

o Other co-conspirators, known as “walkers,” filled the prescriptions at pharmacies and
gave the pills to Eppinger, who sold some of the medication.

o Eppinger billed the Ohio Medicaid program $21,098 for the illegal painkillers,
“Basically, he was using the state to subsidize his drug-dealing,” Steven Dettelbach,
then the U.S. attorney, said after a federal grand jury indicted Eppinger.

Sources:

1. Press Release, U.S. Att'y Off., N.D. Ohio, Cleveland Man Sentenced to 12 Years in
Prison for Leading Ring That Obtained Blank Prescriptions, Forged Them and Sold the
Painkillers (June 11, 2013), https://www.justice.gov/usao-ndoh/pr/cleveland-man-
sentenced- 1 2-vears-prison-leading-ring-obtained-blank-prescriptions.

2, James F. McCarty, Grand Jury Indicts 7 on Charges of Running Elaborate Pill Mill,
Cleveland.com, Mar. 20, 2012,
http://blog.cleveland.com/metro/2012/03/federal_grand_jury_indicts_sev.html.

3. Group Indicted for Forging Pain Pill Prescriptions, Charleston Daily Mail, Mar. 22,
2012.
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Case Summary 85: Fake Prescriptions, Real Oxycodone

s Defendant(s): Yolanda Rice
o Case Year: 2014

o State: Illinois

e Case Status: Rice pleaded guilty in April 2014 in U.S. District Court in East St. Louis to
health care fraud and obtaining possession of a controlled substance by fraud. ‘A judge
sentenced her to five years of probation.

» Description of Scheme: Rice defrauded Medicaid by obtaining opioids through fraudulent
prescriptions. :

o Key Facts:

o Rice worked at a doctor’s office in Swansea; Illinois, called Master Medical Care.-

o Through her employer, Rice authorized fake prescriptions ostensibly for Medicaid
beneficiaries, then diverted the drugs to herself. The Illinois Medicaid program paid
nearly $2,000 in fraudulent claims because of the prescriptions. k

o Through the scheme, Rice obtained 180 illegal oxycodone pills.

Sources:

1. Press Release, U.S. Att’y Off., S.D. Ill,, Belleville Woman Indicted for Health Care
Fraud and Obtaining Controlled Substances by Fraud (Oct. 23, 2013),
hitpsy//www justice.pov/usao-sdil/pr/belleville-woman-indicted-health-care-fraud-and-
obtaining-controlled-substances-fraud.

2. Belleville Woman Used Fraudulent Prescriptions to Get Pain Pills, St. Louis Post-
Dispatch, Apr. 2, 2014, http://www.stltodav.com/news/local/illinois/belleville-woman-
used-fraudulent-prescriptions-to-get-pain-pills/article_61c20ed7-2489-5758-aftv-
2de3492789606.html.

3. Stipulation of Facts, United States v. Rice, No. 13-30254-DRH (S.D. Ill. Apr. 2, 2014).
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Case Summary 86: When the Doctor’s Away, He Bills Medicaid Anyway

Defendant(s): Dr. Michael A. Taylor
Case Year: 2013
State: Massachusetts

Case Status: Dr. Taylor pleaded guilty in' August 2013 in Bristol Superior Court to illegal
prescribing of a controlied substance, violating the Medicaid False Claims Act, and larceny.
A judge sentenced him to 2 % years in jail, suspended for a probationary period of five years,
and ordered him to pay more than $9,800 in restitution to MassHealth, the Massachusétts
Medicaid program.

Description of Scheme: Dr. Taylor prescribed medically unnecessary opioids, causing
pharmacies to falsely bill MassHealth for the narcotics.

- Key Facts:

o Dr. Taylor, who practiced general internal medicine, illegally prescribed oxycodone,
Percocet and other oxycodone-based drugs to 15 patients.

o Dr. Taylor fraudulently billed more than $9,800 to MassHealth for office visits where
patients picked up the prescriptions. In reality, the patients didn’t see him during
those visits. Sometimes, he was out of state. )

o Martha Coakley, then the Massachusetts attorney general, said the case demonstrates
the importance of guarding against Medicaid fraud involving opioids. “Illegally
prescribing drugs with a high potential for abuse is a serious offense that puts patients
at risk and steals critical funding from MassHealth,” she said upon Dr. Taylor’s guilty
plea.

Sources:

1. Press Release, Maura Healey, Mass. Att’y Gen., New Bedford Doctor Indicted on
Charges of Prescribing Oxycodone Illegally to Patients (Dec. 21, 2012),
http://www.mass. gov/ago/mews-and-updates/press-releases/2012/2012-12-21 -dr-
indictments.html.

2. Press Release, Maura Healey, Mass. Att’y Gen., New Bedford Doctor Pleads Guilty to
Charges of Prescribing Oxycodone Iilegally to Patients (Aug. 16, 2013),
http//www.mass.goviago/news-and-updates/press-releases/2013/201 3-08-16-dr-tavlor-
plea.html.
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Case Summary 87: From Public Housing to Prison

* Defendant(s): Eugene Brown

s Case Year: 2013
» State: New Jersey

e Case Status: Brown pleaded guilty in January 2013 in U.S. District Court in Trenton to
distribution and possession with intent to distribute oxycodone, and possession of a firearm
by a convicted felon. A judge sentenced him to one year in prison. At least five other people
were convicted of related crimes.

o Description of Scheme: Brown participated in a conspiracy to obtain fraudulent
prescriptions for oxycodone-based pain medication and sell the pills on the street.

o Key Facts:

o Brown lived on public assistance in an Atlantic City housing project, his $775
monthly income barely able to cover his rent.

o In pain from kidney dialysis and other ailments, Brown obtained painkillers from his
doctor. Medicaid paid for the drugs.

o Brown then sold some of his pills for money. A confidential informant told faw-
enforcement officials that Brown sold him 50 to 100 oxycodone-based pills on 4 to 6
occasions.

o At sentencing, Brown apologized to the court. “First of all, I"d like to say I'm sorry 1
got myself into this situation, I can’t undo it,” he said. “I put myself in this situation.”

Sources:
1. Plea Agreement, United States v. Brown, No. 3:13-cr-00191-MAS-1 (D.N.J. Mar. 19,
2013).
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Case Summary 88: A Drug Ring Ran Medical Offices, at Medicaid’s Expense

e Defendant(s): Dr. Zhanna Kanevsky
e Case Year: 2013
e State: New York

o Case Status: Dr. Kanevsky pleaded guilty in 2013 in Manhattan Supréme Court to
participating in a prescription drug trafficking ring. A judge sentenced her to five years of
probation. Prosecutors charged four other people in the case.

e  Description of Seheme: Dr. Kanevsky wrote prescriptions for the Brooklyn-based ring,
which distributed more than $3.4 million in oxycodone and other prescription drugs through
medical offices it controlled. Medicaid paid for some of the illicit prescriptions.

o Key Facts:

o Between 2012 and May 2013, Dr. Kanevsky wrote prescriptions for about 100,000
oxycodone pills and 5,000 Xanax pills, with a combined street value of about $2
million.

o Dr. Kanevsky issued the prescriptions to what prosecutors called phony patients,
whom she did not examine, while working at a Brooklyn medical office that the drug
ring established. : :

o The ring directed the patients to fill prescriptions written by Kanevsky and others at
specified pharmacies, using Medicaid or cash.

Sources:

1. Press Release, Off, of the Special Narcotics Prosecutor for N.Y.C., Rx Trafficking Ring
Controlled Brooklyn Medical Practices: Nearly $3.4 million in pills diverted (July 17,
2013), http://www.snpnye.org/wp-
contenv/uploads/2016/05/rx_trafficking brooklyn new.pdf.

2. Frank Donnelly, Doctor From Staten Island Wrote $2 Million in Bogus Prescriptions
Despite Being on Probation, Prosecutors Allege, silive.com, July 18, 2013,
http://www silive.com/news/2013/07/doctor_from_staten_island_wrot.htm].
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Case Summary 89: Dentist Becomes Addicted to Opioids, Defrauds Medicaid
. Défcndantgsl: Walter L. Dawkins

e Case Year: 2012
e State: [llinois

e Case Status: Dawkins pleaded guilty in September 2012 in U.S. District Court in Benton to
health care fraud and illegal dispensation of a controlled substance. A judge senteniced him
to one year in prison.

* . Description of Scheme: Dawkins, a dentist, wrote hundreds of fraudulent opioid
prescriptions, defrauding Medicaid.

¢  Key Facts:

o Dawkins, who owned a dental clinic in Fairfield, Illinois, became addicted to
hydrocodone and took up to 10 hydrocodone tablets at a time, according to court
documents.

o Dawkins wrote hydrocodone prescriptions with no legitimate medical need and
arranged for a friend to fill them at various pharmacies. The friend gave some of the -
pills to Dawkins.

o Some of Dawkins’s prescriptions were for false names; others were for Medicaid
recipients.

o Medicaid paid $1,242—out of a total $3,597 bill—for 118 prescriptions Dawkins - -
wrote for 6,006 Hydrocodone tablets.

Sources:
1. Stipulation of Facts, United States v. Dawkins, No. 4:12-cr-40101-JPG (S.D. TIl. Sept. 24,
2012).

2. Press Release, FBI, Wayne County Dentist Sentenced for Health Care Fraud and Illegal
Distribution of Controlled Substances (Dec. 21, 2012),
https://archives.tbi.gov/archives/springfield/press-releases/2012/wayne-county-dentist-
sentenced-for-health-care-fraud-and-illegal-distribution-of-controlled-substances:

3. Dentist in lllinois Headed to Prison for Peddling Painkillers, Insurance Fraud News,
Dec. 26, 2012, hitp://www insurancefraud.org/IFNS-detail htim?key=15323.

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United States Scnate

150



242

Case Summary 90: A Drug Ring out of Her Home
s Defendant(s): Catherine Mclntosh
e Case Year: 2011
o State: New York

o Case Status: McIntosh pleaded guilty in December 2011 in U.S. District Court in Buffalo to
possession with intent to distribute controlled substances. A judge sentenced her to three
years of probation.

s - Description of Scheme: McIntosh sold her prescription opioids, which had been funded by
Medicaid and Medicare.

o - Key Facts:

© A confidential informant told federal agents that McIntosh was selling controlled
substances from her residence. Agents then used the informant—outfitted with-a
digital recorder and concealed body transmitter—to purchase drugs from Meclntosh.
The drugs included hydrocodone, fentanyl, and Xanax.

o Medicaid and Medicare paid for the drugs Mclntosh sold, which had been prescribed
in her name.

Sources:
1. Press Release, U.S. Att’y Off., WD.N.Y., Buffalo Woman Sentenced on Drug Charges
(July 11, 2012), https://www.justice, gov/sites/default/files/usao-
wdny/legacy/2013/02/27/Mclntosh2 pdf.

2. Complaint, United States v. McIntosh, No. 1:11-cr-00340-WMS (W.D.N.Y. Sept. 28,
2011).
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Case Summary 91: An Opioid-Addicted Mother, Medicaid, and a Dead Infant Son

e Defendant(s): Tisheena Louise Brown
e Case Year: 2014
e State: Washington, D.C.

» Case Status: Brown pleaded guilty in May 2014 in D.C. Superior Court to insurance fraud
and voluntary manslaughter. A judge sentenced her to four years in prison.

o Description of Scheme: Brown essentially “hospital-shopped,” fraudulently obtaining
opioids from multiple hospitals and using Medicaid to pay for the drugs. Her infant son
would end up dying from a prescription medication she gave him.

o Key Facts:

o Brown, who had a history of prescription drug abuse, frequented Washington, D.C.-
area hospitals to unlawfully obtain oxycodone, dilaudid, and other drugs.

o At the hospitals, Brown filled prescriptions in her own name, without telling doctors
she had obtained the same medications from other doctors and hospitals. ;

o In a four-month period in 2013, various doctors prescribed Brown more than 1,700
pills. Medicaid paid for the medications.

o In September 2013, Brown’s seven-week-old son stopped breathing and died after she
gave him Promethazine, a prescription medication that a doctor had prescribed for
her. Authorities ruled the death a homicide, caused by a lethal dose of Promethazine.

Sources:
1. Press Release, U.S. Att’y Off.,, D.C., District Woman Sentenced to Four Years in Prison
(Oct, 24, 2014), https://www.justice.gov/usao-de/pr/district-woman-sentenced-four-
years-prison.

2. District Woman Pleads Guilty to Manslaughter in Death of Her Infant Son Defendant
Admits Drug Use, Also Pleads Guilty to Insurance Fraud, State News Service, May 7,
2014.
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Case Summary 92: “I Can Do That. I Will Give You Vicodin and Other Meds.”

o Defendant(s): Dr. Basil Azim-Abdulmuti Qandil
¢ Case Year: 2014
»  State: Michigan

e Case Status: A federal judge in U.S. District Court in Detroit convicted Dr. Qandil in April
2014 of illegal drug distribution, health care fraud, and money laundering. He failed to
appear for his sentencing, and authorities issued an arrest warrant.

¢ Description of Scheme: Dr. Qandil ran a medical practice that doubled as a pill mill,
prescribing millions of opioids and improperly billing Medicaid along with Medicare.

e Key Facts:

o Prosecutors presented evidence at trial showing that Dr. Qandil prescribed 3.7 million
dosage units of controlled substances—including oxycodone and Vicodin—between-
2011 and 2013. He barely examined some patients, and did not examine others at all.

o The drugs that Dr. Qandil prescribed were re-sold on the street or used by addicted
patients. Lines would form at his clinic at 8 a.m. and block entry to a bank next door.

o Court documents show that agents sent fake patients undercover into the medical
clinic, some of whom paid with law enforcement-provided Medicaid cards. One such
patient sought opioids for so-called back pain. “I can do that. I will give you Vicodin
and other meds,” Dr. Qandil responded, and he then prescribed the drugs with no
medical examination.

o Dr. Qandil transferred more than $1.5 million in illicit proceeds to a bank account in
Amman, Jordan.

Sources:

1. Metro Detroit Doctor Convicted of 34 Crimes in Drug, Fraud Probe, CBS Detroit, Apr.
19, 2014, hitp://detroit.chslocal.com/2014/04/19/metro-detroit-doctor-convicted-in-drug-
fraud-probe/.

2. Hamtramck Clinic Doctor Convicted in Drug, Fraud Investigation, Crain’s Detroit
Business, Apr. 18,2014,
hitpy//www.crainsdetroit.com/article/20140418/NEWS(01/140419855/hamtramck-clinic-
doctor-convicted-in-drug-fraud-investigation.

3. Press Release, U.S. Att’y Gen. Off., E.D. Mich., Dearborn Heights Doctor Convicted of
Health Care Fraud (Apr. 17, 2014), hitps://www justice.gov/usao-edmi/pr/dearborn-
heights-doctor-convicted-health-care-fraud.
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4. Compl.,, United States v. Qandil, No. 2;13-mj-30029 (E.D. Mich. Jan. 15, 2013).

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United States Senate

154



246

Case Summary 93: “Frankly, You're Lucky to Be Alive.”
* Defendant(s): Dr. Robert Wayne Locklear
e Case Year: 2014

» State: Tennessee

e Case Status: Dr. Locklear pleaded guilty in June 2014 in U.S. District Court in Greeneville
to conspiracy to distribute cocaine and conspiracy to commit health care fraud. A judge
sentenced him to two years in prison and ordered him to pay $121,958 in restitution to
Medicaid and Medicare.

e Description of Scheme: Dr. Locklear was a crack cocaine addict who ran a suboxone clinic,
prescribing suboxone and other medications without examining patients and defrauding
Medicaid and Medicare.

»  Key Facts:

o Dr. Locklear admitted in court that he had a $2,500-a-day crack cocaine habit.
Evidence showed it impaired his ability to run his medical practice and his substance
abuse clinic, which was designed to treat people with opioid addictions.

o Dr. Locklear went back to his office at night to run the suboxone clinic and admitted
that he saw patients while experiencing “a buzz.” In time, he saw patients
infrequently and had unlicensed staff members preseribe suboxone to those he had
not examined.

o A federal judge noted at sentencing that Dr. Locklear’s defrauding of Medicaid and
Medicare was “in some ways . . . a more serious offense.” Citing Dr. Locklear’s
addiction, the judge told him: “Frankly, you’re lucky to be alive.”

Sources:

1. Press Release, FBI, Dr. Robert Wayne Locklear Sentenced to Serve 24 Months in Federal
Prison on Crack Cocaine Conspiracy and Health Care Fraud Conspiracy Charges (Sept.
24, 2014), hitps://www.fbi.gov/contact-us/tield-offices/knoxville/news/press-releases/dr.-
robert-wayne-locklear-sentenced-to-serve-24-months-in-federal-prison-on-crack-cocaine-
conspiracy-and-health-care-fraud-conspiracy-charges.

2. Ken Little, Former Physician Sentenced in Federal Court, The Greeneville Sun, Sept.
23, 2014, https:/www.greenevillesun.com/news/local_news/former-physician-sentenced-
in-federal-court/article_7fbe9ad2-acd7-Sedb-83tb-1b7565531874 . htinl.
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Case Summary 94: Toilet Paper and Paper Towels in Exchange for Opioids

e Defendant(s): Dr. Matthew Bennett
e Case Year: 2015
e State: New York

o Case Status: Dr, Bennett pleaded guilty in April 2015 in U.S. District Court in Buffalo'to
unlawfully distributing and dispensing oxycodone. A judge sentenced him to three years in
prison.

o - Deseription of Scheme: Dr. Bennett wrote illegal prescriptions for opioids and other drugs
to undercover law enforcement officers. Some of those prescriptions were billed to Medicaid.

¢ Key Facts:

o Investigators said Dr. Bennett’s clinic often overflowed with patients who used -
Medicaid and private insurance to purchase painkillers from him.

o Former patients and employees of Dr. Bennett told authorities he was issuing
illegitimate prescriptions for controlled substances, triggering the investigation.

o Dr. Bennett issued multiple prescriptions on seven occasions for oxymorphone,
Roxicodone, and other drugs to undercover officers and informants.

o Dr. Bennett often handed over the prescriptions in exchange for items such as paper
products and a gas grill. In one instance, Dr. Bennett wrote a prescription for
oxymorphone in the driveway of his home in exchange for toilet paper and paper
towels delivered by an undercover officer.

Sources:

1. Press Release, U.S. Att’y Off.,, W.D.N.Y., Clarence Physician Pleads Guilty to
Distributing Controlled Substances (Apr. 20, 2015), https://www justice.gov/usao-
wdny/pr/clarence-physician-pleads-guilty-distributing-controlied-substances.

2. Press Release, U.S. Att’y Off., W.D.N.Y., North Tonawanda Doctor Arrested; Charged
with Illegally Dispensing Prescription Drugs (Aug. 10, 2012),
hitps://www justice.gov/sites/default/files/usao-wdnv/legacy/2013/02/27/Bennett.pdf.

3. Compl., United States v. Bennett, No. 1:12-cr-00279-RJA-HBS (W.D.N.Y. Aug. 9,
2012). .
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Case Summary 93; Opioids in a Medical Clinic Parking Lot
e Defendant(s): Dr. Nolan Denny Crisp
» Case Year: 2013
s State: Missouri

¢ Case Status: Dr. Crisp pleaded guilty in'April 2013 in U.S. District Court in Springfield to
illegal distribution and dispensing of controlled substances. A judge sentenced him to two
years in prison.

o Description of Scheme: Dr. Crisp handed out excessive opioid prescriptions; including to a
patient with whom he was having a sexual relationship. Prosecutors said Medicaid paid for
some of the illegal prescriptions.

o Key Facts:

o Employees at the medical clinic where Dr. Crisp worked expressed concern to
authorities about his prescription-writing practices, noting that he met people in the
parking lot he had not examined and gave them prescriptions.

o Once word got out that Dr. Crisp was generous with prescriptions, some patlents
waited for him across the street in a church parking lot.

o Dr. Crisp gave a woman with whom he was having a sexual relationship prescriptions
for OxyContin and other opioids, even though she had no medical need for the drugs.

o Prosecutors alleged that Dr. Crisp wrote illegal prescriptions for Medicaid
beneficiaries, who filled them at pharmacies that billed Medicaid. Medicaid paid
more than $16,000 in claims for these illegal prescriptions and medically unnecessary
office visits, according to court records.

Sources:

1. Press Release, FBI, Former Bolivar Clinic Physician Sentenced for Tllegally Dispensing
Narcotics - {Oct. 29, 2013), hitps://archi / Citv/press-
releases/2013/former-bolivar-clinic-physician-sentenced-for-illegally-dispensing-
narcotics.

2. Washington: Former Boliver Clinic Physician Indicted for Illegally Dispensing
Narcotics, Health Care Fraud, US Official News, July 25, 2012.
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Case Summary 96: “Money Before Medicine.”

e Defendant(s): Dr. Stephen J. Schneider, Linda K. Schneider
¢ Case Year: 2010
e State: Kansas

¢ Case Status: A federal jury in U.S. District Court in Wichita convicted both defeéndants in ~
June 2010 of conspiracy, unlawful distribution of controlled substances, health care fraud;
and money laundering. A judge sentenced Dr. Schneider to 30 years in prison and Linda
Schneider, his wife, to 33 years in prison.

o - Description of Scheme: The Schneiders ran an illegal prescription drug distribution ring,
defrauding Medicaid and other health insurers out of more than $4 million. :

e Key Facts:

o Dr. Schneider saw patients and Linda Schneider, a Licensed Practical Nurse
managed the business at the Schneider Medical Clinic.

o The clinic illegally dispensed prescription opioids, including oxycodone, morphine
and hydrocodone. Prosecutors focused their case at trial on 21 of 68 patients who
died of drug overdoses connected to the Schneider’s medical care.

o As part of their Medicaid fraud scheme, the couple falsified insurance claims.

o Barry Grissom, then the U.S. attorney, said the couple “put money before medicine.”

Sources:
1. Haysville Doctor and Wife Sentenced in Deadly Prescription Overdoses, Targeted News
Service, Oct. 25, 2012.
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Case Summary 97;: Massive Amounts of Opioids and a Massive Medicaid Fraud

o Defendant(s): Antoine Johnson and Lawanda Johnson
e Case Year: 2011
o State: Washington

e Case Status: A federal jury in U.S, District Court in Tacoma convicted both defendants in
November 2011 of health care fraud and filing false income tax returns. Jurors also
convicted Antoine Johnson of illegal drug distribution. A judge sentenced Antoine Johnson
to 12 years and seven months in prison and his mother, Lawanda Johnson, to seven years and
three months in prison.

¢ Description of Scheme: The Johnsons ran four medical clinics in western Washington,
giving patients massive amounts of illegitimate opioids and engaging in a systematic scheme
to defraud Medicaid.

o Key Facts:

o With Dr. Johnson as the only medical doctor, the Johnson clinics had thousands of
patients. The clinics dispensed excessive prescriptions for opioids, including
oxycodone and methadone, to patients who Dr. Johnson did not examine.

o Patients got their opioid prescriptions renewed for months and years at a time and
often picked up prescriptions that Dr. Johnson had pre-signed.

o An audit of the clinic’s Medicaid billing practices triggered the criminal investigation.
Prosecutors showed that the Johnsons consistently billed Medicaid for higher levels
of service than actually provided, including for patients who were only in the clinic
for drug refills.

Sources:

1. Press Release, FBI, South Sound Doctor Sentenced to More Than 12 Years in Prison for
Health Care Fraud, Tax Crimes, and Drug Distribution (Mar. 29, 2012),
https://archives.fbi.gov/archives/seattle/press-releases/2012/south-sound-doetor-
sentenced-to-more-than- 1 2-vears-in-prison-for-health-care-fraud-tax-crimes-and-drug-
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Case Summary 98: Strippers, Bartenders, and Bouncers
» Defendant(s): Dr. Bruce Layne Baker
¢ Case Year: 2011
* State Missouri

e Case Status: Dr. Baker pleaded guilty in January 2011 in U.S. District Court in Kansas City
to conspiracy to distribute a controlled substance and health care fraud. A judge sentenced
him to six years and three months in prison. Authorities charged eight other defendants in
related cases.

» Description of Scheme: Dr. Baker participated in a conspiracy to illegally distribute
oxycodone and OxyContin, defrauding Medicaid, Medicare, and private insurers out of more
than $214,000.

¢  Key Facts:

o Dr. Baker operated a medical business that made house calls to hotels and businesses,
where he provided prescriptions for strippers, bartenders, and bouncers with no
medical need for the medication.

o Dr. Baker issued prescriptions to co-conspirators for oxycodone and OxyContin that
had no legitimate medical purpose. The co-conspirators then illegally sold the
medications. In total, the conspiracy was responsible for distributing morc than $1
million worth of illicit opioids.

o Dr. Baker submitted fraudulent claims to Medicaid and other insurers for nearly
83,000 pills, with the health care benefit programs paying him more than $214,000.

Sources:
1. Press Release, U.S. Att’y Off., W.D. Mo., Independence Physician Sentenced for $1
Million Drug-Trafficking Conspiracy (June 26, 2012),
httpsy//www justice.gov/archive/usao/mow/news 201 2/baker.sen hitml.
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Case Summary 99; Usiﬁg Opioids Meant for Nursing Home Patients, While Bilking
Medicaid

o Defendant(s): Diana Van Etten
e Case Year: 2012
e State: Illinois

e Case Status: Van Etten pleaded guilty in June 2012 in U.S. District Court in East St. Louis
to health care fraud. A judge sentenced her to two years of probation

* Description of Scheme: Van Etten diverted for her own use an opioid painkiller intended for
residents of a nursing home, defrauding Medicaid.

s Key Facts:

o Van Etten worked as a nurse at the Caseyville Nursing home in Caseyville, Illinois.

o From 2010 to 2012, she signed out hydrocodone and claimed she was giving it to
residents. Instead, she used the drug herself.

o Prosecutors said Van Etten caused 11 false claims to be submitted to the Itlinois
Medicaid program.

Sources:
1. Former Nurse Gets Probation in Fraud, Telegraph Herald, Oct. 9, 2012,

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United States Senate

161



253

Case Summary 100; Medicaid, a Swiss Bank Account and “The Candy Shop”

e Defendant(s): Dr. Bharat Patel, Dr. Ramil Mansourov
e Case Year: 2017
o State: Connecticut

s Case Status: A federal grand jury in Bridgeport indicted both defendants in July 2017 on
charges of conspiracy to distribute controlled substances, health care fraud, and money
laundering. Both have pleaded not guilty.

¢ Description of Scheme: Prosecutors allege that Dr. Patel and Dr. Mansourov provided
unlawful prescriptions for opioid painkillers to known drug dealers and addicts in exchange
for cash. Some of the people paying Dr. Patel, prosecutors say, filled his prescriptions with
Medicaid cards and then distributed the drugs.

¢ Key Facts:

o. The doctors are family physicians who ran an urgent care facility in Norwalk;
Connecticut. Prosecutors say some drug addicts referred to the practice as “The
Candy Shop.”

o Prosecutors allege that Dr. Mansourov also defrauded Medicaid out of more than $4
million through deceptive billing practices, including billing the program for at least
500 non-existent visits to a single patient.

o Canadian authorities caught Dr. Mansourov trying to flee the United States after his
indictment, and after he reportedly moved some of the stolen funds to a Swiss bank
account.

Sources:

1. Press Release, U.S. Att’y Off., Conn., Indictment Charges Doctors with Drug
Distribution, Health Care Fraud and Money Laundering Offenses (July 26, 2017),
https:/www.justice.gov/usao-ct/pr/indictment-charges-doctors-drug-distribution-health-
care-fraud-and-money-laundering.

2. Jim Shay, Feds: ‘Candy Shop’ Doctor From Milford Allegedly Prescribed Opioids to
Addicts, Dealers, New Haven Register, July 13, 2017,
htip://www.nhregister.com/connecticut/article/Feds-Candy-Shop-doctor-from-Milford-
11308304.php.

3. Rich Scinto, ‘Candy Shop’ Norwalk Doctors Indicted: Feds, Norwalk Patch, July 26,
2017, htips://patch.com/connecticut/norwalk/video-shows-candy-shop-doc-writing-
scripts-cash-feds.
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CONCLUSION

As the abuse of prescription opioids increasingly escalates into a national emergency, it is
clear that the problem does not spring from any one cause. Millions who are not on Medicaid
have been affected by the epidemic, which rcaches into all levels of class, race and income.
People get hooked on opioids for a variety of reasons—it can be something as innocuous as-a
routine surgery, a fall or a car crash.*® Medicaid is surely not the opioid epidemic’s soie cause,
and this report is not intended to cast blame, especially on the millions of hard-working Medicaid
recipients who are trying to forge a better life. Nor does this report question the good intentions
of those who argue that expanding Medicaid is essential to stopping the opioid epidemic and
treating its victims. Clearly, those who are truly suffering deserve treatment, and our nation must
fight the scourge of illicit drugs.

But good intentions do not always lead to good policy. As this staff report highlights,
overwhelming evidence shows that Medicaid has inadvertently contributed to the national
tragedy that is the opioid epidemic, and has taken a toli that is playing out in courtrooms across
the nation. Although this staff report examines only Medicaid in detail, other well-intended -
government programs, such as Medicare, may provide similar incentives for rational actors to .
engage in bad behavior with highly addictive opioids. These issues hold major ramifications for
public policy, along with the nation’s health. They deserve serious consideration and a sober
national debate, one we hope this staff report will help to initiate. The victims of this terrible
epidemic deserve no less.

P See Ctrs. for Medicare & Medicaid Srvs., Opioid Misuse Strategy 2016 (Jan. 5, 2017); available at

2016.pdf.

Majority Staff Report
Committee on Homeland Security and Governmental Affairs
United States Senate

163




255

MEMORANDUM
January 17, 2018
To: Members of the Senate Committee on Homeland Security & Governmental
Affairs (HSGAC)
Fr: HSGAC Minority Staff
Re: Additional Information on the Relationship between Medicaid Expansion

and the Opioid Epidemic

Medicaid is a federal program jointly funded by states and the federal government that
provides health care coverage to low-income adults, children, pregnant women, people with
disabilities, and elderly individuals.! When enacted, the Affordable Care Act (ACA) required
states to offer Medicaid coverage to adults between the ages of 18 and 65 with incomes up to
133% of the federal poverty level.? States were required to provide Medicaid to those
individuals regardless of health or family status by 2014.> The U.S. Supreme Court
subsequently held that the ACA’s Medicaid expansion was unconstitutionally coercive, making
expansion optional for states.* As a result, to date 32 states and the District of Columbia have
expanded Medicaid and 18 states have not expanded Medicaid.’

Critics of the ACA, including Senator Ron Johnson, Chairman of the U.S. Committee on
Homeland Security and Governmental Affairs, have recently alleged that Medicaid expansion
may be fueling the opioid epidemic in communities across the country.® At the request of
Ranking Member Claire McCaskill, this memorandum provides information on Medicaid
expansion and the opioid epidemic. Key findings include:

. The opioid epidemic predates Medicaid expansion.
. Recent increases in opioid mortality stem from fentanyl and heroin, not
prescription opioids.

'U.8. Department of Health and Human Services, Centers for Medicare and Medicaid
Services, Medicaid: Overview (www.medicaid.gov/medicaid/index.html) (accessed Jan. 16,
2018).

2 U.S. Department of Health and Human Services, Centers for Medicare and Medicaid
Services, Medicaid & CHIP: Medicaid expansion & what it means for you
(www healthcare.gov/medicaid-chip/medicaid-expansion-and-yow) (accessed Jan. 17, 2018).

d
# National Federation of Independent Business v. Sebelius, 567 U.S. 519 (2012).

’ Families USA, 4 50-State Look at Medicaid Expansion (Jan. 2018)
(http://familiesusa.org/product/50-state-look-medicaid-expansion).

6 See, e. g., Letter from Senator Ron Johnson, Chairman of the U.S. Senate Committee on
Homeland Security and Governmental Affairs, to Daniel R. Levinson, Inspector General, U.S.
Department of Health and Human Services (Jul. 27, 2017); Medicaid fueling opioid epidemic?
New theory is challenged, Associated Press (Aug. 31, 2017)
(www.apnews.com/a860fb7b0e0c4117b9420b3bcfb928¢6).
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. Mortality data indicate there is no statistically significant evidence that Medicaid
expansion affects drug-related overdoses.

. Empirical research indicates determinants of opioid deaths are demographic
characteristics and prescriber behavior.

. States that expand Medicaid under the Affordable Care Act are better equipped to

address behavioral health care and substance abuse treatment needs.

I. OPIOID EPIDEMIC PREDATES MEDICAID EXPANSION

One method to establish causation is to demonstrate that the causes preceded the effects:
Historical statistical data indicate that the opioid epidemic predates Medicaid expansion in the
ACA. In 1995, Purdue Pharma introduced OxyContin, a controlled-release opioid, and
overdoses across the United States increased rapidly. Between 1997 and 2002, OxyContin
prescriptions for non-cancer pain grew from 670,000 to 6.2 million.” Mortality rates attributed
to opioid overdoses doubled between 1999 and 2013.%

According to an analysis conducted by Andrew Goodman-Bacon, an assistant professor
of economics at Vanderbilt University, a statistical analysis of mortality rates indicate that the
upward trend in drug poisoning started in 2010, four years prior to the expansion of Medicaid.” -
He wrote, in conjunction with his co-author Emma Sandoe:

Figure | plots age-adjusted drug-related mortality rates among those aged 25-54 in'states
that did and did not expand Medicaid under the ACA ... The figure also plots the
difference in mortality between expansion and non-expansion states (relative to the
difference in 2009; dashed lines are 95-percent confidence intervals based on standard
errors clustered by state). Expansion states did have relatively more drug deaths than non-
expansion states in 2015, but the upward trend in deaths in expansion states started in
2010, four years before the Medicaid expansion began. The results are the same if we
exclude the six early expansion states. By the simplest criterion for causality, that causes
must precede effécts, these results cannot be taken as evidence of Medicaid expansion
causing these deaths. !

7 Andrew Goodman-Bacon and Emma Sandoe; Did Medicaid Expansion Cause the
Opioid Epidemic? There’s Little Evidence That It Did, Health Affairs (blog) (Aug. 23, 2017)
(http://healthaffairs.org/blog/2017/08/23/did-medicaid-expansion-cause-the-opioid-epidemic-
theres-little-evidence-that-it-did/). '

81
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Figure 1. Age-Adjusted Drug-Poisoning Mortality Rate for Ages 25-54 by Medicaid
Expansion Status, 1399-2015
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RECENT INCREASES IN OPIOID MORTALITY STEM FROM FETANYL AND

HEROIN, NOT PRESCRIPTION OPIOIDS

Since 2013, nearly all increases in opioid overdoses are attributable to heroin and heroin
substitutes, including fentanyl. Data from the U.S. Centers for Disease Control indicate that
although overdose deaths containing any opioid is continuing to increase, recent surges in-
overdoses result from heroin and other synthetic opioids such as fentanyl, carfentanil, and

tramadol.

“]d

121J.S. Centers for Disease Control and Prevention, Opioid Data Analysis
(https://www.cdc.gov/drugoverdose/data/analysis.html) (accessed Jan. 16, 2018).



IIL.

258

Overdose Deaths involving Opioids, by Type of Opioid, United States, 2000-2016
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MORTALITY DATA INDICATE THERE IS NO STATISTICALLY

SIGNIFICANT EVIDENCE THAT MEDICAID EXPANSION AFFECTS DRUG-

RELATED OVERDOSES

In 2017, Brendan Saloner from the Johns Hopkins Bloomberg School of Public Health
and Johanna Maclean of Temple University issued a paper on the impact of Medicaid expansion
under the Affordable Care Act on substance abuse disorder treatment utilization and financing. '*
In this research, Saloner and Maclean examined data from the National Vital Statistics Mortality
Files between 2010 and 2015 and narrowed the data set to deaths classified as alcohol poisonings
and drug-related overdoses.!> They further narrowed the data to poisonings and overdoses -
among non-elderly adults aged 18 to 64 years and compared deaths within expansion and non=

expansion states.'® The authors found “no statistically significant evidence that Medicaid
expansions affected fatal alcohol poisonings or drug-related overdoses.”!”

13 Id

14 Maclean, I. C., & Saloner, B. (2017), The Effect of Public Insurance Expansions on
Substance Use Disorder Treatment: Evidence from the Affordable Care Act (No. w23342),

National Bureau of Economic Research.

135 Id
16 Id
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EMPIRICAL RESEARCH INDICATE DETERMINANTS OF OPIOID DEATHS
ARE DEMOGRAPHIC CHARACTERISTICS AND PRESCRIBER BEHAVIOR

The American Journal of Public Health published a literature review of empirical

research that found: “Opioid-related mortality trends have been marked by considerable
sociodemographic differences.”'® The authors wrote:

We found 22 studies ... that examined the contribution of sociodemographic
characteristics, including race/ethnicity, gender, age, socioeconomic status (SES),and
rural-urban residence, to increased opioid-related mortality. In general, opioid-related
mortality rates have been higher among men, non-Hispanic Whites and American
Indian/Alaska Natives, middle-aged individuals, those living in rural areas; and those of
lower SES."

The authors also reviewed the empirical data regarding the role of prescriber behavior in

increased opioid-related mortality.2’ They found:

Eight studies providing evidence that increased prescriptions for opioids may have played
a role in increased opioid-related mortality;

Seven studies providing evidence of the contribution of increased dosages to increased
opioid-related mortality;

Seven studies that provided evidence for the contribution of prescription of oxycodone,
particularly the long-acting formulation of OxyContin, to increased opioid-related
mortality; and

One study providing evidence that high-volume prescribing may have played a role in
increased opioid-related mortality.?!

STATES THAT EXPAND MEDICAID UNDER THE AFFORDABLE CARE ACT
ARE BETTER EQUIPPED TO ADDRESS BEHAVIORAL HEALTH CARE AND
SUBSTANCE ABUSE TREATMENT NEEDS

The Medicaid program plays a critical role in addressing the opioid epidemic. In 2015,

Medicaid provided coverage to three in ten people grappling with opioid addiction in the United

'8 Nicholas B. King, Ph. D, et al., Determinants of Increased Opioid-Reldted Mortality in

the United States and Canada, 1990-2013: A Systematic Review, American Journal of Public
Health (Aug. 2014).

Y
20 Id
21 Id
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States.?? Medicaid covers services such as intensive outpatient treatment and inpatient
detoxification.® The ACA broadened Medicaid coverage to include medication assisted
treatment, a recovery program that combines medication (methadone, buprenorphine, or
naltrexone) with counseling and other therapies. 2 All Medicaid programs cover at least one of
the three required medications, and most states cover all three.?

The expansion of Medicaid has been critical to confronting substance abuse disorders.
Healthcare economists Richard G. Frank, the Margaret T. Morris Professor of Health Economics
in the Department of Health Care Policy at Harvard Medical School, and Dr. Sherry A. Glied,
Dean of the Wagner School of Public Service at New York University, have estimated that states
that expanded Medicaid have helped 1.3 million additional patients access behavioral health care
services.?® Additionally, recent empirical research has shown that states that expanded Medicaid
under the ACA were associated with an increase in prescriptions for one of the required
medications for medication assisted treatment.?

Additionally, the U.S. Department of Health and Human Services found that “evidence is
mounting” that Medicaid expansion enables patients to access care to confront opioid
addiction.?® In an issue brief on the role of the ACA in addressing the opioid epidemic, the
findings of the Assistant Secretary for Planning and Evaluation are quoted below:

e Among low-income adults, Medicaid expansion was associated with a 7.5 percent
reduction in unmet need for mental health treatment and an 18.3 percent reduction in
unmet need for substance use disorder treatment services.

22 Kaiser Family Foundation, Medicaid and the Opioid Epidemic: Enrollment, Spending,
and the Implications of Proposed Policy Changes (Jul. 14, 2017) (www.kff.org/medicaid/issue-
brief/medicaid-and-the-opioid-epidemic-enrollment-spending-and-the-implications-of-proposed-
policy-changes/).

