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THE FRONT LINES OF THE OPIOID CRISIS: 
PERSPECTIVES FROM STATES, 

COMMUNITIES, AND PROVIDERS 

Thursday, November 30, 2017 

U.S. SENATE, 
COMMITTEE ON HEALTH, EDUCATION, LABOR, 

AND PENSIONS, 
Washington, DC. 

The Committee met, pursuant to notice, at 10:04 a.m., in room 
430, Dirksen Senate Office Building, Hon. Lamar Alexander, 
Chairman of the Committee, presiding. 

Present: Senators Alexander [presiding], Murray, Isakson, Paul, 
Cassidy, Young, Murkowski, Sanders, Casey, Franken, Bennet, 
Whitehouse, Baldwin, Murphy, Warren, Kaine, and Hassan. 

OPENING STATEMENT OF SENATOR ALEXANDER 

The CHAIRMAN. Good morning. The Senate Committee on Health, 
Education, Labor, and Pensions will please come to order. 

Today’s hearing is the second in a series of bipartisan hearings 
on the opioid crisis. Today we’re focused on what is happening at 
the state and local levels to address this crisis that has touched 
families in every state. 

Senator Murray and I will have an opening statement, and then 
our Members of this Committee will introduce the witnesses. I will 
call on Senator Kaine when I have completed my opening state-
ment and ask him if he would like to make any opening remarks 
and introduce one of our witnesses. I thank him for being here. 

After the witnesses’ testimony, Senators will each have 5 min-
utes of questions. 

I mentioned to the witnesses that the subject is a subject of in-
terest to every single Senator on both sides of the political aisle, 
but we’re in the midst of a tax debate today, Senators will be com-
ing in and going. 

The toll of the opioid crisis that is ravaging our country is stag-
gering. 

One of our witnesses today, Dr. Abubaker, has experienced the 
heartbreak that opioid addiction causes. His son, as a 17-year-old, 
was prescribed 90 Vicodin pills for a minor shoulder injury. He de-
veloped an addiction and overdosed 4 years later on a mixture of 
drugs, including heroin. 

I am grateful that Dr. Abubaker is here to tell his family’s heart-
breaking story and share the work he has done to educate other 
doctors about prescribing opioids. 
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As Dr. Abubaker has said, ‘‘People from all walks of life have had 
problems. It has nothing to do with where you live or where you 
came from. You could be the President. You could be the son of a 
doctor.’’ 

Last month, this Committee held the first in a series of hearings 
this Congress has had on the opioid crisis, a crisis that is tearing 
our communities apart, tearing families apart, and posing an enor-
mous challenge to health care providers and law enforcement offi-
cials. 

That hearing was focused on the federal response to the opioid 
crisis, and today we will hear from those on the front lines. Our 
witnesses represent states, communities, and providers who will 
share what they are doing and what, if any, changes are needed 
to federal law to fight the crisis. These witnesses come from four 
different states. They have personal and professional perspectives 
on the opioid crisis from the judicial and public health sectors. 

We hope to hold an additional hearing early next year as we 
build on our work from last Congress, which included passing the 
21st Century Cures Act, appropriating $1 billion over 2 years for 
state grants, and the Comprehensive Addiction and Recovery Act, 
which created new programs to address this crisis. 

I mentioned some of the tragic statistics of this crisis at our last 
hearing, but they are worth repeating. 

The amount of opioids prescribed in the U.S. in 2015 was enough 
for every American to be medicated around the clock for 3 weeks, 
according to the Centers for Disease Control and Prevention. 

Across the country, 91 Americans die every day from an opioid 
overdose. 

In my home State of Tennessee, 1,631 Tennesseans died of a 
drug overdose last year, 12% more than the year before, mostly due 
to an increase in overdoses of synthetic opioids, including fentanyl, 
a pain medication that is 50 to 100 times stronger than morphine 
and can kill with just a small dose. 

It seems that every day there are new studies and statistics that 
further describe the toll of this crisis. 

For example, last week the White House Office of Economic Ad-
visers released a report that estimated the opioid crisis cost $504 
billion in 2015. 

As we talk about this crisis from a state perspective, I hope to 
hear from our witnesses how are different State Departments— 
medical, public health, and judicial systems—working together in 
a collaborative way to address this crisis? What innovative ap-
proaches are states taking to address the distinct challenges they 
face? 

For example, Rhode Island is working to connect individuals who 
overdose with recovery coaches while they receive treatment in hos-
pital emergency departments to try to get people into treatment 
and break their cycle of addiction in the long term. 

The Federal Government remains an important partner in the 
opioid crisis. Earlier this month, the President’s Commission on 
Combatting Drug Addiction and the Opioid Crisis released rec-
ommendations, and I hope our witnesses will touch on some of 
those today. 



3 

We also want to know what is being done with the tools and re-
sources provided in the CARA Act and in the Cures Act, whether 
these laws are helping make progress, and if not, why not. 

This past spring, the Administration began issuing grants funded 
by the Cures Law for states to use in combatting the opioid crisis. 
These totaled $485 million to all 50 states. Because each state is 
facing different challenges in responding to the crisis, it is impor-
tant that states have flexibility in how to use the money. 

Tennessee, for example, received $14 million of that money. It is 
using the money to distribute naloxone, a drug that can reverse an 
overdose, and train people how to use it to reduce the number of 
overdose deaths; to expand access to medication-assisted treatment; 
and to implement strategies to help reduce the number of babies 
born who experience withdrawal from opioids. In the last 10 years, 
Tennessee has seen a nearly ten fold rise in the incidence of babies 
born addicted to opioids. 

Other states are using the grants from Cures to address different 
needs within their states. For example, Arkansas is using its grant 
to expand access to buprenorphine, a medication-assisted treat-
ment. 

Other states are using funds to improve state-run prescription 
drug monitoring programs, the electronic data bases that can track 
controlled substances prescribed by doctors and dispensed by phar-
macists. That way, doctors can see whether a patient has already 
been prescribed an opioid by another doctor across the street. 

I’m eager to hear how these programs are run in your states and 
if there are things that can be done at the federal level to help im-
prove coordination and data-sharing at the state level. 

Now I would like to call on the Senator from Virginia, Senator 
Kaine, and invite him to make any remarks that he would like to 
make and to introduce our first witness, and then I will introduce 
the others. 

STATEMENT OF SENATOR KAINE 

Senator KAINE. Thank you, Mr. Chair. I so appreciate the oppor-
tunity to say some opening words on behalf of my colleagues, espe-
cially Senator Murray. You will see Senators coming in and out 
today. I have three hearings going right now, and there are meet-
ings about tax reform. But you’ll see many Senators here. This is 
an important topic. 

I saw a chart once about 2 years ago about the opioid problem 
in the United States. It was unlike any chart I had ever seen. I 
was a mayor and Governor before I came to the Senate, and I’m 
used to looking at charts, and I often look at charts that look at 
various challenges, whether it’s low-birth-weight babies or edu-
cational outcomes or percentage of kids in juvenile detention facili-
ties. I often look at these charts where they rank states 1 to 50, 
from best to worst. 

Most charts of this kind, the best states are wealthy and the 
worst states are poor. It’s kind of sad that you can pretty much put 
up just a list of states from high per-capita income to low per-cap-
ita income and that’s going to tell you where they are going to be 
on the measure of virtually any social challenge. 
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The opioid chart I saw was completely different, deaths per 100 
or per 1,000 to opioid overdoses. I looked at the best 10 states in 
the country, and there were rich states and poor states. I looked 
at the worst 10 states in the country, and there were rich states 
and poor states. This is not a problem that respects race or region 
or socioeconomic status, and in that sense it’s a very different kind 
of a challenge than virtually any challenge that we deal with on 
this important Committee. 

In Virginia, 1,460 people died of overdoses in 2016, and that was 
an 18% increase from the previous year, 2015, even though we 
were paying more attention. 

We have been riveted upon this problem, with a Governor, Gov-
ernor McAuliffe, having appointed a special task force, declaring a 
public health emergency in 2013 at the urging of many of the con-
gressional delegation. But even with this intense focus and inten-
tion, the number of overdose deaths increased. Eighty percent of 
those were opioids, and of that number, 80% of the opioid overdoses 
were people whose addiction began when a doctor wrote them a 
prescription. 

The increase in the number of deaths in Virginia, as in Ten-
nessee, as the Chairman indicated, was largely attributed to the 
flooding of the market with fentanyl, a much higher potency, much 
more dangerous product. 

This is an important hearing to hear what our states are doing 
so that we can, hopefully, together with our FDA, our HHS, our 
other health research agencies, tackle this challenge. I think we 
should try to set a goal as a society to be addiction free by 2030, 
just like we set a goal to be on the moon at the end of the decade 
in the 1960’s. 

What we know about the medical aspects of addition, but also 
what we know about potential ways to treat, we could do it if we 
put our minds and especially our resources to it. 

It is my real honor to introduce the first witness today who is 
a personal friend, and it’s Dr. Omar Abubaker of Richmond. Dr. 
Abubaker I first came to know because his daughter Sarah, who is 
sitting here in the chamber, worked for me when I was Governor, 
and Sarah’s brother Joseph is also here, and this is a wonderful 
family in Virginia that has had a horrible story. 

Their youngest son Adam, who I met once when I was in line at 
a local movie theater with Dr. Abubaker, had a minor shoulder in-
jury when he was 17 years old playing football, and he was pre-
scribed 90 Vicodin for this minor shoulder injury. 

His dad is a doctor. His dad is a dentist. But like many, this pre-
scription from an orthopedist seemed like exactly what should be 
done and exactly what should be followed for his son to try to deal 
with his health challenge. 

Instead, that prescription turned into a horrific addiction and led 
to Adam’s death. 

Dr. Abubaker is the endowed Chair and Head of the Oral and 
Maxillofacial Surgery Department at Virginia Commonwealth Uni-
versity. He is a dentist. He is a Ph.D. After his son’s death, he has 
immersed himself in studying addiction issues, and also has a cer-
tificate in International Addiction Studies at a program that VCU 
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has started, together with the University of Adelaide in Kings Col-
lege, London. 

Dr. Abubaker has shared with me as a Ph.D. and a dentist, in 
a profession that often prescribes opioid-based medicines, he 
thought that he knew a lot. But as he’s gotten into the science of 
addiction, he realized that even with this extensive training he 
knew very little about the science of addiction and about what are 
the appropriate ways to deal with pain management. 

He has made it his mission, based on the painful experience of 
his family, to try to educate first his students—and the VCU School 
of Dentistry is the producer of all the dentists in Virginia, vir-
tually—first his students, but then others in what are the right 
ways to deal with pain and what are the right ways to prescribe 
opioids or other medications. 

It’s a painful thing that really words can’t express the pain that 
Dr. Abubaker’s family has gone through, but his willingness and 
his passion and dedication to taking the experience and educating 
others so that other families don’t have to go through what his 
family has experienced is something I really admire. 

Dr. Abubaker, we really appreciate you being here today and en-
lightening the Committee. 

Senator Alexander will now introduce the other witnesses, and 
then he’ll ask you to make your opening statement. 

Thank you, Senator Alexander. 
The CHAIRMAN. Thank you, Senator Kaine, for your remarks and 

for the introduction. 
Welcome, Dr. Abubaker. 
I will now ask Senator Paul if he would like to introduce Sec-

retary Tilley, and then I will introduce the other two witnesses. 

STATEMENT OF SENATOR PAUL 

Senator PAUL. It’s my pleasure to introduce Secretary John 
Tilley, a great example of how we have a Republican Governor and 
at least a Democrat at one time, and maybe still a Democrat, but 
bipartisan support for an issue that’s not really a partisan issue to 
try to fix this. 

I have long been an admirer of Mr. Tilley as far as criminal jus-
tice reform, as well as his efforts with this. He’s our Secretary of 
Kentucky Justice and Public Safety. He’s a native of Hopkinsville, 
graduate of the University of Kentucky and Chase College of Law 
in northern Kentucky, a former prosecutor known for his work in 
criminal justice reform. He also served five terms in the State Leg-
islature. 

We’re glad to have you here and we look forward to your testi-
mony. 

The CHAIRMAN. Thank you, Senator Paul. Welcome, Secretary 
Tilley. 

Senator Whitehouse and Senator Baldwin will be here before 
long, and they’ll want to say something about our other two wit-
nesses. But to give them a brief introduction, Rebecca Boss is Di-
rector of the Rhode Island Department of Behavioral Healthcare, 
with more than 25 years of experience in addiction treatment. 

Welcome, Ms. Boss. 
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Then Andrea Magermans is the Acting Managing Director of the 
Wisconsin Prescription Drug Monitoring Program, who has worked 
on all aspects of the operations of Wisconsin’s Drug Monitoring 
Program and helped oversee the development and the launch of the 
Wisconsin Enhanced Prescription Drug Monitoring Program in 
2017. 

Welcome to you. 
We now begin with Dr. Abubaker and ask each of you to summa-

rize your remarks in about 5 minutes each, and that will leave 
time for Senators to ask questions and to have a conversation with 
you. 

Dr. Abubaker, welcome. 

STATEMENT OF A. OMAR ABUBAKER 

Dr. ABUBAKER. Thank you, Chairman Alexander. Thank you, 
Senator Kaine, for the kind words. Thank you, other distinguished 
Members of the Committee. It’s an honor to appear before you 
today. 

Before today is over, as Chairman Alexander mentioned, about 
91 people will die from opioid overdose. In fact, approximately 175 
Americans will die from all drugs overdose, 91 from opioids. By the 
end of this year, the death toll from all drugs overdose in this coun-
try will be about 64,000. That would fill the entire seating assign-
ment for the former RFK Stadium. 

My youngest son, Adam, was one of those people who died from 
an opioid overdose. He died from drug overdose early in the morn-
ing of Saturday, September 27th, 2014. He was 21 years old. Adam 
did not choose heroin addiction. He volunteered as a firefighter 
while he was in high school for 3 years and was studying to be an 
EMT at the time of his death. He was altruistic until the end, do-
nating his organs to save four lives. 

It’s difficult to comprehend that a high school football injury and 
a medical device to take one to two Vicodin tablets every four to 
6 hours, as needed, for pain led him to addiction and death. A 
thousand other parents who have lost their children to opioids un-
derstand my heartbreak. But I’m also a practicing oral surgeon and 
an educator, so my pain is magnified because my profession shares 
some of that burden. 

Since my son’s death 3 years ago, hundreds of thousands of other 
parents in this country have had the same dreadful phone call. In 
Adam’s memory, I have become a foot soldier in the war on addic-
tions, teaching about the proper drug use at my university and 
traveling the Commonwealth of Virginia to advocate for responsible 
prescribing practices. 

In my lectures, I explain to dentists and others the harms of ad-
diction and over-prescribing. My goal is that each student and 
practitioner leaving my class will be less inclined to prescribe ex-
cessive opioids, perhaps protecting one more son or daughter 
against the harm of narcotics. That’s my effort, and that is my col-
leagues at Virginia Commonwealth and VCU Medical Center. 

In Virginia this year, the legislators and the Governor signed 
laws that were passed that have led to several regulations. Just a 
few of those regulations are limiting the number of opioid tablets 
prescribed for acute pain, using prescription monitoring program, 
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and increasing the availability of naloxone and training for 
naloxone use. This effort has resulted in a marked decrease in the 
number of opioid prescriptions since these regulations were enacted 
in Virginia, and I can see on the ground that students, residents, 
and practitioners have changed their prescribing practices. 

Nothing I have done or will do will bring my son back. It is too 
late for Adam and others like him. However, we need to do every-
thing we can to see that such tragedy does not continue. We need 
similar or even more legislative steps across the country to ensure 
this happens. 

Despite the colossal human cost of the opioid crisis, this is only 
the tip of the iceberg in terms of human and financial cost of addic-
tions as a disease. The American Medical Association and the 
American Society of Addiction Medicine have designated addiction 
as an organic brain disease. Yet, teaching about it in most health 
care professional curricula and access to treatment for those af-
fected is far from what the AMA and the SA intended it to be. 
Moreover, the stigma associated with addictions deter people who 
are affected from seeking treatment in the first place because of 
the shame associated with it. Many may not be able to access treat-
ment even when they seek it. 

I hope your Committee will keep this in mind as you go through 
this hearing. I hope you also do not take your eye off the ultimate 
goal that needs to be attained. Please do not confuse winning the 
battle against the opioids with winning the war on addiction, which 
should be our ultimate goal. We need to assure funding and cov-
erage for addiction treatment and for mental illness across the 
country through state, federal, and commercial insurance carriers. 

We also need to change our entire educational system so that we 
will see addiction for what it is, a disease of the brain. Opioids are 
only the decoy, but the real foe is addiction. We need to combat the 
opioid epidemic so we save our children. But we also need to regard 
and treat addiction as a disease to protect our grandchildren from 
what may come in the next 10, 15, or 20 years from now. 

Again, thank you very much for your invitation, and I’m privi-
leged to be here. Thank you. 

[The prepared statement of Dr. Abubaker follows:] 

PREPARED STATEMENT OF A. OMAR ABUBAKER 

Before today is over, approximately 175 people will die from a drug overdose in 
our country, and over the next 3 weeks more than 3,500 will die from the same 
thing. That is more than all the people who died from the September 11 terrorist 
attack. 

My youngest son, Adam, overdosed early in the morning of Sept. 27, 2014, on a 
mixture of heroin and benzodiazepines. He died in the intensive care unit of a local 
hospital four days later. He was 21. 

Adam didn’t choose heroin addiction. He volunteered as a firefighter while in high 
school and was studying to be an EMT when he died. He was altruistic until the 
end, donating his organs to save four lives. 

Since my son’s death 3 years ago, more than 165,000 other parents in this country 
have experienced the same agony. Carrying his suffering and tragic death with me, 
I have been teaching at my university and traveling the Commonwealth of Virginia 
talking about the opioid epidemic, pain management and addiction to anybody who 
will listen. My goal is that each student and practitioner who leaves my class will 
be less inclined to prescribe excessive opioids, perhaps guarding one more son or 
daughter against the harm of narcotics. Nothing I have done, or will ever do, will 

----
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bring my son back. It is too late for Adam and for another 165,000 like him, but 
it may not be too late for other fathers and mothers. I am doing my part to see to 
it that it is not too late for these parents. I am praying that all Americans will do 
their part, regardless of their political position or role, so that my efforts will be 
worth while. 

In Virginia, the opioid crisis was declared a public health emergency in 2016. In 
the spring of 2017, the following became regulations to combat the epidemic: 

On the prevention front: The Boards of Medicine and Dentistry enacted regula-
tions (effective May, 2017) to limit opioid prescription for acute pain to 7 days (14 
days for post-surgical pain). The Medical regulations also drew from the CDC guide-
lines to require best practices for the prescribing of opioids for chronic pain (e.g., 
prescribing of naloxone if >90 MME, avoiding concomitant opioid and 
benzodiazepine prescribing, requiring periodic urine screening, and checking the 
Prescription Monitoring Program (PMP) when prescribing opioids for >7 days. Vir-
ginia’s PMP can identify outlier prescribing or dispensing and refer to Department 
of Health Professions enforcement for investigation. Prescribers are also now re-
quired to complete 2 continuing education credits on pain management and opioids 
as a requirement for licensure renewal. 

Since May, more than 48 prescriber education sessions were held to make pre-
scribers aware of the new regulations. As a result of these efforts, there has been 
a 30% decrease in the number of pills prescribed in the Commonwealth. On the 
treatment front, Virginia’s new law includes immunity for naloxone administration, 
and allows dispensing of naloxone after state-sanctioned trainings. As a result, more 
than 11,000 doses of naloxone have been made available. The new laws also allow 
for needle exchange in health districts, in coordination with local governments. Fur-
ther, the Virginia Addiction and Recovery Treatment Services program, a Medicaid 
waiver to allow increased reimbursement for the full range of treatment services, 
has dramatically increased the number of treatment providers and resources in Vir-
ginia, and is being recognized nationally. Virginia’s Department of Health and De-
partment of Medical Assistance Services (DMAS) worked extensively in 2016 to in-
crease the number of physicians who are waivered to prescribe buprenorphine for 
addiction (Medication-Assisted Treatment (MAT)). This resulted in increased treat-
ment services with better quality. In addition, our Department of Medical Assist-
ance Services, our Medicaid, pulled together insurers, health systems, and govern-
mental units to develop ARTS (Addiction and Recovery Treatment Services), a new 
Medicaid benefit designed to increase treatment for addiction. 

At my institution, Virginia Commonwealth University and VCU Health, we have 
been relentless in advancing these issues. Also, at VCU, a curriculum on the topics 
of opioids, pain management and addiction has been initiated. In addition, VCU fac-
ulty established a clinic for treatment of addiction treatment and several measures 
were adopted in developing policies and guidelines for pain management and opioid 
prescribing for both inpatients and outpatients at the VCU Health hospitals and 
clinics. 

The initial data show that these legislations and policies are working. In addition, 
as I interact with students, residents and faculty at the university and medical cen-
ter, and as I travel around the Commonwealth and talk to dentists, I see a willing-
ness to learn and change practices by all. 

These attempts to change by legislators, educators and doctors in Virginia can 
even be more effective if the neighboring states would adopt similar legislations and 
guidelines or opioid prescribing and for educational reforms. In fact, the variation 
among states makes individual efforts less effective. If some of these regulations 
were federal, and if there are federal mandates for educational changes on opioid 
prescribing, pain management and addiction, we will have even more impact on 
curbing the epidemic. Encouraging and supporting states to provide reimbursement 
for treatment of addiction (just as coverage of other diseases), and expanding re-
sources and funding training programs (residency or fellows), we can speed up rein-
ing in the epidemic, and save lives. 

The heartbreaking current trail of deaths from drug overdose is only the tip of 
the iceberg regarding the current number of deaths from the disease of addiction. 
The American Medical Association and American Society for Addiction Medicine 
have designated addiction as an organic brain disease, yet teaching and treating it 
as such by most Some The stigma associated with addiction deters people who are 
affected from seeking treatment because of the shame. Some may not be able to ac-
cess treatment even when they seek it. 

I worry that we will not address the root of the current opioid epidemic, which 
are addiction and mental illness, as the underlying reasons for all drug epidemics 
we have been through and will face in the future. If we do not address the founda-
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tions of these epidemics, I fear that another drug epidemic will emerge years from 
now and another generation of Americans (maybe our grandchildren) will be facing 
a drug crisis of different kind. We had better not let that happen. With the knowl-
edge we have now about brain functions and how addiction affects it, to let future 
generations of Americans be affected by a similar crisis in the future would be an 
historical abdication of our responsibility to do good by our country. 

Finally, on behalf of the parents and families who lost loved ones, I am looking 
to you to act boldly. We need federal reform of all of our educational systems to in-
clude scientific facts about addiction, drugs and all substances of abuse. We need 
to prevent the harmful effects of such exposure through education and by identi-
fying those at risk and interrupting the disease at its earliest stages. We are also 
looking to you to allocate funds in the Comprehensive Addiction and Recovery Act 
and in the 21st Century Act coverage, not only for treatment of all forms of addic-
tion and its underlying mental illness, but also to extend coverage for screening of 
those at risk for addiction, brief interventions and referral for treatment (SBIRT) 
of those affected. Let us make ‘‘SBIRT’’ the new 5th vital sign in our emergency 
rooms, doctor offices and everywhere patients interface with the health care system. 
These are historical times in our country’s health system, and it can easily be com-
pared to a plague such as with tuberculosis and AIDS in our time. I hope you leave 
your mark on history by acting boldly so that the loss of our children will not be 
in vain. 

Thank you for giving me the honor and opportunity to speak before you and I 
thank you for what you are doing on this front. 

[SUMMARY STATEMENT OF A. OMAR ABUBAKER] 

Before today is over, approximately 175 Americans will die from a drug overdose, 
and over the next 3 weeks, more than 3,500 will die from the same thing. That is 
more than all the people who died from September 11 terrorist attack. My youngest 
son Adam was one of these people who died from a drug overdose early in the morn-
ing of Sept. 27, 2014. He was 21. 

Adam didn’t choose heroin addiction. He volunteered as a firefighter while in high 
school and was studying to be an EMT when he died. He was altruistic until the 
end, donating his organs to save four lives. It is difficult to comprehend that a high 
school football injury and the medical advice to take ‘‘one or two Vicodin tablets 
every four to 6 hours as needed for pain’’ led him to addiction and death. 

Thousands of parents who have lost children to opioids understand my heart-
break, but I am also a practicing oral and facial surgeon and an educator so my 
pain is magnified because my profession shares some of that burden. 