23 Id

24 Kaiser Family Foundation, Medicaid's Role in Addressing the Opioid Epidemic (June
2017) (https://kaiserfamilyfoundation.files.wordpress.com/2017/03/medicaid_s-role-in-
addressing-the-opioid-epidemic.png).

25 Id

26 Richard G. Frank and Sherry A. Glied, Keep Obamacare to keep progress on treating
opioid disorders and mental illnesses (op-ed), The Hill (Jan. 11, 2017)
(http://thehill.com/blogs/pundits-blog/healthcare/313672-keep-obamacare-to-keep-progress-on-
treating-opioid-disorders).

27 Hefei Wen, Ph. D. et al., Impact of Medicaid Expansion on Medicaid-covered
Utilization of Buprenorphine for Opioid Use Disorder Treatment, Medical Care: Official Journal
of the Medical Care Section, American Public Health Association (Apr. 2017).

28 .S. Department of Health and Human Services, Assistant Secretary for Planning and
Evaluation, Continuing Progress on the Opioid Epidemic: The Role of the Affordable Care Act
(Jan. 11, 2017) (https://aspe.hhs.gov/system/files/pdf/255456/ACAOpioid.pdf).
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Medicaid expansion in Ohio led 1o especially large improvements in access to care and
financial seeurity for expansion enrollees with opioid use disorder. 75 percent reported
improved overall access to care, 83 percent reported improved aceess to prescription
medications, and 59 percent reported improved aceess to mental health care.

Medicaid expansion in Kentucky was linked to a large increase in Kentuckians receiving
treatment for substance use disorder.?’

29 Id
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CONTINUING PROGRESS ON THE OPIOID EPIDEMIC:
THE ROLE OF THE AFFORDABLE CARE ACT
January 11, 2017

The United States is experiencing an unpreeedented epidemic of opioid use disorder and
overdose. In 2015, more than 33,000 Americans died of an overdose involving a prescription or
illicit opioid, and more than 2 million individuals had an opioid use disorder. In partnership with
state and local governments, healthcare professionals, and other key stakeholders, HHS launched
its Opioid Initiative in March 2015 and has taken significant steps to: 1) improve opioid
prescribing practices; 2) increase the use of naloxone to reverse opioid overdoses; and 3) expand
access to and the provision of medication-assisted treatment with methadone, buprenorphine, or
naltrexone — in combination with appropriate psychosocial services.! The Department has also
continued to prioritize reducing stigma and advancing prevention, treatment, and parity for
people needing care for mental health and substance use disorders.

The success of these strategies — especially the third ~ rests on a base of health insurance "

coverage. What that means is that our nation’s best shot at reversing the opioid epidemic and
providing needed care for opioid use disorders, others substance use disorders, and mental illness
depends on the continued success of the Affordable Care Act (ACA).

Key Findings
e The share of hospitalizations for substance use or mental health-disorders in which the
patient was uninsured fell from 22 percent in the fourth quarter of 2013 (just before the
ACA’s major coverage provisions took effect) to about 14 percent by the end of 2014.
o In states that expanded Medicaid under the ACA, the uninsured share of
substance use or mental health disorder hospitalizations fell from about 20
percent in the fourth quarter of 2013 to about 5 percent by mid-2013.
e Between 2010 and 2015, the share of people foregoing mental health care due to cost
has fallen by about one-third for people below 400 percent of the federal poverty level.
e The states with the highest drug overdose deaths also are projected to experience
dramatic increases in their uninsured rates if the ACA were repealed:
» The top three - West Virginia, New Hampshire, and Kentucky — would see
their uninsured rates nearly or more than triple if the ACA were repealed, as
would Massachusetts.
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Increasing coverage, access (o care .

Over 20 million Americans have gained coverage as.a lesult af the ACA, driving the share of
Americans without health insurance to the lowest level in history.2 > Among those gaining
coverage have been millions of Americans who need treatment for opioid use disorders, other
substance use disorders, or other behavioral health conditions.

Evidence suggests this coverage expansion has improved aceess to care and outcomes for ™
Americans with opicid or other substance use or mental health disorders, For example,
hospitalization data provide strong evidence of substantial coverage gains. Figure la. shows that,
across all states for which data are available, the share of hospitalizations for substance useor =
mental Health disorders in which the patient was uninsured fell from 22 percent just before the
ACA’s major coverage provisions took effect in 2014 to about 14 percent by the end of 2()14
For the subset of 17 states for which data are available through the third quarter of 2015 (2015— :
Q3), the uninsured share fell from 21 percent at the end of 2013 to 11 percent in 2015-03. as
shown in Figure 1b.

These coverage gains were especially pronounced in states that expanded Medicaid under the
ACA. Across all Medicaid expansion states for which data are available; the unitisured share of
substance use or mental health disorder hospitalizations plummeted from about 20 peércent in
2015 to around 6 percent by the end of 2014, For the 10 Medicaid expansion states with data
available throtgh the third quarter of 2015, the uninsured share fell from 20 percent 4t the end of
2013 to about 5 percent in 2015-Q3.

e : Jawniary 11, 2017
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Figure 1a. Adult Uninsured Hospitalizations as a Share of Total Hospitalizations for
Substance Abuse/Mental Heaith Disorders, 2008-2014
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All states with available data

Source: HHS analysis of the Healthcare Cost and Utilization Project (HCUP) Fast Stats”, 2016.

Notes: The vertical line indicates the final quarter prior to the January 1, 2014, date on which Marketplace coverage took
effect and Medicaid expansion took effect in adopting states. States inciuded here with different expansion dates are: MN
(March 2010), CA (November 2010), WA (January 2011), NJ (April 2011), CO (April 2012), MO (July 2012), and MI
(April 2014). For each group of states (expansion, non-expansion, and all}, the share of uninsured hospitalizations in‘all
hospitalizations was calculated as an average of individual states’ percentages of uninsured hospitalizations, This analysis
includes states for which complete data are available through 2014. Included as Medicaid-expansion states are: AR; AZ,
CA, CO, HI, IL, 1A, KY, MA, MD, MI, MN, NJ, NM, NY, NV, OR, R], VT, WA, and WV. Included as non-expansion
states are: FL, GA, IN, KS, LA, ME, MO, MT, NC, NE, OK, PA, SC, SD, TN, TX, UT, VA, W1, and WY. Data for MT
begin in 2009. :

. January 11,2017
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Figure 1b. Adult Uninsured Hospitalizations as a Share of Total Hospitalizations for
Substance Abuse/Mental Health Disorders, Subset of States with 2008-2015 Q3 Data
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Notes: The vertical line indicates the final quarter prior to the January 1, 2014, date on which Marketplace coverage took
effect and Medicaid expansion took effect in adopting states. States included here with different expansion dates are: MN
(March 2010), CA (November 2010), NJ (Aprif 2011), CO (April 2012), MO (July 2012), and MI (April 2014). For each
group of states (expansion, non-expansion, and atl), the share of uninsured hospitalizations in all hospitalizations was
calculated as an average of individual states’ percentages of uninsured hospitalizations. This analysis includes states for
which complete data are available through 2015-Q3. Included as Medicaid-expansion states are: CA, CO, HI, IA, KY, M],
MN, NJ, NY, and OR. Included as non-expansion states are: FL, GA, MO, SD, TX, VA, and Wi.

The same trends have occurred in the states that have been most affected by the opioid epidemic
(see Appendix). For example, in West Virginia, the state with the highest drug overdose death
rate in 2015, according to Centers for Disease Control and Prevention (CDC) data, the uninsured

share of substance use and mental health disorder hospitalizations fell from 23 percent at the end
of 2013 to S percent at the end of 2014.

These data are consistent with other evidence that the ACA’s coverage expansions have been
especially important to people with substance use disorders and other behavioral health
conditions. For example, ASPE previously estimated that, if additional states chose to expand
Medicaid, almost 30 percentj of those who could gain coverage have a substance use or mental
health disorder. ASPE also recently estimated® that mental health disorders are among the most
common pre-existing health conditions for which Americans might have been denied coverage
or charged more for coverage prior to ACA.

The ACA also ensures that, when people with behavioral health needs gain insurance, their
treatment is covered. Prior to the ACA, an estimated 34 percent’ of individual market policies

January 11, 2017
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did not cover substance use treatment, and an estimated 18 percent® did not cover treatment for
mental health conditions. Today, all coverage is required to include these essential health
benefits. Further, because of the ACA and the Mental Health Parity and Addiction Equity Act
(MHPAEA), coverage is required to include substance use or mental health disorder benefits.

How Coverage Affects Treatment for Opioid Use Disorder

Despite ample evidence demonstrating the effectiveness of medication-assisted treatment for
people with opioid use disorder, the overwhelming majority of people who need treatment do not
get it. Some of the main barriers to treatment are related to cost’, insurance coverage'’, and
availability. Over the past several years, HHS has worked with state and local governments and
the provider community to expand treatment capacityl L1213 for opioid and other substance use
disorders. In addition, through funding included in the21* Century Cures Act, HHS will award
close to $1 billion dollars over the next two years to substantially expand state and local capacity
to provide medication-assisted treatment and other services to support people with opioid use
disorders. But even when capacity exists, patients must still be able to afford the treatment they
need.

Research'* shows that health insurance coverage makes care more affordable, secure, and
reliable’®, and people with insurance are more likely to get timely care and have a usual source of
care. Nowhere is this more important than for people with an opioid use disorder or other
substance use disorder. For these individuals, timely and affordable access to evidence-based
treatment, including medication-assisted treatment can be life-saving.

Moreover, a large proportion of people with opioid use disorder are also coping with co-
occurring mental iliness'®, most frequently depression and anxiety'’, as well as with significant
physical health needs'®. Appropriate treatment of these co-occurring conditions is often critical
to supporting an individual’s long-term recovery from opioid use disorder.

With the ACA’s Marketplace and Medicaid expansion entering their fourth year, evidence is
mounting'® that they are making a difference in helping people access care, including
behavioral health care. For example:

®  As shown in Figure 2, the share of people foregoing mental health care due to cost has
fallen by 33 percent for people with incomes below 138 percent of the poverty level and
by 31 percent for people with incomes above 138 and below 400 percent of the federal
poverty level. These populations are eligible for the ACA’s Medicaid expansion or tax
credits.

January 11, 2017
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s Among low-income adults, Medicaid expansion was associated with a 7.5 percent20
reduction in unmet need for mental health treatment and an 18.3 percent’’ reduction in
unmet need for substance use disorder treatment services.

* Medicaid expansion in Ohio led to especially large improvements™ in access to care and
financial security for expansion enrollees with opioid use disorder. 75 percent reported
improved overall access to care, 83 percent reported improved access to prescription
medications, and 59 percent reported improved access to mental health care.

o Medicaid expansion in Kentucky was linked to a large increase™ in Kentuckians
receiving treatment for substance use disorder.

Parity for mental health and substance use treatment has also resulted in improved access to care.
Researchers found that implementation of state-level parity laws prior to the ACA increased the
treatment rate for substance use disorders by 9 percent® among all specialty treatment facilities
and by 15 percent®® among treatment facilities accepting private insurance. Under the ACA,
these types of parity protections have been expanded and strengthened.

Figure 2. Share of People Foregoing Mental Health Care Due to Cost

@2010 w2015
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6.0%
5.0%
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4.0% -
%
3.0% -
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< 138% Fed Pov Level (potentially eligible for ~ 138%-400% Fed Pov Level (potentially eligible
Medicaid Expansion) for Marketplace subsidies)

Source: ASPE analysis of National Health Interview Survey data, 2016.
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In addition to directly addressing access and unmet need for patients, insurance expansion is
motivating providers to provide treatment. A recent study®® found that states that made an early
commitment to expand Medicaid and establish insurance Marketplaces had significantly higher
growth in the number of physicians with a waiver to prescribe buprenorphine for opioid use
disorder treatment. This represents a critical first step to expanding access to MAT for people
with opioid use disorders.

A number of states are also building on Medicaid expansion and taking advantage of other
opportunities provided by the ACA to create innovative models of coverage and care for people
with opioid use disorders. For example, Maryland, Rhode Island, and Vermont are using
variations of the Health Home model to provide comprehensive care management, care
coordination, health promotion, comprehensive transitional care/follow-up, individual and family
support, and referral to community and social support services. These types of care coordination
models are feasible and affordable for states that have expanded Medicaid because most low-
income adults with behavioral health needs now have access to comprehensive health coverage,
thanks to the ACA’s Medicaid expansion. The models, which have now been implemented for
several years, are significantly improving access to and coordination of care for people with
opioid use disorders, and other substance use and mental health disorders?”.

What’s at Stake in the ACA for the Parts of the Country Most Affected by Opioid Use
Disorder and Overdoses

While the opioid epidemic has affected all parts of the country, some areas have been hit
especially hard. The states that have been hit the hardest include many of the states that would be
most affected if the ACA coverage gains were rolled back.

According to Urban Institute estimateszg, four states — Massachusetts, West Virginia, Kentucky,
and New Hampshire — would see their uninsured rates nearly or more than triple if the ACA
were repealed. These four states ranked 7", 1%, 3, and 2™ respectively in drug overdose death
rates in 2015, according to CDC data®. Among the remaining seven states with drug overdose
rates exceeding 22 deaths per 100,000 people, uninsured rates would increase by 155 percent
(Ohio), 170 percent (Rhode Island), 134 percent (Pennsylvania), 136 percent (New Mexico), 83
percent (Utah), 79 percent (Tennessee), and 124 percent (Connecticut).

As the maps (Figure 3 and Figure 4) below show, this pattern holds more broadly: many of the
states most affected by drug overdose are also among the states with the most to lose if insurance
coverage and associated protections under the ACA were rolled back. For the reasons discussed
above, large spikes in uninsured rates could substantially worsen the opioid crisis at a time when
the emergence of illicitly made fentanyl and other highly potent synthetic opioids linked to large
clusters of overdoses is rapidly increasing in communities across the U.S.

January 11, 2017



269

; ) -ssa1gord

INo SUIUIULISPUN YS1I 0} JUSFIN 00) 1] ST SISLID O} PUE ‘[NJSS30ons aq 0} biEm o oy Rmaummo ST 93819400 20UBINSUT PINUTIUOD)
“orwepido proido Y3 JO apn Y} WIS 0] JUSUMIWWOD PATeys & 0} SYUEY) ‘UCHEY N0 SS0I0B SONIUNUII0D SUotwe pue JUSUIIdA0T

JO S[9A9] [1e 1e ssaxdoid [ear 995 0 FupIes ore om Ing WFIUISAO PISISAILIY JoU :_3 ey sisuo yieay d1yqnd e s1 orweptds prordo oy,

9107 ‘aIninsu] UeqIn) wm&:om o i Som UWASAS SONSTIEIS BT A [RUOHEN ‘DD 190IN0G

gL ] -9 GEER
TeL-E ER Tyeps ETTD swosisg (00

24 sy gineg 2sopiea Brug

-90\ EEER
ol fs G uougindag prnsuy b S5eessy

[eaday YDV woly ST0T s
¢ woppendod pasnsuiu() Ul ISEIIOU] PIJEWNSH *p A1 uonemdo (00007 194 SYILa( 50PIAAQ Snu( *¢ 3anB1y

S T T R T A TSR R R SR s
§ 280 Sorig anssy q4Sy



270

Vi 7 ViR VIR Vi Vi ViR ViR VN ViN VN VN VN Vi SIS

ViR VN VN 7 7 VN 7 VN VN ViR ViR 7 VN 7 U [ d4d
7 ViR VN VN VN VN VN 7 7N 7 VN VN ViR N 3

VN 7 VN 7 TN 7 7 VN iR VN VN VR 7 ViR TNy e 9
N 7 VN VIR VN A TR 7 R YRR 7R EYKT R 7T G R 3 i Y W IO 3G

Vil VIN VN VIN ViR G061 o1t [t 0501 ot Tl BETT D501 AR TBaEN cee NL
Vik VIR VN 7 7 D A N s KT M ST A N7 U F A WY 2 P A I TR O A T BT

ViR VN ViN ViR 7 GoL oL (92 0L [ &L oL 0oL Gl BN vee 1n
ViR ViR ViN Vi VN D IR TR K7 VETT 06 | ae6T ] %00E | %808 | %t 6o 3RS

e ViR ViN 7 7 oeT oz 07 s o35 50 009 555 L P €5t WN
7 VN ViR VN 7 A 7 A A D G TR 70 B KV E YO Y S 7 Y 7T SRS

VN VIR VN VN VIN (153 052 00¢ (033 0501 0021 00Tt 056 oL TN st A
ViR 7 ViR VN VN %Es L | L GLE | %EO1 | %56 [ AbE | %s6 | w6l S

VN VN VN VIN VIN 3] 001 b1 O0ST... | 0081 |008L. | 0BLL. | 0<91 VLT TN €9z vd
ViR 7 ViN VIN Vi CC T Y VR D 7% s A 7 T M I 2 A7 S S M 7T T SRS

ViR VIR VN VN ViR 66T 01 ] 051 BoF dov o0% “hoe ST Ey st 4
VN 7 VIR 7 7 VN ViR 7 VN VIN VIR VN VN Vi A

VIR VIN VIR VN VN VIN VIN VIN YN VIN VIR VN 7 VN TBAUIRN o6t HO
VIN VN DTS I S 7T S RV T AR Vh Tl | Ve | OWEE | %OtE | s 1E | % 85 BT

ViR Vi [ 53 1553 134 03 (55 i) 0081 [ 61 00LT DAETS ToqUAN o6t A4
Vi N VIR ViR ViR VIR 7N 7 ViR A7 B 7 VN 7 BT

ViR 7 7 ViR ViR VAN ViR VN VN VN TN VN VN VN [Ty vt HN
ViR VN ViR 73 ViR N e v%0% D7 R RS A 7 T S T 7S T 7 T SIS FONS
: [£30], JO 2BYS

7 VN VIN 7 VN BT 001 ] 051 G0z 055 059 05 PoETe SRers s A
; JO Jaquiny

10910z | FOSI0T | €0 5102 | TOS10 | 105102 | O PI0Z | £OFIOC | COFI0T | LOPIOT | POEIOT | €OEHT | TO 107 | 10 €167 re( ske)g endsopy 000 001 BN

; AABHEAY yeay Jad) arey
Juasay IR S} yyeaq asop
3SOJ Iy adusisqng -1Q Snxq
YO-E102 pamsuug) parsnpy
aBuRY) % Hpy -ady §107

318y YHed(q asopIdAQ Snaq
Aq S19p0SL([ YPEIM [BIUSIA[ PUE 3S[) 3dUE)SqNS J0j SUOLEZI[e)dSo] paInsulu() JNPY Ul saguey)) 19427 T-9e)§ :XIANAIIV

TR L S e P S A R
Jarig anssy 7SV

6 23ng




271

VIR 7 VN 7 VIR VN VN VIR VIN VN VN 7 VIR VN BT
VN VN VN VN 7 ViR VIN ViR VN VN VN VN ViN 7 TN ot o
VN VN T A 77 A B A O M 7 T A 7 A 7T T A D7 S T R o A DA R A 7R S
VN VIN [ 008L 0085 (K] 1L 0589 0059 Tov9 0569 G055 (B3 % BGEAN 2 T
CETTTooTT T T T %e T T owal %St | %ot | %06l EY A I T A S K7L U T VU T AR TR TS
osEr | oovt oeer oeET ] G031 A 573 0062 vy | 006y osey | 00er | s TN €91 N
VN VN 7 VN VIN TS S K7 =t K71 ¥ T KA S [P % 70 R EOT T 703 S 7O BT
VIR ViR VN VIR ViN BT 007 0z ot 05T 007 Wz 33 %00 TN vl A
VN ViR 7 7N VN VR VN 7 ST 9001 T %rs %6 [ waol TS
VN VN VIR VIN 7S 7 VIR VN % 05 3 % %3 0 TGN L9t 1A
S A 7 T A R X T 70 F A 17 Y A 7T T RVI T ROY & T K7 T YR T K74 S 7 5 T IV T2 T 3eS
OSTE ] 0chE oEE O5¥E 533 0SbE 0007 056t 0SLE 059E OSIE [ 009¢ 33 %LEr Uy 6Ll On
7 7 VN 7S ViR VIN VIR ViR VN ViR 7 VN VN ViR S
VN 7 ViN Vi VN Vi VN 7 ViN Vi 7 VN VN VN TGN o8t od
7 7 VN 7S 7 YR R ST M VRS GZoT TGS TG LT | %681 | WELT | %% I
ViN VIN 7 7 VN 0% 0SS 008 5 5 GoL 0L 059 PARS TSN 61 a0
7 VN VN 7Y VN T T i K F S T IO T 77 Y S A & S KOV T K7 T A I B
7 VN VN 7S VIR Tz ] 6061 osit 0591 BosT OSET a5t dovT b TN ot AL
VN 7 VN %o [wos %l %rs | sl G0l Tweee | wtee | wliT | Wi | %eor A
VN 7 VN g0z 00z 05T 0% Gov (3 006 006 06 133 TR TN o1 v
ViN 7 7 %o e TorIe [z vt T | 0T | ST [ et | 0T | %Leh B o .
VN ViR VAN 056 ] 0051 00L1 0381 0081 0081 Bo0z " B%eT de6T WTir T s
ViR 7 7 VN VN Gi6 T %re | % A T T A VR T WA A W7 TS S IS
VN VN VN VN VIR 051 o5t 07 0% Bse ooF ace aoe AT TRqEAN voz AN
73 ViN Y N Vi B 77 B 7 A 7T A RV GTe TGE | %E6 | s |06 | %o EYS
7S N ot oet o5 o7 05T 05t 007 0L 008 00L B0L VL BN voe W
VN 7 N VN VIN TS T %ee | %Ee GOl [ wSLT | %elt | %I | WLii | vves- SIS
N 7S VN VN VN 5L 053 053 33 oSy [ 0092 | Osst | 0%hE | veres TPqEnN 60z an
VN VIR 7 7S VIR GETE T TOwor [ %e0t | ETE | e9r | ber | wLsT | WLSZ | %l 8l EYCTS
VIN ViN 7 VR VN 008 009 008 0% o5t 005 v o5 CART BaunN [ N
59107 | FOSIor | €167 | TO 107 | TOSI0Z | YO FI07 | FOFI0Z | 2O vide | O vioE | FO €107 | €0 €107 | TO €107 | TO €107 e SKerg Tendsort | (00001 | 91918
qenEAy yiesH xd) 98y
FUEEE ¢ [EIUAR /S(} y3Eaq 3s0p
1SOl NIy, dueIsqng ~12A0 3nug
$O-€107 paansutun) pasnipy
wBuEg) % anpy -2V 5107

§
Jarg anssy 4 4sv

01 23vg




272

YN %1€ %€ %I %E€ %It %3'¥ %L %E L %9 %8TT %1 €T %961 %¥ 98- 250YS
VN 001 001 001 001 001 0s1 001 00T 009 059 009 0Sy %€ €8" 1Bquny a 0
YN VN ViIN VIN VN VIN VIN VIN VIN VIN YIN V/IN VN VN xeyg
VIN VN VN VIN VIN VN N VN VIN VN VN VIN VN VIN quinN £ SW
VN YN %S 9T AR %6 €C %9 %9'LT %9°9C %997 %1 LT %€ 8T %8 ST %897 %ET amyg
VN VIN 0S¥C 00£7 001T 0s1C 005T 1544 0017 0012 0S€C 0017 0S0T %L1 JaGAN vl vA
%891 %L bT %30T %081 %091 %5 81 %081 %081 %S L1 %L 61 %661 %0 81 %891 %S Pl areys
0501 0091 5391 ot 056 0011 0811 0011 0501 0sT1 0s€l 0511 0501 %L8 JaquInN Lal vo
%E8 %8 L %9 %1'S %0t %Lt %LS %9 %L8 %E'6 %08 %08 %6'L %901~ areys
000€ 0SLT 0S€7 0561 00v1 00L1 0512 05€Z 050€ 05€€ 000€ 0567 0SLT %P 01~ JoquinN gl AN
V/N VIN VN VIN VIN %Ll %L1 %YLl %81 %L1T %L %00C %007 %00 areys
VIN VIN VN VIN VIN 007 002 00T 00z 057 05T 007 007 %002 1oquInN gl N
VN YIN VIN VN VN %0L %19 %06 %L 0l %691 %8TT %S$TT %907 %€ 8¢~ B
VIN VIN VIN VIN VIN 0sT 057 0s€ 007 009 006 008 00Z %E §S- 1aquInN §et i
VIN VIN VIN VN VN %L'v %L'S %S L %111 %8 L1 %161 %¢ 81 %E 61 %L €L EZT
VIN VIN VIN YN VN 0001 00€1 0sS1 0$0T 00zE 00L€ 00S€ 00LE %889 TaquinN g o
VN VIN VIN VN VN VN VN VIN VN VIN VN VN VN YN BT
VIN VIN VIN /N VIN V/N VIN VN VIN VIN VIN VN N VIN JaquinN el a
VIN VIN VIN VIN V/N %09 %9°S %b'S %08 %1ST %b Tl %¢ 11 %801 %909 s
YN VIN VIN VN VIN 0sT (154 0ST 0S¢ 059 009 0SS 00§ %S 19 foquiny o vM
%YL %8'L %6'L %08 %69 %96 %6 %001 %Ll %967 %6TE %S 1€ %E b %0'SL areyg
00€ 00€ 00€ 00€ 05T 0S¢ 0s¢ 0s€ (134 0501 00Z1 0s11 0ST1 % 1L 1aquiny et oo
VIN %5 ¥ %St %8Y %0t %8y %L'b %59 %¢ ST %bS1 %L'S1 %671 %S €1 %6 0L Iy
VN 6% 50¢ 00¢ (732 0% 06¢ 50% 008 008 006 058 o0z L TR set 14
VIN VN YN VIN VIN %¥TE %8 €€ %L bE % TE %CSE %L Ve %€ €E %ETE %6'L" areyg
V/IN VIN VIN VN VN 0021 00€1 00€1 0511 0sT1 00€1 00¢1 0501 %0 JaquInN, L o8
VIN VIN VIN VN VIN V/N VN VN VN VN VIN VIN VN VN a5eys
VN VN VIN VIN VN VN VIN VN VIN VIN VIN VN VIN VIN JoquinN Lot v
VN VN VIN VIN VIN %L ¥l %0°ST %L b1 %L €1 %8 %1 %EST %$ 91 %S ¥t %80~ EXT
YN Y/N VIN VIN VIN 0091 0SLT 0591 00v1 0591 0081 0061 0091 %0'€- ToquinN sl ON
109107 | vOSI0T | £OSI0T | 2O S10T | 1DS10Z | O vI0T | €OvI0T | ZOwI0T | 1O ¥I0Z | $O €107 | €O €10T | 2O 10T | 1O €107 Beq sk jendsoy (000 *001 BT
AYBHBAY 4By 13d) ey
FUIEREN | €I /35) yreaq asop
JSOJN NI L, duesqng -13AQ Snag
rO-£107 pamsugun pasnipy
BuRy) % nnpy -8y S19z

O
Jardg anss] JdSy

11 2304




273

7 VN 7 VN N L7 W IO A I 2 K7 U A 7 M 7 i A 7 T I T A T BT
ViR VIR VN VIN VN %4 6% (3 05 0%E b wE 53 Py TRENN 69 N
VR T D 7 R 7T T S Y ¥ X M ) N T B 7T S VK B KA S KR ams
VIR ot % 00t 001 001 001 001 o071 001 o1 ooT 001 %00 TqunN ve as
VR VR ViR VN VN S T A TR 73 & TR VR S N VR 7 VIN 7Y S
VIN VIN VIR ViR VN 06T 01 001 S 7S 7 7 N VN TN 98 an
VIN VN D T 7Y R 7O A 7T A W7 T 70 2 S A KA A KT T A 7T A AT A IR 2 2 OV S
VN VN Goev T oosy | oor TooTe | oskb | G00F osie | osie Tosze o0t | 089€ | 9L0F BN ve XL
Wt % O I 7T S VS B 72 R AT D TR 7 2 A Vi< 7 T 70 - T arls
05 05 [ 05 3 o1 001 do1 001 KA 0%z 05z (153 OSL TGN L vi
ViR 7 7 Y A 77 B Y S T A A AR T 7T 7 7 A 7 T 7 T BT
VN VR 007 ] 07 00T o5t 6ot 00¢ 057 00t 057 05z aa BTN 901 N
VR [ VN D R 7 T KT S 7T 7 R K77 S N A A 7 T S 7T S KV R 77 T
ViN 7 05 05 5 % % os 05 ao % % % %005 ToUINN en H
ViR AT D T S 7T S 7T S T T KTV D TR 7 A 75 A KA i K TE A R T anoys
7 ooeT T [ oont F T A er T v oste  [oseL TomL | oszlToREs i TN e v
VR TV VN o7 ViR A 7T R A I TC T A 7 5 < A K7 A U A KT T I U T A BT
VN [V VN ViR IR 005 059 08 9 BoL A 908 IN e s S
09107 [ FOSior | €0SToz | 20 SToz | 1O SIor | FOFI07 | cOVIOT | 2O Pite | TOFi07 | PO EI0Z | SO 107 [ ZOFI0C | TOTIOZ | wwwa | SKeiS [eidsori | (000001 | 9BIS
aygEnEAy weay 19d) a3y
a0y 1BJUAN /38() yyeaq Is0p
Jsopy naY ] 2duEsgng -1940 3naq
»O-EI0T pansutugy passnipy
wBueE) 9% ey -a8y gioz

TR S S
; Jorg anssy SV

71 23ng




274

ASPE Issue Brief Page 13

! Press release: “HHS takes strong steps to address opioid-drug related overdose, death and dependence.” Retrieved

from hitps://www.hhs gov/about/news/2015/03/26/hhs-takes-strong-steps-to-address-opioid-drug-related-overdose-

death-and-dependence.himi

% Uberoi et al., March 3, 2016. Health Insurance and the Affordable Care Act, 2010-2016. Retrieved from

https://aspe.lths.gov/sites/default/files/pd 718755 1/ACA2010-2016.pdf

*Statement by Secretary Burwell on the Uninsured Rate, September 7, 2016.

https://www.hhs.gov/about/news/2016/09/07/statement-by-secretary-burwell-on-the-uninsured-rate htmi

* HCUP Fast Stats. Healthcare Cost and Utilization Project (HCUP). October 2016. Agency for Healthcare Research

and Quality, Rockville, MD. https://www.hcu| A s is
® Dey et al., March 28, 2016. Benefits of Medicaid Expanxzon for Behavioral Health. Remeved from

_https://aspe hhs.gov/sites/default/files/pdf/190506/BHMedicaidExpansion. pdf

© January 5, 2016. Health Insurance Coverage for Americans with Pre-Existing Conditions: The Impact of the Affordable

Care Act. Retrieved from https:/aspe.hhs.gov/sites/default/files/pdf/255396/Pre-ExistingConditions.pdf

7 National Conference of State Legislators. Individual Health Insurance and States: Chronologies of Change. Retrieved

from http://www.neshorg/research/health/individual-health-insurance-in-the-states.aspx

¥ National Conference of State Legislators. Individual Health Insurance and States: Chronologies of Change. Retrieved

from http://wwyw neslorg/research/health/individual-health-insurance-in-the-states aspx

° Park-Lee et al., September 2016, Receipt of services for Substance Use and Mental Health Issues among Adults: Results

Jrom the 2015 National Survey on Drug Use and Health. Retrieved from

https://www.samhsa.gov/data/sites/default/files/NSDUH-ServiceUseAdult-20 1 SINSDUH-ServicelUse Adult-

2015/NSDUH-ServiceUseAdult-2015 htm

' Saloner et al., June 1 2016. Medicaid Coverage for Methadone Maintenance and Use of Opioid Agonist Therapy in

Specialty Addiction Treatment. Psychiatr Serv, 67(6): 676-9. doi: 10.1176/appi.ps.201500228. Retrieved from

https://www.nebi.nim.nih.eov/pubmed/2term=26927578

" Press release: “HHS takes strong steps to address opioid-drug related overdose, death and dependence.” Retrieved

from hitps://www.hhs.gov/about/news/2013/03/26/hhs-takes-strong-steps-to-address-opioid-drug-related-overdose-

death-and-dependence.htin]

"* Press release: “HHS announces new actions to combat opioid epidemic.” Retrieved from

https://www.hhs.gov/about/news/2016/07/06/hhs-announces-new-actions-combat-opioid-epidemic. htm!

™ Press release: “HHS takes additional steps to expand access to opioid treatment. Retrieved from

https:/www.hhs.gov/about/news/2016/1 /1 6/additional-steps-expand-opioid-treatment. riml

' Baicker & Finkelstein, 2011. The Effects of Medicaid Coverage — Learning from the Oregon Experiment, N Engl J

Med 365:683-685. doi: 10.1056/NEJMp1108222. Retrieved from http.//www.nejm.org/doi/full/10. 1056/NEIMp1108222
' Sommers et al., July 28, 2015. Changes in Self-reported Insurance Coverage, Access to Care, and Health Under the

Affordable Care Act. JAMA, 314(4): 366-74. doi: 10.1001/jama.2015.8421. Retrieved from

hitps://www.ncbi.ntm.nih.gov/pubmed/?term=262 19054

'® Savant et al., January 1, 2013. Prevalence of mood and substance use disorders among patients seeking primary care

office-based buprenorphine/naloxone treatment. Drug Alcohol Depend, 127(1-3): 243-7. doi:

10.1016/j.drugalcdep.2012.06.020. Retrieved from https://www.ncbi.ntm.nih.cov/pubmed/2term=22771144

' Barry et al,, October 2016, Psychiatric disorders among patients seeking treatment for co-occurring chronic pain and

opioid use disorder. J Clin Psychiatry, 77(10): 1413-9, doi: 10.4088/JCP.15m09963. Retrieved from

hitps://www.nebi.nlin.nib.gov/pubmed/?term=27574837

" Weist et al. Nov-Dec 2014, Pain and emotional distress among substance-use patients beginning treatment relative to a

representative comparison group. J Addict Med, 8(6): 407-14. doi: 10.1097/ADM.0000000000000072. Retrieved from

.hteps://www.nebi.nlmonib.gov/pubmed/2term=25275876

" The Economic Record of the Obama Administration: Reforming the Health Care System, December 2016. Retrieved

from https://www.whitchouse.gov/sites/default/files/page/files/20161213_cea_record_heath _care reform.pdf

* Wen et al., December 2015.Effect of Medicaid expansions on health insurance coverage and access to care among low-

income adults with behavioral health conditions. Health Serv Res, 50(6): 1787-809. doi: 10.1111/1475-6773.12411.

Retrieved from https://www.ncbi.ntm.nih.gov/pubmed/2655 1430

' Wen et al,, December 2015.Effect of Medicaid expansions on health insurance coverage and access to care among low-

income adults with behavioral health conditions. Health Serv Res, 50(6): 1787-809. doi: 10.1111/1475-6773.12411.

Retrieved from hitps://www.nebi.nlm.nili.gov/pubmed/26551430

% Ohio Medicaid Group VIII Assessment: A Report 1o the Ohio General Assembly. Retrieved from

hitp://medicaid.ohio. gov/Portals/0/Resources/Reports/Annual/Group-VIli-Assessment.pdf

L ]
January 11, 2017



275

ASPE Issue Brief Page 14

# Foundation for a Healthy Kentucky, December 28, 2016. Substance Use Treatment Services Covered by Medicaid
Expansion Jumped 740 Percent over 2.5 Years. Retrieved from https://www healthy-kv.org/newsroom/news-
refcases/article/60/substance-use-treatment-services-covered-by-medicaid-expansion-jumped-740-percent-over-2 3-years?
** Wen et al., December 2013, State parity taws and access to treatment for substance use disorder in the United States:
implications for federal parity legislation. JAMA Psychiatry, 70(12): 1355-62. doi: 10.1001/jamapsychiatry.2013.2169.
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/24 15493 1

25 Wen et al., December 2013, State parity laws and access to treatment for substance use disorder in the United States:
implications for federal parity legislation. JAMA Psychiatry, 70(12): 1355-62. doi: 10.1001/jamapsychiatry.2013.2169.
Retrieved from https://www.ncbi.ntm.nih.gov/pubmed/24154931

* Wen et al,, December 2013, State parity laws and access to treatment for substance use disorder in the United States:
implications for federal parity legislation, JAMA Psychiatry, 70(12): 1355-62. doi: 10,1001/jamapsychiatry.2013.2169.
Retrieved from https://www.ncbi.nim.nih.gov/pubmed/2415493 1

" Report to the Vermont State Legislature: The Effectiveness of Vermont’s System of Opioid Addiction Treatment.
January 15, 2015. Retrieved from htip://legislature.vermont.gov/assets/L egislative-Reports/Opioid-system-effectiveness-
1.14.15.pdf

* Blumberg et al., December 6, 2016. Implications of Partial Repeal of the ACA through Reconciliation. Retrieved from
hatp/fwww.urban.ora/research/publication/implications-partial-repeal-aca-through-reconciliation

* Centers for Disease Control and Prevention, National Center for Injury Prevention and Control, Division of
Unintentional Injury Prevention, December 16, 2016. Drug Overdose Death Data, Retrieved from
https://www.cde. gov/drugoverdose/data/statedeaths. htmi

January 11, 2017



276

brought to you by
HealthAffairs B AELGg DONATE

SUBSCRIBE FOR AUTHORS -

Do

improving outcomes & cyber security

Using science in healthcare analytics
Advancing public health BATYELLE

HEALTH AFFAIRS BLOG

FOLLOWING THE ACA

RELATED TOPICS:

MEDICAID | AFFORDABLE CARE ACT | ADDICTION | PHARMACEUTICALS | ACCESS TO CARE

| DRUG USE | MORTALITY RATES | PRESCRIPTION DRUGS | MORTALITY | MEDICAID PATIENTS

Did Medicaid Expansion Cause The
Opioid Epidemic? There’s Little Evidence
That It Did.

Andrew Goodman-Bacon, Emma Sandoe

AUGUST 23, 2017 DOIL:10.1377/hblog20170823.061640



277

F o<

Recent health reform debates have generated a new theory that
claims that the Affordable Care Act’s (ACA) Medicaid expansion
has either caused or exacerbated the opioid epidemic. The logic
on its face seems clear: legal prescriptions fuel the opioid
epidemic, Medicaid increases access to prescription opioids,
hence the Medicaid expansion contributes to, or has even
caused the epidemic. Proponents of this view point to a rise in
opioid-related deaths in ACA Medicaid expansion states relative
to non-expansion states. Political commentators,

including some politicians, use this claim to justify their support
for federal Medicaid cuts, despite the fact that

Medicaid finances a significant amount of treatment for opioid
use disorder.
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In this post, we argue that evidence for the claim that the ACA's
Medicaid expansion caused or exacerbated the opioid epidemic
is not credible. First, trends in opioid deaths nationally and by
Medicaid expansion status predate the ACA. Second, counties
with the largest coverage gains actually experienced smaller
increases in drug-related mortality than counties with smaller
coverage gains. Third, the fact that Medicaid recipients fill more
opioid prescriptions than non-recipients largely reflects greater
levels of disability and chronic iliness in the populations that
Medicaid serves. While we do not reject the possibility that
public policy has played a role in our current prescription abuse
crisis, on balance we find little evidence to support the idea that
Medicaid caused or worsened the epidemic.

Existing Evidence on Medicaid and Opioids

Comparing Medicaid Recipients to Non-Recipients

Proponents of the view that Medicaid exacerbates drug abuse
often cite the fact that Medicaid recipients are prescribed more
opioids than non-recipients. In the early 2000s, for example,
Medicaid enrollees in New York and Washington received opioid
prescriptions almost twice as often as non-Medicaid patients.

Does this evidence alone mean that Medicaid caused these
patients to abuse opioids? No. Medicaid patients, especially
those who qualify through a disability and many who do not, are
more likely to have chronic conditions and comorbidities that
require pain relief. Between 2010 and 2016, 30 percent of
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Medicaid recipients ages 25-54 reported having pain most days
or every day, compared to 14 percent of non-recipients. A cross-
sectional relationship between Medicaid coverage and opioid
use does not mean there is necessarily a causal connection (for
any cutcome).

National Trends

Doctors have used opioids to manage acute pain since before
the 20th century. In 1995, the American Pain Society labeled
pain the “fifth vital sign,” and in 1996, Purdue Pharma developed
OxyContin, a controlled-release opioid that they

(falsely) claimed would deter addiction. Opioid use, abuse, and
mortality increased rapidly thereafter. In just five years from
1997 to 2002, OxyContin prescriptions for non-cancer pain grew
from 670,000 to 6.2 million. Drug-related mortality rates doubled
between 1999 and 2013. In contrast, most states that expanded
Medicaid began offering benefits in January 2014. (Six states
expanded early but limited coverage.) The claim that Medicaid
expansion is “largely responsible for starting the epidemic in the
first place” is clearly false simply given this timeline. The opioid
epidemic started decades before Medicaid expanded.

Divergent Trends Between Expansion and Non-Expansion
States

Another approach is to compare drug-related deaths in states
that did and did not adopt the ACA’s Medicaid expansion.
Previous analyses have noted that the change in drug-related
mortality rates from 2010 to 2015 was higher in expansion
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states than in non-expansion states. Did Medicaid cause this
divergence?

Figure 1 plots age-adjusted drug-related mortality rates among
those aged 25-54 in states that did and did not expand Medicaid
under the ACA (similar analysis previously posted here). The
figure also plots the difference in mortality between expansion
and non-expansion states (relative to the difference in 2009;
dashed lines are 95-percent confidence intervals based on
standard errors clustered by state). Expansion states did have
relatively more drug deaths than non-expansion states in 2015,
but the upward trend in deaths in expansion states started in
2010, four years before the Medicaid expansion began. The
results are the same if we exclude the six early expansion
states. By the simplest criterion for causality, that causes must
precede effects, these results cannot be taken as evidence of
Medicaid expansion causing these deaths.
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Exhibit 1: Age-Adjusted Drug-Poisoning Mortality Rate For
Ages 25-54 by Medicaid Expansion Status, 1999-2015
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Divergent Trends by Pre-ACA Uninsurance Rates

A different test of whether the ACA affected drug-related deaths
is to compare areas with different pre-ACA uninsurance rates.
Areas that had a higher percentage of people uninsured before
the ACA enjoyed greater coverage gains because of Medicaid
eligibility expansion, welcome mat effects, and subsidized
Marketplace plans. Some have noted that counties with larger
post-ACA reductions.in uninsurance had higher drug-related
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death rates in 2015. Did the ACA lead to these elevated drug-
related mortality rates?

We test this using data on the crude drug-related death rates
from 716 counties in 2015 and 2010 (age-adjusted rates are
preferable, but crude rates are available for more counties). We
break up counties in expansion and non-expansion states into
10 groups based on their estimated 2013 uninsurance rates, and
plot the average mortality change against the average pre-ACA
uninsurance rate in each bin. If the ACA exacerbated the opioid
epidemic, we should see larger increases in drug deaths in high-
uninsurance areas where its coverage provisions had the most
bite.

In fact, Figure 2 shows that drug-related deaths increased at a
lower rate in high-uninsurance counties than in low-uninsurance
counties. This does not support the notion that the ACA
worsened the opioid epidemic. (Neither does it support the idea
that the ACA helped to stem the epidemic. Mortality was already
falling in high- versus low-uninsurance counties before 2014.)
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Exhibit 2: Changes In Country-Level Drug-Related Crude
Mortality Rates And Pre-ACA Uninsurance Rates
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Why is the Evidence on Medicaid and
Opioids So Weak?

Magnitude of Opioid Abuse Among Medicaid Recipients

Another form of evidence used to support the idea that Medicaid
causes opioid abuse is by using examples of Medicaid patients
who abuse opioids. But for the ACA Medicaid expansion to have
a meaningful effect on aggregate mortality rates, a significant
number of recipients must be misusing opioids. One reason why
we fail to find strong evidence of a connection between
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Medicaid and drug deaths could be that relatively few Medicaid
recipients actually misuse their drugs.

Medicaid Funds Opioid Addiction Treatment

Medicaid has become a primary payer for medication addiction
treatment, covering cne in three people with an opioid addiction
in 2015, with most of this spending occurring in expansion
states. Medicaid covers services such as detoxification,
outpatient treatment, and treatment for underlying health
conditions, such as chronic pain or mental health issues, which
may be the cause of addiction. These care options are complex
and costly. In the last year before the ACA expansion, Medicaid
spent $9.4 billion on opioid addiction treatment. In fact, in the
recent interim report by the White House Commission
Combating Drug Addiction and the Opioid Crisis the commission
recommended that Medicaid treatment of the epidemic be
enhanced through additional treatment sites and drug reversal
coverage. Now that the Administration is moving to devote
resources and attention to opioid abuse, states may gain
flexibilities to provide more coverage to Medicaid beneficiaries,
making the program even more critical to fighting the epidemic.

Medicaid and Drug Substitution

Health insurance coverage, including Medicaid, can make
access to opioids easier in comparison to being uninsured, but
in many cases misuse of opioids will occur regardless of who
pays. Evidence suggests that when access to opioids is
restricted, utilization and overdose deaths switch from legal to
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illicit drugs. Medicaid could change patterns of drug use, but not
the amount of drug use or its health consequences.

Other Factors May Have Determined States’ Medicaid
Expansion Decisions

Finally, it may be that other factors, including the opioid
epidemic itself, led states to adopt the ACA Medicaid expansion.
A state with rapidly rising opioid deaths may have decided to
expand Medicaid in order to provide drug treatment to more
residents. Several governors made a similar case in their
opposition to the Better Care Reconciliation Act. State economic
conditions or robustness of medical systems, for example, could
also have contributed to both the opioid epidemic and the
decision to expand.

Caveats and Pending Questions
Local Effects

The evidence above, using data from all parts of the country,
does not support claims that Medicaid or the ACA worsened the
opioid epidemic overall. This does not preclude the possibility
that Medicaid had such effects in specific states or local areas,
though. This is an important area for future research, because it
may clarify how Medicaid interacts with drug abuse differently
across the country. In other words, the answer to the question
“did Medicaid exacerbate the national opioid crisis?” seems to
be “no.” The answer to the question “did Medicaid play a role
anywhere?” is unknown.
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Detailed Results by Type of Drug and Payer

Our analysis necessarily groups deaths from licit and illicit drugs
together. A fuller analysis of Medicaid’s role must distinguish
between deaths from legal prescription drugs and deaths due to
illegal drugs, such as heroin or fentanyl that Medicaid clearly
does not supply. Inferring this from death certificate data,
however, is a complex task. Moreover, one cannot ascribe
causality to geographic differences in death rates without
information on the types and amounts of opioids actually being
prescribed by Medicaid compared other payers. This is an
important gap in the current evidence on Medicaid and opioids.

Treatment Benefits

Despite the risks, opioids provide clinical benefits to patients in
need of pain relief. Policy makers searching for effective ways to
address the opioid epidemic must weigh the benefits of proper
opioid use against these potential costs. Since we currently have
little strong evidence that Medicaid imposes substantial costs in
terms of drug-related deaths, large cuts to Medicaid may
sacrifice meaningful treatment benefits for little to no change in
overdose rates.

Conclusion

Some Medicaid recipients who gained coverage under the ACA
may have become addicted to opioids, but we find little evidence
that Medicaid expansion caused aggregate drug-related death
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rates to increase. Future research on the opioid epidemic should
develop approaches that untangle the effects of Medicaid
expansion from pre-existing economic trends and the spread of
accessible illegal drugs. That said, by addressing the causes of
addiction and promoting appropriate treatment, Medicaid could
be an important tool for policy makers in the fight against opioid
abuse. In January 2016, the Centers for Medicare and Medicaid
Services (CMS) outlined broad scale flexibilities already
available in the Medicaid program to expand access to
medication assisted treatment, community-based therapy, and
other services to address the treatment of opioid addiction.
States have begun taking up these fiexibilities as part of intra-
state agency efforts that include the Medicaid program and the
Medicaid expansion population. For many opioid users and their
families, Medicaid provides the only affordable treatment option
and path to recovery. State policy makers must weigh the
benefits and costs of expanding addiction treatment through
extending Medicaid eligibility to low-income adults and
expanding community supports and addiction medication
availability. Given the toll of opioid addiction on state budgets
for law enforcement, emergency services, and child welfare,
expanding Medicaid eligibility and treatment services may prove
to be a wise investment.
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Background: Buprenorphine has been proven effective in treating
opioid use disorder. However, the high cost of buprenorphine and
the limited prescribing capacity may restrict access to this effective
medication-assisted treatment for opioid use disorder.
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prescribing capacity may have impacted buprenorphine utilization
covered by Medicaid.
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covered buprenorphine prescriptions and buprenorphine spending
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prenorphine spending. Physician prescribing capacity was also as-
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In 2014, an estimated 1.9 million Americans had pre-
scription opioid use disorder and 0.6 million had heroin use
disorder.! Opioid overdose mortality has tripled since 2000
and reached a record high of 28,000 deaths in 2014.2 Fur-
thermore, as legitimate channels of prescription opioids be-
come increasingly restricted, many areas have witnessed a
surge in heroin use and emergence of synthetic and non-
pharmaceutical opioids manufactured in illegal laboratories
(eg, illicit fentanyl).>* The shifting landscape of the US
opioid epidemic underscores the essential role of opioid use
disorder treatment in addressing the underlying addictive
behavior and curbing the epidemic.*

Buprenorphine (including buprenorphine-naloxone) is
the most commonly prescribed medication for opioid use
disorder treatment and is effective in managing withdrawal
symptoms and reducing the potential for relapse.>” Com-
pared with other FDA-approved medications such as meth-
adone and naltrexone, buprenorphine has relatively high
patient retention and sustained recovery as well as low ad-
dition liability and mimimum overdose risk.®® Furthermore,
buprenorphine is the only type of medication-assisted treat-
ment of opioid use disorder that can be prescribed outside
traditional stand-alone opioid treatment programs.

Despite the safety and efficacy profiles of buprenorphine
and the extension of medication-assisted treatment into main-
stream medical settings, at $6000 for a full year treatment
course, lack of health insurance coverage poses a barrier to
buprenorphine utilization.!%!! Prior the Affordable Care
Act (ACA), most low-income people in need of medication-
assisted treatment were ineligible for Medicaid and left
untreated.!>"% Starting in 2014, 26 states and District of
Columbia expanded Medicaid eligibility to almost all low-
income residents with household income at or below 138% of
the federal poverty level, a group that has a disproportionately
high risk of opioid use disorder and sizable unmet treatment
needs.'!7 With state implementation of these Medicaid ex-
pansions, behavioral heajth experts and advocates expect
Medicaid to play a central role in financing the utilization of

Totad
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study examines how Medicaid expansion may have impacted
Medicaid-covered buprenorphine prescriptions and buprenor-
phine spending.

A second barrier to medication-assisted treatment of
opioid use disorder is system capacity for the prescribing
of buprenorphine. The 2000 Drug Addiction Treatment Act
(DATA) and the 2006 Office of National Drug Control Policy
Reauthorization Act allow qualified office-based physicians to
prescribe buprenorphine through a DATA waiver.'? Under the
DATA 2000, an office-based physician who has a board cer-
tification in addiction medicine/psychiatry or completes an 8-
hour course of buprenorphine prescribing training is qualified
to treat up to 30 patients at a time,!? The 2006 Amendment
raised the patient limit from 30 to 100 for a physician who had
been authorized under the DATA 2000 for more than a year
and who submitted an application conveying hisher need and
certifying his’her qualifications. Previous literature documents
state variations in the availability of DATA-waived physicians
qualified to prescribe buprenorphine.!»?22 Increasing physi-
cian prescribing capacity features prominently i recent federal
actions to address the opioid epidemic.?® As such, our study
also examines the varied capacity for buprenorphine pre-
scribing may affect the extent to which the implementation of
Medicaid expansions and the potential increases in treatment
needs can translate into the meaningful improvement in bu-
prenorphine utilization.

METHODS

Data and Sample

The primary data sources for this study are the Medicaid
Drug Utilization files from the Centers for Medicare and Med-
icaid Services. All states are required to report to the Centers for
Medicare and Medicaid Services on prescription activities of all
Medicaid-covered outpatient drugs in exchange for federal
matching funds.?* We derived quarterly, state aggregate pre-
scription and spending data from over 200 official reporting files
from 2011 through 2014. Washington, DC was excluded be-
cause of inconsistency in its managed care data reporting.

Each drug product in the Medicaid Drug Utilization
files is identified by a National Drug Code number which we
linked to the FDA Orange Book to identify buprenorphine
(including the buprenorphine-naloxone formulations) for
medication-assisted treatment of opioid use disorder. Please
see Appendix Al {(Supplemental Digital Content, http://
links.lww.com/MLR/B346) for detailed information on the
identification of buprenorphine.

Study Variables

The outcome variable is Medicaid-covered buprenor-
phine utilization measured by quarterly Medicaid prescriptions
for, and spending on, buprenorphine both on a per 1000-state
resident basis and on a per 1000-Medicaid enrollee basis.

One key independent variable of interest is state im-
plementation of Medicaid expansions under the ACA. By the
end of 2014, 26 states and District of Columbia had im-
plemented the expansions either in compliance with the ACA
Medicaid State Plan Amendment provision or through the
Section §1115 waiver.”® Please see Appendix A2 (Supple-

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.

mental Digital Content, http://links.iww.com/MLR/B346)
for a summary of the ACA Medicaid expansions.

The other independent variable of interest is physician
prescribing capacity, measured as time-varying counts of 100
patient-waived physicians and 30 patient-waived physicians
per 1,000,000 residents.

We included the following covariates to contro} for the
state-level factors that may correlated with both Medicaid
expansions and buprenorphine utilization: (i) unemployment
rate, (i) poverty rate, and (iii) an “early adopter” indicator
for partial implementation of Medicaid expansions in 3 states
between 2011 and 2013.2¢ Please see Appendix A3 (Sup-
plemental Digital Content, http:/links.lww.com/MLR/B346)
for data sources and measurement of study variables.?

Statistical Analysis

We used a quasi experimental difference-in-differences
(DD) design with state and quarter 2-way fixed effects to ac-
count for unobserved state heterogeneity and national secular
trend in buprenorphine utilization that may systematically be
correlated with Medicaid expansion (eg, the underlying opioid
use prevalence).?’ Please see Appendix A3 (Supplemental
Digital Content, http:/links.Iww.com/MLR/B346) for model
specifications of the main analysis and Appendix A4 (Sup-
plemental Digital Content, http:/links.ww.com/MLR/B346)
for the statistics from “parallel trend test” of the validity of DD
design. We also conducted sensitivity analyses to further ac-
count for the heterogeneous preexpansion trajectories in bu-
prenorphine utilization between the expansion states and the
nonexpansion and late-expansion states, as well as the heter-
ogeneous policy effects among the expansion states. Please see
Appendix A3 (Supplemental Digital Content 1, http:/links.
Iww.com/MLR/B346) and A9 (Supplemental Digital Content,
http://links.ww.com/MLR/B346) for mode} specifications of
the sensitivity analyses. All estimates were population-
weighted and state-clustered to correct for heterogeneous
policy effect and within-state serial correlation.?

RESULTS

Temporal Trends in Medicaid-covered
Buprenorphine Utilization

Figures 1 and 2 show the trends in Medicaid-covered
buprenorphine utilization from the preexpansion period
(2011-2013) to the postexpansion period (2014). We ob-
served upward trends in Medicaid-covered buprenorphine
prescriptions (Fig. 1)} and buprenorphine spending (Fig. 2) in
the 26 states that implemented Medicaid expansions in 2014
but not in the nonexpansion and late-expansion states. The
trend comparison suggests that the observed prescription
growth and spending growth may have partially been at-
tributed to the Medicaid expansions.

Estimated Effects of Medicaid Expansions and
Physician Prescribing Capacity on Medicaid-
covered Buprenorphine Prescriptions

Table 1 presents the DD estimates for the effect of
Medicaid expansion on Medicaid-covered buprenorphine
prescriptions,
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FIGURE 1. Temporal trends in total Medicaid prescriptions for buprenorphine for medication-assisted treatment. Source: Authors’

analysis of the CMS Medicaid Drug Utilization Files 2011-2014.

Regarding the per 1000 resident buprenorphine pre-
scriptions (Table 1), we found a pre-post increase of 1.30
prescriptions per 1000 residents per quarter in the expansion
states [row 2, column 3: 95% confidence interval (CI),
0.72-1.89}, which was significantly larger than the non-
expansion and late-expansion states. After adjusting for the
state and quarter 2-way fixed effects, as well as the state-level
availability of DATA-waived physicians and other covariates,
our DD estimate indicates that state implementation of Med-
icaid expansions in 2014 was associated with an increase in
Medicaid-covered buprenorphine prescriptions by 0.69 per
1000 residents per quarter (row 2, column 5: 95% CI,

0.14-1.24). The national average numbers of 100 patient-
waived Medicaid-covered buprenorphine prescriptions was
0.99 per 1000 residents per quarter, thus the estimated 0.69 per
1000 residents per quarter increase represents a relative 69.7%
increase in Medicaid prescriptions for buprenorphine asso-
ciated with the implementation of Medicaid expansions.

‘We also found that every additional 100 patient-waived
physician per 1,000,000 residents was associated with an in-
crease in Medicaid-covered buprenorphine presctiptions by
0.20 per 1000 residents per quarter (row 3, column 5: 95% CI,
0.15-0.26), or a relative 20.2%. Given that the national aver-
age numbers of 100 patient-waived physicians was 22.34 per

Trends in Medicaid Spending on Buprenorphine
$ Bilfion Buprenorphine Spending (real value as of Dec 2014)
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FIGURE 2. Temporal trends in total Medicaid spending on buprenorphine for medication-assisted treatment. Source: Authors’

dnalysis of the CMS Medicaid Drug Utilization Files 2011--2014.
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TABLE 1. Effects of Medicaid Expansion and Phystcvan Prescribing Capacity on Medicaid Prescriptions for Buprenorphine

No. norphine Prescriptions Per Quarter Per 1000
20112013 2014 Pre-Post Difference Difference-in-Differences’
No Medicaid expansion 0.64 0.95 031 {48.4%) Ref. Ref.
(24 states) [—0.07 10 0.69]
Medicaid expansion 0.98 228 1.30% {132.7%) Li3* (112.4%) 0.69% {69.7%)
{26 states) [0.72-1.89} 10.20-2.06} {0.14-1.24}
No. 100 patient-waived physicians 0.20%** (20.2%)
Per 1,000,000 residents [0 15 0.26]
No. 30 patient-waived physicians (5.1%)

Per 1,000,000 residents

[ nonoom]

95% confidence intervals in square brackets calcujated based on state-clustered SEs; percent changcs in parentheses.
SAdjusted for state and quarter 2-way fixed effects, state unemployment mie, siate poverty rate, “early adopter” indicator for partial implementation of Medicaid expansmns

Mean number of 100 patient-waived physicians =22.34 per 1,000,000 residents; (expansion states 24.70 vs. p
Mean mumber of 30 Paticnt-waived physicians =48.06 per 1,000,000 residents; (cxpansion states 58.59 vs. i P

Bold values are statistically significant with P<0.05.
*P<0.05.

**P<0.01,

***p<0.001.

Sources: Authors® anatysis of the CMS Medicaid Drug Utilization Files 20112014,

states 19.62, differ <0.05).
states 37.33, diffe P<00!)

1,000,000 residents, our estimate implies that a 10% in-
crease (ie, 2.234 per 1,000,000 residents) in the number of
100 patient-waived physicians was associated with a 45.1%
increase in buprenorphine prescriptions (20.2% x2.234).
Changes in the availability of 30 patient-waived physicians,
on the other hand, did not have a statistically discernable
effect on Medicaid-covered buprenorphine prescriptions.

Estimated Effects of Medicaid Expansions and
Physician Prescribing Capacity on Medicaid-
covered Buprenorphine Spending

In addition to the estimated increases in buprenorphine
prescriptions, we also found similar patterns in Medicaid
spending on buprenorphine (Table 2). Compared with the
pre-post spending growth in the nonexpansion and late-
expansion states, the expansion states saw a higher growth
in Medicaid buprenorphine spending (row 2, columns 5:
$117.5; 95% CI, 23.1-211.9). Translating the absolute effect
sizes into percentage changes, state implementation of
Medicaid expansions in 2014 was associated with a 49.9%
growth in Medicaid buprenorphine spending on a per 1000
resident basis, or total Medicaid spending on buprenorphine.

Furthermore, we found that every additional 100
patient-waived physician per 1,000,000 residents was asso-
ciated with a spending growth of $33.1 per 1000 residents
per quarter (row 3, columns 5: 95% CI, 22.6-43.7), or a
relative 14.0%. Our estimate implies that a 10% increase in
the availability of 100 patient-waived physicians associated
with a 31.3% increase in buprenorphine spending on a per
1000 resident basis (14.0% x2.234). We aiso found a
spending growth of $12.1 per 1000 residents per quarter (row
4, columns 5: 95% CI, —0.8 to 25.2) attributable to every
additional 30 patient-waived physician per 1,000,000 resi-
dents, albeit only significant at the 0.10 level.

DISCUSSION
Our findings provide some of the first empirical
evidence concering the impact of Medicaid expansions

Copyright © 2017 Wolters Kiuwer Health, Inc. All rights reserved.

under the ACA on the utlization of buprenorphine for
medication-assisted treatment of opioid use disorder. We
found that state implementation of the expansions was as-
sociated with a 70% increase in Medicaid-covered bupre-
norphine prescriptions, and a 50% increase in Medicaid
spending on buprenorphine. The main findings were con-
sistent with those from sensitivity analyses (please see
Appendix Tables A7-A9, Supplemental Digital Content,
http://links.lww.com/MLR/B346, for the sensitivity analysis
results). Similar early effects of the ACA Medicaid ex-
pansions on access to substance use disorder treatment have
been observed in Medicaid claims data in states such as
Kentucky and experienced by physmans in Massachusetts
and Maryland. 2931 A many expansion states such as
Kentucky, New Hampshire, and New York start to imple-
ment legislative initiatives to facilitate access to Medicaid
coverage and medication-assisted treatment among low-
income people with opioid use disorder,’?3% we expect to
see even more significant improvement in buprenorphine
utilization in the future.

Our findings also suggest that the availability of
DATA-waived physicians, particularly the 100 patient-waived
physicians, is also associated with increases in Medicaid-
covered buprenorphine prescriptions and spending. It is worth
noting that including the availability of DATA-waived
physicians into the main analyses reduced the effects of the
ACA Medicaid expansions on buprenorphine prescriptions
and buprenorphine spending by 38.9% (Appendix AS, Sup-
plemental Digital Content, http://links.iww.com/MLR/B346,
row 2: from 1.13 to 0.69 per 1000 residents per quarter) and
30.9% (Appendix A6, Supplemental Digital Content, http://
tinks.lww.com/MLR/B346, row 2: from $167.5 to $117.5 per
1000 residents per quarter). These findings suggest that lim-
ited physician prescribing capacity may impose a constraint
on the policy impact of Medicaid expansions. In other words,
sufficient physician prescribing capacity is necessary for en-
suring that Medicaid expansion achieves its full potential in
improving buprenorphine utilization, On July 6, 2016, the
Department of Health and Human Services released a final
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TABLE 2, Effects of Medicaid Expansion and Physician Prescribing Capacity on Medicaid Spending on Buprenorphine

p phine Spending Per Quarter Per 1000 [OM
20112013 2014 Pre-Post Difference Difference-in-Differences®
No Medicaid expansion 1407 2355 94.8%* (67.4%) Ref. Ref.
(24 states) §35.6-154.0°
Medicaid expansion 2373 493.8 256.5%** (108.1%) 167.5% (T1.1%) 117.5* (49.9%)
(26 states) {158.3-354.7} {23.1-312.0] {23.1-211.9}
No. 100 patient-waived physicians 33,0+ {14.0%)
Per 1,000,000 residents [22.6-43.7}
No. 30 patient-waived physicians 122 (5.2%)
Per 1,000,000 residents {~0.8 to 252}

95% confidence intervals in square brackets caiculated based on state-clustered SEs; percent changes in parentheses.
$Adjusted for state and quarter 2-way fixed effects, state unemployrment ate, state poverty rate, “early adopter” indicator for partial implementation of Medicaid expansions.

¢

*Real $ values as of December 2014 based on national monthly Consumer Price Index.

Mean number of 100 patient-waived physicians = 22.34 per 1,000,000 residents; (expansion statcs 24.70 vs. it pansion states 19.62, diffe P<0.05).
Mean number of 30 patient-waived physicians =48.06 per 1,000,000 residents; (expansion states 58.59 vs. i pansion states 37.33, diffe P<0.01).
*P<0.05.

*p <001

*4HP<0.001,

Bold values are statistically significant with £<0.05.

Sources: Authors’ analysis of the CMS Medicaid Drug Utilization Files 20112014,

rule, effective on August 8, 2016, to raise the patient limit
from 100 to 275 for DATA-waived physicians.’® As new
enrollees in the expansion states may present Medicaid and
healthcare system with additional needs for medication-
assisted treatment, active physician participation in the pro-
vision of buprenorphine, coupled with an enabling policy
environment, will help absorb the potential increase in treat-
ment needs and address the ongoing opioid epidemic. Future
research is needed to explore this interaction policy effect of
physician prescribing capacity and Medicaid expansions on
improving access and red opioid use disorder.

In conclusion, our study uses timely, comprehensive
Medicaid administrative data and provides some of the first
empirical evidence that state implementation of Medicaid
expansions may have significantly increased Medicaid-
covered buprenorphine prescriptions and buprenorphine
spending. Our findings suggest that Medicaid expansion has
the potential to reduce the financial batriers to buprenorphine
utilization and imp access to dicatic isted treat~
ment of opioid use disorder. In this regard, physicians and
policymakers should be mindful of the additional needs for
medication-assisted treatment associated with Medicaid ex-
pansions and create a supportive environment to translate the
potential increase in treatment needs into the meaningful
improvement in buprenorphine utilization, which will be
crucial in addressing the nation’s opioid epidemic.
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The opioid isi

g among

and hydrocodone, contributing to this public health crisis.

Medicaid plays a central role in the nation’s efforts to address the opioid epidemic, By covering people who are struggling with opioid
addiction and enhancing state capacity to provide address to early interventions and treatment, Medicaid is a key tool in the fight against
the epidemic. The Medicaid expansion, with enhanced federal funding, has provided states with additional resources to cover many aduits

with addictions who were previously excluded from the program.

over 1,7 million peopie
have a prescription opioid

addiction and 626,000 have
a heroin addiction as of 2016.

Medicaid covers nearly 4 in 10 nonelderly aduits with

opioid addiction,

TOTAL: 2 MILLION IN 2016

with addiction td he‘roin, fentany!; and prescription painkilfers, such as oxycodone

Opioid-related inpatient stays
increased 64%, and opioid
related ER visits increased 99%
between 2000 and 2014.
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death rates include both
and non-expansion states.
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Overdose deaths

nearly tripled from 2002 to
2015,
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related to behavioral health
decreased.
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NNALOXONE

Over half of states have
increased Medicaid enrollees’
access to naloxone, a
prescription drug that reverses
the life-threatening effects of
opioid overdases.

T tad

medication with counseling and other thera-
pies. All state Medicaid programs cover at least
1 of the 3 medications, and most cover ail 3.

:* methadone
. buprenorphine
 naltrexone

States also cover a range of treatment services
in their Medicaid programs.

NUMBER OF STATE MEDICAID PROGRAMS COVERING SERVICES
AS$ OF 2015.

Inpatient detoxification

Partial hospitafization

Intensive outpatient

Case managemeaiit/ Care coordination
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Medicaid and the Opioid Epidemic: Enrollment, Spending,
and the Implications of Proposed Policy Changes

Katherine Young and julia Zur

The United States is facing an unprecedented opioid epidemic. In 2015, over 2 million people had a
prescription opioid addiction and 591,000 had a heroin addiction.’ The epidemic has resulted in increased
health care services wtilization and a surge in opioid overdose deaths throughout the country, particularly in
Appalachia and New England.

Medicaid plavs an important role in addressing the epidemic, covering 3 in 10 people with opioid addiction in

2015. Medicaid facilitates access to a number of addiction treatment services, ineluding medications delivered

as part of medication-assisted treatment, and it allows many people with opioid addiction to obtain treatment
for other health conditions. As of July 2017, 32 states have expanded Medicaid, with enhanced federal funding,
to cover adults up to 138% of the federal poverty level ($16,643/year for an individual in 2017). This expanded
Medicaid coverage has enabled inany states to provide addiction treatment and other health services to low-

income adults with opioid addiction who were previously ineligible for coverage.

However, the GOP’s Better Care Reconciliation Act (BCRA) proposes to restructure the Medicaid program
through a per capita cap or block grant, to phase out the enhanced federal funding for the Medicaid expansion
population, and to remove the requirement that Medicaid expansion plans cover addiction treatment. The
BCRA also appropriates $4.972 billion each year over 9 years for state grants for substance use disorder and
mental health treatment and recovery support services. However, even with the additional grant funding, the
reduced federal funding for Medicaid could lead to reductions in Medicaid eligibility and coverage of services,
affecting state efforts to address the opioid epidemic.

This issue brief provides information on the number of Medicaid enrollees with opioid addiction, Medicaid
spending on these enrollees, and the implications of the BCRA as states work to combat this public health
crisis. Drawing on state-level data available for FY 2013, this brief provides insight into Medicaid’s role, but
from a time predating the expansion and current focus on the opioid epidemic. Thus effects shown here will
undoubtedly understate Medicaid’s role today, but provide insight into the scope of Medicaid’s impact on the
opioid addiction challenge.



How many Medicaid
enrollees have opioid
addiction?

InFY 2013, there were 636,000 people
enrolled in Medicaid with opioid
addiction?, amounting to a prevalence of
889 per 100,000 (Table 1 and Figure1).
The number of Medicaid enrollees with opioid
addiction ranged from a low in South Dakota of
under 300 people to a high in New York of over
114,000 people. The prevalence of opioid
addiction within the Medicaid population also
varied across states, ranging from fewer than
300 per 100,000 enrollees in Arkansas, South
Dakota, Texas, Nebraska, and California to over
3,000 per 100,000 enrollees in Vermont,
Connecticut, Maine, and Massachusetts (Table
1). However, these counts are from before
Medicaid expansion took effect; since the
expansion likely extended coverage to many
people with opioid addiction, a larger number of
people with this problem are likely now covered
by Medicaid in states that expanded their
programs,

How much does Medicaid
spend on enrollees with
opioid addiction?
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figure ©
Medicaid Enrollees with Opioid Addiction, FY 2013
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Medicaid Spending on Enrotlees with Opioid Addiction by
Service, FY 2013
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Medicaid covers a broad range of services for people with opioid addiction, spending $9.4
billion on their carein FY 2013. Medicaid provides both addiction treatment services, such as inpatient
detoxification, intensive outpatient treatment, and medication-assisted treatment, as well as other services for

health conditions either associated with or independent from opioid addiction.> Many of these services are
complex and often expensive. Approximately one-third (31.9%) of this spending was for payments to Medicaid
managed care organizations. The remaining spending was through fee-for-service (FFS) arrangements and
included inpatient treatment (21.4%); outpatient treatment (14.5%); prescription drugs (9.7%); long-term care
(8.3%); physician, laboratory, and x-ray services (5.8%); and other FFS acute care services (8.5%) (Figure 2).
Because thesc data are also from before the Medicaid expansion, total Medicaid spending on enrollees with
opioid addiction haslikely increased since 2013 as more people with the problem gained coverage in recent

years.
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How would the BCRA affect states’ ability to address the
opioid epidemic?

Medicaid remains on the front lines for treatment of opioid addiction providing $9.4 billion in
spending for enrollees with opioid addiction in 2013 and undoubtedly more today as the
epidemic increases and coverage of the expansion population boosts Medicaid’s role. On July
13th 2017, the Senate released a revised discussion draft of the BCRA, which would change the structure of the
Medicaid program substantially. Currently, the federal government matches state Medicaid spending with no
pre-set limit. The BCRA would significantly reduce federal spending provided to states for the Medicaid
program through a per capita cap, or at the state option, a block grant for expansion adults and other non-
elderly non-disabled adults.® It would also phase out enhanced federal financing for the Medicaid expansion
population and remove the requirement that all Medicaid expansion plans cover addiction treatment. These
changes will likely lead to decreases in eligibility, coverage, provider payments, and access to care.

In 2015, 1 out of 5 people with opioid addiction were uninsured, in part because many of these
people lived in states that had not expanded Medicaid.* Ending the federal enhanced support for the
expansion and imposing a per capita cap on Medicaid will not facilitate expanding coverage to the uninsured.
The Senate proposed $4.972 billion appropriation per year for g years wili likely not fill this hole.

In addition to the Medicaid provisions, the BCRA also appropriates $4.972 billion each year
from FY 2018 through FY 2026 to provide grants to states for substance use disorder treatment
and recovery support services for individuals with substance use disorder or mental illness.®
The $4.972 billion per year for g years is an increase from $2 billion for state grants for FY 2018 alone, as
proposed in the original draft of the BCRA released in June 2017. Several senators from states more heavily hit
by the opioid epidemic had taken issue with the $2 billion appropriation in the BCRA, saying that it would not
meet the amount needed to adequately address this public health crisis.” These funds would increase capacity
to address the epidemic but will likely fall short of the financing that accompanies increased coverage through
Medicaid or other means.

People with opioid addiction often have health issues that abetted in, have been borne from, or
are independent from their substance use and misuse. These include heart conditions, hypertension,
asthma, hepatitis, sexually transmitted infections, and mental illnesses, such as depression.* The $9.4 billion
that Medicaid spent in FY 2013 was for a broad range of services, not solely for addiction treatment, reflecting
the complex health profile of a person with opioid addiction. However, state grants from the appropriation are
intended only for addressing substance use disorder treatment services and recovery support services for
substance use disorders and mental illness, and would most likely be awarded to providers that are unable to
address other health issues.

Of particular note, the $9.4 billion that Medicaid spent on enrollees with opioid addiction in FY
2013 does not include any of the very expensive drugs that effectively cure hepatitis C, such as
Sovaldi, Harvoni, and Viekira Pak, as these drugs launched after FY 2013. Because these drugs cost
tens of thousands of dollars per treatment per person and because the disease is prevalent among those
addicted to opioids,’ spending on people with opioid addiction is very likely higher in FY 2014 thanin FY 2013,
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even before taking into account the increase in the numnber of people with opioid addiction during this period.
Hepatitis C is a blood borne virus, most frequently now spread through shared intravenous needles.® Although
drugs are now on the market that effectively cure hepatitis C, a person can contract the virus again if
reintroduced, allowing the virus to continue to spread.” As a result, addressing hepatitis C without addressing
the opioid epidemnic will allow the virus to live on, not only allowing for unfavorable health outcomes, but
adding avoidable costs to the entire health care systemn.

Looking Ahead

The opioid epidemic hasled to substantial health complications, increased health care services utilization, and
considerable societal costs. Medicaid has played a critical role in addressing the epidemic by facilitating access
to addiction treatment services, including medication-assisted treatment. Medicaid has also facilitated access
to other health services for enrollees with opioid addiction, many of whom have complex health and
psychosocial needs.

However, proposed changes to the Medicaid program in the BCRA could significantly affect states’ ability to
combat this issue. In response to decreases to federal Medicaid financing, states may limit Medicaid eligibility,
trim benefit packages and remove optional services, or decrease provider payment rates, all of which may limit
access to medical, mental health, and addiction treatment services for individuals with opioid addiction.
Although the BCRA allots additional funding for addiction treatment and recovery support services, this
funding may not adequately compensate for the decreases in Medicaid spending proposed in the bill. As a
result, there may be substantial unmet need for treatment among individuals with opiocid addiction, further
exacerbating this public health crisis.

Medicaid and the Opioid Epidemic: Enrofiment, Spending, and the Implications of Proposed Policy Changes 4
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Methodology

This analysis is based on KFF estimates from the 2013 Medicaid Statistical Information System (MSIS) and
Urban Institute estimates from CMS-64 reports. We adjusted MSIS spending to CMS-64 spending to account for
MSIS undercounts of spending. Due to differences in the way CMS-64 and MSIS handle spending for managed
long-term services and supports (MLTSS) and increased use of MLTSS in Medicaid, we have revised our
methodology of adjusting MSIS to CMS-64. As a result, spending in this note are not comparable to previously
published KFF analysis of Medicaid spending amounts from the MSIS.

Because FY 2013 MSIS data were unavailable for Rhode Island, and only one quarter was available for Kansas,
we used 2012 MSIS for both of these states, aligned to 2013 CMS-64 spending. Data for Colorado were
unavailable.

We used the following ICD-9-CM codes in the non-prescription drug claims data to identify beneficiaries
diagnosed with opioid addiction: 304.0X (opioid type dependence), 304.7X (combination of opioid type drug
with any other drug dependence), 305.5X (nondependent opioid abuse), and 965.0X (poisoning by opiates and
related narcotics). Because ICD-9-CM codes identify diagnosed health problems, it is possible that we are
undercounting the true number of beneficiaries with opioid addictions. Additionally, although it is possible that
we are including beneficiaries with serious opioid use problems who may not be addicted, we included them in

this analysis, because we are interested with Medicaid’s interaction with the opioid epidemic overall.
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In enacting the 21st Century Cures Act this past December, Congress took
important steps toward promoting access to high quality care for mental
and substance use disorders. The Act directs new resources to two fong-
standing chailenges: federal opioid misuse and abuse ($1 billion over two
years) and serious mental ilinesses (about $200 million in 2017). These
new appropriations, secured through a broad bipartisan vote, will fund
critical investments in treatment capacity and quality.

But these investments will be squandered if the new Congress rolls back
recent gains in the quality and level of substance use and mental heaith
insurance coverage generated by the Affordable Care Act (ACA) of 2010.
Building upon the Mentai Health Parity and Addictions Equity Act, the ACA
gives people suffering from these devastating ilinesses the purchasing
power that will allow them to use this new treatment capacity.

Without the foundation of that ongoing financial support, those in the eye
of the opioid storm and those who five in society’s shadows due to serious
mental ilinesses will continue to die of untreated iliness, and their
communities will continue to pay for the jails, prisons and homeless
shelters that serve as our de-facto service system for many with these
conditions.

Repealing the ACA — and its behavioral health provisions — would have
stark effects on those with behavioral health illnesses. We estimate that

313672-keep to-keep-prog; treating-opioid-disorders 43
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approximataly 1,253,000 people with serious mental disorders and about
2.8 million Americans with a substance use disorder, of whom about
222,000 have an opicid disorder, would jose some or afl of their insurance
coverage.

One impetus for passing the Cures Act was to address an opioid
treatment gap of about 420,000 people that reported money or
availability of care were key impediments to obtaining substance use
treatment — repealing the ACA would increase that gap by over 50
percent with the stroke of a pen.

The impact of repealing ACA provisions related to mental and substance
use disorders would have particularly adverse effects on states that have
experienced some of the most tragic increases in opioid related deaths.
Many of these states — including Alaska, Kentucky, Maine, Ohio, West
Virginia — have séen their adult uninsured rates drop by more than 5
percentage points since the implermentaticn of the ACA coverage
expansions in 2014,

Several states — Kentucky, Massachusetis, Maryland, Ohio and West
Virginia — have addressed the opioid overdose problem hy prometing use
of effective Medication Assisted Treatment {MAT) in the context of their
50 percent of all MAT in those states. They wauld find it much more
challenging to maintain these evidence-based programs in the face of 2
repeal of those expansions.