Since my son’s death 3 years ago, hundreds of thousands of other parents in this 
country have had the same dreadful phone call. Carrying his life suffering and trag-
ic death with me, I have become a foot soldier, teaching about proper drug use at 
my university and traveling the Commonwealth of Virginia to advocate for respon-
sible prescribing practices. In my lectures, I explain to dentists and others the 
harms of addiction and over-prescribing opioids. My goal is that each student and 
practitioner leaving my class will be less inclined to prescribe excessive opioids, per-
haps protecting one more son or daughter against the harm of narcotics. That is my 
effort and that of others in our medical center. 

In Virginia, several laws were passed that have led to regulations for prescribers. 
These regulations include limiting the number of tablets prescribed for acute pain, 
using prescription monitoring programs, increasing availability of naloxone, increas-
ing the number of physicians who are waivered to prescribe Medication-Assisted 
Treatment (MAT) and recommendations for increasing curricular competencies in 
pain management, opioid prescribing, and addiction in Virginia’s health care profes-
sional schools. 

These efforts have resulted in a marked decrease in the number of opioids pre-
scribed since the regulations were enacted and I can see the change in the students’, 
residents’, and practitioners’ prescribing practices. 

Nothing I have done, or will do, will bring my son back. It is too late for Adam 
and others like him. However, we need to do everything we can to see that such 
tragedies do not continue! We need similar or even more legislative steps across the 
country to assure this happens, despite the colossal high human cost of the opioid 
crisis, this burden is only the tip of the iceberg in terms of the human and financial 
cost of addiction as a disease. The American Medical Association and American Soci-
ety for Addiction Medicine have designated addiction as an organic brain disease; 

----
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yet, teaching about it in most medical curricula, and access to treatment for those 
affected, is far from what the AMA and the ASA intended it to be. Moreover, the 
stigma associated to addiction deters people who are affected from seeking treat-
ment because of the shame. Some may not be able to access treatment even when 
they seek it. 

I hope your Committee will keep this in mind as you go through these hearings. 
I also hope you do not take your eye off the ultimate goal that needs to be attained. 
Please ensure that when we win the battle against the opioid epidemic we do not 
mistake it for winning the war on addiction, which should be our ultimate goal. We 
need to assure coverage for addiction treatment and for mental illness across the 
country through state, federal and commercial insurance carriers. 

We also need changes in our entire educational system so that we all see addic-
tion for what it is—a disease of the brain. Opioids are the decoy, but the real foe 
is addiction. We need to combat the opioid epidemic to save our children, but we 
also need to regard and treat addiction as a disease to protect our grandchildren 
from what may come next. 

Thank you for the giving me the honor and opportunity to testify. 

The CHAIRMAN. Thank you, Dr. Abubaker, and thank you for 
your courage and advocacy and for being here today. 

Ms. Boss, welcome. 

STATEMENT OF REBECCA BOSS 

Ms. BOSS. Thank you. Chairman Alexander and distinguished 
Committee Members, in Rhode Island I am responsible for the de-
velopment and oversight of the state’s Substance Use Disorder, 
Treatment Prevention and Recovery system. I am also a Board 
Member of the National Association of the State Alcohol and Drug 
Abuse Directors. 

Thank you for allowing me to share Rhode Island’s work in com-
batting the opioid crisis, an effort that has been proposed as a na-
tional model. Our strategies to address this epidemic are clearly 
outlined on our website, preventoverdoseri.org. It’s important that 
our efforts are data driven and publicly transparent. 

First and foremost, I would like to thank Congress for the federal 
funding so critical to states through the Department of HHS agen-
cies, specifically SAMHSA, CDC and HRSA. Additionally, we are 
appreciative of the action Congress took passing the CARA and the 
21st Century Cures Act. 

Addiction and overdose are claiming lives, destroying families, 
and undermining the quality of life across Rhode Island. Over the 
last 5 years, our small state has lost more than 1,200 people to 
overdose. In 2015, soon after her election, Rhode Island Governor 
Gina Raimondo recognized the need for the state to develop a com-
prehensive strategy to reverse this trend. She established the Gov-
ernor’s Overdose Prevention and Intervention Task Force, Co- 
Chaired by myself and the director of the Department of Health. 
This multidisciplinary task force is the center of our efforts and is 
composed of an array of stakeholders and experts which represent 
the kind of partnerships necessary for progress. 

We have made significant strides in all four areas of our stra-
tegic plan: prevention, rescue, treatment, and, as you mentioned, 
Chairman, recovery. This week, Rhode Island will announce a 10 
percent reduction in overdose rates in 2017. We are cautious to be 
overly optimistic in the face of a dynamic epidemic but can’t help 
but believe we are beginning to see the results of our efforts. 

----
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The battle is far from over. We need to press on. But we see a 
glimmer of hope. 

Access to treatment is the cornerstone of Rhode Island’s efforts, 
and we promote that every door is the right door. Evidence indi-
cates that all three forms of medication-assisted treatment have 
life-improving effects on people with opioid use disorders. It re-
duced the risk of death, relapse, incarceration, and greatly im-
proves quality of life. 

Federal funding through grants and the Cures Act have helped 
Rhode Island promote this treatment through the creation of Cen-
ters of Excellence, supporting MAT and primary care practices, and 
supporting psychiatric services for co-occurring disorders. 

With higher vulnerability for overdose, the population of the De-
partment of Corrections is a focus for intervention. With every door 
being the right door, Rhode Island provides MAT through our com-
bined prison and jail system. The Governor committed $2 million 
of state funding in Fiscal Years 2017 and 2018 to this program. All 
people entering corrections are screened for opioid use disorders 
and, if appropriate, are continued or initiated on MAT. Inmates 
nearing release are offered MAT if clinically appropriate. 

Now, Rhode Island has successfully implemented a comprehen-
sive MAT program in the correctional system, with over 300 in-
mates receiving medications for addiction treatment every month. 
Connection to care in the community post-release is 75 percent. 
Preliminary findings suggest substantial reductions in overdose 
mortality for people with recent incarceration. This is a remarkable 
achievement considering the high risk posed by fentanyl circulating 
in our communities. 

The revision of data waiver requirements through CARA has had 
a positive impact on our provider capacity. Data waiver training in-
corporated into the curriculum of the medical school at Brown Uni-
versity means that new graduates are eligible to join fellow physi-
cians in treatment of opioid use disorders using evidence-based 
medicine. Rhode Island now has 20 new data waiver prescribers 
that are mid-level practitioners. At least one of Rhode Island’s phy-
sician assistant programs is offering clinical rotations through our 
Center of Excellence. 

In Rhode Island, we rely heavily on data to inform our processes. 
We have implemented a multidisciplinary overdose death evalua-
tion team which seeks to gain insight into emerging trends, iden-
tify gaps or opportunities, and inform the distribution of local fund-
ing to communities. The Surveillance Response and Intervention 
Workgroup reviews updated overdose data on a weekly basis to 
alert communities when activity exceeds baseline. The community 
overdose engagement program calls for task force members to en-
gage with communities in developing individualized responses 
when overdose activity repeatedly exceeds thresholds. 

Before concluding, I humbly submit a few recommendations. 
Creation of federal regulations and/or funding requirements that 

explicitly prohibit discrimination against MAT and the individuals 
who receive it. Any federal initiative should include the involve-
ment of the State Alcohol and Drug agencies. Our staffs have the 
expertise and authority that can help chart the right course. 
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Increasing funds through the state substance abuse, prevention 
and treatment block grant issued through SAMHSA. The SAPT 
block grant offers a means to distribute funds effectively and effi-
ciently and provides opportunity for states to individualize inter-
ventions. 

Eliminate the prohibition for the use of federal medicaid funds 
to treat incarcerated adults. Rhode Island’s experience dem-
onstrates how a thoughtful approach can reduce overdose and re-
lapse, encourage recovery, and potentially impact recidivism. State 
general revenue dollars cannot be expected to sustain this effort. 

For Rhode Island, the continued availability of Medicaid expan-
sion and affordable health insurance to support treatment access is 
essential to our success, and continued funding through CARA and 
the Cures Act. 

Thank you for this opportunity, and I look forward to questions. 
[The prepared statement of Ms. Boss follows:] 

PREPARED STATEMENT OF REBECCA L. BOSS 

Chairman Alexander, Ranking Member Murray and Distinguished Committee 
Members, my name is Rebecca Boss. I am the Director of the Department of Behav-
ioral Healthcare, Developmental Disabilities & Hospitals (BHDDH) and lead the de-
velopment and oversight of the state’s substance use disorder treatment, prevention 
and recovery service system. 

It is a privilege to serve my home State of Rhode Island under the leadership of 
Governor Gina Raimondo and Secretary of Health and Human Services Eric Beane. 

With more than 25 years’ experience in both state government and the provider 
community in substance use disorders, and as a Board Member of the National As-
sociation of State Alcohol and Drug Abuse Directors, also known as NASADAD, I 
feel that I am uniquely positioned to testify on this crucial matter. 

Thank you for the invitation to appear before you to allow me to give you Rhode 
Island’s perspective on the Front Lines of the Opioid Crisis. First and foremost, I 
wish to thank Congress for the federal funding that is essential to state agencies 
like BHDDH that comes to us through agencies of the Department of Health & 
Human Services, specifically SAMHSA, CDC and HRSA. 

Furthermore, we are very appreciative of the action Congress took last year pass-
ing the 21st Century Cures Act with $1 billion to help support prevention, treat-
ment and recovery throughout the country. We are grateful for the funds which are 
enabling us to carry out our much-needed work with Congressional support. As a 
note, we are supportive of the revisions to the Cures Act sponsored by Senator 
Jeanne Shaheen, which allow funds to flow to the states with ‘‘a prevalence of opioid 
use disorders, and a mortality rate associated with opioid use disorders.’’ This 
change will allow the hardest hit states to move quickly and with flexibility. 

Addiction and overdose are claiming lives, destroying families, and undermining 
the quality of life across Rhode Island. For over a decade, opioid dependence and 
accidental drug overdose have been growing problems across the United States, and 
Rhode Island has been one of the hardest hit. Over the last 5 years our small state 
has lost more than 1,200 people to drug overdoses, coming from every community 
in the state. That is the equivalent of three Boeing 747’s crashing with full pas-
senger loads—lives needlessly lost. 

Our work must be focused on saving lives. RI Governor Gina Raimondo recognized 
this and soon after her election in 2015, she knew the state needed a focused, state-
wide strategy to evaluate, prevent, and successfully intervene to reverse the over-
dose trends. She realized the scope of the problem had underlying issues, factors 
and consequence, we needed a new approach to combat this epidemic. Clearly, some-
thing different had to be created and implemented. 

In order to develop a far-reaching approach, the Governor established the Gov-
ernor’s Overdose Prevention and Intervention Task Force naming the Directors of 
BHDDH and the Department of Health (DOH) as Co-Chairs. The Task Force in-
cluded stakeholders and experts in fields ranging from public health and law en-
forcement to healthcare, community-based support services, insurance, academia, 

----
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business, government and more. A Strategic Plan to Address Opioid Addiction and 
Overdose was created which recommended specific, evidence-based strategies in four 
areas: prevention, rescue, treatment and recovery. The plan was data-driven plan 
and with the help of Brown University, a web site was created 
(www.preventoverdoseri.org) where all efforts are tracked in a public and trans-
parent fashion. 

The multi-disciplinary composition of the Task Force became its distinguishing 
factor. The Task Force soon became the center of all opioid overdose prevention and 
intervention activities in the state. The perspectives of various individual Members 
brought cross-learning to the sectors around the table. Committees were formed in 
the four areas of Prevention, Rescue, Treatment and Recovery and everyone went 
to work implementing the strategic plan. 

Within the four areas of the strategic plan, much was accomplished in 2016 and 
thus far in 2017. Individual communities; substance use treatment, prevention and 
recovery providers; and law enforcement officials created many new initiatives. Leg-
islation was passed. Hospitals and emergency department discharge standards were 
implemented. All of this work originated from the Task Force. 

Some the initiatives included: 

PREVENTION 
Safer Prescribing: To achieve safer opioid prescribing, it is important to weigh 

the benefits of medication access for patients living with acute and chronic pain 
with those of the risks of diversion, addiction, overdose, and premature death. Un-
safe combinations of prescribed medications are linked to addiction and many 
overdoses are preventable. 