To put this in dolfar terms, repealing the mental and substance use
disorder coverage provisions of the ACA would withdraw at least $5.5
billion annually from the treatment of low income peaple with mental and
substance use disorders. The Cures Act’s two-year, $1 biflion increase in
treatment capacity would not even serve as much of a bandage if it were
coupled with a cut in annual treatment spending that is more than five
times greater.

The Congress and the American people have come to realize that
stemming the tragic toll of opicid misuse and addiction and serious
mental ilinesses takes funding as well as policy. The Cures Act reflects
bipartisan agreement on this point.

it would be a cruef sham for Congress to take an impertant, but modest,
step forward in investing in treatment capacity, while withdrawing funds
from the enormous recent progress made in addressing the needs for
care of those with mental health and addictive ilinesses.

Congress should not backtrack on the promise of the Cures Act by
repealing the ACA.

Richard G. Frank, Ph.D., is the Margaret T. Morris Professor of Health
Economies in the Department of Health Gare Policy at Harvard Medical
Schoal, and Sherry Glied, Ph.D. is Dean of the Wagner School of Public
Service at NYU,
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Determinants of Increased Opioid-Related Mortality in the
United States and Canada, 1990—2013: A Systematic

Review

We review evidence of
determinants contributing
to increased opioid-related
mortality in the United States
and Canada betwesn 1980
and 2013,

We identified 17 determi-
nants of apioid-related mor-
tality and mortaiity increases
that we classified into 3 cate-
gories: prescriber behavior,
user bghavior and charac-
teristics, and environmental
and systemic determinants.
These determinanis operate
independently but interact
in complex ways that vary
avcording to geography and
population, making general-
ization from single studies
inadvisable. Researchers in
this area face significant
methodological difficulties;
most of the studies in our
review waere ecoiogice! or
chservationsl and  lacked
control groups or adjust-
ment for confounding fac-
tors; thus, causal inferences
are difficult,

Preventing  additional
opioid-related mortality will
iikely require interventions
that address muitiple deter-
minants and are iaifored
to specific iocations and
populations. {Am J Public
Health. 2014;104:232-e42, dok:
10.2108/AIPH.2014.301966}

% Nichotas B. King, PhD, Veronique Fraser, RN, MSc, Constantina Boikos, MSc, Robin Richardson, MPH,

and Sam Harper, PhD

DURING THE PAST 2 DECADES,
mortality resulting from uninten-
tional prescription drug overdoses
has risen steeply in the United
States and Canada and is now
widely recognized as a major
public health problem. Deaths in-
volving prescription opioid anal-
gesics, including hydrocodone,
oxycodone, hydromorphone, and
methadone, have surpassed deaths
from heroin and cocaine com-
bined In 2010, the 11th consecu-
tive year in which drug overdose
deaths increased, 75% of all phar-
maceutical overdose deaths in-
volved opioids, and prescription
opioids were involved in 16 651
deaths in the United States, a more
than 4-fold increase since 19992~
Although national data are un-
available for Canada, in Ontario
opioid-related mortality doubled
between 1991 and 2007, and by
2004 it was more than doubie the
HIV/AIDS mortality rate (27.2 vs
12 per million).®

Although this problem is most
acute in North America, it has the
potential, amid calls to increase
worldwide access to opioids,®®
to become a serious global health
problem. Identifying the determi-
nants of increased mortality is
an essential step in reducing
opioid-related deaths in the United
States and Canada and curbing
future increases worldwide. How-
ever, although much has been
written about this phenomenon,
the evidence base is fragmented
and complex, extant reviews are

unsystematic and idiosyncratic,®**

e32 | Systematic Review ! Peer Reviewed | King et ai.

and media coverage is often highly
sensationalized. Our aim was to
systematically identify and review
evidence regarding determinants
of increased opioid-related mortal-
ity in the United States and Canada
between 1990 and 2013.

METHODS

1n collaboration with a research
librarian, we searched 3 electronic
databases—Ovid MEDLINE (1946
through week 4 of September
2013} and MEDLINE In-process
and Other Non-indexed Citations,
EMBASE {1988 through week 4
of September 2013}, and ProQuest
ABI/INFORM Complete {1990
through week 4 of September
201 3)~for articles published be-
tween January 1990 and September
2013 using the following keywords:
“opiate alkaloids,” “opiate," “opioid,”
and “opioid-related disorders™ in
conjunction with “mortality,” “fatal”
“death,” and “inappropriate pre-
scribing.” Also, we hand searched
reference lists of relevant articles to
identify additional publications (de-
tails on the full search strategy ave
provided in Appendix 1, available
as a supplement to this article at
hitp://www.ajph.org).

We included English-language
original research studies that pro-
vided quantitative evidence of 1
or more determinants of increased
opioid-related mortality in the
United States or Canada between
January 1990 and September
2013. We excluded case histories,
commentaries, cditorials, reviews,

and articles that did not provide
original evidence of determinants
of opioid-related mortality.

Two of the authors indepen-
dently assessed all titles and ab-
stracts for inclusion and then
assessed the full text of considered
studies. All disagreements were
resolved through discussions with
the first author, who had final say
on inclusion.

We developed a standardized
data extraction form that was
piloted on 10 articles and subse-
quently revised. Two authors
independently extracted the
following information from the
articles: name of first author, geo-
graphic setting, declaration of
competing interests, prescription
opioid drugs discussed, and de-
terminents of increased prescrip-
tion opioid mortality. One of the
authors extracted the study type
for all articles. Again, all disagree-
ments were resolved through dis-
cussions with the first author, who
had final say on data extraction.

RESULTS

Our initial searches produced
3142 unduplicated titles. After
title and abstract reviews, 144
articles remained for a full text
review. After this review, 47
articles remained for inclusion
(Figure 1): 26 time-series articles,
10 case-series articles, 4 case—
control articles, 3 cross-sectional
articles, 1 case—cohort artidle, 1
observational cohort article, and 2
mixed-methods articles. Table 1

American Journat of Public Heath | August 2014, Vol 104, No. &
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searches

4245 articles identified through

l

removed

3124 articles after duplicates

l

abstract review

3124 articles screened: title and

-

2980 articles excluded: not relevant or outside
North America

l

eligibitity

144 full-text articles assessed for

l

10 fetters
7 news articles

synthasis

47 articles included for qualitative

11 reviews
5 other

97 articles excluded:
5 case presentations/reviews
13 commentaries/editorials
13 conference abstracts
31 did not address determinants of mortality

2 outside North America

provides a summary of each study
included."*"*® We could not iden-
tify a competing interest declara-
tion in 21 of the articles; among
the remainder, 24 declared none,
and 2 declared some competing
interest.

Our sample identified evidence
for 17 determinants of increased
opioid-related mortality in the
United States and Canada between
1990 and 2013. For conceptual
clarity, we grouped these determi-
nants into 3 broad categories: pre-
scriber behavior, user behavior
and characteristics, and environ-
mental and systemic determinants
(Table 2).

The most commonly identified
determinants were user behavior
and characteristics, particularly
demographic e¢haracteristics and
polydrug toxicity, and prescriber
behavior, primarily increases in
opioid prescriptions and dosages
and prescriptions for oxycodone

FIGURE 1~Flow diagram of systematic review.

and methadone in particular. Note,
however, that a greater number of
studies does not imply stronger
evidence.

DISCUSSION

We found a complex, multifac-
eted, and geographically varied
web of determinants of increased
opioid-related mortality.

Prescriber Behavior

Our review identified 5 ways in
which the behavior of opicid pre-
scribers may have played a role in
increased opioid-related mortality:
prescribing more opioids, pre-
scribing higher doses of opioids,
prescribing oxycodone, prescrib-
ing methadone, and prescribing at
high volumes.

Prescription and sales of opioids.
Since the early 1990, prescrip-
tion and sales of opioid analgesics
have risen steeply. Between 1999

August 2014, Vol 104, No. 8 | American Joumna! of Public Heaith

and 2010, sales of prescription
painkillers to US hospitals, clinics,
and pharmacies increased 4-fold,
with an accompanying increase in
opioid-related mortality.? The
number of opioid prescriptions
dispensed from US retail pharma-
cles increased from 174.1 million
in 2000 to 256.9 million in
2009.>" In 2006, Americons
consumed 115272 kilograms of
opioids, more than twice as much
as in 1997'% in Canada, pre-
seription opioid consumption
doubled between 2000 and
2010."® In 2008, a Utah Depart-
ment of Health survey showed
that 219% of adults had been pre-
scribed an opioid pain medication
in the preceding 12 months.*
Prescription of opioid analgesics
for chronic noncancer pain in
particular has increased ' Between
1980 and 2000, US prescriptions
of opioids for chronic musculo-
skeletal pain doubled, and rates for

more potent opioids quadrupled.”®
According to one estimate, 9.6
million to 11.5 million aduits were
on long-term opioid therapy in the
United States during 2005.5°

We found 8 studies'?!*"** pro-
viding evidence that increased
prescriptions for opioids may
have played a role in increased
opioid-related mortality. Canadian
studies showed correlations be-
tween mortality and consumption
of 4 prescription opioids {fentanyl,
morphine, oxycodone, and hydro-
morphone} in 2 pmvincas1 and
correlations between opioid pre-
scribing rates and mortality rates
across Ontario counties.™ Simi-
larly, in a study of North Carolina
counties, there were cotrelations
between opioid sales, emergency
department visits for overdoses,
and opioid-related mortality.'®
A US study also demonstrated
a state-level association between
overall opioid consumption and
drug poisoning mortality '

Opioid dosage. As overall opioid
prescriptions have increased,
0 too have prescribed dosages.
For example, a study of workers’
compensation claims in the state of
‘Washington showed that the av-
erage daily morphine-equivalent
dose (MED) of long-acting opioids
increased 50% between 1996
and 2002 and exceeded the rec-
ommended “red flag” dose by
2005.°

We found 7 studies™*20-24
providing evidence of the contri-
bution of increased dosages to
increased opioid-related mortality.
A study of social assistance recip-
{ents in Ontario showed that,
between 2003 and 2008, there
were increases in the nuean daily
doses of oxycodone {increase of
27.4%) and fentany! (increase
of 14.2%) dispensed, whereas
doses remained flat for other
opioids.®' By 2008, one third of
prescriptions for long-acting

King et al. | Peer Reviewed | Systematic Review | 33
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oxycodone exceeded clinical
guidelines with respect to mean
daily dose,”" and patients receiv-
ing higher doses had higher rates
of overdose, opioid-related mor-
tality, and ali-cause mortality

A study of patients receiving
opioids for chronic noncancer
pain in a health maintenance or-
ganization in Washington State
also showed that the risk of over-
dose increased with increased
dosages.? It was noted in this
study that, although overdose risk
was higher at high doses, most
overdeses occurred at low to
moderate doses because such
doses are prescribed more fre-
quently, suggesting that even the
most frequently used dose regi-
mens carry some risk.

The importance of increased
dosages is supported by evidence
indicating a dose-response rela-
tionship between maximum daily
prescribed dose and risk of
death *220#224 However, there
does not seem to be an evidence-
based threshold for what consti-
tutes a dangerously high dose.
Although some clinical guidelines
suggest an MED of 200 milligrams
per day as a “watchful dose,”
studies in our sample showed
overdose and mortality increases
at doses ranging from 40 to 200
milligrams per day MED 12202224

Prescription of oxycodone. Pre-
scription of more potent opioids,
particularly methadone and long-
acting formulations of oxycodone,
has increased most rapidly, with
associated increases in mortality.
Before 1990, weaker opioids such
as codeine and meperidine were
used more frequently than stron-
ger formulations.”” Between 1997
and 2008, US retail sales of
methadone increased 1177%,
sales of oxycodone increased
732%, and sales of fentanyl in-
creased 479%, whereas sales of
hydromorphone, hydrocodone,

and morphine increased between
196% and 274% and sales of
codeine and meperidine dropped
25% and 28%, respectively.!®

Studies of workers’ compensa-
tion claims in Washington State
between 1996 and 2002 showed
that whereas overall opioid pre-
scriptions increased 25%, pre-
scriptions for the more potent
Schedule If opioids increased by
almost 250%, with an accompa-
nying increase in opioid-related
mortality.**** Similarly, a North
Carolina study demonstrated sig-
nificant increases in prescriptions
of oxycodone {833%), methadone,
{607%} and fentanyl (530%) and
significant decreases in prescrip-
tions of meperidene and codeine
between 1997 and 20101

We found 7 studies™ 7621232627
that provided evidence for the
contribution of prescription of
oxycodone, particularly the long-
acting formulation OxyContin, to
increased apioid-related mortality.
Long-acting opioids such as Oxy-
Contin may be particularly dan-
gerous when used recreationally:
crushing pills releases high doses
of the drug, and repeated use to
increase or maintain a narcotic
effect may lead to overdose. In
addition, recreational users may
avoid farmulations that include
opioids along with acetaminophen
because of hepatoxicity.!”

A study of patients in the
Ontario public drug plan between
2003 and 2008 showed that
whereas prescription rates for
Jong-acting oxycodone more than
doubled, rates for all other opioids
decreased or remained flat, and
opicid-related mortality increased.>*
Other Ontario studies showed
that annual opivid-related mor-
tality rates increased 41% and
oxycodonerelated mortality in-
creased 416% after OxyContin
was added ta the provincial drug
formulary® and that oxycodone

King et al. | Peer Reviewed } Systematic Review | e35
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Determinant

No. of Studies”

Prescriber behavior
High-volume prescribing®”
Opioid prescription or sales
Opioid dosage® 2207
Prescription of oxycodone
Prescription of methadone’

User hehavior and characteristics

History of substance abuse™44042
\23.26,32-35

121813

5ATIBILIR80T

17-19.26-36

Diversion’
Doclor or pharmacy shopping? > 224048
Drug substitution'*

Palydrug toxiciy

12

12.15,18.24,28.30,33-35.45.42,46-48 14

20,2426

Environmental and systemic determinants

Geography™t7
Interventions™ S
Media coverage™®
Prescription drug menitoring programs

Area urbanization or sociogconomic status? #3398

Guldetines, policies, and consensus statements® 1253148

5350

42363846 »

[ Y

was involved in one third of all
opioid-related deaths between
2006 and 2008.%

Prescription of methadone, We
found 14 studies''926-3% that
provided evidence for the contri-
bution of methadone prescriptions
1o increased opioid-related mor-
tality. Methadone's unusual
pharmacology poses particutar
chalienges because of the small
difference between therapeutic
and toxic doses.> There is also
some evidence that prescribers
may prefer methadone for eco-
nomic rather than clinical reasons.
Because methadone is a cheaper
generic drug, private insurers,
Medicaid, and individual clinicians
may prefer it over more expensive,
patent-protected alternatives, thus
driving increases in methadone
prescriptions. 03457

There is evidence that a high
proportion of opicid-related

*Number of studies in sample reporting evidence regarding determinant.

deaths have involved methadone.
Studies conducted in Washington
State,” Oklahoms,'® and West
Virginia®® have shown that meth-
adone is involved in higher num-
bers of deaths than any other
opioid, and a US study revealed
that methadone was involved in
twice as many single-drug deaths
as any other opioid.™ A US eco-
logical study conducted in 2002
suggested that methadone (43%}
and oxycodone (46%) explained
a large proportion of the geo-
graphic variation in opioid-
related mortality.'”

Although methadone has tradi-
tionally been prescrihed to combat
substance abuse in methadone
maintenance programs, it is in-
creasingly being used for its orig-
inal purpose, pain relief. We found
some evidence that the use of
methadone for pain relief has
played a role in increased

€36 | Systematic Review | Peer Reviewed | King et al.

mortality. A Vermont study
showed that although the per-
centage of drug overdose deaths
that were methadone related in-
creased from 12% to 37% be-
tween 2001 and 2006, only 2
of 76 decedents were in a metha-
done maintenance program.**

A Utah study showed that,
between 1997 and 2004,
population-adjusted methadone
prescription rates increased 727%
and opioid-related mortality in-
creased 1770%. During this pe-
Tiod, rates of heroin abuse and
admissions to substance abuse
facilities remained unchanged,
suggesting that the increased pre-
scriptions and associated mortality
resulted primarily from prescrip-
tions for pain‘19 By contrast,

a New Mexico study revealed

a slight decrease in methadone-
related deaths between 1998 and
2002 and a higher proportion of
decedents with preseriptions Te-
lated to methadone maintenance
(459%).¢

High-volume prescribing. The
possible contribution of high-
volume prescribing to opioid-
related mortality has received
considerable attention in the me-
dia® and scholarly fiterature, %7
Some states report problems with
so-called “pill mills.” which pre-
scribe large quantities of opioids to
patients with questionable diagno-
ses.? We found 1 study™” providing
evidence that high-volume pre-
scribing may have played a role in
increased opioid-related mortality.
A study of Ontario family physi-
cians showed that the top quintile
of prescribers issued opioid pre-
scriptions 4.5 times more fre-
quently than the next quintile
and wrote the final opioid pre-
seription in 63% of opioid-related
deaths. However, it is still unclear
whether high-volume prescribing
is a direct driver of increased
mortality.

User Behavior and
Characteristics

Our review identified 6 ways in
which opioid analgesic users may
have coniributed to increased
opioid-related mortality, either
through behaviors {e.g., diversion,
doctor or pharmacy shopping,
polydrug use, or drug substitution)
or characteristics (e.g., sociodemo-
graphic characteristics or history
of substance abuse) that increased
their risk of opioid-related death.
Although we found evidence that
user behaviors and characteristics
coniribute to risk of opioid-related
mortality, in most cases their exact
contribution to increased mortality
was unclear.

Sociodemographic characteristics.
Opioid-related mortality trends
have been marked by con-
siderable sociodemographic
differences. We found 22 stud-
js?i21518-20242626-30323638-46
that examined the contribution of
sociodemographic characteristics,
including race/ethnicity, gender,
age, sodoeconomic status {SES),
and rural-urban residence, to in-
creased opioid-related mortality. In
general, opioidrelated mortality
rates have been higher among men,
non-Hispanic Whites and American
Indian/Alaska Natives, middic-aged
individuals, those living in rural
areas, and those of lower SES.

However, we found consider-
able heterogeneity amid these
general patterns. For example,
studies conducted in Utah,%4%
New Mexico, ™ and Oklahoma'®
showed that although men were
more likely to overdose, relative
increases in opioid-related mor-
tality were greater among women.
This trend was also seen nation-
ally: opioid-related mortality in-
creased 415% among women and
265% among men between 1999
and 2010,

Several studies have noted that
demographic trends vary over

American Journat of Pubfic Health | August 2014, Voi 104, No. 8



time and according to specific
drug. For example, a New York
City study revealed that whereas
methadone-related deaths were
higher among Blacks than Whites
in 1990, this trend had reversed
by 2006. The authors suggested
that this situation may have
reflected the shift in methadone
prescriptions from substance
abuse treatment to treatment of
pain*® A Connecticut study
showed that individuals who
overdosed on ilticit drugs or
methadone were younger, less
likely to be male and White, and
less likely to live in rural areas
than individuals who overdosed
on other prescription opioids.!>
Polydrug toxicity. Many dece-
dents are found with prescription
medications (particularly benzodi-
azepines and other sedatives—
hypnotics, antidepressants, and
sleep aids}, alcohol, or illicit
drugs, along with 1 or more
prescription opioids, in their
bloodstreams. We found 14 stud-
jos! 2151824, 28,3033-35,4142,46-48
providing evidence that polydrug
toxicity may bave played a role in
increased opioid-related mortality.
Evidence suggests that increased
opioid-related mortality might be
characterized as part of an epi-
demic of polydrug mortality.
Among methadone-related de-
cedents in western Virginia, 61%
died from polydrug toxicity, with
an average of 3 substances iden-
tified*® In Ontario, 25 of 45
methadone-related decedents bad
other drugs in their systems, in-
cluding 18 with diazepam.”® A
Virginia study of opicid-related
deaths revealed that a majority
of cases involved more than I
medication or drug, and 73% in-
volved benzodiazepines or anti-
depressants.*® Studies conducted
in Washington®® and West
Virginia®**® also showed that
significant proportions of
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opioid-related deaths involved
other drugs, particularly benzodi-
azepines and antidepressants.

Diversion. There is substantial
evidence of diversion—defined as
“the act of redistributing a drug to
individuals for whom it was not
prescribed, regardiess of the re-
ceiving party’s motive™*2#3%%_of
prescription opioids. Sources of
diverted opioids include individ-
uals who have received prescrip-
tions for pain or, less commonly,
have been allowed “carties” {doses
that do not have to be consumed
under observation and can be
taken home) from methadone
maintenance programs.*®

We found 6 studies?*26°2-3%
providing evidence that diversion
may have played a role in in-
creased opioid-related mortality.
Diversion is associnted with an
increased risk of opioid-related
mortality, but rates vary according
to location, gender, age, and type
of drug. Studies in our review
demonstrated that 63% of all un-
intentional drug poisoning dece-
dents in West Virginia,** two
thirds of methadone-related dece-
dents in Vermont™ and western
Virginia,*® 56% of methadone-
related deaths in Ontario, and
40% of opioid-related deaths in
Utah®® showed evidence of diver-
sion. By contrast, an Ontario study
Ttevealed evidence of diversion in
anly 7% of opioid-related deaths
between 2006 and 2008.2°

Because access to a recent pre-
scription does not rule out the
possibility that a decedent
obtained the opioid dose that
contributed to his or her death
through diversion, the role of di-
version at the population level is
often inferred fromn a mismatch
between the demographic profiles
of legitimate patients and dece-
dents. For example, in studies in
Utah'® and West Virginia,** the
age profile of methadone decedents
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more closely resembled that of in-
dividuals with illicit drug overdoses
as opposed to methadone prescrip-
tions.

Similarly, a study of uninten-
tional poisonings in the United
States between 1990 and 2002
noted that the gender and age
distributions (male and middle
aged) of decedents matched those
of individuals whose deaths were
caused by drugs of abuse rather
than individuals who suffered
from chrenic noncancer pain, who
tend to be female and older.'”
However, although there is evi-
dence that diversion is a determi-
nant of mortality, it is stili unclear
whether rates of diversion have
changed during the past 2 decades
and thus are a direct driver of
increased mortality.

Doctor or pharmacy shopping.
The practices of doctor shopping
(visiting multiple physicians to
obtain preseriptions) and phar-
macy shopping (visiting multiple
pharmacies to fill prescriptions) for
prescription opioids have received
considerable attention.®* We
found 5 studies?324324048 ro_
viding evidence that doctor or
pharmacy shopping may have
played a role in increased
opioid-related mortality. A New
Mexico study showed that risk of
overdose increased with increas-
ing numbers of prescriptions, pre-
seribers, and pharmacies visited,
with pharmacies showing the
strongest association.** According
to a West Virginia study, the per-
centages of doctor shoppers
(25.2% vs 3.6%) and pharmacy
shoppers (17.5% vs 1.3%) were
significantly higher among
opicid-related decedents than
among living recipients of opioid
prescriptions.*®

Rates of doctor shopping may
vary according to location, age,
and gender. For example, a study
conducted in West Virginia®?

revealed evidence of doctor shop-
ping among 21% of decedents,
and doctor shopping was more
common among women and those
aged 35 to 44 years. By contrast,
an Ontario® study showed evi-
dence of doctor shopping in 2% of
decedents,

Although some®*%% worry that
the availability of opioids on the
Internet might contribute to doc-
tor or pharmacy shopping, we
found no evidence that this is
a substantial determinant of
opioid-related mortality. Surveys
have shown that only 0.4% of
adults and 1% of young people of
high school age in the United
States obtain narcotics on the In-
ternet.??

History of substance abuse. We
found 4 studies providing evi-
dence that a history of substance
abuse®#41%42 may have played
arole in increased opioid-related
mortality. A study of methadone-
related deaths in West Virginia
showed that almost all of the
deaths involved individuals who
were current or former substance
abusers.’2** A qualitative study
of decedents in Utah revealed
that a health care provider had
expressed concemn about abuse of
opioids in a third of the cases, and
contacts or next of kin reported
substantial rates of overconsump-
tion, Tecreational use, and self-
medication.*°

Drug substitution. Because pre-
scription medications carry
a veneer of safety and legitimacy
and lack the stigmatization that
accompanies illicit drugs, individ-
uals may be more likely to initiate
or experiment with them '%%¢ We
found 2 studies'>** providing ev-
idence that such drug substitution
may have played a role in in-
creased prescription opioid-
refated mortality, A Connecticut
study showed that between 1997
and 2007, deaths from prescription
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opioids increased, whereas deaths
from heroin decreased.*® By con-
trast, a US study noted that poison-
ing deaths from prescription opioids
and illicit drugs have increased
concurrently, although this invest-
gation could not exdude substitu-
tion as a possibility.**

Environmental and Systemic
Determinants

Our review identified 6 envi-
ronmental and systemic determi-
nants that may have contributed
to changes in opioid-related mor-
tality: guidelines, policies, and
consensus statements; area ur-
banization or SES; geography; in-
terventions; prescription drug
manitoring programs (FDMPs);
and media coverage. In many
cases, these determinants may
have influenced the behavior of
physicians and users, including
behaviors identified in previous
sections.

Guidelines, policies, and
consensus statements. Many articles
have emphasized the impact of
changes in pain management phi-
losophy and practice, as physicians
were encouraged not to allow
fears of abuse, addiction, and ad-
verse effects to interfere with their
prescribing opioids*® and to pre-
scribe stronger analgesics for
chronic noncancer pain.* Since
the early 1990s, patient advocacy
groups and professional organize-
tions have lobbied for increased
use of opioids to treat pain,*®
which has led to the implementa-
tion of guidelines, policies, and
consensus statements endotsing
expanded prescription of opi-
oids.>* In 1997, the American
Academy of Pain Medicine and
the American Pain Sodiety issued
a joint consensus statement,’” and
the American Society of Anesthe-
siologists issued practice guide-
lines,* endorsing use of opioids
for chronic pain, In the following
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decade, US consumption of meth-
adone, oxycodone, and hydroco-
done increased 13-, 9-, and 4-fold,
respectively.*?

We found 5 studies™125-3149
providing evidence that guide-
lines, policies, and consensus
statements may have played arole
in increased opioid-related mor-
tality. An Indiana study showed
increases in the number of calls to
a poison control center involving
adolescents and opioids, as well as
the number of medical complica-
tions and deaths related to opioids,
during the 7 years after the release
of the 2000 Joint Commission on
Accreditation of Healthcare Orga-
nizations pain standards, which
made adequate pain management
a clinical performance measure.
All 15 deaths in the study oc-
curred after the release of these
standards.*®

A study of workers’ compensa-
tion claims in Washington State
revealed a shift from Schedule 11/
1V to Schedule I opioids, an in-
creased average dose of long-
acting opioids, and increased
opioid-related mortality during the
§ years after the 1996 release of
guidelines that reversed the state
policy limiting use of opioids for
chronic pain® A follow-up study
showed declines in total numbers
of prescriptions, the proportion of
claimants receiving opioids, dos-
ages, and eventually opioid-related
mortality following the introduc-
tion of a new guideline in 2007
that included a “yellow flag” warn-
ing dose threshold of 120 milli-
grams per day MED.2®

More recenty, a US study pro-
vided evidence suggesting that
federal regulations may have
affected the country’s methadone-
related mortality trends.™ In
November 2008, the Food and
Drug Administration issued warn-
ings about the careful prescribing
of methadone and revised the
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interval for the recommended
starting dosage; in addition, in
January 2008, at the request of the
Drug Enforcement Administration,
manufacturers limited distribution
of the largest methadone formula-
tion (40 mg). Methadone-related
mortality peaked in 2007 and then
decreased in 2008 and 2009,
paralleling the decrease in the
amount of methadone distributed.

Area urbanization or
soctoeconomic status. We found 5
studies®!0323959 pbroviding evi-
dence that area urbanization or
SES may have played a role in
increased opioid-related mortality.
A US study showed substantial
variation and change over time
in the spatial patterning of
opioid-related mortality: in 1999,
large central metropolitan areas
had the highest opioid-related
mortality rates, and noncore areas
had the lowest rates; by 2004,
noncore areas had the highest
rates and had seen the largest
relative increase during that time
period. >

A spatial analysis in New York
City also showed that clustering
of opioid-related mortality
changed over time and varied
according to type of drug. Al-
though methadone-refated
fatalities were concentrated in
neigbborhoods with high income
inequality, high poverty rates, and
lower median incomes from 1990
to 2008, the clustering of other
opioid-related fatalities shifted
during this period and, by 2000,
was concentrated in neighbor-
hoods with high income inequality
but lower poverty rates.>® A spa-
tial analysis of North Carolina
counties in 2010 revealed that
opioid sales and overdoses were
more frequent in rural than urban
counties®

Geography. We found 2 stud-
ies®"” providing evidence that
geographic factors may have

played a role in increased
opioid-related mortality. A US
study showed that drug poisoning
mortality rates veried 8-fold be-
tween states, as did opioid con-
sumption {methadone, 13-fold;
oxycodone, 7-fold; overall, 4-
fold)."” Another study showed that
prescription opioid sales ranged
from 3.7 (lllinois} to 12.6 (Florida)
kilograms per 10 000 population,
and opioid-related mortality rates
ranged from 5.5 (Nebraska) to 27
{New Mexico} per 100 000 popu-
lation? The exact causes of these
geographic variations are unclear.

Interventions. Recently, several
Jurisdictions have implemented
interventions targeted at reducing
opioid-related mortality. We
found 2 studies®"? providing ev-
idence that interventions may
have played a role in opioid-
related mortality trends. A Massa-
chusetts study showed that
implementation of overdose
education and naloxone distribu-
tion programs in communities
significantly reduced fatal over-
dose rates while having no effect
on nonfatal overdoses.** Another
study in Utah noted that, in the
2 years following implementation
of the state’s Prescription Pain
Medication Program (which con-
sisted of a media campaign and
revised clinical guidelines), there
was a 14% drop in opioid-related
deaths, although this evidence
was suggestive rather than
definitive.*

Prescription drug monsioring
programs. Beginning in 2002,
many states implemented pre-
scription drug monitoring pro-
grams, which coliect prescription
and dispensation information for
controlled substances.”” We
found 2 studies®*** providing
evidence that PDMPs may have
played a role in opioid-related
mortality trends. In theory, PDMPs
should reduce tbe overalt
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availability of opioids by discour-
aging doctor shopping and high-
volume prescribing. However, the
evidence is mixed. One study stg-
gested that New York State’s lower
opioid mortality relative to that of
Pennsylvania might be due to

a stricter and better-funded
PDMP.* However, a national ob-
servational study revealed no
correlation between PDMPs and
mortality or prescription rates.%®
An additional study noted that,
given the minimal amount of evi-
dence of doctor shopping for
methadone, PDMPs may be of
limited use for predicting risk of
overdose.

Media coverage. The increase in
opioid-related mortality has re-
ceived considerable media cover-
age, which may in turn have had
an impact on mortality rates. We
found 1 study™ providing evi-
dence that media coverage may
have played a role in increased
opioid-related mortality. A
time-series analysis showed that
increased media coverage of opi-
oids preceded increased rates of
opioid poisoning mortality by 2 to
6 nonths and accounted for 88%
of the variation in mortality.” The
authors speculated that coverage
often amounted to “inadvertent
endorsements of prescription drug
abuse,” thus increasing the popu-
larity of opioids. Several studies
have also speculated that in-
creased media coverage may lead
to “diagnostic suspicion bias,” as
medical examiners and coroners
screen more carefully for opioids
as a cause of death or report
poisoning at lower blood
levels.***5% although another
study revealed little evidence of
such practices.*®

Guaiity of Evideace and
Wethodological Challenges
‘The majority of studies in
our review were ecological or
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observational and Yacked control
groups or adjustment for con-
founding factors, making inference
of causation between determi-
nants and opioid mortality diffi-
cult. We found few investigations
with a study design adequate to
identify specific causes of opioid-
related mortality increases in any
geographic region. In our sample,
only 5 of the 47 studies®549.52.3%
were explicitly designed to pro-
vide quantitative evidence that

a particular determinant was as-
sociated with increases in
opioid-related mortality. We
found many more studies that,
although framed by di ions of

such as doctor shopping, diver-
sion, and sociodemographic
charactetistics to opioid-refated
mortality may vary considerably
across space, over time, and be-
tween populations. Despite these
variations, we have observed cases
in the literature in which data from
several local studies are combined
and presented as if they were
nationally representative.>®
Although we classified deter-
minants into 3 categories for con-
ceptual clarity, we should note that
they may interact and murtually
influence one another. For exam-
ple, changes in guidelines, policies,
or regulations may infl the

mortality increases, examined de-
terminants of mortality rather
than mortality increases and sug-
gested possible causes of such in-
creases. Further research on the
exact causes of opioid-related
mortality increases is needed.

Researchers have noted a num-
ber of other methodological chal-
lenges. Determining exact cause
of death is often difficult 9>
particularly in cases involving
methadone.® Prescription data
are proprietary, and data on ad-
verse events are held privately.”’
There is some inconsistency in
Internationad Classification of Dis-
eases codes for drug poisoning, as
well as a lack of standardization
in drug categorization and termi-
nology™” and coroners’ reports. %%
Identification of diversion and doc-
tor shopping is particularly difficult
because it generally relies on inter-
views with contacts or on proxies
such as having a prescription in the
preceding 30 days.

Generalizing from specific
studies to national trends or
cross-national comparisons seems
inadvisable given the population
and regional variation in determi-
nants of opioid-related mortality
we found across studies. As noted,
the contribution of determinants
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quantity and dosage of opioids
prescribed ***2 Similarly, in-
creased opioid prescriptions com-
bined with a lack of physician
training may lead to increased
opioid diversion,*** and media
coverage of opioid-related mortal-
ity may influence and be influenced
by the behaviors of physicians and
users 4955

The increase in opioid-related
mortality has been marked by
wide sociodemographic inequal-
ities,* hut our review revealed
surprisingly little evidence re-
garding causes of these patterns.
For example, we found no studies
focusing on specific causal factors
for the wide racial/ethnic differ-
ences in opioid-related mortality,
although some did note that these
differences match the pattern for
medical and nonmedical use of
opioid pain relievers,” an observa-
tion that is supported by research
on racial/ethnic inequalities in
pain management”™>"* Further
research into the causes of socio-
detnographic inequalities in
opioid-related mortality is needed.

Limitations

Our study had several limita-
tions. First, we did not perform
a formal quality assessment of the

articles. Second, conducting

a search with different search
terms or similar terms in different
databases can yield a different
sample of articles. Consultation
with a reference librarien im-
proved our ability to capture rel-
evant studies, but it is possible that
some articles were missed. Third,
we used broad inclusion and ex-
clusion eriteria to capture the
largest possible number of studies,
necessitating substantial discre-
tionary judgment. Qur title review
and extraction of data in duplicate
reduced but did not entirely
eradicate this potential bias. As
with any review, limitations of the
review methodology should be
considered when interpreting the
resuits.

Conclusions

To our knowledge, this is the
first systematic review of the de-
terminants of opioid-related mor-
tality in North America. Our
review identified a diverse and
regionally variahle set of determi-
nants of increased opioid-related
mortality in the United States and
Canada during the past 2 decades,
including prescriber behaviors,
user behaviors and characteristics,
and environmental and systemic
determinants. These determinants
opcrate independently but inter-
act in complex ways that vary
according to time, geography. and
population.

A number of commentaries,
editorials, and reviews have ar-
gued that phenomena not dis-
cussed in this review—including
prescriber error and lack of
training™®”"® and patient error
and nonadherence'~have been
significant determinants of in-
creascs in opioid-related mortality.
We found no evidence to support
these claims. However, absence of
evidence should not be taken to
imply evidence of absence.
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Our review identified signifi-
cant limitations in the evidence
base for determinants of increased
opioid-related mortality. Re-
searchers in this area face sub-
stantial methodological hurdles,
Few studies in our sample had
a study design adequate for robust
causal inference or tested the sen-
sitivity of their results to method-
ological choices, and most studies
focused on small populations or
geographic areas. Researchers and
decision-makers should exercise
caution in drawing larger general-
izations from this work, and fur-
ther research on the exact causes
of mortality increases and in-
equalities in different populations
is needed.

To date, US federal government
efforts to reduce opioid-related
mortality have emphasized moni-
toring and securing the supply of
scheduled drugs,”® as well as
implementing prescriber and pa-
tient education programs through
the Food and Drug Administra-
tion’s risk evaluation and mitiga-
tion strategy.”” Our review of the
evidence suggests that a more
multifaceted response is war-
ranted. Although some recom-
mend focusing on single factors
such as physician competence™ or
user mental health,”® curbing
opioid-related mortality will likely
require novel, multisectoral public
health approaches that address
multiple determinants of in-
creased mortality.”*#¢

Widespread mortality from
prescription opioids currently ap-
pears to be restricted to North
America. However, although con-
sumption of opioid analgesics has
increased sharply in the United
States and Canada, untreated pain
remains prevalent worldwide,
and global incqualities in opioid
availability are widespread and
well documented. Without access
to ad pain
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600 million people alive today are
likely to experience negative
health effects caused by untreated
pain.® Canada and the United
States rank first and second in per
capita opioid use, together con-
suming the majority of global
supplies of hydrocodone (99.9%),
oxycodone {87.3%), morphine
(60.1%}, and methadone
(51.8%}." By contrast, strong
opicids are unavailable in more
than 150 countries,*? and, when
they are available, they often cost
more in low- and middle-income
countries.*** An estimated 5.5
billion peaple live in countries
with little or no access to opioids,
and global opioid consumption
would increase 6-fold if all coun-
tries had adequate access.®*
Given these global inequalities,
many have called for increased
worldwide access to effective pain
management, particularly opioid
5% Addressing
the global burden of untreated
pain and improving access to opi-
oids in resource-poor settings are
top priorities. However, our re-
view indicates that improved opi-
oid access worldwide, particularly
for chrenic noncancer pain, could
in some cases lead to increased
opioid-related mortality. Given the
evidence of the role of diversion in
opioid-related mortality, we might
expect some proportion of these
deaths to occur as “collateral
damage” among individuals with-
out legitimate prescriptions. We
encourage clinicians, public health
officials, and policymakers to con-
sider evidence-based prevention
efforts, tailored to different popu-
lations and geographic areas, as
a complement to increased access
to opioids. &
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1. Introduction

This study explores the effect of state Medicaid expansions under the Affordable Care
Act (ACA) on substance use disorder (SUD) treatment utilization and financing among low-
income adults. This population has historically had little access to insurance but has elevated
prevalence of SUDs (Busch, Meara et al. 2013). Medicaid is a publicly-funded insurance
program for low-income individuals in the United States, but prior to the ACA many low-income
adults were not eligible for the program. The ACA allocated funds for states to expand Medicaid
to adults below 138% of the federal poverty level, but the decision to expand Medicaid was left
optional for states. We leverage variation in Medicaid eligibility generated by U.S. states’
decisions to expand Medicaid to these adults between 2010 and 2015 in our study.

Problems related to substance use are a major public health concern in the U.S. and other
developed countries (World Health Organization 2017). In 2015, over 20 million individuals in
the U.S. met diagnostic criteria for an SUD (Center for Behavioral Health Statistics and Quality
2015). Studying factors related to SUD treatmient is of critical policy importance as the U.S. is
the midst of an alarming and unprecedented drug overdose epidemic, largely related to opioids.
Indeed, each day 91 U.S. residents die from an opioid overdose, a quadrupling of the death rate
since 1999 (Centers for Disease Control and Prevention 2016).