The key strategy to reduce dangerous prescribing is to use the Prescription Drug 
Monitoring Program (PDMP) and system-level efforts to reduce co-prescription of 
benzodiazepines with opioids (for pain or opioid use disorder). Before DOH launched 
its Prescription Drug Monitoring Program Enrollment Enforcement Plan in 2016, 
more than 30 percent of Rhode Island prescribers had failed to enroll in the PDMP, 
and fewer than 40 percent were using it. As of July 2016, legislation had passed 
that all such practitioners shall be automatically registered with the Prescription 
Drug Monitoring Program maintained by the Department of Health. As of today, 
100 percent of practitioners are enrolled. The state continues to monitor use of the 
PDMP by prescribers as well as sending prescriber profiles to practitioners, and pro-
viding academic detailing-or one-on-one office visits-to promote safer opioid pre-
scribing behaviors. 

Additionally, DOH Director, Dr. Alexander-Scott co-led a successful national peti-
tion drive calling on the FDA to require ‘‘black box’’ labels on opioids and 
benzodiazepines warning that concurrent use of these medications increases the risk 
of fatal opioid overdose. 

Reducing the Supply of Prescribed Opiates (Rx): Rhode Island has devel-
oped regulations that limit most opioid dosing for acute pain management to a con-
tained period of time (with exceptions for specifically determined patients) and sup-
ports existing hospital policy to restrict opioid prescriptions from emergency rooms 
to 3 days or less. 

The promotion of non-opioid therapies for chronic pain, such as chiropractic serv-
ices, massage therapy, physical therapy, and acupuncture as important alternatives 
to opioid pain relief is another successful effort in Rhode Island. Access to com-
prehensive health care coverage, including Medicaid, is a crucial component of these 
non-opioid alternatives. 

RESCUE 
Naloxone as Standard of Care: Naloxone saves lives by reversing the severe 

respiratory depression caused by opioids. Its use by lay people trained to identify 
and respond to overdose has been linked to reductions in overdose death rates. Peo-
ple who use opioids are at greatest risk of overdose, and are motivated to protect 
themselves and others around them to save a life with naloxone. Law enforcement 
being equipped with naloxone is critical in the fight against opioid overdoses. In 
fact, in Rhode Island two police departments (East Providence and North Provi-
dence) have offered to purchase naloxone for those departments who may not have 
the funds to purchase it themselves. Further, Rhode Island has promulgated regula-
tions requiring all inpatient substance use disorder providers to offer naloxone to 
at-risk clients, Emergency Departments are dispensing naloxone to individuals who 
have overdosed, peers distribute on the street, and inmates with substance use dis-
orders are given naloxone upon release. Fortunately, Medicaid and commercial in-
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surances cover Naloxone through pharmacies in RI which allows BHDDH to use 
other federal funds for additional prevention and intervention activities. Further-
more, state law mandates insurance to cover at least one generic form of naloxone, 
including naloxone that may be used on a so-called ‘‘third party’’: a family member 
or friend whose overdose could be reversed by use of naloxone. Rhode Island has 
some of the highest naloxone distribution per capita in the country, and achieving 
this statistic is an evidence based approach: public health impact is greatest when 
the number of naloxone kits distributed is greater than 20 times the number of an-
nual overdose deaths, a target that Rhode Island nearly reached in 2016 (target: 
6,720, dispensed 6,387 kits) and is on track to exceed in 2017. 

TREATMENT 
Medication Assisted Treatment: Evidence indicates that medication-assisted 

treatment (methadone, buprenorphine or depot naltrexone* injection) has profound, 
life-improving effects on people with an opioid use disorder. It reduces their risk of 
death, relapse, chance of going to prison, and greatly improves their quality of life. 
As a result, the cornerstone of the Strategic Plan is increasing access to MAT for 
individuals in need. The Strategic Plan called for the development of Centers of Ex-
cellence to meet that need. These COEs are described more fully in sections below. 

Rhode Island supports a model of shared decision making between the individual 
and their provider. We support the use of FDA-approved medications for the treat-
ment of opioid use disorder including methadone, buprenorphine products, and 
injectable naltrexone, always in the context of comprehensive clinical and recovery 
support services. These supports vary based on patient need, but include drug and 
alcohol counseling, screening and treatment of co-occurring mental and physical 
health issues, checking of the state prescription drug monitoring data base, toxi-
cology screening, individual and group therapies, peer support services, vocational 
and educational assistance. 

As part of the strategic plan implementation, Rhode Island offers medication-as-
sisted treatment through the combined prison and jail at the Department of Correc-
tions. Governor Raimondo committed $2 million in the fiscal year 2017 and fiscal 
year 2018 for medication for addiction treatment (MAT) in the state prison system. 
All people entering the system are screened for opioid use disorder. Individuals who 
are awaiting trial are no longer withdrawn from MAT, and those who are opioid de-
pendent and not in treatment are able to be inducted on whichever medication is 
most appropriate. Sentenced individuals with histories of opioid use disorder are at 
a significantly increased risk of overdose upon release, so these individuals are also 
being offered induction on MAT with linkage to care in the community. 

With higher vulnerability for overdose, the population of our Department of Cor-
rections needed a particular focus for intervention. Now, Rhode Island has a suc-
cessful implementation of a comprehensive MAT program in the state correctional 
system, with over 300 inmates receiving medications for addiction treatment every 
month. The connection to care in the community, post release is 75 percent. Finally, 
preliminary findings suggest that there are substantial reductions in overdose mor-
tality for people with recent incarceration. This was an expected outcome, given that 
dozens of studies indicate that MAT cuts risk of overdose mortality by 50 percent 
or more. Still, it is remarkable to achieve such enormous impact despite the extraor-
dinarily high risk posed by fentanyl circulating in our communities. 

Emergency Department Standards: Leadership from hospitals and emergency 
departments throughout Rhode Island joined Governor Raimondo’s Overdose Pre-
vention and Intervention Task Force. RI has released a first-in-the-nation set of 
statewide guidelines to save lives by ensuring consistent, comprehensive care for 
opioid-use disorder in emergency and hospital settings. Released in March 2017, the 
standards established a common foundation for treating opioid-use disorder and 
overdose in Rhode Island hospitals and emergency departments. The standards es-
tablish a three-level system of categorization that defines each hospital and emer-
gency department’s current capacity to treat opioid-use disorder. All emergency de-
partments and hospitals in Rhode Island will be required to meet the criteria for 
Level 3 facilities, or what we collectively feel are the essential components of pro-
viding humane and consistent care for people with opioid use disorder treated in 
Rhode Island. Currently, RI’s hospitals are certified as: 
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Care New England Providence VA 

Level 1 and 2-Certified In Process 

Level 3-In Review 

Charter Care South County Hospital 

Level 1-Certified Level 3-Certified 

Landmark Hospital Westerly Hospital 

In process In process 

Lifespan 

Level 1-Certified 

RECOVERY 
Recovery Coaches in Emergency Departments (AnchorED): In May of 2014, 

Rhode Island started a pilot program using recovery coaches to respond to overdose 
survivors while they were receiving treatment in hospital Emergency Departments. 
On-call coaches respond to overdose survivors and offer support, referrals, resources, 
family support and training on naloxone. This success of this pilot project supported 
its expansion to be offered statewide twenty-four hours per day, 7 days per week. 
These coaches have had great success at engaging clients with an 85 percent follow 
up rate with treatment and/or recovery support services. This service has provided 
the state with a wealth of information on the experience of individuals with the 
healthcare system as well as the addiction treatment system. While engaging with 
recovery coaches at a crucial point in their addiction, many individuals make the 
decision that they are ready for treatment—seeing the hope of recovery through 
shared experience and recognizing their desperate state makes people ready for 
change. 

Anchor MORE: The success of AnchorED spurned the development of 
AnchorMORE, recognizing that successful consumer engagement does not have to 
wait for an individual to show up at an ED with an overdose. The Anchor MORE 
is a community outreach program, placing recovery coaches on the streets to connect 
with and engage individuals. Anchor MORE currently dispatches these teams of re-
covery coaches to areas in which individuals are using substances in public places. 
Anchor MORE teams are also proactively dispatched to certain areas in the state 
by looking at overdose data and emergency services pick-up data. Both programs 
connect individuals with recovery coaches—trained peers with lived experience of 
addiction. Recovery coaches stay actively engaged with individuals after an encoun-
ter and connect them to treatment and recovery support services. 

Recovery Coaches in the Department of Corrections: The RI Department of 
Health has a contract with Anchor Recovery to provide peer recovery coaches to in-
mates prior to release from the Department Corrections, continuing this connection 
post release. The Anchor Recovery Center offers a ‘‘Welcome Home’’ group to those 
who participate in this program, maintaining crucial positive support at a critical 
time. 

THE IMPACT OF FEDERAL PROGRAMS, POLICIES AND FUNDING 
Revision of Data Waiver Requirements through CARA: Rhode Island is 

leading the way with the training of medical students, the first of its kind in the 
country. The 2018 Class of the Warren Alpert Medical School of Brown University, 
which will graduate next May, will be the first class to participate in a new program 
to complete the training necessary to qualify for a Drug Abuse Treatment Act of 
2000 (DATA 2000) waiver prior to graduation. Once the new graduates receive their 
full medical license and DEA registration, they can apply for the DATA 2000 waiver 
and join fellow physicians in the treatment of opioid use disorders using evidence 
based medicine. 

Rhode Island has more than 350 Data-waivered providers, allowing for the treat-
ment of up to 24,735 patients. RI has 20 new data waivered prescribers that are 
mid-level practitioners. At least one of RI’s Physician Assistant programs is offering 
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clinical rotations through RI’s Centers of Excellence for treatment of opioid use dis-
orders. 

Medication Assisted Treatment—Prescription Drug and Opioid Addiction 
(MAT-PDOA) Program: This grant program has enabled RI to create and fund 
Centers of Excellence (COE) for Opioid Use Disorders. Centers of Excellence are the 
cornerstone of Governor Raimondo’s Action Plan, which was created by the Gov-
ernor’s Overdose Prevention and Intervention Task Force. 

COEs provide a means of rapid access to treatment for opioid use disorder, pro-
vide comprehensive services and work collaboratively with community providers of 
ongoing treatment for the opioid use disorder once stabilized in the Center of Excel-
lence. This model also provides additional support to community providers-be they 
physicians or other allied providers, or community treatment programs that may not 
be equipped to assist a person who experiences relapse to opioid use by re-admitting 
the person to the Center for any additional stabilization needed. These Centers also 
serve to assist with the workforce development needs of our state in that these cen-
ters provide practical educational experiences in opioid use disorder treatment to 
community providers and trainees alike. Centers of Excellence are funded through 
private third party insurers as well as Medicaid. With Medicaid expansion, many 
more people are able to access Medication Assisted Treatment for opioid addiction. 
Currently, there are nine operating Centers of Excellence in Rhode Island. The new-
est COE to open is on the campus of Butler Hospital in 
Providence and is open 24/7. 

State Targeted Response (STR) Grant: The STR has been very impactful in 
Rhode Island. These funds allowed the state to supplement existing opioid program 
activities and supports a comprehensive response to the opioid epidemic through in-
tegrated planning and monitoring. 

Specifically, this one grant: 
• Provides five nurse care managers to five high-risk communities to increase 
the use of MAT in large primary care practices ($500,000) 
• Provides psychiatry services to the Centers of Excellence and the Opioid 
Treatment Programs to address co-occurring disorders in an under served popu-
lation ($500,000) 
• Implements the Recovery Housing Pilot with 40 level three beds for those at 
risk ($536,825) 
• Provides OTPs with fentanyl testing kits for regular screenings to enhance 
targeted interventions ($60,000) 
• Incentivizes practitioners to become DATA waivered ($75,000) 
• Funds local community implementation of evidence based prevention strate-
gies to five at-risk communities ($240,066) 
• Provides naloxone kits to the Department of Corrections and to Rhode Is-
land’s Mobile Outreach and Education Program for distribution in targeted at- 
risk locations ($99,975) 
• Provides added funding to the state’s awareness campaign for opioid use dis-
orders ($50,000) 

National Institute on Drug Abuse: Grant awarded to Rhode Island Hospital, 
working in partnership with the state to develop pharmacy-based MAT provision for 
maintenance with buprenorphine and naltrexone. This will create and then research 
the effectiveness of pharmacy management of MAT for people with opioid use dis-
order, a first in the country that has the potential to expand access to MAT the way 
that pharmacies have helped to expand access to naloxone across the state. 

Coordination Between federal, state and local agencies: The Governor’s 
Overdose Prevention and Intervention Task Force is truly the hub of all activity in 
the fight against the opioid epidemic. The Task Force includes stakeholders and ex-
perts in fields ranging from public health and law enforcement to healthcare, com-
munity-based support services, insurance, academia, business, government and 
more. Family members of those who lost loved ones are also part of the Task Force, 
and have added an invaluable perspective that we in government and the private 
sector sometimes miss. 

The Task Force was created in August of 15, a Strategic Plan was presented to 
the Governor in December 2015, an Action Plan was created and released in May 
2016, and a Public Awareness campaign was unveiled in June 2016. 

Today, Governor Raimondo continues to make turning the tide on the opioid crisis 
a top priority for her administration. Like so many Rhode Islanders, she has her 
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own stories of personal connection and loss to the opioid epidemic, and she has en-
couraged agencies across our state government to be bold, creative, and determined 
in developing a response to opioid crisis. In July 2017, the Governor used her execu-
tive authority to direct state agencies, including the Department of Behavioral 
Healthcare, Developmental Disabilities, and Hospitals, to undertake a series of ac-
tions on opioid policy that fit into our core areas of emphasis: prevention, rescue, 
treatment, and recovery. 

On prevention, the Governor’s executive order directed Rhode Island agencies to 
build from existing work that uses opioid prescriber data to target top prescribers 
of opioids in state and give those providers specific guidance on reducing unneces-
sary prescriptions, and we are developing creative, data-driven ways to ‘‘nudge’’ peo-
ple who get opioid prescriptions to properly dispose of excess medication in order 
to reduce the risks that those prescriptions end up in the wrong hands. On rescue, 
the Executive Order also pushed agencies to place more naloxone in community set-
tings so that anyone with the proper training can administer the naloxone and re-
verse the effects of an overdose. All hospitals in Rhode Island are on their way to 
having a ‘‘level of care’’ designation for opioid use disorder treatment, which guaran-
tees a set standards for opioid use disorder care, regardless of where a patient is 
admitted in our state. 

For treatment and recovery, the Executive Order also asked agencies to hire med-
ical professionals in high-risk communities who will help people get access to long- 
term treatment and recovery options, including long-term medication assisted treat-
ment, and we continue to remove barriers that stand in the way of linking every 
Rhode Islander with substance use disorder to a peer recovery coach who can help 
be an ally and mentor to people in recovery. The Governor’s executive order also 
directed agencies to do more to support Rhode Island’s Centers of Excellence on sub-
stance use disorder care and treatment, which are integrated facilities that help 
people get access to acute mental health care and help people develop plans for long- 
term recovery. 

Other initiatives identified in the Executive Order include: 
• Working with local law enforcement agencies to implement pre-arrest diver-
sion programs; 
• Planning a multi-media education campaign to help parents, youth, and fami-
lies communicate about addiction and the dangers of opioid use; 
• Launching a Family Task Force comprised of the family members of people 
who have died of an overdose, or who are living with opioid-use disorder; 
• Piloting and analyzing programs that encourage disposal of excess opioids to 
reduce the risk of misuse or diversion; 
• Proposing a comprehensive harm reduction strategy aimed at reducing nega-
tive consequences associated with intravenous drug use. 

Use of Data to Inform Processes 
MODE Team: Rhode Island has implemented a Multidisciplinary Review of Drug 

Overdose Death Evaluation (MODE) Team which combines strategies of ‘‘rapid re-
sponse’’ with ‘‘community intervention.’’ The Team is modeled after the multidisci-
plinary review processes for child deaths. The purpose of the MODE Team is to gain 
insight into emerging overdose trends, identify gaps in or opportunities for policy 
development and prevention programming and inform the distribution of mini—— 
grants to Rhode Island communities for prevention efforts. Data sources come from 
RIDOH (Medical Examiner reports, Prescription Drug Monitoring Program 
(PDMP)), BHDDH (substance abuse and mental health treatment episodes), Med-
icaid (healthcare utilization), and RIDOC (incarceration history and medical records 
from incarceration). The MODE Team meets quarterly to review these data. Twen-
ty-five MODE Team recommendations have been developed, with nine community- 
based drug overdose prevention mini-grants distributed thus far. 

Surveillance, Response, and Interventions (SRI): This workgroup made up 
of staff from DOH and BHDDH review overdose information on a weekly basis. 
When overdoses exceed a certain threshold, alerts are issued to the community, law 
enforcement, and health providers. 

The Community OverDose Engagement (CODE) Program: CODE was devel-
oped in the Spring of 2017. The program calls for the RI Department of Behavioral 
Healthcare, Developmental Disabilities & Hospitals and the RI Department of 
Health to meet with communities identified via data tracking whose overdose activ-
ity repeatedly exceeds established thresholds. 
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Because each community faces unique challenges in tackling the opioid epidemic, 
they must tailor their responses accordingly. To be successful, a collaborative ap-
proach is necessary in which all stakeholders have a significant say in the strategy, 
significant responsibility for implementing its components, and significant account-
ability for monitoring and demonstrating its effectiveness. Policies, programs, and 
initiatives should not be developed and implemented on the basis of intuition, anec-
dote, emotion, or political expediency. Instead, they should be informed by data and 
evidence. They should be designed to ensure that we bring an end to this epidemic 
via a compassionate approach based in good science and health-based solutions, 
rather than a combative approach based in fear, stigma, shame, and despair. 

The goal of CODE is for each community to implement a comprehensive approach 
that addresses the problem from all angles: prevention, overdose reduction, treat-
ment and recovery support. Communities are encouraged to utilize data-informed 
and evidence-based practices when designing and implementing policies and pro-
grams. 

Results: 
This week, RI has released a press release announcing a 10 percent reduction in 

overdose rates in 2017. We are cautious to be overly optimistic in the face of a dy-
namic epidemic, but can’t help but believe that we are perhaps seeing the results 
of the implementation of our strategic plan and complementary initiatives. The bat-
tle is far from over, and we know we need to press on in every aspect of our efforts, 
but a glimmer of hope is beginning to be revealed. 

Additional ideas for our Federal Partners to consider: 
There are numerous opportunities that would help the state’s combat this epi-

demic and I humbly submit a few recommendations: 
• An increase in funds is always a tremendous help. While we appreciate the 
new grants which have been issued, increasing the State’s Substance Abuse 
Prevention and Treatment Block Grant issued through SAMHSA would be the 
most expeditious process for distributing funds for new initiatives. Block grants 
provide opportunity for states to tailor interventions to their particular needs. 
Discretionary grants require significant administrative time and burden to 
under-resources state agencies, and can delay their ability to quickly distribute 
new funds. Increasing the Block Grant would allow states to discuss project 
needs with their SAMHSA Project Officer and receive feedback/approval for 
those needs. Outcomes on all Block Grant dollars are reported to SAMHSA, 
therefore there will be complete transparency on how the funds are used. 
• Eliminate the prohibition for the use of federal funds for treatment of incar-
cerated adults. RI’s experience providing MAT to individuals awaiting trial and 
for adjudicated individuals prior to release demonstrates the effectiveness of a 
thoughtful approach which can reduce overdose in a vulnerable population, re-
duce relapse, encourage recovery and potentially impact recidivism. State gen-
eral revenue dollars cannot be expected to sustain this effort alone. Engaging 
federal partners, especially Medicaid, is essential for continuity of care upon re-
lease. 
• For RI, the continued availability of Medicaid Expansion to support treatment 
is essential to our success. 
• Any federal initiatives include the involvement of the state agencies. Between 
the expertise and authority our staffs have within the substance use disorder 
system, our agencies can help to chart the right course. 
• Treatment for substance use disorders leads to recovery. Access to the treat-
ment has been advanced by Medicaid expansion. Continuing to support funding 
for Medicaid expansion to single adults with low incomes is essential to helping 
more people recover from substance use disorders. 
• Many individuals living with substance use disorders do not have access to 
transportation. Permitting mobile methadone or buprenorphine provisions 
would eliminate that barrier and make treatment more accessible. In addition, 
expanding DATA waiver permissions to pharmacists and permitting the dis-
pensing of methadone from pharmacies would greatly augment the country’s 
treatment capacity in short order. 
• Workforce development in the field of substance use disorders is crucial with 
a standardized certification program to license workers across all states. If this 
were coupled with a loan forgiveness program, the workforce could grow to the 
numbers needed. 
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• With elder opioid addiction on the rise, parity for Medicare clients would be 
welcomed by all. 
• Repealing the Institution for Mental Disease (IMD) exclusion would allow for 
meaningful behavioral health care to those who present with a substance use 
disorder, truly allowing every door to be the right door. 

Conclusion: I appreciate the opportunity to present testimony before the Com-
mittee. Rhode Island has lost too many lives to drug overdoses, coming from every 
community in the state. Our work is focused on saving lives. I encourage the Com-
mittee and Congress to work with the NGA, NASADAD and ASTHO as well as 
other partners to leverage the collective knowledge and expertise of State Alcohol 
and Drug Agency Directors and Public Health Departments across the country to 
help end this epidemic. 

[SUMMARY STATEMENT OF REBECCA L. BOSS] 

Addiction and overdose are claiming lives, destroying families, and undermining 
the quality of life across Rhode Island. For over a decade, opioid dependence and 
accidental drug overdose have been growing problems across the United States, and 
Rhode Island has been one of the hardest hit. Over the last 5 years our small state 
has lost more than 1,200 people to drug overdoses, coming from every community 
in the state. 

Our work must be focused on saving lives. RI Governor Gina Raimondo recognized 
this and soon after her election in 2015, she knew the state needed a focused, state-
wide strategy to evaluate, prevent, and successfully intervene to reverse the over-
dose trends. She realized the scope of the problem had underlying issues, factors 
and consequence, we needed a new approach to combat this epidemic. Clearly, some-
thing different had to be created and implemented. 

Governor Raimondo established the Governor’s Overdose Prevention and Inter-
vention Task Force naming the Directors of BHDDH and the Department of Health 
(DOH) as Co-Chairs. The Task Force included stakeholders and experts in fields 
ranging from public health and law enforcement to healthcare, community-based 
support services, insurance, academia, business, government and family members of 
those who lost loved ones. The Task Force soon became the hub of all activity in 
the fight against the opioid epidemic. 

The Task Force created a Strategic Plan for Addiction and Overdose and rec-
ommended numerous strategies within four areas: prevention, rescue, treatment 
and recovery. The data-driven plan was created and soon after, with the help of 
Brown University a website was created (www.preventoverdoseri.org) where all ef-
forts are tracked in a public and transparent fashion. 

The work of the Task Force along with the impact of federal programs, policies 
and funding, as well as the use of data to inform processes, Rhode Island is doing 
a tremendous amount of work and brings a unique perspective in the fight to end 
this epidemic. 

The CHAIRMAN. Thank you, Ms. Boss. 
Ms. Magermans, welcome. 

STATEMENT OF ANDREA MAGERMANS 
Ms. MAGERMANS. Thank you. Good morning, Chairman Alex-

ander, Members of the Committee. Thank you for the opportunity 
to testify about the Wisconsin Prescription Drug Monitoring Pro-
gram as part of Wisconsin’s efforts to combat the opioid crisis. 

My testimony will focus on the creation and operation of the Wis-
consin Enhanced Prescription Drug Monitoring Program, which 
was transformed to optimize its utility as a tool to address this epi-
demic. 

Today I would like to highlight how the Wisconsin ePDMP is 
unique as a clinical health care tool, a prescribing practice assess-
ment tool, an interdisciplinary communication tool, and a public 
health tool. 
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As a clinical health care tool, the Wisconsin ePDMP includes an 
enhanced user interface with a patient prescription history report 
that was designed to bring the most relevant information to the im-
mediate attention of the user. This includes alerts informing pro-
viders of concerning prescription patterns or potential harmful 
interactions such as an opioid level over 90 morphine milligram 
equivalence, concurrent opioid and benzodiazepine prescriptions, or 
multiple prescribers or pharmacies. 

Alerts can also be added by prescribers to indicate patients who 
are on pain or addiction agreements. The alerts also notify pro-
viders of law enforcement-entered reports. 

Graphics on the patient report can help a prescriber quickly look 
for overdose risk factors or identify indications of a patient who ob-
tains controlled substance prescriptions from multiple providers or 
who travels long distances to obtain controlled substance prescrip-
tions. One-click access to a prescription history report is available 
through direct integration with electronic medical records. 

Through the direct EMR integration, a prescriber can click on a 
button within the patient’s medical record to retrieve the patient’s 
PDMP report within seconds. The prescription history report that 
is viewable is the same report that the provider would see when 
logging into the Wisconsin ePDMP. That way, a provider gets the 
benefits of the analytics and visualizations that are part of the re-
designed patient prescription history report. 