SUDs are characterized by clinically significant impairment related to the use of alcohol
or psychoactive drugs. Symptoms of impairment can include engaging in unintended risky
behaviors, experiencing trouble in work or family settings due to substance use, and
experiencing physical and psychological symptoms of withdrawal during periods of nonuse
(Hasin, O’Brien et al. 2013). Furthermore, millions of Americans who do not meet diagnostic

criteria for SUDs engage in high-risk behaviors such as binge and/or heavy drinking, or
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nonmedical use of prescription drugs (Center for Behavioral Health Statistics and Quality
2016)."! Indeed, recent research suggests that the harms related to substance may contribute to
declining life expectancy among middle aged white Americans (Case and Deaton 2015).

In addition to personal costs borne by the affected individual, substance use also
contributes to a wide range of expensive social problems including elevated healthcare utilization
(Balsa, French et al. 2009, French, Fang et al. 2011, Mark, Yee et al. 2016), crime and violence
(Markowitz and Grossman 2000, Carpenter 2005), increased use of social services (Jayakody,
Danziger et al. 2000), traffic accidents (Anderson, Hansen et al. 2013), and reduced productivity
in the labor market (Terza 2002). Indeed, the annual social costs of alcohol and drug use on the
U.S. economy are estimated at $519B (Caulkins, Kasunic et al. 2014).2

While the effectiveness and cost-effectiveness of SUD treatment is well-established
(Rajkumar and French 1997, Lu and McGuire 2002, National Institute on Drug Abuse 2012,
Popovici and French 2013, Swensen 2015), only one-tenth of individuals who meet the
diagnostic criteria for SUDs receive treatment in any year (Center for Behavioral Health
Statistics and Quality 2016). Although there are myriad reasons for failure to receive treatment,
key barriers to receiving treatment include lack of insurance coverage and inability to pay
(Center for Behavioral Health Statistics and Quality 2016).

The ACA provides an opportunity to increase treatment use among individuals with SUD

and to alter the financing of such treatment; in particular to better integrate the historically

! Binge drinking is defined by the U.S. Centers for Disease Control and Prevention as five (four) or more drinks in
one drinking sessions for men (women). This organization defines heavy drinking as two (one) or more drinks per
day among men (women) (https://www.cde.gov/alcohol/; accessed February 22%, 2017). Non-medical use of
prescription drugs is defined as the use of these medications without a prescription from a healthcare provider, use in
a manner other than as directed (e.g., taking a higher dosage than prescribed), or use only for the medication’s
psychotropic experience (e.g., euphoria, sedation) (United Nations Office on Drugs and Crime 2011).

* This estimate is inflated by the authors from the original estimate of $481B (with $255B attributable to alcohol and
$226B attributable to psychoactive drugs) in 2011 dollars to 2017 dollars using the Consumer Price Index.

3
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isolated SUD treatment delivery system into insurance payment. Medicaid expansion provides
millions of previously uninsured adults with coverage, and SUD treatment is a required benefit
in expansion plans (Beronio, Glied et al. 2014). Due in large part to the substantial increases in
the number of covered individuals and services, healthcare scholars argue that ‘no illness will be
more affected than substance use disorders’ by the ACA (McLellan and Woodworth 2014).

We study the effects of Medicaid expansion under the ACA on treatment utilization and
use of Medicaid as source of payment for such treatment. We leverage administrative data
drawn from the Treatment Episodes Data Set (TEDS) between 2010 and 2015, and the Medicaid
State Drug Utilization Data (SDUD) between 2011 and 2015. TEDS includes over ten million
admissions to specialty SUD treatment facilities while SDUD captures all prescriptions for
medications purchased at retail and online pharmacies used to treat SUDs in outpatient settings
for which Medicaid is a third-party payer. We couple these administraﬁve data sets with
differences-in-differences regression models.

Our findings suggest that states expanding Medicaid experienced no change in
admissions to specialty SUD treatment post-expansion relative to non-expanding states. Among
patients receiving specialty treatment, Medicaid insurance coverage increased 13.2 percentage
points (71%) and use of Medicaid as a form of payment increased by 12.9 percentage points
(75%) in expanding states relative to non-expanding states, post expansion. Our relative effect
size estimates are large as Medicaid played a modest role in the financing of SUD treatment prior
to the ACA: in expansion states only 19% of patients had Medicaid coverage and just 17% used
Medicaid to pay for treatment in the pre-expansion period. Medicaid coverage increases were

almost entirely offset by reductions in the uninsured rate among patients receiving specialty care,
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and Medicaid payment largely offset payments made by state and local governments. Thus, our
analysis does not suggest that Medicaid expansions led to large crowd out of private insurance.

Post-expansion, prescriptions for medications used to treat SUDs in outpatient settings
financed by Medicaid increased by 43% in expanding states relative to non-expanding states. In
a supplementary analysis, we exantine changes in fatal alcohol poisonings and drug-related
overdoses from 2010 to 2015. We do not find any statistically significant evidence of changes in
such deaths within expansion states relative to non-expansion states in the post-expansion period.
2. The Medicaid program, a conceptual framework, and prior research

We next discuss the Medicaid program within the context of the ACA, review a
conceptual framework that motivates an economic study of public insurance expansions on
demand for SUD treatment, and briefly review the related literature on Medicaid expansions.
2.1 Medicaid expansion under the ACA

The ACA expanded Medicaid eligibility to virtually all individuals with incomes below
138% of the poverty level. Before the ACA, Medicaid was only available to specific categories
of low-income individuals and state income eligibility criteria varied widely. As a result, many
low-inconte individuals with substantjal health needs were not eligible for Medicaid (Decker,
Kostova et al. 2013). Pre-ACA simulations indicated that the prevalence of SUDs was
substantially higher in the population targeted by Medicaid expansions and that unmet need was
higher within this group than populations previously eligible (Busch, Meara et al. 2013).

The ACA Medicaid expansion was designed as a national program that would provide
enhanced federal funding for all states to cover the newly eligible populations (French, Homer et

al. 2016). However, the 2012 Supreme Court decision on the ACA left Medicaid expansions
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optional to the state.” Just half the states and DC initially participated in the Medicaid expansion
in 2014, although by 2017, 32 states (including DC) had expanded their program.
2.2 Conceptual framework

Insurance, by lowering the out-of-pocket price faced by consumers, is predicted to
increase the quantity of healthcare services demanded. Correspondingly, the Medicaid
expansions we study should, all else equal, increase the quantity of SUD treatment demanded.
However, there are several factors unique to the patients potentially seeking SUD treatment and
the providers delivering such care that may modify the predicted increases in quantity demanded.

On the demand side, individuals may delay secking, or choose not to seek, SUD
treatment for reasons other than insurance coverage and ability to pay for treatment. Unlike most
heaithcare services, a large amount of SUD treatment is received under legal coercion, for
example, treatment ordered by a judge as an alternative to jail time (Substance Abuse and Mental
Health Services Administration 2016). Legally coerced treatment is less likely to be driven by
insurance coverage than by non-economic factors such as the criminal justice system.
Additionally, SUD treatment has historically been heavily supported by state and local
government funding grants, allowing patients with limited financial resources to receive care for
free or at a heavy discount. In 2009 (thus in advance of ACA implementation), 52% of specialty
SUD treatment facilities reported offering free treatment to patients who could not pay and 62%
offered sliding scale discounts (Substance Abuse and Mental Health Services Administration
2010).* This form of charity care can act as substitute for paid care (Lo Sasso and Meyer 2006)

and may mute the effect of Medicaid expansions.

* National Federation of Independent Business v. Sebelius, 567 U.S. __ (2012), 183 L. Ed. 2d 450, 132 S.Ct. 2566.
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Having insurance could increase an individual’s propensity to engage in substance use.
One hypothesis is that insurance insulates people from the full costs of substance use, thereby
potentially encouraging such behavior (i.e., ex anfe moral hazard). However, to the best of our
knowledge, there is no evidence of ex ante moral hazard following the ACA-related Medicaid
expansions (Courtemanche, Marton et al. 2017a, Simon, Soni et al. 2017). Gaining insurance
could also increase substance use due through income effects and/or easier access to lower-cost
addictive medications such as opioids, stimulants, and benzodiazepines.

On the supply side, capacity and financial constraints within the specialty SUD treatment
delivery system (Andrews, Abraham et al. 2015) may limit the ability of providers to meet the
increases in the quantity of care demanded, at least in the short run. That is, many SUD
treatment facilities may not have any open slots to which they can admit patients (McLellan and
Meyers 2004, Carr, Xu et al. 2008, Jones, Campopiano et al. 2015). Gaining access to SUD
treatment in a private doctor’s office may also be challenging for those who gain Medicaid
coverage. While the number of primary care physicians willing to see Medicaid patients has
grown under the ACA, Medicaid acceptance continues to lag behind private insurance among
such providers (Polsky, Candon et al. 2017).

Based on the preceding considerations, we test the following hypotheses in our analysis.
Following Medicaid expansion we expect:

HI: More individuals will receive treatment (both specialty treatment and prescriptions
used in outpatient settings) in expanding states relative to non-expanding states.

H2: More patients in specialty SUD treatment will have Medicaid insurance and use

Medicaid to pay for treatment in expanding states relative to non-expanding states.
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While we expect these changes to occur in response to Medicaid expansion, the
magnitude of these effects if an open question.
2.3. Prior literature

A growing literature examines the effects of the ACA-related Medicaid expansions on
insurance coverage, general healthcare use, and health outcomes (Antonisse, Garfield et al. 2016,
French, Homer et al. 2016, Courtemanche, Marton et al. 2017b). For example, Wherry and
Miller (2016) show that, post-expansion, Medicaid coverage increased by 10.5 percentage points
(34%) among U.S. residents 19-64 years of age with family incomes below 138% of the federal
poverty level while uninsurance declined 7.4 percentage points (22%).

Several studies document that ACA-related Medicaid expansion is associated with
improvements in access to general healthcare services such as primary care visits among low-
income adults in expanding states versus non-expanding states (Kirby and Vistnes 2016,
Mulcahy, Eibner et al. 2016, Sommers, Blendon et al. 2016b, Wherry and Miller 2016, Miller
and Wherry 2017, Simon, Soni et al. 2017). There is less decisive evidence as to whether the
ACA-related Medicaid expansion improved health status. Two studies suggest improvements in
some measures of health (Sommers, Blendon et al. 2016a, Simon, Soni et al. 2017) while a third
suggests that these expansions had no substantial effect (Courtemanche, Marton et al. 2017a).

The literature on the ACA-related Medicaid expansions and receipt of SUD treatment is
small. To our knowledge, only two prior clinical studies have examined changes in SUD
treatment following the ACA Medicaid expansion. Saloner, Bandara et al. (2017), using the
National Survey on Drug Use and Health, find not change in SUD treatment between 2010-2013
(pre-expansion) and 2014 (post-expansion), but do find that Medicaid paid for a larger share of

treatment in 2014. While this is the first study to consider a broad array of SUD-related
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treatment outcomes, it is purely descriptive in nature and cannot establish the contribution of
Medicaid expansion to changes in use observed after 2014. Wen, Hockenberry et al. (2017) use
the Medicaid State Drug Utilization Data (SDUD) — the same dataset we examine in our
prescription drug analysis — to test changes in use of buprenorphine between expansion and non-
expansion states through 2014. The authors find a 70% increase in the volume of buprenorphine
prescriptions reimbursed by Medicaid in expansion states compared to non-expansion states.’®
While the Wen et al study is clearly important, it focuses on a single substance of abuse (opioids)
and a single treatment modality (buprenorphine received in an outpatient setting).
3. Data, variables, and methods
3.1. Data on specialty SUD treatment: Treatment Episode Data Set (TEDS)

We use the Treatment Episode Data Set (TEDS) to study specialty SUD treatment.
TEDS is an administrative database compiled annually by the U.S. Substance Abuse and Mental
Health Services Administration (SAMHSA) in collaboration with state substance abuse agencies.
SAMHSA defines a specialty SUD treatment facility as a hospital, a residential SUD facility, an
outpatient SUD treatment facility, or other facility with an SUD treatment program that offers:
(i) outpatient, inpatient, or residential/rehabilitation SUD treatment; (ii) detoxification treatment;
(iii) opioid treatment; or (iv) halfway-house services that include SUD treatment.

TEDS is one component of a broader data inventory maintained by SAMHSA to track the

quantity and quality of specialty SUD treatment within the U.S. The TEDS includes information

* The potential impact of the ACA Medicaid expansions may also be gleaned from prior state-level expansions of
Medicaid eligibility. In the decade prior to the ACA, several states sought federal waivers to provide Medicaid to
otherwise ineligible low-income adults (Rudowitz, Artiga et al. 2014). These expansions generally restricted
eligibility to very low-income individuals and some expansions covered only a limited set of benefits (Bouchery,
Harwood et al. 2012). Overall, these expansions did not resuit in widespread reductions in the uninsured rate. In
two studies Wen and colleagues (Wen, Hockenberry et al. 2014, Wen, Druss et al. 2015) examine the impact of pre-
ACA Medicaid eligibility under these waiver-based expansions. The authors find that expansions decreased unmet
need for SUD treatment and increased specialty SUD treatment admissions.

9



331

on approximately two million admissions to specialty SUD treatment each year, and contains
nearly the universe of specialty SUD treatment facilities that receive financing from the state or
federal government, are certified by the state to provide specialty SUD treatment, or are tracked
for some other reason.® Thus, TEDS reflect admissions financed by multiple payers (e.g., self-
payment, private insurance, Medicaid, Medicare). TEDS is commonly employed within the
policy literature to study SUD treatment (Anderson 2010, Dave and Mukerjee 2011, Pacula,
Powell et al. 2015, Powell, Pacula et al. 2015) and is used by the Federal government to estimate
the costs of SUD treatment to the U.S. economy (Office of National Drug Control Policy 2012).

While TEDS is not a national probability sample, patients receiving treatment in TEDS-
tracked facilities are representative of the broader specialty SUD treatment-receiving population.
For example, demographics of patients in TEDS-tracked facilities are comparable to samples of
individuals who report past year SUD treatment in the NSDUH (Gfroerer, Bose et al. 2014).

We exclude admissions for which the patient is less than 18 years of age as such
admissions are not directly affected by the Medicaid expansions we study, which target adults.’
A limitation of the TEDS is that not all states report data in each year. Appendix Table 1 reports
the states not providing data to TEDS in each year 2010-2015. This number ranges from one to
five states, thus the TEDS captures the vast majority of states in all years of our study.®
3.2 Data on prescription medications: State Drug Utilization Data (SDUD)

An objective of the ACA is to facilitate integration of SUD treatment into general

healthcare, for example, providing outpatient treatment in physicians’ offices (McLellan and

¢ TEDS does not include treatment received in private physician’s offices, facilities that do not receive any public
funding, emergency departments, and self-help groups.

7 The oldest age category in TEDS is 55 years and above. Thus, we cannot exclude those patients over 64 years who
are also not directly targeted by the expansions that we study here. However, admissions among those 55 years and
older represent less than 5% of the TEDS admissions.

¥We re-estimated our regression models on the unbalanced sample of states. Results are not appreciably different
from results based on the unbalanced panel. Please see Supplementary Tables 1A, 1B, and 1C.

10
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Woodworth 2014). Such care is not captured in the TEDS, which includes specialty care only.
To provide broader insight into the effect of Medicaid expansions on SUD treatment utilization
that may occur in office-based settings, we turn to the SDUD. Studying medication treatment
prescribed by outpatient physicians may also allow us to measure the extent to which newly
insured individuals who have SUDs are forming relationships with healthcare providers and
becoming integrated with the general healthcare delivery system. Given the historical
segregation of SUD treatment from general healthcare (Buck 2011), such integration is important
for treating overall health and, in turn, patient wellbeing. Finally, demand response may be
stronger for treatment offered in primary care settings such as physician offices, where
prescription medications are generally obtained, and outside the specialty system that we capture
in TEDS. Primary care settings are often thought to be more appealing to patients who are
reluctant to seek specialty SUD treatment, but may be willing to receive care in a mainstream
primary care setting (Boone, Brown et al. 2004).

The SDUD includes all states’ data for outpatient prescription medications covered under
the Medicaid Drug Rebate Program (U.S. Department of Health and Human Services 2012).
Since 1992, state Medicaid programs have been compelled to submit data on the number and
type of prescriptions filled each quarter to the Centers for Medicare & Medicaid Services (CMS)
in exchange for federal matching funds. We use data from 2011 te 2015 in our study and

aggregate the SDUD to the state-year level.”

? SDUD includes the universe of prescriptions purchased in retail and online pharmacies for which Medicaid, at
least partially, financed the prescription in the Medicaid fee-for-service (FFS) program beginning in 1992.
Beginning in March 2010, Medicaid managed care (MC) program prescriptions were included in the database
following implementation of the Medicaid Prescription Drug Rebate Equalization Act of 2009. Therefore, we
exclude years prior to 2011 as we have incomplete information on MC prescriptions. However, we have included
2010 in supplementary analyses (see Supplementary Table 2). We have also excluded five states (AZ, HI, OH, R},
and VA) that display odd missing data patterns (see Supplementary Table 3). Finally, we have analyzed the SDUD
data at the annual, rather than quarter, level (see Supplementary Table 4). These changes to do not alter our resuits
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We focus on medications approved by the Food and Drug Administration (FDA) for the
treatment of SUDs: buprenorphine, naltrexone, acamprosate, disulfiram, and topiramate.' We
do not include methadone, a standard treatment for opioid use disorder, as methadone purchased
through a pharmacy is typically utilized to treat chronic pain (Office of the Inspector General
Commonwealth of Massachusetts 2016). We also exclude buprenorphine formulations that are
indicated for pain management rather than opioid use disorder (Wen, Hockenberry et al. 2017).
3.3 Medicaid expansion data

We rely on data from the Kaiser Family Foundation'' and Sommers, Arntson et al.
(2013) to construct our Medicaid expansion variables. Table 1 reports expanding states and the
associated expansion date. The majority of expanding states implemented their expansion on
January 1%, 2014, coinciding with the availability of enhanced federal funding under the ACA.
Six states (California, Connecticut, DC, New Jersey, Minnesota, and Washington) expanded
under ACA provisions prior to 2014; we refer to these states as ‘early expanding states’.!?> Two
states expanded Medicaid later in 2014 (Michigan and New Hampshire). In addition, five states
expanded in 2015 or 2016 (Alaska, Indiana, Louisiana, Montana, and Pennsylvania); we refer to
these states as ‘late expanding states’. States that expanded Medicaid after December 31%, 2015

do not offer variation in our empirical models.

in a meaningful way. We explored whether Medicaid expansion predicted the probability of the above-noted
missing data pattern and we found no evidence of any relationship. See Supplementary Table 5.

10 https://www.drugabuse. gov/publications/drugfacts/treatment-approaches-drug-addiction (accessed February 17%,
2017). We also consider branded versions of these generic drugs.

" hitp:/kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-
act/ZcurrentTimeframe=0 (accessed December 20", 2016).

2 Under the ACA statute, the federal government would provide 100% of the matching funds beginning in 2014 to
states expanding Medicaid (this amount gradually decreases in subsequent years). The early expansion states
received the full federal match in 2014, but for years prior to 2014 had to contribute their state’s typical match rate.
hitp:/kff.org/medicaid/issue-brigf/understanding-how-states-access-the-aca-enhanced-medicaid-match-rates/
(accessed March 4™, 2017).
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TEDS provides data annually and the specific date on which an admission occurred is
unknown to researchers. For Medicaid expansions that occur within a year, we assign the
expansion 1o a state based on the share of the year for which the expansion is in place.”® In the
SDUD, which are provided at the state-quarter-level, we match expansions to the closest quarter.
3.4 Outcome variables

We consider several outcome variables in our analysis of the effect of state Medicaid
expansions on SUD treatment utilization and financing. These variables necessarily differ across
our two datasets. First, we consider the number of admissions to specialty SUD treatment in the
TEDS."* To construct the admissions measure, we convert the number of admissions to the rate
per 100,000 persons in a state age 18 to 64 years (the population targeted by the expansions to
newly eligible adults that we study here, see Frean, Gruber et al. (2017)} using population data
from the American Community Survey (ACS) (Flood, King et al. 2017) and the University of
Kentucky Center for Poverty Research Center (2016)."> Second, we consider the patient’s
source of insurance in the TEDS: private insurance, Medicaid insurance, other insurance (e.g.,
Medicare, Veteran’s Health Administration), and uninsured. Third, regardless of what insurance
the patient may have, we consider the source of payment that is expected to finance the majority
of a patient’s treatment in the TEDS: private insurance, Medicaid insurance, self-payments, or
states and localities (this source also includes care provided for free and ‘other’ payment). This

final payment captures safety net programs that are paid for outside of insurance and patients

13 We have also applied alternative coding schemes: (i) using a coding scheme proposed by Maclean, Pesko et al.
(2017) and (ii) excluding DC, DE, MA, NY, and VT from the analysis sample following Wherry and Miller (2016);
these states that covered adults below 100% of the federal poverty level before the ACA. Results are not
appreciably different from those reported in the manuscript. See Supplementary Tables 6A, 6B, 6C, and 6D.

' The term ‘admission’ is used in the TEDS to broadly refer to the initiation of any new treatment in a particular
setting. Admissions in the TEDS thus encompass services received in both inpatient and outpatient settings (where
treatment is sometimes referred to as an ‘encounter’ rather than an ‘admission’).

' We first construct the share of the population that is 18 to 64 years from the ACS and second we multiply this
number by a state’s total population.
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paying out of pocket. Facilities can receive more than one type of payment; the TEDS defines
the primary payer as whichever entity supports the greatest share of the cost of treatment.!® As
noted earlier in the manuscript, many SUD treatment providers do not accept insurance of any
type. Thus, examining whether newly acquired insurance can be used to pay for SUD treatment
by patients is important to understanding whether or not expansions in fact reduce the costs of
treatment for patients (Saloner, Akosa Antwi et al. 2017).

Both the patient insurance status and payment source variables that we study are only
available for a subset of states (Substance Abuse and Mental Health Services Administration
2017). Moreover, several states have substantial missing data in these variables. We retain only
states that have less than 25% missing data in all years of the analysis period (2010-2015) to
form our insurance and payment analysis samples (results are robust to alternative thresholds for
missing data, e.g., 15%).17 After applying this exclusion criterion, we have 29 states in our
insurance state sample and 25 states in our payment state sample. The specific states in these
samples are listed in Appendix Table 2.

A concemn with our analyses of these samples is that they may not reflect the experiences
of the full set of U.S. states, thus calling to question the generalizability of our findings. To
explore this issue to some extent, we compare demographics from the ACS for (i) admission

sample states, (ii) insurance sample states, and (iii) payment sample states. Results are reported

!¢ Payer source is documented in the TEDS with the following item: ‘Identifies the primary source of payment for
this treatment episode. Guidelines: States operating under a split payment fee arrangement between multiple
payment sources are to default to the payment source with the largest percentage. When payment percentages are
equal, the State can select either source,” This variable does not allow us to capture payment source with ideal
accuracy. For example, we are unable to measure patients who use multiple payment sources to pay for treatment.
We note our inability to accurately study the use of multiple payments as a limitation of this study.

17 See Supplementary Tables 7A and 7B.
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in Appendix Table 3 and suggest that, at least across these observable characteristics, the
insurance and payment states samples are similar to states in admission states sample.'®

In terms of prescription medications used to treat SUDs in outpatient settings that are
measured in the SDUD, we consider the number of prescriptions each year per 100,000 persons
in a state among residents18 to 64 years of age.

3.5 Control variables

SUD treatment utilization is determined by myriad factors. Ideally, we would like to
include variables in our regression models that are plausibly linked with both our outcomes and
to the probability that a state expands its Medicaid program with the ACA, and therefore reduce
omitted variable bias in our coefficient estimates. To this end, we merge state-level information
from several sources into the TEDS and SDUD.

Specifically, we merge in annual state-level data on demographics from the ACS:
average age, sex, race and Hispanic ethnicity, educational attainment, marital status, urbanicity,
disabled,' and foreign born. We also merge in the annual unemployment rate from the Bureau
of Labor Statistics Local Area Unemployment Database from the University of Kentucky Center
for Poverty Research Center (2016).

We control for social policies that may reflect state attitudes toward the welfare of lower

income populations (maximum monthly benefit for a family of four for the Supplemental

'® An additional, and perhaps more concerning issue from a bias standpoint, is that the Medicaid expansions that we
study may have influenced whether a state reported insurance or payment information to SAMHSA and/or the
degree of missingness in these variables. Either of these scenarios could lead to conditional-on-positive bias in our
regression coefficient estimates (Angrist and Pischke 2009). To explore this possibility, we regress the probability
that a state has more than 25% missing in any given year in the insurance variable and the payment variable.

Results do not suggest that the Medicaid expansions affected these variables, which provides some evidence that our
analyses of the insurance and payment variables are not vulnerable to conditional-on-positive bias. See
Supplementary Table 8.

' More specifically, a cognitive, ambulatory, independent living, self-care, vision, and/or hearing disability. This
variable proxies for a state’s underlying health status.
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Nutrition Assistance Program and Temporary Aid for Needy Families) and an indicator for
whether the Governor is a Democrat (University of Kentucky Center for Poverty Research
Center 2016).2° Finally, we link state population 18 to 64 years of age (we do not control for
population in the rate regressions as population is in the denominator of our outcome variables).
3.6 Empirical model

We estimate the differences-in-differences (DD) regression outlined in Equation (1):

D SUDg = ag + ayExpandg + a5 X + S + 70 + £,

SUD;, is an SUD treatment outcome in state s in time ¢. Expand,, is an indicator for
whether or not a state has expanded its Medicaid program. X, is a vector of state level
characteristics. S and 7, are vectors of state and year fixed effects. Inclusion of state fixed
effects allows us to control for time-invariant state-level factors that are unobservable (to the
econometrician) and implies that our regression models are identified off within-state variation in
Medicaid expansions. Year fixed effects control for secular trends in SUD treatment utilization
and financing that affect the nation as a whole. &, is the error term. Because the SDUD is
provided by CMS at the quarterly level, we replace year fixed effects with quarter-year (‘period™)
fixed effects in our analyses of this data set.

We estimate regression models using unweighted OLS.2! We cluster standard errors
around the state (Bertrand, Duflo et al. 2004). However, we applied the wild cluster bootstrap
(Cameron and Miller 2015) in our insurance and payment regressions, as we have just 29 clusters
in the insurance state sample and 25 clusters in the payment state sample. Results are

comparable to our main analysis.?

2 We treat the mayor of DC as the de facto Governor of this jurisdiction following Maclean and Saloner (2017).
' When our outcome is binary, this model is a linear probability model.
*2 See Supplementary Tables 9A and 9B.
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3.7 Validity of the research design

A necessary assumption for the DD model to recover causal estimates is that the
treatment (i.e., states expanding Medicaid) and the comparison (i.e., states not expanding
Medicaid) groups would follow the same trend in the post-treatment period, had the treatment
states not been treated. However, this assumption is inherently untestable since the
counterfactual trend is not observed for the treatment group. We instead attempt to provide
suggestive evidence on this assumption. To this end, we proceed in two ways.

First, we examine unadjusted trends in the pre-treatment period in our outcome variables
for the treatment and comparison groups. If we find that the outcomes appear to trend similarly
in the pre-treatment period across these groups, such trends provide suggestive evidence that our
TEDS and SDUD data satisfy the parallel trends assumption. Second, using the pre-treatment
data only, we estimate regression models similar to Equation (1), except that we replace the DD
variable with an interaction between the treatment group and a linear time trend (Akosa Antwi,
Moriya et al. 2013). This regression model is outlined in Equation (2):

(2)  SUDg =vyo + v Treatg » Time, + y5Xg + S + 1, + gt

If we cannot reject the null hypothesis that y; is zero, then this finding provides further support
that our datasets satisfy the parallel trends assumption. We exclude early expanding states.

4. Results for specialty SUD treatment in the Treatment Episode Data Set

4.1 Summary statistics: TEDS

Table 2 reports summary statistics for expanding states in their pre-expansion years
(Table 1) and non-expanding states 2010-2013. The mean number of annual admissions per
100,000 adults 18 to 64 years was 1,062 in expanding states and 841 in non-expanding states.

Among patients receiving specialty SUD treatment in expanding states, 11.4% held private
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insurance, 18.6% Medicaid, 10.9% other insurance (e.g., Medicare), and 59.1% held no
insurance (i.e., uninsured) at admission to treatment. For individuals in non-expanding states,
the same percentages were 6.3%, 15.7%, 7.7%, and 70.3%, respectively.

In terms of the forms of primary payment patients receiving specialty SUD treatment
used to finance care, 8.7% and 17.3% used private insurance and Medicaid insurance, while
21.8% self-paid and 52.1% relied on state and local governments, respectively. In non-
expansion states the share with each source of payment was: 3.6% private insurance, 8.3%
Medicaid insurance, 18.9% self-pay, and 69.2% state and local governments. Thus, as expected,
both holding insurance and having insurance pay for treatment was relatively uncommon among
patients receiving treatment in TEDS-tracked facilities pre-Medicaid expansion,

State-level characteristics are also reported in Table 2. Expanding and non-expanding
states were broadly comparable across these characteristics pre-expansion.”> We nevertheless
control for all of these factors in our regression models.

4.2 Validity of the research design: TEDS

Figures 1, 2, and 3 report trends in outcomes for treatment and comparison groups in
admissions, insurance status, and payment source. Trends between the two groups of states
appear to move in parallel in the pre-period, 2010-2013, for the majority of our outcomes; one
exception to this pattern is the self-payment variable where the trend is more ambiguous.

In terms of the post-period we observe a steeper decline in the number of admissions to
treatment in non-expanding states than expanding states. In addition, we see larger increases in
Medicaid insurance and Medicaid as a source of payment in expanding states in 2015 relative to

non-expanding states. There were large declines in the share of patients with uninsured status in

2 We note that our research design, differences-in-differences, requires common trends, not levels, for
identification.
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both groups of states (but a larger decrease in expansion states) and declines in state and
localities as a source of payment for treatment.

Results from regression-based testing of the parallel trends assumption are reported in
Tables 3A (admissions), 3B (insurance status), and 3C (payment source). We cannot reject the
hypothesis that y; = 0 in eight of the nine regressions we estimate. The exception to this
pattern is the use of states and localities as the source of payment: we find that expanding states
experienced a 3.7 percentage point (7.1%; p<0.05) increase in this payment form per year
relative to non-expanding states. We return to this issue when interpreting our estimates
generated in DD models. Overall, we note that standard error estimates are somewhat large and
limit our ability to rule out non-trivial violations of the parallel trends assumption. Reassuringly,
the coefficient estimates are small in magnitude in all regressions and, as we report later in the
manuscript, our findings are largely insensitive to the inclusion of state-specific time trends.
4.3 DD regression results: TEDS

Our core TEDS findings generated in the DD model outlined in Equation (1) are reported
in Tables 4A (admissions), 4B (insurance status), and 4C (payment source).

We estimate a modest, but not statistically significant, increase in admissions to specialty
SUD treatment after Medicaid expansion. Specifically, we find an gnnual increase of 83
additional admissions per 100,000 non-elderly adults in expansion states relative to non-
expansion states; a 7.8% increase over mean in the expansion state sample pre-expansion.

When we look at insurance status among patients in treatment, we find that, following a
state expansion, the probability that a patient held Medicaid insurance coverage increased by
13.2 percentage points while the probability that a patient was uninsured declined by 16.6

percentage points (Table 4B). This pattern of results implies that virtually all the individuals in
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treatment gaining Medicaid post expansion were previously uninsured, and, while not definitive,
suggests that extensive crowd-out did not occur.

The magnitude of these estimated effects is substantial: they imply a 71% increase in
Medicaid coverage and a 28% decline in uninsurance relative to the pre-expansion mean for the
expansion states. These substantial relative effect sizes are in line with large-scale changes in
private insurance coverage documented among young adults with SUDs under the ACA
dependent coverage mandate (Saloner, Akosa Antwi et al. 2017). Moreover, our baseline
proportion for Medicaid coverage is low (see Table 2) which leads to large relative changes.

Our payment source findings largely mirror the insurance estimates (Table 4C). In
particular, we find that following a state Medicaid expansion, patients in expanding states were
12.9 percentage points more likely to have Medicaid as a primary source of payment for
treatment - a 75% increase over the pre-expansion baseline proportion in expanding states. Such
patients were also 11.5 percentage points less likely to have states and localities pay for
treatment — a 22% decrease over the pre-expansion baseline proportion in expanding states. The
similarity in magnitude (but opposing sign) of the coefficient estimates is in line with the
hypothesis that facilities were able to offset treatment that had previously been financed by state
and local grant funding with Medicaid payments. As in the insurance results, Medicaid payment
was modest in the pre-expansion period (see Table 2), which leads to the large percent increase.

We find in Table 3C that expanding states experienced an increase in the use of funding
from states and localities to pay for specialty SUD treatment in the pre-expansion period relative
to non-expanding states. Our DD estimates suggest that expanding states also experienced a

decrease in this source of payment post-expansion relative to non-expanding states. Combining
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these two findings suggests that our DD estimates may in fact understate the effects of the
Medicaid expansions on the use of states and localities to pay for treatment.

More specifically, we can ‘subtract off” the pre-treatment trend in this variable and
correct our estimate of the Medicaid effect: (-0.115-0.037)/-0.115=-0.152. This corrected
estimate suggests that this source of payment declined by 29%. In unreported analyses, we
bootstrap standard error for the ‘corrected” DD estimate for this payment source and find that
this estimate is statistically different from zero at the 1% level.2*

5. Results for prescription medication use in the State Drug Utilization Database
5.1 Summary statistics: SDUD

Table 5 reports summary statistics for the pre-expansion period for expanding states and
2010-2013 for non-expanding states using the SDUD data. The mean quarterly prescription rate
for outpatient SUD medications financed by Medicaid per 100,000 adults 18 to 64 years was 806
in expanding states pre-expansion and 421 in the non-expanding states 2011-2013.

5.2 Validity of the research design: SDUD

Figure 4 documents similar patterns in prescription outcomes over the 2011 to 2013
period for expanding and non-expanding states, followed by an increase in prescription rates in
expanding states relative to non-expanding states 2014 to 2015.

Table 6 reports regression-based parallel trends testing of the SDUD: we estimate
Equation (2) in these data. We are most interested in the coefficient estimate on the interaction
between the treatiment group indicator and the linear time trend (7;). We find that prescription
medications used to treat SUDs in outpatient settings increased by 12 prescriptions per 100,000

non-clderly adults each quarter (or 1.4%) in expansion states relative to non-expansion states.

* More specifically, we applied a non-parametric bootstrap using 500 repetitions to the difference. More details are
available on request from the corresponding author,
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3.3 DD regression results: SDUD

Our DD estimates for the effect of the ACA Medicaid expansions on prescriptions for
medications used to treat SUDs in outpatient settings are reported in Table 6. We find that
expanding states experienced an increase of 356 prescriptions per 100,000 adults 18 to 64 years
per quarter post expansion, relative to non-expanding states. This estimate represents a 44%
increase over the pre-expansion mean in expanding states.”> To account for differences in pre-
expansion trends we identified for expansion and non-expansion states, we subtract our estimate
of the pre-treatment trend from the DD estimate and divide that number by the baseline: (356~
12)/806. This correction implies that, post-expansion, prescriptions for medications used to treat
SUDs in outpatient settings increased 43% in expanding states relative to non-expanding states.
We bootstrap this corrected estimate and find that it is statistically significant at the 1% level.?®
6. Extensions and robustness checks
6.1 ACA-related Medicaid expansion, and fatal alcohol poisonings and drug-related overdoses

We have explored the effect of ACA-related Medicaid expansions on SUD treatment use.
Since these expansions are ultimately aimed at improving health, understanding whether they
affected key health outcomes is important in assessing the value of Medicaid expansion. To

provide some evidence on relevant health outcomes, we next estimate the effect of Medicaid

# SDUD contains information on the total, Medicaid, and non-Medicaid reimbursement for each prescription. This
information allows us to explore whether Medicaid or patients (through cost-sharing) were responsible for financing
use of these medications. In unreported analyses we regressed total, Medicaid, and non-Medicaid reimbursements
on the expansion indicator using Equation (1). Broadly, total reimbursement increased among expansion states
relative to non-expansion states in the post-expansion period, and Medicaid financed the vast majority of the
prescriptions (the coefficient estimates in the total and Medicaid reimbursement regressions are very similar in
magnitude while the coefficient estimate in the non-Medicaid regression carries a negative sign; we note that this
final coefficient estimate is imprecise). This finding is perhaps not surprising as cost-sharing is low in the Medicaid
program, but nonetheless the finding implies that Medicaid patients did not bear the full financial burden of
increased utilization of medications used to treat SUDs. See Supplementary Table 10.

% More specifically, we applied a non-parametric bootstrap using 500 repetitions to the difference. More details are
available on request from the corresponding author.
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expansions on proxies for harmful substance use within the population: fatal alcohol poisonings
and drug-related overdoses.

We examine data from the National Vital Statistics Mortality Files (NVSM) between
2010 and 2015. NVSM tracks all-cause mortality in the U.S. and therefore provides us with the
universe of deaths classified as alcohol poisoning and drug-related overdose. We construct the
number of fatal alcohol poisonings and drug-related overdoses.?” We use data on fatal alcohol
poisonings and drug-related overdoses among non-elderly adults: 18 to 64 years. We convert
deaths to the rate per 100,000 non-elderly adults per quarter. We use the same procedure to link
Medicaid expansion dates to the NVSM data as we do for the SDUD. 23

We estimate Equation (1) in the NVSM data. Results are reported in Appendix Table 4.
We also report regression-based parallel trends testing, which supports the hypothesis that the
NVSM data are able to satisfy the parallel trends assumption. Our findings do not suggest that
the Medicaid expansions we study led to changes in fatal alcohol poisonings and drug-related
overdoses: the regression coefficient estimate, while it carries a negative sign and thus is
suggestive of a decline in these deaths, is small relative to the baseline mean and is not
statistically different from zero.
6.2 Policy endogeneity: TEDS and SDUD

A perenﬁial concern in analyses of health and healthcare policies, such as the Medicaid
expansions we investigate here, is that state legislatures concerned with deteriorating health or

underutilization of healthcare services within the population may implement policies to address

F'Specifically, we use the public use Underlying Cause of Death files for deaths attributable to alcohol and drugs
from the Centers for Disease Control and Prevention. There were no suppressed cells in the data.
8 We aggregate the NVSM to the quarter level, More details available on request.
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these problematic trends. In such a scenario, outcomes may lead to changes in policies rather
than policies leading to changes in outcomes (i.e., state-level reverse causality).

To explore this possibility, we estimate an event study (Autor 2003). We estimate a
modification of Equation (1) in which we include a series of policy leads and lags in the
regression model. We exclude early expanding states from this analysis. In TEDS, our leads
and lags consist of interactions between year indicators for 2010-2012 and 2014-2015, and an
indicator for expanding states (i.e., those states that expanded by 2015, the final year of our study
period). 2013 is the omitted year. Because the SDUD is provided at the quarter level, we
estimate a slightly different specification that takes advantage of the finer unit of aggregation
(i.e., quarter and not year) in constructing leads/lags and our omitted period is Q4 2013.

If we find evidence that the leads are statistically different from zero, this pattern in the
data might suggest that our data is subject to policy endogeneity. However, after we condition
for such endogeneity through the inclusion of policy leads, we can minimize concerns regarding
reverse causality bias and recover causal estimates for the lags (our primary objects of interest).

Results generated in the event study are reported in Appendix Table 5A (admissions), 5B
(insurance status), 5C (payment source), and 5D (medications). We find little evidence of policy
endogeneity: the coefficient estimates on the leads are generally statistically indistinguishable
from zero and F-tests of lead joint significance lead to the same conclusion. Moreover, across
our event study specifications we find evidence expansion effects increased over time.