As a prescribing practice assessment tool, the Wisconsin ePDMP 
allows prescribers to evaluate their own prescribing practices in re-
lation to other prescribers in their specialty. The report shows pre-
scribing volume by drug class and the average number of doses per 
prescription for the same drug classes both in relation to other pre-
scribers of the same specialty. Those who oversee prescribers are 
also able to access prescriber metrics reports through a new and 
legislatively required medical coordinator role in the Wisconsin 
ePDMP. 

As an interdisciplinary communication tool, the Wisconsin 
ePDMP includes reports that law enforcement agencies are re-
quired by law to submit in Wisconsin about suspected opioid-re-
lated overdose events, suspected violations of the Controlled Sub-
stances Act involving prescription drugs, and stolen controlled sub-
stance prescription incidents. 

The Wisconsin ePDMP then disseminates the reports to relevant 
users. This facilitates communication between law enforcement and 
health care professionals, and gives health care professionals a 
more complete picture of their patients’ controlled substance pre-
scription history to support more informed prescribing treatment 
and dispensing decisions. 

As a public health tool, statistics are made publicly available via 
the Public Statistics Dashboard, which provides interactive data 
visualizations about the controlled substance prescriptions dis-
pensed in Wisconsin, law enforcement reports submitted to the 
ePDMP, and the use of the ePDMP by health care professionals 
and others. 

The efforts that were made to enhance the Wisconsin ePDMP 
have already had a large impact. Prior to January 2017, health 
care users made approximately 4,800 patient queries per day. Cur-
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rently, health care professionals perform anywhere from 25,000 to 
35,000 queries per day. With the increased usage of the Wisconsin 
ePDMP due to a requirement for prescribers to review PDMP 
records before writing controlled substance prescriptions, the num-
ber of prescriptions and doses dispensed in Wisconsin has de-
creased. 

Even more striking is the coinciding decrease in the number of 
patients whose prescription history meets the criteria for data-driv-
en alerts in the Wisconsin ePDMP system. The total number of 
concerning patient history alerts dropped by close to 30 percent be-
tween January and September of this year, and specifically the 
number of multiple prescriber pharmacy alerts dropped by nearly 
50 percent. 

The Wisconsin ePDMP is a successful tool because of the unique 
level of involvement of stakeholders and subject matter experts in 
the process to develop the enhanced PDMP application. Because 
the goal was to meet the users’ needs for efficient, accurate, and 
actionable data, a concerted effort was made to include user and 
stakeholder engagement at every step of the development of the 
new system. 

The Department of Safety and Professional Services was recently 
awarded a Harold Rogers PDMP grant to continue enhancing the 
Wisconsin ePDMP, and the grant project will be a continuation of 
this collaborative model by working to implement user-led enhance-
ments. 

The development of the Wisconsin ePDMP would not have been 
possible without interagency collaboration and grant funding from 
federal partners. DSPS is grateful for the federal grant awards it 
has received from SAMHSA, the Harold Rogers PDMP Grant Pro-
gram, and the CDC, in partnership with the Wisconsin Department 
of Health Services. 

Thank you again for the opportunity to share this information 
with you about the Wisconsin ePDMP’s role in addressing the 
opioid crisis in Wisconsin, and I will be happy to answer your ques-
tions. 

[The prepared statement of Ms. Magermans follows:] 

PREPARED STATEMENT OF ANDREA MAGERMANS 

Chairman Alexander, Ranking Member Murray, and Members of the Committee, 
thank you for the opportunity to testify about the Wisconsin Prescription Drug Mon-
itoring Program as part of Wisconsin’s efforts to address the opioid crisis. I am An-
drea Magermans, Managing Director of the Wisconsin Prescription Drug Monitoring 
Program (WI PDMP) in the Wisconsin Department of Safety and Professional Serv-
ices. My testimony will focus on the creation and operation of the Wisconsin En-
hanced Prescription Drug Monitoring Program (WI ePDMP) as a clinical healthcare, 
public health, and public safety tool. The WI PDMP was recently transformed to op-
timize its utility as a tool to address this epidemic. 
Overview of WI PDMP 

I have been involved with the WI PDMP since it became operational in 2013 as 
a tool to help promote the safe prescribing and dispensing of opioids and other con-
trolled substance prescription drugs. State PDMPs are widely recognized as effective 
tools for combatting the opioid epidemic by helping prevent prescription drug mis-
use, abuse, and diversion. In its most basic form, the WI PDMP is a statewide data 
base to which pharmacies and other dispensers submit information about the con-
trolled substance prescriptions dispensed in the state. The WI PDMP operates in 
accordance with Wis. Stat. 961.385 and Wis. Admin. Code Chapter CSB 4. The Wis-

----
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consin Department of Safety and Professional Services (DSPS) oversees the oper-
ation of the WI PDMP in accordance with the policies established by the Wisconsin 
Controlled Substances Board. 

The WI PDMP collects approximately 750,000 dispensing records per month about 
controlled substance prescriptions in schedules II–V. It then makes the information 
available to authorized healthcare professionals, law enforcement agents, medical 
examiners, and State Regulatory Agency employees. De-identified PDMP data is 
also made available for public health research purposes. The WI PDMP has been 
successfully sharing data with other states, including its border stares, via the Na-
tional Association of Boards of Pharmacy’s Prescription Monitoring Interconnect 
(PMPi) since October of 13. This means that a WI practitioner who has reason to 
believe a patient picked up prescriptions in a different state can request records 
through the WI PDMP from the other state’s PDMP, and vice versa. 

In 2015, although the WI PDMP had only been operational for several years, the 
decision was made to enhance and optimize the WI PDMP. Several factors went into 
the decision to transform the WI PDMP. State legislative requirements were going 
to demand functionalities for law enforcement and medical coordinator users that 
did not exist in the original WI PDMP software and that were not available in any 
other PDMP technology solutions. Further, legislation was going to be implemented 
requiring prescribers to review patient records in the PDMP prior to issuing a pre-
scription order for any controlled substance medication. The previous PDMP system, 
although an effective tool, was cumbersome to use and had limited enrollment and 
utilization. Knowing that the new legislative requirement would increase the num-
ber of users and the number of daily patient queries dramatically, it was essential 
that the enhanced PDMP functionality help overcome the reported barriers to use 
of the PDMP system that was in place at the time. The goals of the development 
project were therefore to maximize the WI PDMP’s clinical workflow integration, 
data quality capabilities, and public health and public safety uses. The result was 
the WI ePDMP, launched in January 2017. 
Key Features of the WI ePDMP 

Keeping these goals in mind, the development of the WI ePDMP redefined the 
role of the state’s PDMP. The WI ePDMP has been transformed from a prescription 
tracking tool to a multi-faceted clinical and communication tool that considers the 
needs of all of its potential users. The WI ePDMP is now a robust, sophisticated 
clinical healthcare decision support tool, a prescribing practice assessment tool, an 
interdisciplinary communication tool, and a public health tool. 
Clinical Healthcare Tool 

As a clinical healthcare tool, the goal of the WI ePDMP is to address controlled 
substance prescription drug abuse by helping healthcare professionals evaluate their 
patients’ use of controlled substance prescription drugs to make more informed pre-
scribing, treatment, and dispensing decisions. The information available in the WI 
ePDMP can also facilitate better coordination of care to patients seeing multiple pro-
fessionals and help identify individuals who may be addicted to prescription drugs 
and may benefit from referrals to treatment. 

The WI ePDMP goes beyond the basics as a clinical healthcare decision support 
tool. The enhanced user interface has a redesigned patient prescription history re-
port composed of a series of widgets that are designed to bring the most relevant 
clinical information in a patient’s controlled substance prescription history to the 
immediate attention of the user. This first takes the form of alerts in red at the 
top of the report. A patient with no concerning history alerts or law enforcement- 
reported incidents would not have any alert buttons at the top of the report. The 
alerts inform prescribers of concerning prescription patterns or potential harmful 
interactions. Analytics of a patient’s prescription history determine whether a pa-
tient has a daily opioid dose over 90 MME, concurrent opioid and benzodiazepine 
prescriptions, early refills, multiple prescribers or pharmacies, multiple same-day 
prescription or dispensing events, or long-term opioid therapy with multiple pro-
viders. Alerts can also be added by prescribers to indicate patients who are on pain 
or addiction agreements; the alerts can thereby facilitate communication among pro-
viders and better coordination of care. Further, the alerts are a mechanism for noti-
fying providers of law enforcement reports of suspected opioid overdose events, con-
trolled substance violations, and stolen prescriptions. This is a unique feature of the 
WI ePDMP that creates a completely different but clinically relevant data field for 
providers to consider when making prescribing and dispensing decisions. Clicking 
on any of the large red buttons at the top of the patient report provides more details 
about the criteria that triggered the alert and education about why that information 
is concerning. All the possible alerts at the top of a patient’s prescription history 
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2 http://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1htm 

report highlight the most relevant and concerning aspects of that patient’s prescrip-
tion history and give a more complete picture of that patient’s controlled substance 
history to support more informed prescribing, treatment, and dispensing decisions. 

The use of analytics to provide actionable, meaningful information to healthcare 
users of the WI ePDMP system goes beyond the concerning patient history alerts 
at the top of the report. On the patient prescription history report, under any alerts 
and the patient demographics, a chart graphically shows a patient’s opioid and 
benzodiazepine prescriptions over time by indicating the patient’s cumulative mor-
phine milligram equivalent (MME) dosage level as a line in relation to two bench-
marks at 50 and 90 MME. According to the Centers for Disease Control and Preven-
tion (CDC), risks for motor vehicle injury, opioid use disorder, and overdose increase 
at higher opioid dosages. Patients with 50–99 MME per day have 2x–5x the over-
dose risk as someone with 1–19 MME per day. Patients with more than 100 MME 
per day have up to 9x the overdose risk as someone with 1–19 MME per day.1 An 
explanation of the risk factor when a patient’s level is above 50 or 90 is included 
right on the chart, and shading on the chart shows the additional risk factor of con-
current benzodiazepine and opioid prescriptions because, according to the CDC, con-
current use of an opioid and a benzodiazepine is likely to put a patient at greater 
risk for a potentially fatal overdose.2 This visualization provides education about 
safe prescribing practices and can help a prescriber quickly look for overdose risk 
factors prior to prescribing a controlled substance to a patient. 

Each patient report also includes a map widget that shows a visual depiction of 
the patient’s controlled substance prescription history. This quick snapshot can help 
a provider identify indications of a patient who obtains controlled substance pre-
scriptions from multiple prescribers or pharmacies or who travels long distances to 
obtain controlled substance prescriptions. Clicking on prescriber, dispenser, and pa-
tient icons on the map provides information about the name and the address of the 
individual or entity at that location. The map can therefore also facilitate commu-
nication among providers. 

Below the widgets in a patient prescription history report is a table of the pa-
tient’s controlled substance prescriptions. The table includes information about the 
prescription drug, the quantity dispensed, the refill status, the date prescribed and 
date dispensed, the prescriber name and location, the dispenser name and location, 
the patient’s name and address as they appear on the prescription record, and the 
method of payment the patient used when picking up the prescription. The table 
can be searched, and it can be exported for further manipulation. 

A lot of collaborative effort went into the design of the prescription history report 
to ensure the report met the needs of the prescribers and others who would be using 
the report as a clinical decision making tool. Before the WI ePDMP was launched 
in January 2017, prescribers, pharmacists, and other potential WI ePDMP end 
users reviewed designs and provided feedback about the redesigned report. The re-
vamped report is only effective, however, if it is easy to access: efforts were therefore 
also made to make the site easier to use. The number of clicks required to access 
a patient report was reduced significantly compared to the previous PDMP system, 
the registration process was streamlined, and a responsive design was used so that 
the site and the patient reports render nicely on mobile devices. To further improve 
access to patient prescription histories, the WI ePDMP includes a patient panel 
which shows prescribers a list of patients to whom they have recently prescribed 
controlled substances. The list is searchable and sortable, and, once the desired pa-
tient name is found, it provides one-click access to the patient’s prescription history 
report. 

The ultimate expression of one-click access to a patient’s record in the WI ePDMP 
is through direct integration with electronic medical records (EMR). There are cur-
rently eight health systems live in WI with a direct EMR integration with the WI 
ePDMP, and several other systems have signed contracts to obtain the service and 
are testing the connection. Through the direct EMR-WI ePDMP integration, a pre-
scriber can click on a button within the patient’s medical record in the EMR plat-
form to retrieve the patient’s PDMP report within seconds. The provider does not 
have to log out of the EMR and log into the PDMP, nor does the provider have to 
enter the name and date of birth of the patient. What is more, the patient prescrip-
tion history report that is returned to the provider is the same report that the pro-
vider would see when logging into the WI ePDMP website and looking up a patient, 
including the alerts and visualizations. That way, a prescriber gets the benefits of 
the analytics and visualizations that are part of the redesigned patient prescription 
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history report, regardless of how the report was accessed. This type of integration 
was only possible because Wisconsin developed its own unique, homegrown PDMP 
platform. 
Prescribing Practice Assessment Tool 

The only functionality that is currently available to users through the EMR inte-
gration is the review of a patient’s prescription history report. In order to access 
other functionalities, a user must log into the WI ePDMP website. Users of the EMR 
integration are required to be registered with the WI ePDMP, so they are still able 
to log into the website to benefit from the additional functionalities. One of the 
functionalities available to prescribers is the review of their own prescribing prac-
tices through the Prescriber Metrics Report. In this self-assessment tool, prescribers 
can evaluate their own prescribing practices in relation to other prescribers in their 
specialty. The report includes a table showing all the controlled substance prescrip-
tions that are attributed to a prescriber’s DEA number in order to help prescribers 
look for unauthorized use of their DEA number. The report goes beyond just pre-
senting a simple table, however. Indeed, located above the table on the report is a 
series of graphics showing prescribing volume by drug class and the average num-
ber of doses per prescription for the same drug classes. The values for a given pre-
scriber are shown in relation to other prescribers in the same specialty area. The 
report also shows the number of patients the prescriber has who meet the criteria 
for the concerning patient history alerts or about whom law enforcement agencies 
have submitted violation, overdose incident, or stolen prescription reports. Pre-
scribers also have insight into the total number of controlled substance prescriptions 
they have written compared to the number of patient queries they or their delegates 
have performed. This gives prescribers a basic estimated indication of whether they 
are adhering to the requirement to review PDMP records before writing controlled 
substance prescriptions. For more details about their and their delegates’ use of the 
PDMP system, prescribers can also access WI ePDMP usage audit trails when 
logged into the WI ePDMP website. The knowledge gained by prescribers through 
these self-assessment functionalities empowers prescribers to maintain safe pre-
scribing practices. 

Furthermore, Medical Coordinator users of the WI ePDMP can encourage pre-
scriber accountability by assessing the prescribing practices of the prescribers they 
oversee. The WI ePDMP medical coordinator role was created pursuant to 2015 Wis-
consin Act 266, which requires the WI ePDMP to disclose information to a person 
who medically coordinates, directs, supervises, or establishes standard operating 
procedures for a practitioner if the person is evaluating the job performance of the 
practitioner or is performing quality assessment and improvement activities, includ-
ing outcomes evaluation or the development of clinical guidelines. A new role was 
developed for these purposes, and an individual can register to become a Medical 
Coordinator user. Medical Coordinators have limited functionality that allows them 
to manage lists of the prescribers they oversee and view the Prescriber Metrics Re-
port for the individual prescribers. Medical Coordinators do not have access to per-
sonally identifiable data, so they do not see the complete prescribing history of the 
prescribers. Rather, they see the metrics about prescribing volume by drug class. 
The Medical Coordinator functionality is currently being enhanced to respond to 
feedback from the Medical Coordinator users of the system. A future release of the 
Medical Coordinator role will allow an easier comparison among providers that a 
Medical Coordinator oversees. 
Interdisciplinary Communication Tool 

Since March 2016, law enforcement agencies have been required to submit infor-
mation to the WI PDMP about specific events, and the WI PDMP has been required 
to disseminate the information to relevant PDMP users. The previous PDMP system 
in Wisconsin did not allow this functionality, so part of the redesign was to incor-
porate this functionality in a meaningful way. The WI ePDMP includes a secure 
login for law enforcement employees and allows them to submit reports about sus-
pected opioid-related overdose events, suspected violations of the controlled sub-
stances act involving prescription drugs, and stolen controlled substance prescrip-
tion incidents. The reports are reviewed by PDMP administrative staff to ensure 
they are attributed to the correct patient in the WI PDMP data base and are rel-
evant to the type of report submitted. The alerts themselves contain a disclaimer 
stating that ‘‘Law enforcement agencies are required by Wis. Stat. 961.37 to submit 
reports based on ‘reasonable suspicion’ or ‘belief.’ The alert does not necessarily 
mean that the individual was arrested, convicted or is guilty of any violation of 
criminal law.’’ Once the submissions are processed, they are disseminated to rel-
evant WI ePDMP users in two ways. Prescribers who have prescribed to the pa-
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tients in the incidents receive emails indicating that they have a patient about 
whom a law enforcement report has been submitted. They then need to log in and 
check their alert tab to view the details of the alert, including the contact informa-
tion of the submitting law enforcement agency to request more information about 
the incident, if desired. The report is also displayed as an alert at the top of a pa-
tient prescription history report for healthcare professionals who are accessing the 
PDMP record of the patient in question prior to prescribing to, dispensing to, or 
treating the patient. The providers therefore have a more complete picture of the 
patient’s involvement with controlled substances and can make better-informed pre-
scribing, dispensing, and treatment decisions. The WI ePDMP thus functions as a 
communication tool between law enforcement and healthcare professionals. The re-
ports submitted by law enforcement are also tracked for public health reporting pur-
poses. 
Public Health Tool 

Another unique feature of the WI ePDMP is the Public Statistics Dashboard, 
which provides interactive data visualizations about the controlled substance pre-
scriptions dispensed in Wisconsin, the law enforcement reports submitted to the WI 
ePDMP, and the use of the WI ePDMP by healthcare professionals and others. The 
Public Statistics Dashboard was developed as part of a Harold Rogers grant project 
with the intent of providing statewide and county-level data to the public. Pre-
viously, DSPS created quarterly statistics sheets with basic dispensing information 
and a heatmap showing the density of controlled substance prescriptions dispensed 
in Wisconsin. The Public Statistics Dashboard makes similar information available 
in an interactive format and includes additional statistics, many of which are avail-
able for specific counties. The WI ePDMP also provides a unique registration and 
login functionality for researchers, who can upload information about the studies 
they are undertaking and retrieve de-identified data sets. The WI ePDMP thereby 
supports public health research on trends in dispensing of opioids and other pre-
scription controlled substances. 
Impact and Effectiveness of the WI ePDMP 

Many of the statistics available on the Public Statistics Dashboard show that the 
efforts that were made to enhance the WI ePDMP have already had a large impact. 
Before the launch of the WI ePDMP in January 2017, there were approximately 
19,000 registered healthcare users in the previous PDMP system. All users had to 
re-register in the WI ePDMP, which is why efforts were made to streamline the reg-
istration process. The process proved easy for many users, some of whom even re-
ported that they completed registration within a matter of seconds during a patient 
encounter. By March 30, 2017, there were over 31,000 registered healthcare users, 
and there are currently nearly 42,000 registered healthcare users of the WI ePDMP. 
The increased usage of the WI ePDMP is also reflected in the number of daily pa-
tient queries made by healthcare professionals. Prior to January 2017, healthcare 
users made approximately 4,800 patient queries per day, on average. In anticipation 
of the requirement for prescribers to review patient records in the WI ePDMP that 
went into effect on April 1, 2017, there were 17,489 patient queries made by 
healthcare professionals in 1 day. By late August 2017, there were as many as 
35,000 patient queries made in a day. Currently, healthcare professionals perform 
an average of over 20,000 patient queries per day, with weekday numbers ranging 
from 25,000 to 35,000 daily patient queries, and weekend numbers remaining under 
5,000 patient queries per day. 

Beyond the increased registration and utilization of the WI ePDMP system, it is 
possible to see the effects of the WI ePDMP on prescribing practices. It is important 
to note that the WI ePDMP is just one part of the State of Wisconsin’s efforts to 
promote safe prescribing of controlled substances, so the changes noted cannot solely 
be attributed to the WI ePDMP. Nonetheless, the number of opioid prescriptions 
and doses dispensed in WI has decreased significantly from January 2016 through 
June 2017. Data from the WI ePDMP show that 175,269 fewer opioid prescriptions 
were dispensed from April 1, 2017 to June 30, 2017, compared to the first quarter 
of 2016, a 14.1 percent decrease. This equates to13 million fewer doses dispensed, 
a 16.4 percent decrease. Furthermore, there has been a dramatic decrease in the 
number of patients whose prescription history meets the criteria for the data-driven 
concerning patient history alerts in the WI ePDMP system. The total number of con-
cerning patient history alerts dropped by close to 30 percent from January 2017 to 
September 2017. The decrease is particularly noticeable for the number of patients 
with multiple providers or pharmacies. The analytics for this type of alert were ap-
plied to data from previous years, and a significant change can be seen in February 
2017, right after the launch of the WI ePDMP. Prior to January 2017, there were 
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consistently over 21,000 alerts per month. This number dropped below 21,000 in 
February 2017. Another steady decrease began in April of 17, when the requirement 
for prescribers to review patient records in the WI ePDMP went into effect. The 
number of alerts in April 2017 was less than 19,000, and by September 2017, the 
number had dropped below 11,000. From January 2017 to September 2017, the 
number of multiple prescriber or pharmacy alerts dropped by nearly 50 percent, 
from 21,088 in January to 10,264 in September. Part of this change is likely due 
to the greater number of prescribers accessing the WI ePDMP because of their re-
quirement to review. Beyond the number of prescribers who are accessing the WI 
ePDMP, however, this decrease can also be considered an indication of the effective-
ness of the WI ePDMP because it is based on a specific report element that is pre-
sented back to end users. End users are alerted to high patient MME, multiple pro-
vider episodes, and opioid and benzodiazepine prescriptions overlaps, as well as 
overdose events a patient may have been involved in. It appears that the analytics 
going into the alerts and the way the relevant information is being presented to the 
end users is changing prescribing behaviors. 
Development Process 

Beyond the unique key features of the WI ePDMP, the WI ePDMP is also unique 
because of the level of involvement of stakeholders and subject matter experts in 
the process to develop the enhanced PDMP application. The project goal was not 
only to address shortcomings of previous system, but also to reimagine the role of 
the system in addressing opioid crisis. The strong support for the project came from 
agreement among stakeholders, legislators, and administration that the epidemic re-
quired a strong response. Because the goal was to meet the users’ needs for efficient, 
accurate, and actionable data, a concerted effort was made to include user and 
stakeholder engagement at every step of the process. This meant that there was 
subject matter expert and user review and involvement during the scoping, design-
ing, development, and testing of the new application. DSPS collaborated with profes-
sional associations to identify subject matter experts and potential users who were 
regularly involved in continual feedback loops. The development process was 
iterative, with 2-week development cycles. Users would review designs and provide 
feedback; the feedback would then be implemented in the development of the appli-
cation. The iterative improvement process continued throughout 2016 before launch-
ing the new PDMP system and still continues to this day as informed by feedback 
from actual users in the field. One example of the impact of continued feedback 
loops on the functionality of the WI ePDMP system decreased the number of clicks 
to get to get to a patient’s record by suggesting that the cursor on a search page 
be defaulted to the first name field. The suggestion was made by multiple users, 
and the change was subsequently implemented. This small change not only im-
proved the user experience with the WI ePDMP but also showed the end users that 
they are an important part of the development and success of the system. The in-
creased user buy-in has given users a sense of pride and ownership, which has led 
in part to the success of the WI ePDMP. Prescribers in particular are beginning to 
see checking the PDMP as something more than just a requirement; they are recog-
nizing it as a useful clinical tool and making suggestions to continue to make it bet-
ter. DSPS was recently awarded a Harold Rogers PDMP grant to continue enhanc-
ing the WI ePDMP, and the grant project will be a continuation of this collaborative 
model by working to implement user-led enhancements. 