6.3 Controlling for between-state differences

Although we cannot reject the null hypothesis that the treatment and comparison groups

trended similarly in the pre-treatment period, the standard errors on the interaction between the

treatment group and the linear time trend in Equation (2) are large and prevent us from ruling out
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non-trivial differences in pre-treatment trends for some outcomes. Indeed, we find evidence of
different pre-treatment trends for two outcomes (the use of funds from states and localities to pay
for treatment and prescription medications) in expanding and non-expanding states.

To explore the extent to which our findings may be driven by differences in pre-treatment
trends between the treatment and comparison groups, we re-estimate Equation (1) including
state-specific linear time trends. Including these state trends allows each state to follow a
separate, albeit linear, trend in the outcome variables and thus allows us to control for trend
differences. A concern is that some of our time-varying state controls may themselves be
influenced by the Medicaid expansions we study, leading to over-controlling bias (Angrist and
Pischke 2009). To explore the extent of any such bias on our regression coefficients, we re-
estimate Equation (1) excluding time-varying state-level controls.

Results from these analyses are reported in Tables 6A (admissions), 6B (insurance
status), 6C (payment source), and 6D (prescriptions). Overall, our findings are broadly robust to
the inclusion of state-specific linear time trends. However, as these models are data intensive
and we have a relatively small amount of variation in the data (see Table 1), we not surprisingly
find that our results are in some specifications less precisely estimated when trends are included.
For example, the coefficient estimate in the use of Medicaid to pay for treatment is no longer
precise. Reassuringly, the coefficients are quite stable in terms of sign and magnitude (although
somewhat smaller in some regressions) vis-a-vis our core findings. We find that the coefficient
estimate in the SDUD is substantially smaller when the state trends are included: a 17% decline
in the model with trends vs. a 43% decline in the model without trends post-expansion.
However, the 95% confidence intervals (available on request) for the coefficient estimates

overlap, preventing us from ruling out similar effect sizes across specifications. Additionally,
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the estimated coefficients are not appreciably altered when the time-varying state-level controls
are excluded from the regression model.
6.4 Population weighting

Our regressions are unweighted. However, there is some controversy within the
economics literature as to whether weights should be applied in economic analyses seeking to
estimate causal effects (Angrist and Pischke 2009, Solon, Haider et al. 2015). To explore the
robustness of our findings, we re-estimate our regressions using population weights (i.e., the
state population ages 18 to 64 serve as our weights). Results from these weighted analyses are
reported in Appendix Table 7A (admissions), 7B (insurance status), 7C (payment source), and
7D (prescription medications).

Our findings are broadly robust to weighting. However, we also find that holding private
insurance and using private insurance to pay for treatment increased in expanding states relative
to non-expanding states in the post-expansion period. We are uncertain why more individuals in
expansion states would also use private insurance after expansion ~ one potential explanation is
that Medicaid expansion could induce greater acceptance of insurance overall, leading to a
positive spillover on privately insured individuals (Glied and Zivin 2002, Finkelstein 2007).>°
6.5 Referral source

A common referral source to SUD treatment is the criminal justice system. Indeed, over
one third of the admissions in our TEDS analysis data set are referred through this system. As
noted earlier in the manuscript, legally coerced admissions may be less responsive to changes in
price attributable to a public insurance expansion than other admissions. We next exclude all

admissions referred through the criminal justice system and re-estimate our analysis of the TEDS

* The coefficient estimates, while imprecise, in the unweighted regressions also carried a positive sign.
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(we are not able to make such an exclusion in the SDUD). Results - reported in Appendix
Tables 8A (admissions), 8B (insurance), and 8C (payment) — are not appreciably different from
results reported in the manuscript.
6.6 Additional extensions and robustness checks

We explore whether there are changes in the composition of patients receiving treatment
in TEDS-tracked facilities. Compositional changes are important to test because, among other
things, they can provide some indication of either changes in provider behavior, e.g., differential
acceptance of specific populations (Sloan, Mitchell et al. 1978), or choices patients may make
regarding where to seek treatment. >

We construct indicator variables for sex (male vs. female), age (18 to 34 years vs. 35
years and older), race/ethnicity (white, African American, other race, and Hispanic), primary
substance targeted for treatment (alcohol vs. drugs; we also separately consider opioids: heroin,
non-prescription methadone, oxycodone, and other opioids and synthetics), prior treatment (no
prior treatment vs. any prior treatment), and referral source (criminal justice system vs. all other
referral sources). We find some evidence that post-expansion patients admitted to treatment
programs in expansion states are relatively less likely to be white and less likely to be in
treatment for their first time, relative to the trend in non-expansion states.3!

Patients gaining access to Medicaid may be able access specialty treatment in settings
that may not have been available when they were uninsured. To explore this issue, we estimated
a series of regressions in which we model specialty SUD treatment setting — detoxification, non-

intensive outpatient, intensive outpatient, and inpatient — on Medicaid expansions in Equation (1)

%9 Our data will not ailow us to shed light on whether this phenomenon is driven by providers or patients, however.
*! See Supplementary Tables 11A and 11B.
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using TEDS. We find no evidence that these expansions altered the setting in which patients
receive care.??

Finally, we have estimated the TEDS specialty admission rate and SDUD prescription
medication rate regressions in the insurance and payment state samples. Results are analogous to
our main admissions findings (Table 4A), although the specialty treatment admission rate
coefficient estimated in the payment sample of states is precise, >
7. Discussion

In this study we investigated the effects of recent state-level Medicaid expansions that
occurred under the 2010 Affordable Care Act on substance use disorder (SUD) treatment
utilization. By 2017, 32 states (including DC) expanded income eligibility for Medicaid up to
138% of the federal poverty level, with the majority of states expanding in January 2014. These
expansions targeted populations that previously had little access to insurance in the United
States: low-income, non-elderly childless adults. Moreover, a generous set of SUD services was
a required benefit under these expansions (Beronio, Glied et al. 2014). These services may hold
particular value for the group of individuals that gained insurance coverage through these
expansions as such individuals have elevated SUD prevalence (Busch, Meara et al. 2013).

Although we estimate a moderate size increase in admissions to specialty SUD treatment
after states expanded Medicaid, the coefficient was not statistically significant. Larger changes
in use of these SUD services may also take time because of existing capacity constraints within
the specialty SUD treatment delivery system (Carr, Xu et al. 2008, Buck 201 1): meaning that

providers may initially lack the space to allow additional patients into treatment (Saloner 2017).

32 See Supplementary Table 12.
% See Supplementary Tables 13A and 13B.
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We find that the ACA-related Medicaid expansions substantially changed the insurance
status of treated populations and the financial burden of treatment. Specifically, Medicaid as a
source of insurance increased 13.2 percentage points or 71% (offset mainly by a reduction in the
uninsured) and Medicaid as a source of payment increased 12.9 percentage points or 75% (offset
mainly by reduced spending by states and localities which captures charity care). The reduced
spending by states and localities on safety net treatment can also increase resources available
within constrained public health budgets to address other public health priorities. For patients,
increasing payment by Medicaid can also reduce out-of-pocket spending burden — i.e., a potential
financial relief. Recent research on the ACA Medicaid expansion finds that expansions
improved financial wellbeing and reduced debt in expansion states (Hu, Kaestner et al. 2016,
Sojourner and Golberstein 2017), which is in line with our finding for payment source.

Our TEDS findings can also be compared to other recent studies that have examined how
the coverage and sources of payment changed after Medicaid expansion in other low-income and
safety net settings. Among individuals 19-64 with family incomes less than 138% of the federal
poverty level, post-expansion Medicaid insurance increased by 10.2 percentage points (34%)
while uninsurance declined by 7.4 percentage points (22%) in expanding states relative to non-
expanding states (Wherry and Miller 2016). The share of Medicaid insured patients treated at
community health centers increased by 11.8 percentage points (30%) in 2014 in expansion states
compared to non-expansion states (Cole, Galarraga et al. 2017). Moreover, inpatient hospital
discharges covered by Medicaid increased by 6.2 percentage points (18%) in expansion states
(Nikpay, Buchmueller et al. 2016). While our estimated absolute effect sizes (i.c., percentage
points) are broadly in line with previous studies examining insurance and use of other healthcare

services, our estimated relative effect sizes (i.e., percent) are larger in magnitude. We suspect
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that the larger magnitude of our estimated relative effects is due to the comparatively modest role
Medicaid played in the financing of specialty SUD treatment pre-expansion vs. other healthcare
settings. In expansion states just 19% of patients admitted to specialty SUD treatment held
Medicaid and 17% used Medicaid to pay for treatment in the pre-expansion period (2010-2013).

We find that the volume of prescriptions for medications approved by the Food and Drug
Administration to treat SUDs in outpatient settings reimbursed by Medicaid increased by 43% in
expanding states after the expansion relative to non-expanding states.

The fact that our study find such large increases in Medicaid-reimbursed prescription
drugs could suggest that individuals enrolling under ACA provisions were better able to (or more
willing to) access treatment through a private physician’s office than through specialty treatment
setting. Moreover, these findings suggest that newly enrolled with SUD are able to form
relationships with healthcare providers as the medications that we study require a prescription
from a provider in order to be filled.

Our study is not without limitations. First, because most of the Medicaid expansions
occurred between 2014 and 2016, we are relying on only two years of post-expansion data for all
but the early expanding states. This feature is not unique to our study and instead is a limitation
to all current studies of which we are aware examining Medicaid expansion effects. Second, our
insurance and payment analysis of TEDS relies on just over half the states. Third, while we
study two important forms of SUD treatment (specialty treatment and prescription medications
obtained in outpatient settings), we do not capture all dimensions of SUD treatment. Fourth, the
SDUD allows us to study just one payer (i.e., Medicaid).

Additionally our study, like many other investigations into the effects of ACA-relatéd

Medicaid expansions, does not address other ACA-related changes that may have driven
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enrollment increases. For example, Frean, Gruber et al. (2017) find that ‘woodwork effects’
(previously eligible individuals taking up Medicaid) may have increased Medicaid enrollment
due to greater outreach efforts. Another change occurring under the ACA in all states (not just
expansion states) was a switch to the Modified Adjusted Gross Income (MAG]I) criteria, which
may have resulted in more individuals becoming eligible for coverage under pre-ACA eligibility
categories. If these, or other, changes differentially affected Medicaid enrollment across
expansion and non-expansion states, then our estimates will conflate these effects.

Our findings are both timely and important. While the Trump Administration and many
members of Congress have expressed concern about capacity to treat individuals with SUD
amidst the opioid epidemic,> there have also been serious efforts to repeal core provisions of the
ACA including the Medicaid expansions we study. Proposed repeals of Medicaid expansion
would increase the uninsured rate (Congressional Budget Office 2017b, Congressional Budget
Office 2017a) and individuals with SUDs would be particularly hard hit (Frank and Glied 2017).
Our findings suggest that curtailing Medicaid coverage would impede access to SUD treatment
in specialty settings and in physician offices. Policymakers considering the effects of repealing
or restructuring Medicaid should consider the effects on availability of low-cost SUD treatment.
Our findings also speak to the relevance of Medicaid in state and local budgets—especially since
SUD services are a major expenditure for states and localities. Further evaluation can indicate
whether expanded Medicaid coverage and funding had positive impacts on the health of

populations in SUD treatment, and on the communities in which they reside.

* See for example: hitp://www.pbs.org/newshour/rundown/heres-trumps-new-executive-order-means-opioid-
addiction/ and https://www.capito, senate.gov/news/press-releases/capito-welcomes-recommendations-of-
administrations-drug-abuse-commission- (accessed August 3%, 2017).
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Table 1. State Affordable Care Act (2010) related Medicaid expansions: 2010-2017

State Expansion date
Early expanding states

California 7/1/2011
Connecticut 4/1/2010
District of Columbia 7/1/2010
Minnesota 3/1/2011
New Jersey . 4/14/2011
Washington 1/3/2011
States expanding in 2014

Arizona 1/12014
Arkansas 1/1/2014
Colorado /12014
Delaware 1/1/2014
Hawaii 1/172014
Illinois 1/1/2014
Towa 1/1/2014
Kentucky 1/1/2014
Maryland 1/1/2014
Massachusetts 1/1/2014
Michigan 4/1/2014
Nevada 1/1/2014
New Hampshire 8/15/2014
New Mexico 1/1/2014
New York 1/1/2014
North Dakota 1/1/2014
Ohio /172014
Oregon 1/1/2014
Rhode Island 1/1/2014
Vermont 1/12014
West Virginia 1/1/2014
Late expanding states

Alaska 9/1/2015
Indiana 2/1/2015
Montana 1/1/2016
Louisiana 7/1/2016
Pennsylvania 1/1/2015

Notes: Medicaid expansion dates derived from Kaiser Family Foundation and Sommers et al (2013).
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Table 2. Summary statistics for expansion and non-expansion states: TEDS 2010-2013

Sampl Exg ion states Non-expansion states
Admissions
Admissions per 100,000 non-elderly adults 1062 841

Insurance status (N=68 in expansion states, N=44 in
non-expansion states)*

Private insurance 0.114 0.063
Medicaid insurance 0.186 0.157
Other insurance 0.109 0.077
Uninsured 0.591 0.703

Payment source(N=55 in expansion states, N=39 in
non-expansion states)**

Private insurance 0.087 0.036
Medicaid insurance 0.173 0.083
Self-pay 0.218 0.189
State and ocal government 0.521 0.692
State characteristics

Age 38.20 37.47
Female 0.506 0.507
Male 0.494 0.493
White 0.395 0.400
African American 0.194 0.195
Other race 0.448 0.441
Hispanic 0.113 0.090
Foreign born 0.709 0.723
Less high school 0.080 0.130
High school 0.098 0.057
Some college 0.107 0.075
College degree 0310 0.327
Married 0.297 0.295
Divorced/separated/widowed 0.191 0.195
Never married 0.202 0.183
Urban 0.650 0.561
Rura} 0.350 0.439
Disabled 0.131 0.136
Family income ($) 78429 70646
Unemployment rate 7.880 7.357
Poverty rate 13.77 14.80
Maximum monthly SNAP benefit for a family of 4 ($) 726.7 705.4
Maximum monthty TANF benefit for a family of 4 ($) 608.0 429.4
Democrat governor 0.544 0.205
Prescription drug monitoring program 0.845 0.807
Population 3539540 3724064
N 103 83

Nores: Data are aggregated to the state-year level. The pre-treatment period for early adopting states includes the
years between 2010 and the expanding year.

*States contributing data on insurance status includes the following states: AK, AL, AR, CO, DC, DE, HI, 1A, IL,
IN, KS, KY, MA, MD, ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT.

**States contributing sample on payment includes the following states: AK, AR, CO, DC, HI, IA, ID, KS, KY, MO,
MS, MT, ND, NE, NH, NJ, NV, OH, PA, RI, SC, SD, TX, UT, and VT.
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Table 3A. Parallel trends testing for admissions per 100,000 non-elderly adults: TEDS 2010-2013

Outcome: Ad
Pre-expansion mean in the expansion state group 1062
Treat*time -8.935
(23.105)
N 179

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses. Early expanding states excluded from
the sample.

*xx kx*=gtatistically different from zero at the 1%;5%;10% level.

Table 3B. Parallel trends testing for insurance status: TEDS 2010-2013

Outcome: Private Medicaid Other insurance Uninsured

Pre-expansion proportion in 0.114 0.186 0.109 0.591

the expansion state group

Treat*time 0.001 0.004 0.001 -0.006
(0.005) (0.008) (0.007) (0.011)

N 108 108 108 108

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Insuranee state sample includes the following states: AK, AL, AR, CO, DC, DE, HI, IA, IL, IN, KS, KY, MA, MD,
ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state
level and are reported in parentheses. Early expanding states excluded from the sample.

*rk 8 *=gtatistically different from zero at the 1%;5%;10% level.

Table 3C. Parallel trends testing for payment source: TEDS 2010-2013

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.087 0.173 0.109 0.521
the expansion state group
Treat*time -0.003 -0.010 -0.024 0.037**
(0.005) (0.007) (0.016) 0.017)
N 91 91 91 91

Notes: All models estimated with OLS and contro! for state demographics, state fixed effects, and year fixed effects.
Payment source state sample includes the following states: AK, AR, CO, DC, H, IA, ID, KS, KY, MO, MS, MT,
ND, NE, NH, NJ, NV, OH, PA, R, SC, SD, TX, UT, and VT. Standard errors are clustered at the state level and are
reported in parentheses, Early expanding states excluded from the sample.

*ar ek x=gtatistically different from zero at the 196;5%;10% level.
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Table 4A, Effect of ACA Medicaid expansions on admissions per 100,000 noﬂ-elderly adults: TEDS 2010-
2015

Outcome: Ad
Pre-expansion mean in the expansion state group 1062
DD 83.454
(54.081)
N 299

Notes: All models estimated with OLS and contro] for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.
*hRRx *=statistically different from zero at the 1%;5%;10% level.

Table 4B, Effect of ACA Medicaid expansions on insurance status: TEDS 2010-2015

Outcome: Private Medicaid Other insurance Uninsured

Pre-expansion proportion in 0.114 0.186 0.109 0.591

the expansion state group

DD 0.026 0.132%* 0.009 -0.166%**
(0.016) (0.048) (0.013) (0.034)

N 169 169 169 169

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Insurance state sample includes the following states: AK, AL, AR, CO, DC, DE, HI, IA, IL, IN, KS, KY, MA, MD,
ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state
level and are reported in parentheses.

*xxoek x=statistically different from zero at the 1%;5%;10% level.

Table 4C. Effect of ACA Medicaid expansions on payment source: TEDS 2010-2015

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.087 0.173 0.109 0.521
the expansion state group
DD 0.015 0.129*** -0.029 -0.115%*
(0.012) (0.036) (0.025) (0.045)
N 145 145 145 145

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Payment source state sample includes the following states: AK, AR, CO, DC, HI, IA, ID, KS, KY, MO, MS, MT,
ND, NE, NH, NJ, NV, OH, PA, RL SC, SD, TX, UT, and VT. Standard errors are clustered at the state level and are
reported in parentheses.

ek kxcx=statistically different from zero at the 1%;5%;10% level.
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Table 5. Summary statistics for expansion and non-expansion states in the pre-expansion period: SDUD
2011-2013

Sample: Expansion states Non-expansion states
Prescription medications financed by Medicaid

Prescriptions per 100,000 non-eiderly adults 806 421
State characteristics

Age 38.31 37.56
Female 0.506 0.507
Male 0.494 0.493
White 0.717 0.719
African American 0.081 0.133
Other race 0.091 0.058
Hispanic 0.111 0.090
Foreign born 0.103 0.075
Less high school 0.307 0.324
High school 0.299 0.295
Some college 0.191 0.196
College degree 0.203 0.184
Married 0.393 0.399
Divorced/separated/widowed 0.195 0.196
Never married 0.449 0.442
Urban 0.648 0.564
Rural 0.352 0.436
Disabled 0.134 ‘ 0.137
Family income ($) 78037 70618
Unemployment rate 7.503 7.033
Poverty rate 13.85 14.85
Maximum monthly SNAP benefit for a family of 4 ($) 714.6 698.9
Maximum monthly TANF benefit for a family of 4 ($) 596.6 4228
Democrat governor 0.514 0.127
Prescription drug monitoring program 0.892 0.873
Population 3356365 3717094
N 296 252

Notes: Data are aggregated to the state-quarter level. The pre-treatment period for early adopting states includes the
years between 2011 and the expanding year.

Table 6. Effect of ACA Medicaid expansions on prescription medications financed by Medicaid per 100,000
non-elderly adults: SDUD 2011-2015

Parallel trends

Coefficient estimate: (Treat*time+t) DD
Pre-expansion mean in the expansion state_group 806 806
DD 11.667** 355.984***

(5.135) (109.328)
N 536 1016

Notes: All models estimated with OLS and centrol for state demographics, state fixed effects, and period fixed
effects. Standard errors are clustered at the state level and are reported in parentheses.

+Early expanding states dropped from the analysis sample.

*EX ¥k *=gtatistically different from zero at the 1%;5%;10% level.
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Figure 1. Trends in admissions per 100,000 non-elderly adults: TEDS 2010-2015
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Figure 2. Trends in insurance status: TEDS 2010-2015
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Figure 3. Trends in payment source: TEDS 2010-2015
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Figure 4. Trends in prescription medications financed by Medicaid per 160,000 non-elderly aduits: SDUD
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Appendix Table 1. States missing from TEDS by year 2010-2015

Year States

2010 MS

2011 -

2012 -

2013 -

2014 SC

2015 GA, K8, OR, PA, and SC

Appendix Table 2. TEDS states by sample

Sample States

Insurance sample: N=29 AK, AL, AR, CO, DC, DE, HI, IA, IL, IN, KS, KY, MA, MD, ME, MO,
MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT

Payment sample: N=25 AK, AR, CO, DC, Hi, IA, ID, KS, KY, MO, MS, MT, ND, NE, NH, NJ, NV,

OH, PA, RL, SC, SD, TX, UT, and VT

Notes: All states appear in the admissions sample.

Appendix Table 3. TEDS sample characteristics by sample

Admissions Insurance Payment

Sample: sample sample sample
Age 38.03 37.89 37.74
Female 0.507 0.506 0.504
Male 0.493 0.494 0.496
Hispanic 0.393 0.394 0.395
White 0.194 0.192 0.190
African American 0.451 0.452 0.453
Other race 0111 0.097 0.097
Foreign born 0.698 0.707 0.718
Less high school 0.107 0.105 0.091
High school 0.083 0.0911 0.094
Some college 0.103 0.098 0.092
College degree 0.311 0.308 0.309
Married 0.292 0.291 0.290
Divorced/separated/widowed 0.192 0.191 0.194
Never married 0.205 0.210 0.206
Urban 0.642 0.637 0.581
Rural 0.358 0.363 0419
Disabled 0.133 0.131 0.131
Family income {$} 78037 79557 77921
Unemployment rate 6.999 6.759 6.600
Poverty rate 13.93 13.36 13.45
Maximum monthly SNAP benefit for a family of 4 ($) 694.9 702.5 704.9
Maximum monthly TANF benefit for a family of 4 ($) 5332 536.5 542.2
Democratic governor 0.428 0.450 0.386
Prescription drug monitoring program 0.866 0.811 0.821
Population 3877968 3025529 2697994
N 299 169 145

Notes: Data are aggregated to the state-year level. Insurance state sample includes the following states: AK, AL,
AR, CO, DC, DE, HL, IA, IL, IN, KS, KY, MA, MD, ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN,
TX, and UT. Payment source state sample includes the following states: AK, AR, CO, DC, H, IA, ID, KS, KY,
MO, MS, MT, ND, NE, NH, NJ, NV, OH, PA, RI, SC, SD, TX, UT, and VT.
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Appendix Table 4. Effect of ACA Medicaid expansions on alcohol poisoning and drug-related overdose
deaths per 100,000 non-elderly adults: NVSM 2010-2015

Parailel trends

Coefficient estimate: (treat*time+) DD
Pre-expansion mean in the expansion state group 84 84
DD 0.037 -0.235
(0.058) (0.518)
N 720 1224

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and period fixed
effects. Standard errors are clustered at the state level and are reported in parentheses.

+Early expanding states dropped from the analysis sample.

*rr Rk w=statistically different from zero at the 1%;5%;10% level.
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Appendix Table SA. Event study for admissions per 100,000 non-elderly aduits: TEDS 2010-2015

Outcome: Admissions
Pre-expansion mean in the expansion state group 1062
2010*treat -7.429
(73.793)
2011 *treat -10.706
(58.941)
2012*treat -26.256
(31.902)
2014*treat 55.039
(51.539)
2015%treat 114.827
(72.923)
F-test of joint significance of policy leads (p-value) 0.8578
N 263

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses. The omitted year is 2013. Early
expanding states excluded from the sample.

ek x=statistically different from zero at the 1%;5%;10% level.

Appendix Table 5B, Event study for insurance status: TEDS 2010-2015

Outcome: Private Medicaid Other insurance Uninsured
Pre-expansion proportion in 0.114 0.186 0.109 0.591
the expansion state group
2010*treat -0.011 -0.032 -0.002 0.045
(0.014) (0.038) (0.020) (0.035)
2011 *treat -0.008 -0.031 -0.004 0.043
(0.014) 0.031) 0.021) (0.027)
2012*treat 0.001 -0.015 -0.006 0.019
(0.013) (0.017) (0.013) (0.021)
2014*treat 0.023 0.076 0.018 =0.117%**
(0.018) (0.048) (0.012) (0.037)
2014*treat -0.017 0.165%* 0.032 -0.180%**
(0.026) (0.065) (0.024) (0.054)
F-test of joint significance 0.6515 0.7124 09154 0.4803
of policy leads (p-value)
N 157 157 157 157

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Insurance state sample includes the following states: AK, AL, AR, CO, DC, DE, HL, IA, IL, IN, KS, KY, MA, MD,
ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state
level and are reported in parentheses. The omitted year is 2013. Early expanding states excluded from the sample.
*Rrokx *=statistically different from zero at the 1%;5%;10% level.
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Appendix Table 5C. Event study for payment source: TEDS 2010-2015

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.087 0.173 0.109 0.521
the expansion state group
2010*treat 0.013 0.005 0.063 -0.082
(0.013) (0.032) (0.042) (0.054)
201 1*treat 0.019 -0.005 0.036 -0.050
0.013) (0.034) 0.037) 0.062)
2012*treat 0.009 0.017 0.023 ~0.049
(0.009) (0.030) 0.023) (0.041)
2014*treat 0.013 0.076 0.005 -0.093
(0.010) (0.048) (0.028) (0.057)
2015*treat 0.006 0.154** -0.012 -0.147**
(0.016) (0.062) (0.054) (0.066)
F-test of joint significance 0.5325 0.8641 0.4576 03115
of policy leads (p-value)
N 133 133 133 133

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Payment source state sample includes the following states: AK, AR, CO, DC, HI, IA, ID, KS, KY, MO, MS, MT,
ND, NE, NH, NI, NV, OH, PA, RI, 8C, SD, TX, UT, and VT. Standard errors are clustered at the state level and are
reported in parentheses. The omitted year is 2013. Early expanding states excluded from the sample.

#4xk % t=gatistically different from zero at the 1%6;5%;10% level.
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Appendix Table 5D. Event stady for prescription medications financed by Medicaid: SDUD 2010-2015

Outcome: Prescriptions per 100,000 non-elderly adults
Pre-expansion mean in the expansion state group 806
Treat *2011 Q1 23.260
(98.965)
Treat *2011 Q2 57.486
(111.705)
Treat *2011 Q3 13.170
(109.795)
Treat *2011 Q4 24.571
(97.958)
Treat *2012 Q1 -36.105
(62.803)
Treat *2012 Q2 -14.334
(69.293)
Treat *2012 Q3 -16.088
(75.358)
Treat *2012 Q4 8.701
(72.854)
Treat *2013 Q! 41,583
(40.678)
Treat *2013 Q2 76.230
(48.118)
Treat *2013 Q3 14.219
(22.267)
Treat *2014 Q1 156.076*
(80.437)
Treat *2014 Q2 306.145*
(152.557)
Treat *2014 Q3 499.113%**
(165.335)
Treat *2014 Q4 393.790***
(111.150)
Treat *2015 Q1 438.059***
(128.960)
Treat *2015 Q2 638.525%**
(175.015)
Treat *2015 Q3 618.154%**
(164.769)
Treat *2015 Q4 761.336%**
(193.799)
F-test of joint significance of policy leads (p-value) 0.2834
N 896

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and period fixed
effects. Standard errors are clustered at the state level and are reported in parentheses. The omitted period is 2013
Q4. Early expanding states excluded from the sample.

*Ex*# dstatistically different from zero at the 1%;5%;10% level.
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Appendix 6A. Effect of ACA Medicaid expansions on admissions per 100,000 non-elderly adults using
alternative controls for between state heterogeneity: TEDS 2010-2015
Outcome: Ad
Pre-expansion mean in the expansion state group 1062
Model (1) 83.454
(54.081)
Model (2) 88.942
(58.583)
Model (3) 101.872*
(57.340)
N 299

Notes: All models estimated with OLS. Standard errors are clustered at the state level and are reported in
parentheses. Model (1) controls for state demographics, state fixed effects, and period fixed effects (baseline
model). Model (2) controls for state demographics, state-specific linear time trends, state fixed effects, and year
fixed effects. Model (3) controls for state and year fixed effects.

w0k r=statistically different from zero at the 1%;5%;10% level.

Appendix 6B. Effect of ACA Medicaid expansions on insurance status using alternative controls for between
state heterogeneity: TEDS 2010-2015

Outcome: Private Medicaid Other insurance Uninsured
Pre-expansion proportion in 0.114 0.186 0.109 0.591
the expansion state group
Model (1) 0.026 0.132%* 0.009 -0.166%**
(0.016) (0.048) (0.013) (0.034)
Model (2) 0.021 0.085 0.023 -0.128%**
(0.021) (0.055) (0.016) (0.035)
Model (3) 0.009 0.142%** 0.008 -0,159%%*
(0.013) (0.045) (0.012) (0.039)
N 169 169 169 169

Notes: All models estimated with OLS. Standard errors are clustered at the state level and are reported in
parentheses. Model (1) controls for state demographics, state fixed effects, and period fixed effects (baseline
model). Model (2) controls for state demographics, state-specific linear time trends, state fixed effects, and year
fixed effects. Model (3) controls for state and year fixed effects. Insurance state sample includes the following
states: AK, AL, AR, CO, DC, DE, HI, IA, IL, IN, KS, KY, MA, MD, ME, MO, MT, ND, NE, NH, NJ, NV, OR,
PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state level and are reported in parentheses.
wowk ok =gtatistically different from zero at the 1%;5%;10% level.
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Appendix Table 6C. Effect of ACA Medicaid expansions on payment source using alternative controls for
between state heterogeneity: TEDS 2010-2015

States and

Outcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.087 0.173 0.109 0.521
the expansion state group
Model (1) 0.015 0.129*** -0.029 -0.115%*

(0.012) (0.036) (0.025) (0.045)
Model (2) 0.012 0.117%** -0.021 -0.108*

(0.015) (0.036) (0.038) (0.055)
Model (3) 0.012 0.114%* -0.045 -0.081

(0.013) (0.049) (0.035) (0.051)
N 145 145 145 145

Notes: All models estimated with OLS. Standard etrors are clustered at the state level and are reported in
parentheses. Model (1) controls for state demographics, state fixed effects, and period fixed effects (baseline
model). Model (2) controls for state demographics, state-specific linear time trends, state fixed effects, and year
fixed effects. Model (3) controls for state and year fixed effects. Payment source state sample includes the
following states: AK, AR, CO, DC, HI, IA, ID, KS, KY, MO, MS, MT, ND, NE, NH, NJ, NV, OH, PA, R], SC, SD,
TX, UT, and VT. Standard errors are clustered at the state level and are reported in parentheses.

*RE * *=gtatistically different from zero at the 1%;5%;10% level.

Appendix Table 6D. Effect of ACA Medicaid expansions on prescription medications financed by Medicaid
using alternative controls for between state heterogeneity: SDUD 2011-2015

Outcome: Prescriptions per 100,000 non-elderly adults
Pre-expansion mean in the expansion state_group 806
Model (1) 355.984%%*
(109.328)
Model (2) 137.266%**
(44.641)
Model (3) 354.220**
(139.027)
N 1016

Notes: All models estimated with OLS. Standard errors are clustered at the state level and are reported in
parentheses. Model (1) controls for state demographics, state fixed effects, and period fixed effects (baseline
modef). Model (2) controls for state demographics, state-specific linear time trends, state fixed effects, and period
fixed effects. Model (3) controls for state and period fixed effects. Standard errors are clustered at the state level
and are reported in parentheses,

**¥ ¥k *=statistically different from zero at the 1%;5%;10% level.
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Appendix Table 7A. Effect of ACA Medicaid expansions on admissions per 100,000 non-elderly aduits using
population weights: TEDS 2010-2015
Outcome: Ad
Pre-expansion weighted mean in the expansion state group 1126
DD 23.563
(44.785)
N 299

Notes: All models estimated with OLS and contro for state demographics, state fixed effects, and year fixed effects.
Regressions are weighted by the state non-elderly adult population. Standard errors are clustered at the state level
and are reported in parentheses.

*ER& xk *=statistically different from zero at the 1%;5%;10% level.

Appendix Table 7B. Effect of ACA Medicaid expansions on insurance status using population weights: TEDS
2010-2015
Outcome: Private Medicaid Other insurance Uninsured

Pre-expansion weighted 0.113 0.206 0.126 0.355
proportion in the expansion
state group

DD 0.049%* 0,093+ 0.009 20.150%%x
(0.019) {0.046) 0.018) (0.032)
N 169 169 169 169

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Regressions are weighted by the state non-elderly adult population. Insurance state sample includes the following
states: AK, AL, AR, CO, DC, DE, HI, A, IL, IN, KS, KY, MA, MD, ME, MO, MT, ND, NE, NH, NJ, NV, OR,
PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state level and are reported in parentheses.

*HE R rstatistically different from zero at the 1%;5%;10% level.

Appendix Table 7C. Effect of ACA Medicaid expansions on payment source using population weights: TEDS
2010-2015

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion weighted 0.066 0.157 0.149 0.628
proportion in the expansion
state group
DD 0.030*** 0.152%** -0.014 ~0.167%%*

(0.010) (0.035) 0.022) (0.036)

N 145 145 145 145

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Regressions are weighted by the state non-elderly adult population. Payment source state sample includes the
following states: AK, AR, CO, DC, HL, IA, ID, KS, KY, MO, MS, MT, ND, NE, NH, NJ, NV, OH, PA, Rl, SC, SD
TX, UT, and VT. Standard errors are clustered at the state level and are reported in parentheses.

*Rx* *=statistically different from zero at the 1%;5%;10% level.
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Appendix Table 7D. Effect of ACA Medicaid expansions on prescription medications financed by Medicaid
using population weights: SDUD 2011-2015

Outcome: Prescriptions per 100,000 non-elderly aduits
Pre-expansion weighted mean in the expansion state_group 684
DD 216.381%%%
(80.230)
N 1016

Notes: All models estimated with OLS and control for state demographics, state-specific linear time trends, state
fixed effects, and period fixed effects. Regressions are weighted by the state non-elderly aduit population. Standard
errors are clustered at the state level and are reported in parentheses.

*Ak &% egtatistically different from zero at the 1%:5%;10% level.

Appendix Table 8A. Effect of ACA Medicaid expansions on admissions per 100,000 non-elderly aduits
excluding criminal justice system referrals: TEDS 2010-2015
Outcome: Admissions
Pre-expansion mean in the expansion state group 702
DD 62.437
(41.570)
N 299

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.
*xxokk *=statistically different from zero at the 1%;5%;10% level.

Appendix Table 8B. Effect of ACA Medicaid expansions on insurance status excluding criminal justice
system referrais: TEDS 2010-2015

Outcome: Private Medicaid Other insurance Uninsured

Pre-expansion proportion in 0.111 0.208 0.115 0.566

the expansion state group

DD 0.036* 0.136** -0.004 -0.169%**
(0.018) (0.053) (0.017) (0.034)

N 169 169 169 169

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and vear fixed effects.
Insurance state sample includes the following states: AK, AL, AR, CO, DC, DE, HI, 1A, IL, IN, XS, KY, MA, MD,
ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state
level and are reported in parentheses.

*H* x4 *k=gtatistically different from zero at the 1%;5%;10% level.

Appendix Table 8C, Effect of ACA Medicaid expansions on payment source excluding criminal justice system
referrais: TEDS 2010-2015

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.0975 0.191 0.190 0.522
the expansion state group
DD 0.020 0.146%%* -0.033 -0.1334%*
(0.018) (0.039) (0.023) (0.046)
N 140 140 140 140

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Payment source state sample includes the following states: AK, AR, CO, DC, HI, IA, 1D, KS, KY, MO, MS, MT,
ND, NE, NH, NJ, NV, OH, PA, RI, SC, SD, TX, UT, and VT. Standard errors are clustered at the state level and are
reported in parentheses.

*Hk ko *=statistically different from zero at the 1%;5%;10% level,
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Supplementary tables for Maclean & Saloner (2017)

Supplementary Table 1A. Effect of ACA Medicaid expansions on admissions per 100,000 non-elderly adults
using the balanced panel of states: TEDS 2010-2015
O me: Admi
Pre-expansion mean in the expansion state group 1058
DD 104.411*
(53.615)
N 270

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Excluded states include: GA, MS,0OR, PA, and SC. Standard errors are clustered at the state level and are reported
in parentheses.

Hkokk x=statistically different from zero at the 1%;5%;10% level.

Supplementary Table 1B. Effect of ACA Medicaid expansions on insurance status using the balanced panel of
states: TEDS 2010-2015

Outcome: Private Medicaid Other insurance Uninsured

Pre-expansion proportion in 0.116 0.200 0.081 0.602

the expansion state group

DD 0.027* 0.113** 0.018 -0.158***
(0.016) (0.048) (0.012) (0.035)

N 150 150 150 150

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Excluded states include: GA, MS, OR, PA, and SC. Insurance state sample includes the following states: AK, AL,
AR, CO,DC, DE, HI, IA, IL, IN, KS, KY, MA, MD, ME, MO, MT, ND, NE, NH, NJ, NV, SD, TN, TX, and UT.
Standard errors are clustered at the state level and are reported in parentheses.

*rx ok * x=statistically different from zero at the 1%;5%;10% level.

Supplementary Table 1C. Effect of ACA Medicaid expansions on payment source using the balanced panel of
states: TEDS 2010-2015

States and
QOutcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.089 0.171 0237 0.503
the expansion state group
DD 0.010 0.135%%* -0.028 -0.118**
(0.014) (0.033) (0.029) (0.048)
N 126 126 126 126

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Excluded states include: GA, MS, OR, PA, and SC. Payment source state sample includes the following states: AK,
AR, CO, DC, H], 1A, ID, KS, KY, MO, MT, ND, NE, NH, NJ, NV, OH, Rl, SD, TX, UT, and VT. Standard errors
are clustered at the state level and are reported in parentheses.

*H* Rk *=statistically different from zero at the 1%;5%;10% level.
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Supplementary Table 2. Effect of ACA Medicaid expansions on prescription medications financed by
Medicaid per 100,000 non-eiderly aduits: SDUD 2010-2015

Outcome: Prescriptions

Pre-expansion mean in the expansion state_group 734

DD 346.213***
(105.640)

N 1220

Notes: All models estimated with OLS and contro] for state demographics, state fixed effects, and period fixed
effects. Standard errors are clustered at the state level and are reported in parentheses.
*rE ¥k *=gtatistically different from zero at the 1%0;5%;10% level.

Supplementary Table 3. Effect of ACA Medicaid expansions on prescription medications financed by
Medicaid per 100,000 non-elderly adults excluding five states with odd missing data patterns: SDUD 2011~
2018

Outcome: Prescriptions

Pre-expansion mean in the expansion state_group 840

DD 414.056***
(115.276)

N 920

Notes: All models estimated with OLS and contro} for state demographics, state fixed effects, and period fixed
effects. States with odd missing data patterns include: AZ, HI, OH, RI, and VA. Standard errors are clustered at the
state level and are reported in parentheses.

*hk o *x *=statistically different from zero at the 1%;5%;10% level.

Supplementary Table 4. Effect of ACA Medicaid expansions on prescription medications financed by
Medicaid per 100,000 non-elderly adults aggregating the data to the annual level: SDUD 2011-2015

Outcome: Prescriptions

Pre-expansion mean in the expansion state_group 3222

DD 1559.263%**
(540.162)

N 254

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.
*EE-*x *=gtatistically different from zero at the 1%;5%;10% level.

Supplementary Table 5. Effect of ACA Medicaid expansions on the probability of missing data: SDUD 2011-
2015

Outcome: Prob(missing data)

Pre-expansion proportion in the expansion state_group 0.133

Expansion state 0.263
(0.438)

N 51

Notes: States with odd missing data patterns include: AZ, HI, OH, RI, and VA. Data are aggregated to the state-level
(outcome is fixed within state over the study period). All models estimated with and OLS and control for state
demographics. Standard errors are clustered at the state level and are reported in parentheses.

Rk kK *statistically different from zero at the 1%;5%;10% level.
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Supplementary Table 6A. Effect of ACA Medicaid expansions on admissi per 100,000 non-elderly adults
using alternative expansion coding sch : TEDS 2010-2015
Qutcome: Admi
Pre-expansion mean in the expansion state group 1011
Maclean et al (2017) 69.258
(58.601)
N 299
Pre-expansion mean in the expansion state group 912
Wherry & Miller (2016) exclusions + 49.724
(56.821)
N 269

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.

+Excluded states include: DC, DE, MA, NY, and VT.

*Hxoxk *=gtatistically different from zero at the 1%;5%;10% level.

Supplementary Table 6B. Effect of ACA Medicaid expansions on insurance status using alternative expansion
coding schemes: TEDS 2010-2015

QOutcome: Private Medicaid Other insurance Uninsured
Pre-expansion mean in the 0.127 0.164 0.096 0612
expansion state group
Maclean et al (2017) 0.017 0.168*** 0.006 -0, 191***
(0.017) (0.042) (0.013) (0.032)
N 169 169 169 169
Pre-expansion mean in the 0.119 0.161 0.116 0.604
expansion state group
Wherry & Miller (2016) 0.035* 0.140** 0.012 <0.187***
exclusions + (0.018) (0.050) (0.013) (0.036)
N 151 151 151 151

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Insurance state sample includes the following states: AK, AL, AR, CO, DC, DE, HI, 1A, IL, IN, KS, KY, MA, MD,
ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT. Standard errors are clustered at the state
level and are reported in parentheses.

+Excluded states include: DC, DE, MA, NY, and VT.

*H¥ #* k=statistically different from zero at the 1%;5%;10% level.
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Supplementary Table 6C. Effect of ACA Medicaid expansions on payment source using alternative expansion
coding schemes: TEDS 2010-2015

States and

Qutcome: Private Medicaid Self-pay localities
Pre-expansion mean in the 0.087 0.127 0.247 0.539
expansion state group
Maclean et al (2017) 0.007 0.129%** -0.033 -0.103**

(0.011) (0.041) (0.028) (0.046)
N 145 145 145 145
Pre-expansion mean in the 0.082 0.137 0.232 0.548
expansion state group
Wherry & Miller (2016) 0.026** 0.140%+* -0.026 <0.341¥**
exclusions + (0.010) (0.037) (0.027) (0.046)
N 133 133 133 133

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Payment source state sample inciudes the following states: AK, AR, CO, DC, HI, IA, ID, KS, KY, MO, MS, MT,
ND, NE, NH, NJ, NV, OH, PA, R1, SC, SD, TX, UT, and VT. Standard errors are clustered at the state level and are
reported in parentheses.

+Excluded states include: DC, DE, MA, NY, and VT.

*xx e x=gtatistically different from zero at the 1%;5%;10% level.

Supplementary Table 6D. Effect of ACA Medicaid expansions on prescription medications financed by

Medicaid per 100,000 non-elderly adults using alternative exg ion coding schemes: SDUD 2011-2015
OQutcome: Prescriptions
Pre-expansion mean in the expansion state group 539
Maclean et al (2017) 257.462%*

(118.055)
N 1016
Pre-expansion mean in the expansion state group 558
Wherry & Miller (2016) exclusions + 306.951%**

(103.793)
N 916

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and period fixed
effects. Standard ervors are clustered at the state level and are reported in parentheses.

+Excluded states include: DC, DE, MA, NY, and VT.

*xk wk *=statistically different from zero at the 1%;5%;10% level.
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Supplementary Table 7A. Effect of ACA Medicaid expansions on insurance status using alternative missing-

ness thresholds: TEDS 2010-2015

Qutcome: Private Medicaid Other insurance Uninsured
Pre-expansion proportion in 0.119 0.195 0.111 0574
the expansion state group

No more than 15% missing 0.007 0.188*** 0.006 -0.202%**
in any year (0.015) (0.052) (0.017) {0.038)
N 133 133 133 133
Pre-expansion proportion in 0.114 0.186 0.109 0.591
the expansion state group

No more than 35% missing 0.021 0.127** -0.014 ~0.134%**
in any year (0.017) (0.046) {0.030) (0.046)
N 180 180 180 180

Notes: All models estimated with OLS and contro! for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.
*rx *r *=statistically different from zero at the 1%;5%;10% level.

Supplementary Table 7B. Effect of ACA Medicaid expansions on payment source using alternative missing-

ness thresholds: TEDS 2010-2015

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion proportion in 0.087 0.173 0.218 0.521
the expansion state group
No more than 15% missing 0.014 0.134%+* -0,034 -0.114%>
in any year (0.013) (0.034) (0.026) (0.045)
N 140 140 140 140
Pre-expansion proportion in 0.081 0.176 0.199 0.544
the expansion state group
No more than 35% missing 0.013 0. 114%»* -0.024 -0.103**
in any year 0.011) (0.034) (0.024) (0.041)
N 157 157 157 157

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.
*xA wk *=statistically different from zero at the 1%;5%;10% level.
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Supplementary Table 8. Conditional-on-positive analysis for insurance status and payment source: TEDS
2010-2015

Missing < 25% Missing < 25%
Outcome: insurance status payment source
Pre-expansion proportion in the expansion state 0.670 0.602
group
DD 0.053 0.027
(0.059) (0.035)
N 299 299

Notes: Outcome is indicator variable coded one if a state has >25% missing information in a given year, zero
otherwise. We have also estimated comparable models in which the outcome is the share missing insurance and
payment information. Results are similar and available on request. All models estimated with OLS and control for
state demographics, state fixed effects, and year fixed effects. Standard errors are clustered at the state level and are
reported in parentheses.

xRk kx *=statistically different from zero at the 1%;5%;10% level.

Supplementary Table 9A. Effect of ACA Medicaid expansions on insurance status using the wild-cluster
bootstrap for inference: TEDS 2010-2015

Outcome: Private Medicaid Other insurance Uninsured

Pre-expansion proportion in 0.114 0.186 0.109 0.591

the expansion state group

DD 0.027 0.120%*+* 0.016 -0.163%**
(1.459) (3.141) (1.040) (-4.197)

N 169 169 169 169

Notes: Al models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Insurance state sample includes the following states: AK, AL, AR, CO, DC, DE, H], IA, IL, IN, KS, KY, MA, MD,
ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, 8C, 8D, TN, TX, and UT. zstatistics are calculated using a wild
cluster bootstrap following Cameron et al (2015) and are reported in parentheses.

*kok* *=statistically different from zero at the 1%;5%;10% level.

Supplementary Table 9B. Effect of ACA Medicaid expansions on payment source using the wild-cluster
bootstrap for inference: TEDS 2010-2015

States and
Outcome: Private Medicaid Self-pay localities
Pre-expansion praoportion in 0.087 0.173 0.109 0.521
the expansion state group
DD 0.030%** 0,137%** -0.015 -0.153%**
(2.573) (2.836) (-0.494) (-2.700)
N 145 145 145 145

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and year fixed effects.
Payment source state sample includes the following states: AK, AR, CO, DC, HI, 1A, ID, KS, KY, MO, MS, MT,
ND, NE, NH, NJ, NV, OH, PA, RI, SC, SD, TX, UT, and VT, f-statistics are calculated using a wild cluster
bootstrap following Cameron et al (2015) and are reported in parentheses.

*rk % *=statistically different from zero at the 1%;5%;10% level.
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Supplementary Table 10. Effect of ACA Medicaid expansions on prescription medications financed by
Medicaid reimbursements per 100,000 non-elderly aduits: SDUD 2011-2015

Total Medicaid Non-Medicaid
Outcome: reimbursements reimbursements reimbursements
Pre-expansion mean in the expansion $109,861 $108,348 $1,513
state_group
DD $38,369*** $38,568*** -$199.013
(13940.659) (13916.604) (168.124)
N 1016 1016 1016

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and period fixed
effects, Standard errors are clustered at the state level and are reported in parentheses.
rEx k¥ x=statistically different from zero at the 1%;5%;10% level,

Supplementary Table 11A. Effect of ACA Medicaid expansions on exogenous patient characteristics: TEDS
2010-2015

35+ African Other

Outcome: Male years White American race Hispani
Pre-expansion 0.646 0.448 0.676 0.123 0.103 0.100
mean in the
expansion state
group
DD 0.005 0.003 -0.016** 0.003 0.009 0.004

(0.006) (0.006) (0.007) (0.004) (0.006) (0.005)
Observations 299 299 299 299 299 299

Notes: All models estimated with OLS and contro} for state demographics, state fixed effects, and year fixed effects.
Standard errors are clustered at the state level and are reported in parentheses.
*rxoex r=statistically different from zero at the 1%;5%:;10% level.

Supplementary Table 11B. Effect of ACA Medicaid expansions on endog patient characteristics: TEDS
2010-2015
Drug primary Opioid primary No prior Criminal justice
Outcome: substance substance admission system referral
Pre-expansion mean in 0.576 0.289 0387 0.357
the expansion state :
group
DD -0.001 0.009 -0.031** 0.002
0.011) (0.014) (0.014) (0.013)
Observations 299 299 293+ 299

Notes: All models control for state demographics, state fixed effects, and year fixed effects. Standard errors are
clustered at the state level and are reported in parentheses.

-l—There is some missing data for the referral source item, thus we have a smaller sample size for this outcome.
*EE KK % = gtatistically different from zero at the 1%4,5%,10% level.
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Supplementary Table 12. Effect of ACA Medicaid expansions on treatment setting: TEDS 2010-2015

Non-intensive Intensive

Outcome: Detoxification outpatient outpatient Residential
Pre-expansion mean in 0.192 0.544 0.122 0.143
the expansion state
group
DD -0.013 -0.009 0.009 0.013

(0.018) (0.020) (0.012) (0.011)
Observations 299 299 299 299

Notes: All models control for state demographics, state fixed effects, and year fixed effects.
clustered at the state level and are reported in parentheses.
*k xk % = statistically different from zero at the 1%,5%,10% level.

Standard errors are
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Supplementary Table 13A. Effect of ACA Medicaid expansions on admissions per 100,000 non-elderly adults
using the TEDS insurance and payment samples of states: TEDS 2010-2015

Sample: Insurance states Payment states

Pre-expansion mean in the expansion state 1028 1045

group

DD 94.746 192.067**

(87.593) (88.305)
N 169 145

Notes: The outcome variable is the number of admissions per 100,000 non-elderly adults. All models estimated with
OLS and control for state demographics, state fixed effects, and year fixed effects. Insurance state sample includes
the following states: AK, AL, AR, CO, DC, DE, Hl, IA, IL, IN, KS, KY, MA, MD, ME, MO, MT, ND, NE, NH,
NI, NV, OR, PA, SC, SD, TN, TX, and UT. Payment source state sample includes the following states: AK, AR,
CO, DC, HI, IA, ID, KS, KY, MO, MS, MT, ND, NE, NH, NI, NV, OH, PA, RI, SC, SD, TX, UT, and VT.
Standard errors are clustered at the state level and are reported in parentheses.

*rk xx *=gtatistically different from zero at the 1%;5%;10% level.

Supplementary Table 13B. Effect of ACA Medicaid expansions on prescription medications financed by
Medicaid per 100,000 non-elderly adults using the TEDS insurance and payment samples of states: SDUD
2011-2015

Sample: Insurance states Payment states

Pre-expansion mean in the expansion state_group 572 839

DD 255.108** 384.816%*
(105.003) (147.944)

N 576 496

Notes: All models estimated with OLS and control for state demographics, state fixed effects, and period fixed
effects. Insurance state sample includes the following states: AK, AL, AR, CO, DC, DE, HI, IA, IL, IN, KS, KY,
MA, MD, ME, MO, MT, ND, NE, NH, NJ, NV, OR, PA, SC, SD, TN, TX, and UT. Payment source state sample
includes the following states: AK, AR, CO, DC, H, IA, ID, KS, KY, MO, MS, MT, ND, NE, NH, NI, NV, OH, PA,
RL, SC, SD, TX, UT, and VT. Standard errors are clustered at the state level and are reported in parentheses.

*rk ek x=statistically different from zero at the 1%;5%;10% level.
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STAT

Has Medicaid’s expansion fueled the opioid
epidemic? New GOP theory is challenged

By Associated Press

August 31, 2017

Applewhite/4P

WASHINGTON — An intriguing new theory is gaining traction among
conservative foes of the Obama-era health law: Its Medicaid expansion to low-

If true, that would represent a shocking outcome for the Affordable Care Act.
But there’s no evidence to suggest that’s happening, say university researchers
who study the drug problem and are puzzied by such claims. Some even say

Medicaid may be helping mitigate” the consequences of the epidemic.
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Circulating in conservative media, the Medicaid theory is bolstered by a private
analysis produced by the Health and Human Services Department for Sen. Ron
Johnson (R-Wis.) The analysis says the overdose death rate rose nearly twice as
much in states that expanded Medicaid compared with states that didn’t.

Independent experts say the analysis misses some crucial facts and skips
standard steps that researchers use to rule out coincidences.

Johnson has asked the agency’s internal watchdog to investigate, suggesting that
unscrupulous individuals may be using their new Medicaid cards to obtain large
quantities of prescription painkillers and diverting the pills to street sales for
profit. Diversion of pharmacy drugs has been a long-standing concern of law
enforcement.

“These data appear to point to a larger problem,” Johnson wrote. “Medicaid
expansion may be fueling the opioid epidemic in communities across the
country.” He stopped just short of fingering Medicaid, saying more research is
needed.
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3

Poputar this hour *
Alex Azar, Trump’s HHS nominee, savs addressing drug prices would be his top priority 3

But if anything, university researchers say Medicaid seems to be doing the
opposite of what conservatives allege.

“Medicaid is doing its job” by increasing treatment for opioid addiction, said
Temple University economist Catherine Maclean, who recently published a
paper on Medicaid expansion and drug treatment. “As more time passes, we
may see a decline in overdoses in expansion states relative to nonexpansion
states.”

Johnson is a conservative opponent of Obamacare who backed GOP efforts to
curtail the Medicaid expansion. Wisconsin officials have urged him to push for
changes in the health law to ensure the state wouldn’t be penalized for rejecting
federal dollars to expand Medicaid.
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Trump administration officials, including Health Secretary Tom Price and
Seema Verma, head of the Centers for Medicare and Medicaid Services, have
strongly criticized Medicaid, saying the program doesn’t deliver acceptable
results.

Price’s agency would not answer questions about the analysis for Johnson, and
released a statement instead.

“Correlation does not necessarily prove causation, and additional research is
required before any conclusions can be made,” the statement said.

Translation: Just because something happens around the same time as
something else, you can’t assume cause and effect. The statement said the
administration is committed to fighting the opioid crisis.

Medicaid is a federal-state program that covers more than 70 million low-
income people, from newborns to elderly nursing home residents and the
disabled. Thirty-one states have expanded Medicaid to serve able-bodied adults,
while 19 have not. The expansion went into effect in January, 2014, and the
most recent national overdose death numbers are for 2015.

That leaves researchers with just a small slice of data. Both sides agree more
research is needed.

Still, some patterns are emerging.

Prescriptions for medications used to treat opioid addiction in outpatient settings
increased by 43 percent in Medicaid expansion states compared with states that
didn’t expand, according to Maclean’s research with Brendan Saloner of Johns
Hopkins Bloomberg School of Public Health. That indicates Medicaid is paying
for treatment.

Maclean and Saloner also found another piece of the puzzle: Overdose death
rates were higher to begin with in states that expanded Medicaid.
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That’s important because it suggests that drug problems may have contributed
to state decisions to expand Medicaid. States such as Ohio with high overdose
rates might have wanted to leverage more federal money to help fight addiction.

Maclean and Saloner looked at deaths from overdoses and fatal alcohol
poisoning from 2010-2015, starting well before the Medicaid expansion. The
HHS analysis for Sen. Johnson missed that underlying trend because it started
with 2013 data.

When Gov. John Kasich (R-Ohio) talks about why he expanded Medicaid, “it
has a lot to do with mental health and substance use disorders,” said Republican
labor economist Craig Garthwaite of Northwestern University’s Kellogg School
of Management.

Garthwaite finds the claim that Medicaid expansion fueled drug deaths
“fundamentally flawed.”

Still another problem with the Medicaid theory is that it lumps all drug
overdoses together. But illicit drugs — heroin and fentanyl ~— have been driving
surges in deaths since 2010. A Medicaid card doesn’t provide access to illegal
drugs.

“It’s worrisome because this is the type of numerical evidence that’s used to
propose bad policy,” Garthwaite said.

Maclean, who reviewed the HHS analysis, said it seemed to rely on raw
numbers without controlling for a range of differences among states, a standard
technique.

Some researchers see hints that Medicaid expansion may be helping to mitigate
the overdose epidemic.

Vanderbilt University economist Andrew Goodman-Bacon and Harvard’s
Emma Sandoe drilled down to the county level in an informal analysis. From
2010 through 2015, counties with the largest insurance coverage gains
experienced smaller increases in drug-related deaths than counties with smaller
coverage gains.
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More research is needed to provide conclusive evidence.

Relying on faulty research is “dangerous,” said Maclean. “It can lead to bad
policies and people’s lives are at stake here.”

— Carla K. Johnson and Ricardo Alonso-Zaldivar

About the Author

Associated Press
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January 10, 2018
To: Intetested Parties
From: Center on Budget and Policy Priorities

RE: Medicaid Expansion Helps People With Substance Use Disorders Get Treatment;
Research Shows No Causal Link Between Addiction and Medicaid Expansion

The Senate Homeland Security & Governmental Affairs Committee will hold a hearing on
Wednesday, January 17, 2018, titled “Unintended Consequences: Medicaid and the Opioids
Epidemic.” Several Republican members of Congtess, including Chairman Ron Johnson, have
suggested that Medicaid expansion is fueling the opioid epidemic by giving newly eligible adults
access to prescription opioid medications. There is no evidence to support this claim. To the
contrary, Medicaid expansion is a critical lifeline for people with substance use disorders, research
shows. As Ohio Govemort John Kasich noted, “Thank God we expanded Medicaid because that
Medicaid money is helping to rehab people.”

Research Shows No Link Between Medicaid Expansion and Increased Opioid Addiction

Proponents of the view that expansion increased opioid addiction point to a tise in opioid-telated
deaths in states that expanded Medicaid relative to non-expansion states. However, while opioid
deaths have incteased nationally in tecent years, these trends predate the ACA. In fact, the counties
with the largest Medicaid expansion coverage gains actually experienced smaller incteases in drug-
related mortality than counties with smaller coverage gains. Moreover, while Medicaid beneficiaries
do fill more opioid prescriptions than the general population, this reflects Medicaid beneficiaries’
highet levels of disability and chronic illness.?

In 2008, Oregon expanded Medicaid to adults who had previously been ineligible for coverage.
However, the state didn’t have enough funding to fully expand coverage, so they selected a limited
group of individuals through a random lottery. This expansion allowed for a tandomized conttolled
trial to compare the use of opioids between the newly covered gtoup and a comparable group of
uninsured adults. This rigorous study found a neat-zero effect of Medicaid expansion on use of
opioids, demonstrating that Medicaid coverage did #o# cause an increase in opioid use. However, the
authors found a positive and nearly statistically significant effect of Medicaid on use of opioid
treatment. The study also found that Medicaid coverage essentially eliminated the misuse of
prescnptlon medications that wete originally prescribed to someone else, which can pose serious
safety risks.’

! Jo Ingles, “Gov. Kasich Credits Medicaid Expansion For Helpmg Ohlo Flght Drug Abuse Problem - Stateshouse New
Bureau, January 4, 2017, http: X di

abuse:problem

2 Andrew Goodman-Bacon and Emma Sandoe, “Did Medicaid Expansion Cause the Opioid Epidemic? There’s Little
Evidence That It Did.,” Health Affairs, August 23, 2017,
https:/ /www.healthaffairs.org/ action/showDoPubSecure?doi=10.1377%2Fhblog20170823.0616408 format=full.

? Katherine Baicker ¢f a/, “The Effect of Medicaid on Medication Use Among Poor Adults: Evidence From Oregon,”
Health Affairs, December 2017, https:/ /www.healthaffairs.org/ doi/pdf/10.1377 /hlthaff.2017.0925.
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Conttary to conservative claims, the main drivers of recent spikes of overdose deaths ate non-
preseription opioids, such as heroin and fentanyl, not the prescription drugs that Medicaid covers.
Deaths due to presctiption opioids have actually leveled off since 2011, national Centers for Disease
Control and Prevention data show.” Across the nation, the number of hospitalizations related to
presctiption opioid overdoses fell between 2011 and 2014, preliminary reseatch shows.* Meanwhile,
hetoin overdose-related hospitalizations rose in all regions.

Is true that Medicaid beneficiaties, like people with ptivate insurance, sometimes use their
coverage fraudulently to obtain and distribute opioids. That’s why state Medicaid programs have
databases to track opioid prescriptions to combat fraud and abuse. The ACA also included built-in
safeguards, such as the requirement that Medicaid payments be immediately suspended when there
is a credible allegation of fraud against a provider.® Providers who are terminated by Medicare can
also be terminated from Medicaid and the Children’s Health Insurance Program.’

Medicaid Expansion Has Expanded Access to Needed Substance Use Disorder Treatment

Rather than increasing opioid use, Medicaid expansion has significantly expanded access to
substance use disorder (SUD) treatment. Expansion states have reduced the unmet need for the
treatment of substance use disorders by 18 percent.® All state Medicaid programs cover at least one
medication assisted treatment (MAT), and the Medicaid expansion has provided health coverage to
an estimated 99,000 people with an opioid use disorder.’

A recent Government Accountability Office (GAO) report looking at four expansion states—
West Virginia, Iowa, New York, and Washington. found that expansion has been critically
important for low-income adults.  In particular, GAO found that a large share of newly enrolled
beneficiaries used mental health or substance use disorder treatment in 2014. Between 20 and 34

4 Centers for Disease Control and Prevennon “Overdose Deaths Involvmg Oploxds > 2016,
hups: .cdc.gov/drugoverdos 2 a m it

5 Jack Unick, Sarah Mars, and Daniel Ciccarone, “Heroin in Transision: US Regional Differences in the Opioid Pill and
‘Heroin’ Overdose Epidemics,” National Rx Drug Abuse & Heroin Sumrmt
; .d cloud. A

6 Centers for Medicare & Medicaid Services, “Partners in Integrity: What Is a Prescriber’s Role in Preventing the
Diversion of Prescription Drugs?” January 2014, https://www.cms.gov/medicare-medicaid-coordination/ fraud-
prevention/medicaid-integrity-education/ provider-education-toolkits/downloads/ prescriber-role-drugdiversion.pdf.

7 Centers for Medicare & Medicaid Services, “Affordable Care Act Program Integrity Provisions - Guidance to States -~
Section 6501 - Termination of Provider Participation \mder Medicaid if Termmated \mder Medicate or other State Plan,”
May 31, 2011, :

8 Department of Health and Human Services, Assistant Sectetary for Planning and Evaluation, “Continuing Progtess on
the Opll)ld Epidemic: The Role of the Affordable Care Act, ”January 11, 2017,
] aspe.hhs.gov/system/ files/pdf; b ioid.

? Testimony of Richard G. Frank Before the Joint Fconomic Committee Hearing; Economic Aspects of the Opioid
Crsis, June 8, 2017, https:/ /www.jec.senate.gov/public/_cache/ files/3f089%ec3-3765-44e7-2612-cbfaa765232b/dr.~
frank---testimony.pdf.

10 U.S. Government Accountability Office, “Medicaid Expansion: Behavioral Health Treatment Use in Selected States in
2014,” June 22, 2017, https://www.gao.gov/products/ GAQ-17-529,
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percent of Medicaid expansion beneficiaries used behavioral health services in the four states,
including psychotherapy, diagnostic services, and prescription drugs to treat a mental health or
substance use disorder.

State officials interviewed by GAO credited the expansion with increased access to behavioral
health treatment. Officials in West Vitginia, Iowa, and Washington said that expansion beneficiaries
likely had greater access to care after enrolling in Medicaid. (New York covered poor and low-
income adults before 2014 and, therefore, saw less of a change in access to cate.) West Vitginia
officials reported a higher use of MAT for substance use disorders among newly eligible
beneficiaries, noting that the state’s charity care program on which uninsured residents relied before
the expansion doesn’t pay for behavioral health prescription drugs. Uninsured individuals may have
“relied on family members or may have sold personal belongings to afford theit medications” prior
to expansion, West Virginia officials said.

The GAO report underscores the importance of comprehensive coverage for people with
behavioral health conditions. Between 42 and 57 percent of expansion enrollees with a behavioral
health diagnosis had an emergency room visit, compared to 13 to 32 percent of enrollees without
such a diagnosis. However, the vast majority (between 81 and 92 percent) of visits wete not mainly
due to their mental health or substance use disorder. That’s likely because people with behavioral
health conditions also tend to have other complex health needs. Medicaid’s comprehensive
coverage provides treatment and cate management, and many states have heightened theit efforts to
coordinate care for people with multiple physical and behavioral health conditions, in contrast to the
patchwotk of uncoordinated care typically available to the uninsured.
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Causality, Stories, Medicaid, and Opioids
Andrew Goodman-Bacon, Assistant Professor of Economics, Vanderbilt University
Emma Sandoe, doctoral candidate, Harvard University

Executive Summary

The Homeland Security and Governmental Affairs (HSGAC) Committee’s majority report,
“Drugs for Dollars: How Medicaid Helps Fuel the Opioid Epidemic”, claims that Medicaid
causes its recipients to commit fraud in order to obtain opioids- and drives up drug-related
mortality rates. The majority points out that drug deaths have grown more quickly in expansion
states than non-expansion states and that, out of 298 cases of opioid-related Medicaid fraud, most
occurred in expansion states and since the expansion date, 2014, We argue that this evidence
fails to support the claim that Medicaid expansion itself causes these problems.

Recent changes in drug-related mortality have been due to the wrong drugs, have come at the
wrong time, and have been in the wrong places to be due to the expansion of Medicaid.

1. Opioid addiction increasingly begins with non-prescription drugs such as heroin, and
recent increases in drug deaths are almost entirely due to non-prescription opioids.
Medicaid does not supply these drugs.

2. Drug deaths began increasing in expansion states in 2010, four years before the
expansion started, which cannot be due to Medicaid expansion.

3. Drug deaths have risen the most in the areas least affected by the Medicaid expansion.

4. An experiment in Oregon in which adults were randomly granted Medicaid eligibility
showed no increase in opioid prescription rates.

Medicaid fraud has grown because Medicaid has grown. not because fraud is a large problem,

1. Most Medicaid fraud cases occur in expansion states because most Medicaid recipients
live in expansion states, and most Medicaid fraud cases have occurred since expansion
because the number of Medicaid recipients has grown since 2014.

2. In 2016, just one percent of one percent of adult Medicaid beneficiaries were convicted
of fraud—Iless than half the rate for the average adult in Wisconsin.

3. Medicaid fraud rates did not change after the Affordable Care Act’s Medicaid expansion.

Despite the majority report’s acknowledgement that “there are many causes to the opioid
epidemic”, it makes strong claims about Medicaid’s role in causing opioid abuse. Strong claims
require strong evidence. The report, however, fails to support the claims that Medicaid caused
the opioid epidemic.

Nevertheless, Medicaid can play a central role in combatting the opioid epidemic. Future
discussions should focus on ways that Medicaid’s existing infrastructure can improve
prescribing, and connect recipients to evidence-based treatments for opioid addiction. Medicaid
serves many Americans suffering from or at risk of opioid abuse, and it holds the potential to
stem this costly and devastating health crisis.
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Statement for the Record

We are two researchers who study the Medicaid program and how it affects its recipients. Given
recent claims that Medicaid causes opioid abuse we sought to review the evidence and data. We
are writing today to offer our expert opinions on these issues.

What does the majority’s report ask?

The majority report and prepared remarks clearly assert that Medicaid causes opioid abuse.!
Page one asks, “what if one of the contributing causes is connected to federal spending itself?”
Senator Johnson claimed in his opening remarks that Medicaid is, “certainly a contributing factor
that maybe enables something that shouldn’t be enabled”, warned that “we must not ignore the
growing evidence that one of the contributing causes appears to be connected to federal spending
itself.” The executive summary reiterates these claims, arguing that, “new data suggest that the
ACA Medicaid expansion may be making the opioid epidemic even worse” (pg. 2) and
concluding that, “expanding the program—particularly to people most susceptible to abuse—
could worsen the problem” (pg. 4).

What evidence does the majority’s report present?

Senator Johnson’s past investigations and this committee’s majority report present two main
types of evidence to support the claim that Medicaid causes opioid abuse. First, Senator
Johnson’s July 2017 letter to Inspector General Daniel R. Levinson shows that between 2013 and
2015, drug-related mortality rates rose faster in states that expanded Medicaid than those that did
not.2 Second, the majority presents evidence from a search of court records documenting almost
instances between 2010 and 2017 in which patients or doctors used Medicaid to obtain opioids
fraudulently. The testimony of two prosecutors—Otto Schalk, the prosecuting attorney in
Harrison County, Indiana, and Emmanuel Tyndall, the Inspector General of Tennessee—
provided additional insight this type of fraud. The basic facts, then, are that there is a large
divergence in drug-related mortality between expansion and non-expansion states, and that
patients and primarily doctors fraudulently prescribe or obtain opioids and, in some cases, resell
them.

In light of our comments below, we want to clarify that these kinds of analyses are
exactly the right way to begin examining the question of what is driving the opioid epidemic that
is facing our country. Looking at states with high or low drug mortality, for example, can easily
confuse the huge differences in population health, demographics, behavior, and norms that exist
in different areas of the county (Adolphsen 2017). Looking at changes in states over time goes a
long way to narrowing the question of what causes increases to mortality. Moreover, we admire
the work of the majority staff to gather information from court records by hand and organize it in
this way. This provides a useful new resource for understanding how existing Medicaid fraud
works,

That said, demonstrating that Medicaid (or the Affordable Care Act’s Medicaid
expansion) causes opioid abuse, requires quite a bit more evidence. Building this kind of case is

! It carefully notes that this is different than the assertion that “federal spending is the primary cause of overdose
deaths,” and the report “is not meant to suggest that Medicaid, or any other federal program, is the only factor
contributing to the opioid epidemic.”

? https://www.hsgac.senate.gov/download/johnson-letter-to-hhs-oig-

2
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akin to detective work. We must lay out the claims clearly and then think hard about what we
would expect observe or, just as importantly, not observe, in data if they were true, If these
pieces do not line up, the underlying claims of this report of the link between Medicaid
expansion and the opioid epidemic become harder to believe. We agree with Senator Johnson
about how important it is to understand whether Medicaid causes opioid abuse, and do not reject
this story out of hand. It is precisely because it matters so much, that we must apply rigorous
standards of evidence. While this majority report takes important steps toward this
understanding, it ultimately falls very far short of demonstrating a causal connection between
Medicaid and opioid abuse.

The Limits of Anecdotal Evidence

This hearing presents many stories. Senator Johnson has stated that his interest in this topic arose
from the evocative first-hand accounts of Medicaid and opioid abuse in the book Dreamland by
investigative journalist Sam Quinones. The majority report outlines 100 cases of Medicaid fraud
and opioid abuse. Finally, Mr. Schalk shared his extensive on-the-ground experience with these
kinds of cases as a prosecutor and documentary film maker.?

We do not doubt the validity of these stories. Yet, for each story presented here there are
stories about Medicaid’s role as a primary funder of life-saving overdose interventions and
addiction therapy. A recent profile of a California woman, Heather Menzel, outlines her path
through Medicaid-funded opioid addiction treatment. She has since remained clean for two
years, had a healthy daughter named Bella, has recently enrolled in community college, and
hopes to work to help others struggling from addiction.*

In light of powerful, yet starkly different accounts, which story should guide policy—the
narrative that Medicaid causes opioid abuse or the narrative that Medicaid treats opioid abuse?
Anecdotal evidence cannot be the only way that policymakers weigh these two potential roles for
Medicaid. Rather, to understand what stories mean for policy they must be paired with statistical
analyses that can, hopefully, separate the case-by-case experience of individuals from the
experiences of the whole population that would be affected by legislative or regulatory action.
When comparing the anecdotes against the available data on Medicaid and opioids, the majority
report’s narrative largely breaks down. The rest of this statement explains why.

Empirical Evidence: Medicaid Expansion and Mortality Rates

We recently coauthored a Health Affairs blog post evaluating the evidence for the claim that the
Affordable Care Act’s Medicaid expansion increased opioid mortality.> We found little support
for this interpretation, and here we reiterate our points.

Recent developments in the opioid epidemic cannot be due to Medicaid

Prescription opioid abuse took off in the 1990s and early 2000s after the introduction of extended
release (ER) analgesics such as OxyContin led to rampant abuse.® The introduction of abuse-

3 http://www.newsandtribune.com/news/hit-of—hell-heroin«documentary‘produced‘by-harrison—county-
prosecutor/article_62¢7c42e-6286-11e7-al6f-977883b69cf5 htm!

* hitps://www.statnews.com/2017/08/10/opioid-treatment-desert/

* hitps://www.healthaffairs.org/do/10.1377/hblog20170823.061640/full/
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deterrent formulations of drugs like OxyContin (late 2010)" and Opana (2012)% and a
reclassification of hydrocodone from a class 111 drug to a class II drug®, led to reductions in rates
of prescription abuse, and a stabilization of deaths attributable to these kinds of drugs
(Hedegaard, Warner, and Minifio 2017). The share of people with opioid addiction seeking
treatment who started with prescription opioids fell dramaticaily from 84.7 percent in 2005 to
51.9 percent in 2015 (Cicero, Ellis, and Kasper 2017).

The slow-down in the prescription opioid epidemic since 2010 stands in stark contrast to
the explosion in the overall epidemic, which is now much worse than ever before. The price and
potency of illegal opioids helps explain why. DEA data show that the price per pure gram of
heroin fell from about $3,000 in 1980 to about $500 in 2012 (Evans, Lieber, and Power 2017)—
cheaper than many prescription opioids(Severtson, Bucher-Bartelson, et al.).'® Moreover,
Mexican cartels have increased purity, expanded geographic availability, and made it
significantly easier to purchase heroin (Quinones 2016). Compounding the rapid move toward
cheaper, purer, more convenient heroin, was the development of extremely powerful, illicitly
produced synthetic opioids like fentanyl and carfentanil. Almost all of the growth in opioid-
related mortality since 2010 has come from either heroin or synthetic opioids like fentanyl, and
one-third of people seeking treatment in 2015 started with heroin (Cicero, Ellis, and Kasper
2017).

This history matters for the majority’s argument because Medicaid does not provide these
drugs, and cannot be responsible for their distribution.

Mortality changes began before the Affordable Care Act

Senator Johnson points out that drug-related mortality rates grew faster in states that expanded
Medicaid than those that did not. To believe that Medicaid was the cause, we need to be sure that
expansion and non-expansion states are comparable in terms of the other factors behind the
changes in the opioid epidemic.

One important factor is the trajectory of the epidemic itself in the years before expansion
began. In fact, we see a very large divergence in drug-related deaths rates between expansion and
non-expansion states several years before 2014. Figure 1 shows that drug-related mortality rates
began rising in expansion states relative to non-expansion states four years before the Medicaid
expansion began. Since Medicaid enrollment was nor growing differently in the two groups of
states before 2014, any divergence in the development of the opioid epidemic during this period
must signal that something else (unrelated to Medicaid enrollment) was driving drug-related

¢ Severtson et al. (2016; table 1) show that in 2009, the ratio of abuse incidents to prescriptions of OxyContin, for
example, was 5-10 times higher than for other opioids. http://www.drugandalcoholdependence com/article/SG376-
8716(16)30925-5/fulltext

7 hitps://www.ncbi.nlm.nih.gov/pubmed/25760692

Shitps:/www. fda.gov/downloads/AdvisorvCommi ttees/CommitieesMeetingMaterials/Drug s/AnestheticAndAnalgesi
¢DrugProducts AdvisoryCommitteg/UCM34723 5 pdf

? hitps://www.deadiversion.usdoj.gov/fed_regs/rules/2014/fr0822 htm
' http:/fwww.ipain.org/article/S1526-3900(12)00143-5/fulltext
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mortality across these state groups.!! Knowing this, one cannot attribute ongoing mortality
differences to the Affordable Care Act’s Medicaid expansion.

Figure 1. Age-Adjusted Drug-Poisoning Mortality Rate by Medicaid Expansion Status,
Ages 25-54, 19992016
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Drug-related mortality grew most in counties least affected by the Affordable Care Act

The Affordable Care Act’s coverage provisions had drastically different impacts in different
local areas, but drug-related mortality actually grew most in the areas where the Affordable Care
Act had the smallest effects on coverage. In Maryland, for example, 6 percent of people in
wealthy Howard County were uninsured in 2013, compared to about 16 percent of people in
relatively poor Wicomico County. In 2016, however, after the ACA’s coverage provisions—
including Maryland’s Medicaid expansion—were in effect, uninsured rates fell to 2 percent in
Howard County and all the way to 6 percent in Wicomico County.'? Despite experiencing more
than double the coverage gains, however, Wicomico’s drug mortality fell by 1.4 deaths per
100,000, while Howard County’s drug mortality rate rose by 8.5 deaths.

! Simon, Soni, and Cawley (2017) (Figure 1) shows no divergence in adult insurance rates between expansion and
non-expansion states from 2010 and 2013 using data from the Behavioral Risk Factor Surveillance System. Duggan,
Goda, and Jackson (2017) (Figure 9) show no divergence in adult insurance rates between local areas with higher
versus lower eligibility for the ACA Medicaid expansion from 2010 to 2013 using American Community Survey
data. Ghosh, Simon, and Sommers (2017) (Figure 1) shows no divergence between expansion and non-expansion
states in Medicaid-funded prescription rates across the quarters of 2013 using proprietary data from a large,
nationally representative, all-payer pharmacy transactions database. Maclean and Saloner (2017) (Figure 4) shows
no divergence between expansion and non-expansion states in Medicaid-funded prescription rates between 2011 and
2013 using Treatment Episodes Dataset.

2 https://www.census‘gov/quickfacts/fact/table/wi1liamsoncountytennessee‘cartercountytennessee/PST045216
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Our post shows that this relationship—Ilarger increases in drug-related mortality in areas
with smaller increases in insurance coverage—holds nationwide. In expansion states, the top 10
percent of counties according to 2013 uninsured rates gained about 14 percentage points of
insurance coverage and saw increases in drug-related death rates of about 2 deaths per 100,000.
The bottom 10 percent of counties, on the other hand, had smaller growth in insurance coverage
(4 percentage points), but four times the increase in drug-related death rates (8.5 deaths). This is
the opposite of what we would see if Medicaid (or health insurance) increased drug mortality.

Medicaid Expansion and Opioid-Related Drug Charges

Much of the new evidence in this report involves data gathered by the majority staff on Medicaid
fraud charges related to opioids. While we applaud the committee for their work in collecting
such detailed information on Medicaid opioid fraud cases, the interpretation of this information
in the majority report is quite misleading.

The majority finds that “more than 80 percent of the 298 separate Medicaid-opioids cases
identified were filed in Medicaid expansion states.” The 2015 American Community Survey
shows that 70 percent of adult Medicaid recipients reside in expansion states (Ruggles et al.
2010). It is not a surprise that most Medicaid-related fraud occurs in the states with the most
Medicaid recipients.

The majority also finds that “the number of criminal cases increased 55 percent in the
first four years after Medicaid expansion.” The number of adult Medicaid recipients grew by 50
percent during this period. It is not a surprise that Medicaid-related fraud cases grew at
essentially the same rate as the number of people in the adult Medicaid population,

Despite these limitations, we agree that criminal justice data are an important resource for
generating evidence on any Medicaid and opioid abuse connection. Here we present several
different pieces of evidence that use such data.

Opioid-related Medicaid fraud is rare

Mr. Schalk claimed that the “the true number of those that are abusing the system would likely
be staggering”, although he was not able to quantify the amount of abuse. The majority report
also argues that its compilation of 298 cases is a “conservative estimate”. Criminal justice data,
however, do not point to opioid-related Medicaid fraud as a “large” problem.

To supplement the majority’s analysis,'® we collected official statistics on the activities
of Medicaid Fraud Control Units (MFCUSs) from the Office of the Inspector General (OIG).™*
These include the total number of investigations, indictments, and charges by state measured
separately for fraud and abuse/neglect. There were almost 19,000 MFCU investigations in 2016,
about 16,000 of which were for fraud. The number of convictions, however, is much smaller:
1,564 convictions in 2016, 1,160 of which were for fraud, only a fraction of which would have
been for opioid-related crimes.

** The committee describes its search-based fraud data as “thorough” but “not scientific or comprehensive” (pg. 17).
u https://oig.hhs gov/fraud/medicaid-fraud-control-units-mfcw/index.asp
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As a share of all adult Medicaid recipients, fraud is rare.'’ Even if we assume that ql/
fraud investigations are initiated against recipients (which as the committee noted is not the
case), less than 0.05 percent of adult Medicaid recipients are investigated for fraud in any year,
and less than 0.01 percent are convicted. For comparison, we calculated an opioid conviction
rate for the average adult in Wisconsin. Out of about 3.6 million adults (18-64) in Wisconsin,
998 people were admitted to prison in 2016 on opioid-related drug charges.'® This yields an
opioid conviction rate among adult Wisconsinites of 0.028 percent—more than double the
already inflated fraud conviction rates (ie. not only opioid fraud, and not only fraud committed
by recipients) among adult Medicaid recipients.

Actually, the fraud cases summarized in the majority report show that in about half of
criminal cases (48 out of 100) the defendant is a doctor. Because the number of actively licensed
physicians in the United States (950,000'7) is just a fraction of the number of Medicaid
recipients, this suggests that physicians commit opioid-related crimes at significantly higher rates
than recipients do.

Medicaid expansion is unrelated to changes rates of fraud per Medicaid recipient

The Affordable Care Act’s Medicaid expansion serves about 15 million people'® and has
increased the share of adults on the program in expansion states by 5.5 percentage point
compared to non-expansion states. The majority report argues that the Medicaid expansion
covered the “people most susceptible to abuse” (pg. 4), which implies that the expansion
population, which accounts for about one-third of adult recipients in expansion states, commits
more opioid fraud than the pre-expansion Medicaid population. How would we expect the rate of
fraud investigations among Medicaid recipients to change if the majority report’s claims were
true? Suppose, for example, that these adults were investigated for fraud at twice the rate of the
pre-expansion population: 0.1 percent. This implies that the rate of fraud investigations should
have grown to 0.067 percent after 2014 and only in expansion states.'®

In contrast to this implication, the OIG data show no evidence of relative increases in
fraud rates across states. Figure 2 plots Medicaid fraud rates over time in expansion and non-
expansion states. Expansion states had a lower fraud rate in every year, and this difference
(plotted in red) remained constant from 2010-2016. The raw number of fraud investigations did
increase more in expansion states (4,638) than non-expansion states (1,161) after 2014, which
shows that MFCUs had the capacity to prosecute more fraud cases and that they did so at
essentially the same rate as before expansion.

From this we draw two conclusions. First, changes in the number of opioid-related
Medicaid fraud cases come from changes in eligibility. Second, the expansion population is no

' We calculated the number of adult Medicaid recipients using the American Community Survey (Ruggles et al.
2010).

16 hitps://doc. wi.gov/DataResearch/DataAndReports/DrugOffenderPrisonAdnyissions2000t0201 6.pdf

V7 https://www.fsmb.org/Media/Default/PDE/Census/201 6census. pdf

'8 hitps://www kff.org/health-reformy/state-indicator/medicaid-expansion-

enroliment/?current Timeframe=0&sortModel=%7B%22colld%22:%622 Location%22 %2 250rt%22:%22asc%22%7D
1 This is because two-thirds of adult Medicaid recipients would have a fraud investigation rate of 0.05%, while one-
third—the expansion group—would have a fraud investigation rate of 0.1% and 2/3*.05+1/3*.1 = 0.67.
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more (or less) likely to commit fraud than the pre-Affordable Care Act adult Medicaid
population. The report cites an article by Nicholas Eberstadt suggesting that as many as 4alf on
non-working childless adult men use Medicaid to obtain and abuse opioids (Eberstadt 2017). The
evidence from the OIG, on the other hand, shows that expanding Medicaid to millions of such
men did not affect the rate at which Medicaid recipients were investigated for or charged with
fraud.

Figure 2. Medicaid Fraud Investigations per Adult Medicaid Recipient by Medicaid
Expansion Status, 2010-2016

.0008
i

Non-Expansion States

R o
— s o
5 T W S e e o o GRS R AR

1

.0006

0004

Expansion States

0002

0

Fraud Investigations per Adult Medicaid Recipient

o Difference: Expansion - Non-Expansion
# W
T T ¥ T
2010 2012 2014 2016

Year

Medicaid expansion is unrelated to changes drug offense rates in the population

One criticism of this OIG analysis and of the majority’s court records search is that by only
measuring crimes connected to Medicaid, both our analysis and the majority’s report fail to
capture any crime-increasing effects of moving people onto Medicaid. In other words, crime
rates among Medicaid recipients could remain unchanged, but aggregate drug crime rates could
increase if more people move onto Medicaid.

To address this, we gathered state-level information on drug crimes from the FBI’s
National Incident-Based Reporting System (NIBRS). The NIBRS covers part of 35 states and
about one-third of the population, and has reported detailed crime statistics by state since 2011,2°
We divided the total number of drug offenses by the covered population of each state and year to
calculate drug offense rafes not limited to Medicaid recipients. If Medicaid expansion

2 https://ucr,foi.gov/nibrs/2016
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“incentivizes” opioid abuse, then we would expect to see a relative increase in the rate of drug
offenses in states that added millions of new Medicaid recipients.?!

Figure 6 plots the drug offense rate in expansion and non-expansion states and, again,
shows no evidence that Medicaid expansion led to more drug crimes. Expansion states had a
lower drug offense rate in every year, and the difference (plotted in red) slightly widened from
2011-2016. This provides no evidence that the historically large changes in Medicaid eligibility
brought on by the Affordable Care Act had any effect on drug crimes.

Figure 3. Drug Offenses per Person by Medicaid Expansion Status, 2011-2016
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Some research finds that Medicaid expansions to low-income adults authorized under Bush-era
Medicaid waivers were associated with reduced crime (Wen, Hockenberry, and Cummings
2017). Fifteen states were granted such waivers, eight of which implemented broad adult
eligibility expansions. These eligibility expansions immediately led to increased admissions rates
into substance abuse treatment and reductions in both violent and property crime.

That Medicaid would have this effect makes sense given what we know about substance
abuse treatment. Providing supportive housing to people with addiction has been shown
consistently to reduce costs to the prison system and other associated criminal justice services

*! Because expansion recipients make up about 5.5 percent of the population in expansion states, they would have to
commit a lot of crimes in order to change the overall drug crime rate. This is relevant, however, since high crime
rates among the expansion population is exactly what the committee report alleges, and diversion of opioids could
create a pool of people potentially arrested for drug possession that is much larger than the expansion population
alone.

9
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(Gray and Fraser 2005). Providing evidence-based treatment services, through medication
assisted treatments like naltrexone or methadone, to people with opioid addiction has been
associated with reduced criminal behavior (Deck et al. 2009). Medicaid pays for many of these
treatments. It is then logical that providing Medicaid coverage to people with addiction can
reduce crime more broadly, save the state money in the criminal justice system, and potentially
reduce fraud in the Medicaid program.

Appropriate Use of Opioids

We argued in our Health Affairs piece that much of the difference in opioid prescribing rates
between Medicaid and other insurers can be explained by the population that Medicaid covers.
Medicaid patients—the elderly, disabled, or people who have high medical expenses—ofien
have greater need for pain management than the population at large. As we argued in the Health
Affairs blog the traditional Medicaid population report pain at a rate that approximately equals
their greater use of opioid medications compared to the general population. The fact that these
patients use opioids does not necessarily mean that they engage in fraud or abuse of prescription
drugs, it may largely reflect the appropriate use of pain relief medication.

In the committee hearing, Senator Paul argued that doctors can prescribe alternative forms of
pain relief, and it is true that in the last few decades, doctors have been over prescribing narcotics
for pain. However, it is a leap in the evidence reported here and elsewhere that physicians make
different prescribing decisions based only on health insurance status.

Experimental evidence shows no effect of Medicaid on opioid use

In 2008, the state of Oregon randomly offered Medicaid eligibility to thousands of applicants on
the waiting list for an auxiliary program for adults. A team of researchers has since used this
Medicaid lottery to evaluate the effects of Medicaid on a range of outcomes by comparing lottery
winners to losers in a way that mimics a true randomized experiment—the gold standard for
understanding whether we can attribute causality, rather than correlation. Concerns about
underlying differences in demographics, behaviors, health systems, or illicit drug markets are
fully controlled in such an analysis.*?

The most recent analysis of OHIE data fails to find any effect of Medicaid eligibility on
opioid prescription rates (Baicker et al. 2017). Adults chosen at random from the pool of
applicants to receive Medicaid eligibility were no more likely to fill opioid prescriptions than an
essentially identical group who did not gain Medicaid eligibility. This fails to support the
majority report’s claim that Medicaid “fuels” the opioid epidemic.

The authors do note that the opioid epidemic has changed since their study period,
although we note that these changes imply a smaller role for Medicaid expansion and Medicaid
fraud. The street price per milligram of prescription opioids has fallen since 2010 (Severtson,
Ellis, et al.), both because ADF formulations are harder to abuse (and command lower prices)

2 HSGAC has already heard from one of the lead authors, Dr. Kate Baicker whose testimony on September 6, 2017
inctuded several citations to her work on the Oregon Health Insurance Experiment (OHIE).
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and because heroin has become cheaper.?® The value of diverted opioids was therefore much
higher when this study took place than today, yet adults who were randomly offered potentially
lucrative Medicaid coverage were no more likely to fill opioid prescriptions.

Summary of evidence

Drug-related mortality rates have recently risen faster in states that took up the Affordable Care
Act’s Medicaid expansion than states that did not. The majority report also documents a range of
cases in which Medicaid recipients commit fraud to obtain opioids, and points out that many of
these cases have occurred in expansion states since 2014. The major claim of this report is that
Medicaid or the Affordable Care Act’s Medicaid expansion causes these behaviors. A more
systematic analysis shows that these claims are unsupported.

The most important developments in the opioid epidemic since 2010 involve illicit
opioids, not the kinds of prescription opioids that Medicaid provides. In fact, rates of prescription
abuse and mortality have fallen along with the street price of these drugs. These developments
also appear to have begun in expansion states long before the Medicaid expansion began, and so
cannot be attributed to the expansion itself. Furthermore, drug-related deaths have grown fastest
in the areas Jeast affected by the ACA’s coverage provisions.

Importantly, these conclusions are supported by recent experimental evidence showing
that Medicaid eligibility does not increase opioid prescription rates, but may increase mental
health treatment (including substance abuse treatment).

Moreover, rates of fraud among Medicaid recipients are low and did not change after the
Affordable Care Act extended coverage to 15 million new adults. Rates of overall drug crime
have also remained relatively constant in both expansion and non-expansion states since 2010.
Neither of these patterns are consistent with a large effect of Medicaid on opioid-related fraud.

Conclusion: What is Medicaid doing and what more can it do to combat opioid abuse?

Our statement focuses on the quality of evidence for claims made by the committee’s majority
report, by Senator Johnson, and others, regarding the effect of Medicaid on the opioid epidemic.
A much more productive direction for congressional deliberation on this issue relates to ways
that Medicaid can help curb opioid abuse and its consequences as we move forward. Medicaid’s
reach and target population uniquely position it to be a leader in combatting the opioid epidemic
by reducing overprescribing and increasing access to evidence-based treatment.

States can take steps to ensure that Medicaid does not pay for suspect prescriptions and
ensure the prescriptions are given only to people who need them. The hearing touched on issues
such as the role of physician drug monitoring programs (PDMPs) which, when structured to
ensure that physicians use them, can succeed in curtailing overprescribing and abuse
(Buchmueller and Carey forthcoming). In both fee-for-service Medicaid and Medicaid managed
care, states have begun to adopt other policies to curtail abuse, including preferred drug lists,
prior authorization, and limits on the amount of opioids that can be dispensed in general or

# One unique and valuable data source on the price of diverted drugs is streetrx.com, which collects user self-
reports on drug types and prices.
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specifically for high-risk patients (patient review).?* Since most Medicaid beneficiaries are
covered by managed care organizations, there is an opportunity for these groups to develop
better ways to manage pain as well as connect patients with addiction to treatment. Medicaid’s
role as a major payer is central to its ability to influence provider behavior, because blanket
warnings from the FDA, or even targeted ones from CMS, seem not to work (Sacarny et al.
2016).

Limits on the supply of prescription opioids will not be enough. These policies may be
effective at curbing some new addictions, but they carry the very real risk of leading currently
addicted patients to substitute toward riskier drugs (Alpert, Powell, and Pacula 2017). Therefore,
limits on Medicaid eligibility or opioid supply alone could make things worse. To complement
efforts that take aim at the supply of opioids, Medicaid must work to connect more people
currently suffering from addiction to effective treatments. Evidence shows that access to
evidence based treatment programs improves adherence to addiction therapy, which can reduce
mortality, increase employment, and reduce crime.

Medicaid may also stand to save money if it can more effectively address opioid
addiction. For example, in 2009, the average infant born with neonatal abstinence syndrome cost
$53,540, and total costs were $720 million. Medicaid paid for 77.6 percent of these costs (Patrick
et al. 2012). Opioid abuse can have costly spillovers in many other areas of care, too, such as
HIV or hepatitis C.

The opioid addiction battle will not be resolved with a silver bullet and there are many
ways that Medicaid can play a leading role going forward. Medicaid can be a leader in both
improving responsible prescribing and treatment of opioid addiction. We urge the committee to
turn its attention to problems and policies supported by evidence, providing treatment while
balancing the role of treating pain.
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Statement for the Record
Maine Attorney General Janet Mills

“Unintended Consequences: Medicaid and the Opioid Epidemic”
February 1, 2018

The following are my comments to the Senate Homeland Security and Governmental Affairs
Committee in response to some of the testimony given at the hearing held on January 17,
2018. Thank you for the opportunity to submit comments.

My office sees the opioid epidemic in every aspect of our work — from child protection and
child support matters to medical examiner’s cases, prosecution of traffickers, murderers, health
care crimes and pharmaceutical diversion by medical professionals.

The Maine facts:

Maine did not expand its Medicaid program during the time period in which many states did. In
fact, it drastically reduced coverage beginning in 2012.

Just recently, Maine voters made our state the first in the nation to approve Medicaid expansion
at the ballot box.

Opponents who argue that Medicaid or expansion is fueling the opioid epidemic by giving
people unfettered access to prescription opioid medication are attempting to draw a causation
argument that simply does not bear out. While Medicaid may have been a part of the past
national trend of overprescribing opioids ~ there is no evidence to suggest it was unlike any other
insurance type at the time.

Maine went in the opposite direction of expansion and dropped people from Medicaid coverage,
decreasing their access to health care. At the same time as the state was reducing coverage, the
opiate overdose deaths increased at an alarming rate.

Kaiser's state data shows Maine’s opioid death rate exceeded the national average in 2013, 2014

and 2015, the last year for which it has reported numbers.

In 2015, Maine’s overdose death rate per 100,000 population was 19.3 percent, an increase of 41
percent from the prior year. In 2014, the rate was 13.7 percent, which was an increase of 38
percent over the prior year. In 2013 the rate was 9.9 percent, up 25 percent from the prior year.

Prior to 2013 and during this increasing spike in overdose deaths, three groups of Maine people
lost their Medicaid coverage:
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» Childless adults (non-categoricals): Enrollment began to decline from approximately
18,000 members when the state budget first froze enrollment in January 2012 and then
terminated this coverage completely in January 2014,

« Parents with incomes between 151-200 percent of poverty level: This group was phased
out completely by June 2013.

o Parents with incomes between 101-150 percent of poverty level: This group was phased
out between January 2014 and June 2015.

Many people in both of these low-income parent groups received “transitional Medicaid” for up
to 12 months if they were working, and most of them were in fact working.

Maine is experiencing the full force of this opiate epidemic with many of its citizens unable to
access medication assisted treatment due to lack of Medicaid coverage.

In 2015 an estimated 15,000 people received treatment for substance-use disorder in Maine,
while another 235,000 could not pet treatment because of a lack of capacity or lack of insurance.

More alarmingly, in 2017, 952 drug-affected infants were born in Maine, according to the
Department of Health and Human Services. In the last decade, 7,708 babies were born affected
by drugs, 1,024 in 2016 alone, representing approximately 8 percent of all live births in Maine.

Any Maine policy maker here during the early years of Governor LePage’s administration knows
that it was Medicaid funding that sarnered impressive results in helping people get off of opiate
medications through alternative therapies and limiting prescriptions of painkillers.

One of the reasons Maine voters supported Medicaid expansion last year is that more substance
abuse treatment options are needed, not fewer. One of the surest ways out of this epidemic is
treatment. Medicaid must be a part of the solution.

There is no silver bullet to this complex problem, which is not simply a public safety or law
enforcement matter, but a full-blown public health crisis that leaves thousands of children
without a parent, communities devastated, employers without a healthy workforce, and families
torn apart.

The shrinking of Medicaid coverage in our state from 2012 to 2016 only exacerbated the opiate
problem in Maine. Expanding Medicaid in the coming years unquestionably will keep more
people healthy and help us address this devastating epidemic.

Janet Mills is the Maine Attorney General and a member of the Task Force to Address the
Opioid Crisis in the State of Maine and the Maine Opiate Collaborative.



Planned
Parenthood’

Act. No matter what.

Planned
Parenthood’

Care. No matter what.

Planned Parenthood

Planned Parenthood Action Fund
Federation of America o

January 17, 2018
United States Senate Homeland Security and Governmental Affairs Committee
Hearing Entitled “Unintended Consequences: Medicaid and the Opioid Epidemic’

Statement for the Record Submitted by Planned Parenthood Federation of America

Planned Parenthood Federation of America is pleased to submit testimony regarding the critical
role the Medicaid program plays in addressing the our nation’s opioid epidemic.

Planned Parenthood is the nation’s leading provider and advocate of high-quality, affordable
heatth care for women, men, and young people, as well as the nation's largest provider of sex
education. With more than 600 health centers across the country, Planned Parenthood health
centers provide affordable birth control, lifesaving cancer screenings, testing and treatments for
STDs and other essential care to nearly three million patients every year. Nearly 75% of
Planned Parenthood patients have incomes at or below 150 percent of the federal poverty level,
and are among the most vulnerable, facing limited access to reliable and affordable health care.

First, it is important to note that Medicaid is a women'’s health program. Having access to health
care, including birth control and other family planning services, makes it easier for women to
find and keep jobs, which in turn benefits their children and families. Women are the maiority of
Medicaid enrollees and Medicaid covers one in five women of reproductive age (15-44). Due to
disproportionately comprise the Medicaid population. For example, 30 percent of
African-American women and 24 percent of Hispanic women are enrolled in Medicaid,
compared to only 14 percent of white women. Additionally, Medicaid is the [argest payer of
reproductive health care coverage. In fact, for nearly half of women giving birth, Medicaid is the
source of coverage for essential care, including prenatal and delivery care. And 75 _percent of

The opioid epidemic has significantly impacted women. The number of women hospitalized with
opioid-related conditions grew 75 percent from 2005 to 2014, compared to 55 percent for men.
1999 and 2015, compared to 218 percent in men. Heroin deaths among women increased at
more than twice the rate than among men. In rural areas, where the opioid crisis has hit hardest,
pregnant women and women experiencing partner violence are among populations with higher



Planned
Parenthood”

Care. No matter what.

@

:

Planned Parenthood
Federation of America

likely than adolescent men to misuse prescription drugs.

Attacks on Medicaid would limit substance abuse treatment at a time when this country is in the
middle of this crisis. Under the ACA, millions more women were able to enroil in Medicaid, which

insurance coverage for the first time. In fact, Kentucky saw a 700 percent increass in Medicaid

enrollees taking advantage of substance use treatment, while a national study found that
_Attacks on the ACA last year would have caused many of these people, including women, to
become uninsured by cutting benefits, ending Medicaid expansion and imposing drastic funding
cuts to Medicaid.

Medicaid enrollees disproportionately comprise the population with OUDs and have a higher
1isk of opioid overdose. Yet, Medicaid enrollees are also more likely than privately insured
individuals to seek treatment for OUD, Medicaid covers the vast majority of costs to treat
neonatal abstinence syndrome (NAS), a condition that can resuit from opioid use during

NAS. With the AHCA's severe funding cuts, state efforts to treat NAS could come to standstill.
Data from the Centers for Disease Control and Prevention (CDC) and several state Medicaid
programs have found that people with opioid use disorder incur heaith care costs that range
between $11.000 and $12,000 per year. Cuts or weakening protections under Medicaid would
likely force states to roll back coverage and cut benefits, including mental health and substance
abuse treatment, such as counseling, detox, in-patient treatments and medication-assisted
treatment (MAT). Loss of Medicaid coverage wilt only further exacerbate the nation’s growing
opioid crisis.
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Statement for the Record
Brendan Saloner, Assistant Professor
Johns Hopkins Bloomberg School of Public Heaith

February 1, 2018
Dear Chairman Johnson and Ranking Member McCaskill,

| am pleased to have the opportunity to submit a statement for the record in response to the
January 17, 2018 Senate Homeland Security and Governmental Affairs Committee hearing
entitled “Unintended Consequences: Medicaid and the Opioid Epidemic.” | am a heaith services
researcher at the Johns Hopkins Bloomberg School of Public Health. | have published over 50
peer-reviewed articles on issues related to heaith care policy for vuinerable populations, with a
particular focus on Medicaid policy, health reform, and opioid use disorder.

The opioid crisis is an unprecedented public health challenge. Drug overdose is now the leading
cause of injury death in the United States,’ and more people now die of overdose than died of
HIV/AIDS at the height of that epidemic in the mid 1990s.2 It is heartening that leaders in
Congress are paying attention to this issue, as Medicaid can provide a vital lifeline to services
for those most directly impacted by this epidemic. | want to highlight three issues that frame the
state of the public health evidence on Medicaid and the opioid crisis:

No credible research establishes a causal relationship between Medicaid expansion and
prescription opioid misuse
* Senator Johnson has made the argument that rates of drug overdose increased more
rapidly between 2013 and 2015 in Medicaid expansion states versus non-expansion
states,? apparently implying that Medicaid expansion accelerated the recent overdose
crisis. This analysis was flawed in several fundamental respects. Most notably, while
overdose deaths did rise faster in expansion states during this time period, this trend
preceded the Affordable Care Act. Other analyses that have accounted for the pre-
expansion trend (as is standard in natural experimental designs) finds no evidence that
overdose rates accelerated after Medicaid expansion in expansion states.*®
* Medicaid provides health coverage to some of the poorest and most medically
vulnerable Americans. Medicaid enrollees use prescription opioids at a higher rate than

*Rudd, R. A., Aleshire, N., Zibbell, J. E., & Matthew Gladden, R. (2016). Increases in drug and opioid
overdose deaths—United States, 2000-2014. Morbidity and Mortality Weekly Report, 64(50): 137-82..
? Katz, J & Goodnough, A. (2017, December 22). The Opioid Crisis Is Getting Worse, Particularly for
Black Americans. The New York Times.
¥ Johnson, R. (2017, July 27) Letter to US HHS Inspector General Daniel Levinson. Available at:
file:/lIC/Users/bsalone/Downloads/2017-07-27-~
RHJ%20t0%20Levinson%20(HHS % 20016)%20%20re %20Medicaid-Qpioids . pdf. Accessed February 1,
2018.
*Maclean, J. C., & Saloner, B. (2017). The effect of public insurance expansions on substance use
disorder treatment. Evidence from the affordable care act (No. w23342). National Bureau of Economic
Research.

Goodman-Bacon, A, Sandaoe, E. (2017, August 23}. Did Medicaid expansion cause the opioid epidemic?
There’s littie evidence that it did. Health Affairs Blog [blog on the Internet]. Available
at: hitp://www healthaffairs.org/de/10.1377/hblog20170823.06 1640/full/ Accessed February 1, 2018.
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other groups in the population,® but these elevated rates of opioid use are likely to reflect
multiple factors including the higher prevalence of chronic pain among Medicaid
enroliees.

¢ Several witnesses called by Senator Johnson claimed that prescription opioid diversion
and abuse are uniquely high among Medicaid enroliees. However, | have not seen any
credible evidence that quantifies the opioid diversion rate in Medicaid, or credibly
compares diversion rates in Medicaid to other public and private insurance programs.

« Allinsurance programs should take steps to carefully manage the prescription of opioid
pain relievers, ensuring that patients with appropriate pain needs have access to these
medications while reducing their use in groups that may be more safely and effectively
treated with non-opioid alternatives. Fortunately, state Medicaid programs are increasing
their use of prescription management tools” and exploring broadened coverage for pain
therapies that may provide safer alternatives to opioids (e.g., physical therapy).®

Credible research does establish a causal relationship between Medicaid expansion and
treatments for opioid use disorder

+ Opioid use disorder is a chronic iliness, but it can effectively managed with medication-
assisted treatments and counseling. All states now cover at least one of the FDA-
approved medication-assisted treatments through their Medicaid programs.®

» Before Medicaid expansion, many states were providing treatment to low-income aduits
using a patchwork of state and local funding. My coauthor and | find that Medicaid
expansion has provided financial relief to state and local governments treating people
with substance use disorders. After Medicaid expansion, reliance on state and local
funding in Medicaid expansion states decreased by more than 50% compared to non-
expansion states. This financial relief has bolstered the resource base to enable states
to continue to invest in treatment programs, expanding the array of services available to
people with opioid use disorder.*

» Likewise, a recent study found that Medicaid-reimbursed buprenorphine (one of the main
medications that treats opioid use disorder) increased by 70% in expansion states after
the 2014 Medicaid expansion, relative to non-expansion states."!

» The growing role of Medicaid financing for opioid use disorder treatment provides a
foundation for continue improvements in access and quality of care. Scaling up
treatment has an important societal payoff: when more people are treated, harmful

® MACPAC. (2017) Medicaid and the Opioid Epidemic Chapter 2 in Report to Congress on Medicaid and
CHIP. Washington, DC: MACPAC.

" Bernstein, A. & Minor, N. (2017, April 11). Medicaid Responds To The Opioid Epidemic: Regulating
Prescribing And Finding Ways To Expand Treatment Acces. Health Affairs Blog [biog on the internet].
Available at: https:/fwww.healthaffairs.org/do/10.1377/hblog20170411.059567/full/. Accessed February 1,
2018.

8 Dorr, H. & Townley, C. (2016). Chronic Pain Management Therapies in Medicaid: Policy Consideration
for Non-Pharmacoiogical Alternatives to Opioids. Washington, DC: National Academy for State Health
Policy.

®Volkow, N. D., Frieden, T. R., Hyde, P. S., & Cha, S. S. (2014). Medication-assisted therapies—tackling
the opioid-overdose epidemic. New England Journal of Medicine, 370(22), 2063-2066.

Maclean, J. C., & Saloner, B. (2017). The effect of public insurance expansions on substance use
disorder treatment: Evidence from the affordable care act {No. w23342). National Bureau of Economic
Research.

“wen, H., Hockenberry, J. M., Borders, T. F., & Druss, B. G. (2017). Impact of medicaid expansion on
medicaid-covered utilization of buprenorphine for opioid use disorder treatment. Medical care, 55(4), 336~
341.
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substance use decreases, fewer people overdose, and crime and social services
spending decrease.'>"

Medicaid can be an important tool for aiding poputlations affected by the rapidly
changing opioid crisis

o The opioid epidemic is rapidly changing. Addressing the prescription opioid issue is
important, but it is also important to recognize that the majority of overdose victims are
now dying from heroin and synthetic opioids like illicit fentanyl.

+ Medicaid can play a role in multiple facets of the opioid crisis. The public health evidence
base strongly supports the effectiveness of a multipronged strategy that includes
addressing the high rates of trauma and adverse childhood experiences among people
with opioid use disorder, expanded access to naloxone (the medication that reverses the
overdoses), the use of peer recovery counselors to link individuals to treatment, efforts
to more closely link treatment programs with law enforcement and programs for
individuals leaving jails and prisons, and enhanced supports for family members of
individuals with opioid use disorder (e.g., early intervention programs for children) in
order to promote family stability and aid in the recovery of parents.

* Medicaid funding is increasingly being used for these innovative programs, and further
support for states seeking flexibility with Medicaid funds to pursue these goals is likely to
be beneficial.

In closing, the opioid crisis defies easy solutions, but there is a strong public heaith evidence
base that supports the effectiveness of treatments like those currently reimbursed by all state
Medicaid programs. Further progress can be made by linking treatment to multiple service
systems to increase the safety of people with opioid use disorder and to provide linkages to
supportive resources. State Medicaid programs will continue to rise to this challenge using their
existing tools to monitor appropriate prescribing of opioid pain relievers while ensuring
individuals who need help gain access to evidence-based treatments and social services.

Sincerely,

Brder Mo

Brendan Saloner, PhD
Assistant Professor of Health Policy and Management
Johns Hopkins Bloomberg School of Public Health

The views expressed in this letter are my own, and do not necessarily represent those of Johns
Hopkins University

Y Wen, H., Hockenberry, J. M., & Cummings, J. R. (2017). The effect of Medicaid expansion on crime
reduction: Evidence from HIFA-waiver expansions. Journal of Public Economics, 154, 67-94.

¥ Ettner, S. L., Huang, D., Evans, E., Rose Ash, D., Hardy, M., Jourabchi, M., & Hser, Y. I. (2008},
Benefit—cost in the California Treatment Outcome Project: Does substance abuse treatment “pay for
itself'?. Health Services Research, 41{1), 192-213.
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June 22, 2018
By Email

The Hon. Claire McCaskill

c¢/o Laura Kilbride, Chief Clerk

Committee on Homeland Security and Governmental Affairs
U.S. Senate

Washington, DC 20510-6250

Email: laura_kilbride@hsgac.senate.gov

Re:  Additional Questions for the Record

Dear Senator McCaskill:

Thank you for the opportunity to supplement my testimony at the recent hearing entitled
“Unintended Consequences: Medicaid and the Opioid Epidemic.” Enclosed please find my
additional testimony for the hearing record in response to your questions.

Pleasc do not hesitate to contact me with further questions. Your focus on these important issues
is critical to understanding the country’s opioid addiction epidemic and to bringing the crisis
under control.

Sincerely,

Andrew Kolodny, M.D.

Director, Opioid Policy Rescarch Collaborative

Co-Founder, Physicians for Responsible Opioid Preseribing

Enclosure
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Suppiemental Testimony of Dr. Andrew Kolodny
Responding to Additional Questions for the Record From

Senator Claire McCaskill

1. Please explain how the Medicaid expansion has helped people with behavioral
health conditions access the care they need.

Our nation’s opioid addiction epidemic has had a devastating impact on people at every
socioeconomic level. Unlike past drug crises, like the crack cocaine epidemic of the 1980s, the
current opioid crisis has hit low- middle- and high-income families alike.

That said, low-income people who struggle with behavioral health conditions, including
substance use disorders, encounter unique batrriers to health care - not least of which is the
inability to pay for the care they need.

Medicaid expansion has made it easier for low-income people to access the healthcare system.
Improved access is critically important because, with affordable access to treatment, people with
behavioral health conditions may get relief from their symptoms, see improvement in function,
and achieve a higher quality of life.

This is particularly true in the case of the life-threatening disease of opioid addiction. Opioid
addiction can be treated with medication. The prescription medieine buprenorphine (Suboxone)
is highly effective, and people with an opioid use disorder who are treated with buprenorphine
ean regain control of their lives, succeed in life and at work, and contribute to their families and
communities.

Low-income people in states that have expanded Medicaid, in theory, have greater access to
medication-assisted treatment for opioid addiction. Isay “in theory” because, unfortunately, few
healthcare providers offer buprenorphine treatment, and those who do often do not accept
Medicaid for the office visit.

In practical terms, this means that low-income people in states that have expanded Medicaid may
have a greater ability to pay for medicine to treat their opioid use disorder. But this benefit
remains illusory for many people because they cannot find a doctor who prescribes the medicine,
or when they do, they will still need to pay out-of-pocket for the office visits.

These praetical barriers to access are harmful to Medicaid beneficiaries, but they are not unique
to Medicaid. The lack of clinicians who prescribe buprenorphine prevents people at all income
levels from accessing treatment. Moreover, clinicians who do prescribe buprenorphine
frequently do not accept Medicaid or private health insurance. So even patients with private
insurance often must pay out-of-pocket for the offiee visits.

Medicaid expansion is a necessary step to improve access to treatment for people with opioid use
disorder, but Medicaid expansion alone is not sufficient. If we hope to bring our opioid epidemic
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under control, we also must address the lack of clinicians who provide treatment for opioid use
disorder, as well as the lack of clinicians who accept Medicaid and private heaith insurance for
this potentially life-saving treatment.

2. In your experience as a physician, what are the factors most likely to help someone
struggling with addiction succeed?

In my experience as a physician, people struggling with opioid addiction most often seek
treatment when using opioids becomes too expensive, burdensome, and time-consuming. A
typical patient will say, “I’'m broke, exhausted and miserable. I can’t do this anymore, and [
need help.”

The-key factor in helping people with opioid addiction is ensuring that affordable medication-
based treatment is easier to access than opioid analgesics, heroin and fentanyl. Most people with
opioid addiction will not recover if they are treated using an abstinence-only based approach.
Counseling alone also does not work for most people. However, treatments that include
medication—specifically, an opioid-agonist medication such as buprenorphine—can be highly
effective and offer people with opioid addiction the best chance of recovery and prolonged
remission.

3. Are people struggling with addiction more likely to regain their health, engage in
their communities, and hold a job if they have access to health care?

Absolutely. Access to health care, particularly medication-based treatments for opioid addiction,
is essential to brining our nation’s opioid crisis under control.

When they have access effective treatment, people struggling with opioid addiction can and very
often do become fully functional. Indeed, in my 15 years of experience treating opioid addiction,
[ have helped many patients return to full-time employment, graduate college, get married, start
families and become productive members of the communities.

4. Please explain what caused the trending increase in opioid related deaths nationally
and whether this trend predates the ACA and whether the main driver of recent
spikes of overdose deaths are non-prescription opioids, such as heroin and fentanyl,
and not the prescription drugs that Medicaid covers?

The rapid increase in deaths from opioids began in the 1990s. As the Centers for Disease
Control has explained, that rapid increase in overdose deaths was the direct result of a sharp
increase in prescribing of opioid medications by the medical community.

The sharp increase in prescribing in the 1990s was caused by a multi-faceted advertising
campaign—created and disseminated, directly and indirectly, by opioid manufacturers—that
overstated the benefits of opioid medications and vastly understated their risks. In response to
this brilliant campaign, the medical community began prescribing opioids more aggressively,
leading to a rise in opioid addiction and overdose deaths.

The more recent increase in opioid overdose deaths has nothing whatsoever to do with the ACA
or Medicaid eoverage for prescription drugs. However, the actual cause for the inerease in



415

deaths requircs some explanation.

Since the 1990s, when the crisis began, people who become addicted to opioid medications often
switch to heroin if they live in regions of the country where heroin is available and less
expensive than prescription opioids. This “switching” from prescription opioids to heroin is not
a ncw phenomenon, and in fact, there is no evidence that the rate of switching incrcased
suddenly.

What has changed is thc deadliness of the heroin supply. In recent years, the nation’s heroin
supply has become much more lethal because of fentanyl. Fentanyl, which drug dealers often
mix with heroin or actually misrepresent as heroin, is far morc potent than heroin and even
miniscule amounts of the drug can be fatal. Consequently, even though the rate of people
switching from prescription opioids to heroin has been fairly constant, overdose deaths resulting
from such switching has increased because fentanyl has made the heroin supply more deadly.

5. Why is having access to a full range of health care services, as well as reducing the
misuse of prescription medications, important to prevent substance use disorders
such as opioid addiction?

Access to health carc is important to treating people who suffer from opioid addiction, but
improving access to healthcare is unlikely to prevent opioid addiction. Rather, to prevent opioid
addiction, the medical community must prescribe opioid medication much more cautiously.

6. During your time in New York City, you worked with Medicaid beneficiaries and
also served as a Medicaid provider at one point. Can you help us understand why
Medicaid patients, particularly individuals who qualify through disability, are
routinely prescribed more opioids than the general public?

[ am not convineced that Medicaid beneficiaries are more likely to receive an opioid prescription.
In fact, data indicate that older adults are the population in the Unitcd States most likely to be
prescribed an opioid, and older adults more often are insured by Medicare, not Medicaid.

What is true is that opioid use can prolong or even increase disability. For example, patients
who qualify for Medicaid due to a disabling injury or chronic pain are less likely to return to
work if they are treatcd with an opioid medication than patients who recetve non-opioid
medications or non-pharmacological therapies such as physical therapy.

7. Do you believe that because Medicaid beneficiaries are prescribed more opioids
than the general public, that Medicaid expansion is fueling the opioid epidemic?

I do.not believe that Medicaid expansion is fueling the opioid epidemic. What is fueling the
opioid epidemic is aggressive prescribing by the medical community, and there is no evidence
that the prescribing practices of doctors and dentists are different for Medicaid patients. Indeed,
if anything, [ believe that Medicare beneficiaries are prescribed the most opioid medications.

8. Please explain how the pharmaceutical industry created and legitimized a public
education campaign to help doctors overcome their “opiophobia”?
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Our opioid addiction epidemic — now the worst drug epidemic in U.S. history — was caused by a
significant change in the way the medical community prescribes opioid analgesics.

Specifically, in the mid-1990s, we in the medical community began prescribing opioids at
increasingly higher rates, and we began prescribing these medicines for more conditions. No
longer were opioid medications reserved for short-term, painful conditions like pain after major
surgery or to ease suffering at the end of life. Physicians began prescribing opioid medications
for common modecrately painful conditions such as low-back pain, arthritis and fibromyalgia.

Opioid medications are highly addictive. Consequently, as the number of prescriptions for opioid
medications skyrocketed, we saw parallel increases in the number of people suffering from
opioid addiction, opioid overdoses, and deaths.

The mcdical community became more aggressive in our use of opioids because we were
responding to a multi-faceted marketing campaign. Enlightened medical providers, we were
told, should not allow patients to suffer necdlessly. We should recognize pain as a “fifth vital
sign” and think of opioids as a “gift from mother nature” to deliver compassionate care.
Moreover, the marketing campaign portrayed doctors and dentists who were reluctant to
prescribe opioids as uncompassionate and uninformed “opiophobes.”

Today, we know that this brilliant marketing campaign—designed and executed by opioid
manufacturers—exaggerated the benefits of opioids and minimized the risks of long-term use,
especially the risk of addiction.

Of course, we in the medical community might have been less gullible if we had only heard these
messages from advertisements or pharmaceutical sales representatives. But we also heard these
messages from physicians eminent in the field of pain medicine, from the Joint Commission, and
even from state medical boards. What the public is learning now—but has yet to be fully
uncovered-—is the role that opioid manufacturers played in coopting these authorities in their
carnpaign to increase opioid prescribing.
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