The development of the WI ePDMP would not have been possible without inter-
agency collaboration and grant funding from federal partners. DSPS is appreciative 
of the opportunities that have been afforded to it through federal grant awards from 
the Substance Abuse and Mental Health Services Administration (SAMHSA), the 
Office of Justice Programs in the Bureau of Justice Assistance at the U.S. Depart-
ment of Justice, and the CDC. The SAMHSA grant allowed DSPS to implement a 
previous PDMP-EMR integration and work toward the current direct EMR-PDMP 
integration model. DSPS received two Harold Rogers PDMP Enhancement Grants 
in 2014 and 2015, first to build the Public Statistics Dashboard, which was origi-
nally envisioned as a stand-alone website along side the previous PDMP system, 
and later to build the WI ePDMP. Grant funding from a CDC Drug Overdose Pre-
vention Grant in partnership with the Wisconsin Department of Health Services 
further supported the development of the WI ePDMP. 
Lessons Learned/Recommendations 

The involvement of PDMP administrators, subject matter experts, and potential 
WI ePDMP users at every step of the development process was critical to the suc-
cess of the WI ePDMP. The administrators of other State PDMPs have shown a 
keen interest in learning about and from the experience of developing the WI 
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ePDMP, not only from a technology perspective but also from a project methodology 
perspective. Collaboration among PDMP administrators should be encouraged by 
providing opportunities for PDMP administrators to meet, discuss challenges, and 
learn from each other’s experiences. It is difficult to know the types of 
functionalities to strive for without first understanding the realm of possibilities by 
knowing about what is going on in other states. The sharing of actual PDMP tech-
nology could also be facilitated through the encouragement of open-source PDMP 
software solutions. The WI ePDMP has also been successful because of the way it 
redefined the role of the State PDMP and took bold steps to transform the PDMP 
system to meet the needs of those who use it. This type of innovation should be en-
couraged but is sometimes stifled because of a lack of awareness of possibilities. In 
general, states are very appreciative of grant funding opportunities to improve their 
PDMP; however, they may be tempted to defer to the use of grant dollars for known 
solutions or vendors if they do not have the drive, awareness, and support to inno-
vate. In the case of the WI ePDMP, innovation led to a successful home-grown solu-
tion that is tailored to the situation in WI. Furthermore, the involvement of PDMP 
administrators at every step of the development process proved invaluable in WI, 
but this involvement is not always the case, especially when funding involving a 
state’s PDMP is awarded to an agency that does not house the state’s PDMP. Wis-
consin has been fortunate to be able to collaborate closely with the Wisconsin De-
partment of Health Services to enhance the WI ePDMP as part of a CDC grant. 
Funding opportunities that involve a state’s PDMP should require that PDMP 
admins be directly involved in the projects. 
Conclusion 

Thank you again, Chairman Alexander, Ranking Member Murray, and Members 
of the Committee, for the opportunity to share this information with you about the 
WI ePDMP’s role in addressing the opioid crisis in WI. The transformation of the 
WI ePDMP into a robust clinical decision support tool has been well received by the 
medical community in WI. The success of the WI ePDMP as a tool to help combat 
the opioid abuse epidemic would not have been possible without the involvement of 
stakeholders and users throughout the development process. The collaborative na-
ture of the WI ePDMP development project, including the involvement of PDMP ad-
ministrative staff, interagency support, and federal grant funding, has led to im-
pressive results and has set the stage for continued enhancements to the WI 
ePDMP based on user feedback to ensure that it remains an effective tool in the 
State of Wisconsin’s efforts to combat the opioid crisis. 

[SUMMARY STATEMENT OF ANDREA MAGERMANS] 

Chairman Alexander, Ranking Member Murray, and Members of the Committee, 
thank you for the opportunity to testify about one part of Wisconsin’s efforts to ad-
dress the opioid crisis. My testimony will focus on the creation of the Wisconsin En-
hanced Prescription Drug Monitoring Program (WI ePDMP) to optimize its utility 
as a clinical healthcare, public health, and public safety tool. The development of 
the WI ePDMP redefined the role of the PDMP: it is now a robust clinical 
healthcare decision support tool, a prescribing practice assessment tool, an inter-
disciplinary communication tool, and a public health tool. 

As a clinical healthcare tool, the WI ePDMP includes an enhanced user interface 
and a redesigned patient prescription history report that is designed to bring the 
most relevant clinical information in a patient’s controlled substance prescription 
history to the immediate attention of healthcare users of the WI ePDMP. 

As a prescribing practice assessment tool, the WI ePDMP allows prescribers to 
evaluate their own prescribing practices in relation to other prescribers in their spe-
cialty through the Prescriber Metrics Report. The knowledge gained by prescribers 
through these self-assessment functionalities empowers them to maintain safe pre-
scribing practices. Those who oversee prescribers are also able to access Prescriber 
Metrics Reports through a new Medical Coordinator role in the WI ePDMP. 

As an interdisciplinary communication tool, the WI ePDMP includes reports sub-
mitted by law enforcement about suspected opioid-related overdose events, sus-
pected violations of the controlled substances act involving prescription drugs, and 
stolen controlled substance prescription incidents and disseminates the reports to 
relevant WI ePDMP users. It facilitates communication between law enforcement 
and healthcare professionals and gives healthcare professionals a more complete pic-
ture of their patients’ controlled substance history to support more informed pre-
scribing, treatment, and dispensing decisions. 

----
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As a public health tool, statistics are made publicly available via the Public Sta-
tistics Dashboard, which provides interactive data visualizations about the con-
trolled substance prescriptions dispensed in Wisconsin, the law enforcement reports 
submitted to the WI ePDMP, and the use of the WI ePDMP by healthcare profes-
sionals and others. 

Beyond these key features, the WI ePDMP is unique because of the level of in-
volvement of stakeholders and subject matter experts in the process to develop the 
enhanced PDMP application. Because the goal was to meet the users’ needs for effi-
cient, accurate, and actionable data, a concerted effort was made to include user and 
stakeholder engagement at every step of the process. 

The CHAIRMAN. Thank you, Ms. Magermans. 
Secretary Tilley, welcome. 

STATEMENT OF HON. JOHN C. TILLEY 

Secretary TILLEY. Thank you, Chairman, for your welcome again. 
Thank you for that. I want to say what an honor it is to be here, 
and also to say to you this is heavy stuff. But if I may just take 
a moment, Chairman, and say that growing up in West Kentucky, 
very near where Senator Paul—and thank you for that nice intro-
duction, Senator. I’ve seen your passion firsthand for reform, and 
your intellect on these issues is unquestioned. But he knows how 
closely we live to Tennessee, and also how closely we are aligned 
with the national media. 

Many of my family members back in the day from Kentucky 
went to the polls trying to vote for the Chairman, Lamar Alex-
ander, because of that. Also we were readers of your little plaid 
book, everything you need to know. It’s kind of like Kinder con-
tained in this book. It’s certainly a Bible for us, and thank you for 
that. If you think that’s pain, it certainly is. 

The CHAIRMAN. You may be the best witness we’ve had in years. 
[Laughter.] 
Secretary TILLEY. Thank you. Goodnight. I’ve had a great run. 
[Laughter.] 
Secretary TILLEY. Again, it is such heavy stuff. During the course 

of debates we had over 3 years to come to what became known as 
the heroin bill in Kentucky, Senator, as you remember, we kept the 
North Star with us in Kentucky, a young man by the name of Wes 
Jenkins, who at 12 years old was part of a Little League World Se-
ries championship team from Louisville. Not often do American 
teams win the Little League World Series, and certainly not from 
Kentucky, a smaller state like ours. 

But, Senator, you remember that day. I remember the last pitch 
and seeing them pile on one another, beating Japan that day. They 
were not favored to win. 

Ten years later, Wes Jenkins died of an overdose, the same story. 
He went for oral surgery when he was playing college baseball, and 
three stints in rehab later he overdosed the day he stepped out of 
that third rehab. 

We never forgot Wes Jenkins, him being also the nephew of one 
of my colleagues in the House and Senate. 

We worked together, put down any partisanship, no room for 
that, locked arms and got some good things done. I think without 
the help of the Federal Government, we could not have done what 
we’ve done in Kentucky. 

----
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Let me start with our Department of Corrections response. Make 
no mistake, this opioid pandemic—it’s no longer an epidemic—has 
had an amazing, incredible negative impact on our criminal justice 
system. It’s a public health nightmare being handled in courtrooms 
and jails and prisons, and that is part of the problem. We don’t 
have time to address all that today. 

One of the things we’re most proud of is the fact that we’ve in-
creased treatment by 1,100 percent thanks to some of the resources 
you’ve given us. The ROI on treatment behind our walls is about 
almost five dollars. It cuts recidivism, cuts rates of mental illness. 
We track these offenders once they leave our prisons and jails. In 
terms of getting to that ROI, that return on investment, it’s money 
well spent. 

We also have something that’s been really chronicled nationally, 
a pilot program using naltrexone or vivitrol. We give a shot 30 days 
before release, we give a shot the day of release, and give a shot 
30 days after, with the injection being every 28 days or 30 days to 
battle this incredible chronic brain disease, and we have seen great 
early results from that program. The return on investment, even 
with the expense of that drug, is very high. The return is very 
high. Again, we received a lot of attention for that and would like 
to expand that. We’re doing that as we speak. 

We’re also proud of our coordination with law enforcement and 
public health. The Cabinet for Health and Family Services, that is 
unprecedented now in our state. The CDC in their recommenda-
tions and their money has allowed us to track overdoses in ways 
with law enforcement we never have. 

We’ve also been able to collaborate for training protocols for phy-
sicians and nurses and dentists on many prescribing practices that 
we know are very critical to this problem. 

We’ve also been able to up the distribution of naloxone in ways 
that have never been seen, and I would submit to you that we need 
over-the-counter naloxone. The only use we have for that is to bat-
tle back and reverse these overdoses, and so we do that. 

My good friend Rebecca, we’ve worked together for years now, 
and we are using now the Rhode Island model in Kentucky. I’m 
really proud to report—and what I mean by that is the one she 
spoke of using peer specialists in the emergency departments, and 
also using bridge clinics at the same time. It’s an ambitious goal 
to reach, but we’ve done that. In the first week we used it at the 
University of Louisville just recently, Senator, we had the first five 
people to walk in and overdose. By the way, we had 13,000 
overdoses in Kentucky emergency rooms alone in 2016. But the 
first five who walked in, four entered treatment. That’s a great 
sign, and that actually follows the national trend line from Rhode 
Island. Eighty percent will do that. 

Before that model, we lost 13,000 opportunities to link somebody 
to treatment who came in with an overdose. We lost 1,404 Ken-
tuckians. As you know, the numbers are staggering. In the last 10 
years, or at least between 2006 and 2016, we lost 471,000 Ameri-
cans. That can be lost. 

Again, I see my time is up. There is too much to cover. I hope 
that the questions come fast to us because we would love to cover 
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some of the unique things and innovative ways we’re attacking it 
in Kentucky. 

Thank you, Chairman. 
[The prepared statement of Secretary Tilley follows:] 

PREPARED STATEMENT OF JOHN TILLEY 

Kentucky’s Crisis 
2016 proved to be a deadly year for the citizens of the Commonwealth of Ken-

tucky, who saw 1,404 of their family members, friends, and neighbors die from drug 
overdoses. Since 2012, drug overdoses have accounted for more accidental Kentucky 
deaths than motor vehicle crashes. The leading culprit, fentanyl, a potent synthetic 
opioid, was detected in 47 percent of overdose deaths, up from 34 percent in 2015. 
According to the Kentucky State Police, there was a 6,000 percent increase in lab-
oratory samples submitted to the Central Forensic Laboratory testing positive for 
fentanyl from 2010 to 2016. Last year, in addition to fentanyl, the Kentucky State 
Police reported samples from 10 different counties testing positive for carfentanil, 
a fentanyl derivative that is 100 times more potent than fentanyl itself. Fentanyl 
continues to engulf Kentucky as the Kentucky State Police report that the number 
of submissions testing positive for fentanyl in the first two quarters of 2017 has al-
ready exceeded the 2016 total. The 2017 samples also included several potent 
fentanyl derivatives such as cyclopentylfentanyl, acetylfentanyl, butyrylfentanyl, 
acrylfentanyl, furanylfentanyl, and carfentanil. According to Appalachia HIDTA’s 
2018 Threat Assessment, Kentucky remains particularly vulnerable to drug traf-
ficking organizations because of its central geographical location and many inter-
state highways. 

In addition to increased rates of substance use disorders and overdose deaths, the 
opioid epidemic has also brought the threat of blood borne pathogens such as viral 
hepatitis and human immunodeficiency virus (HIV). According to the Centers for 
Disease Control and Prevention, 54 of the top 220 counties most vulnerable to a 
rapid outbreak of HIV are located in Kentucky. In response to the devastating HIV 
outbreak in nearby Austin, Indiana in 2014, Kentucky became the first southern 
state to authorize the creation of syringe exchange programs, which are designed 
to reduce the incidence of needle sharing and prevent the spread viral hepatitis and 
HIV. There are currently 41 Harm Reduction Syringe Exchange Programs 
(HRSEPs) operating across the Commonwealth since the General Assembly granted 
county officials the power to approve such programs. Aside from HIV, forms of viral 
hepatitis—such as hepatitis C—also pose a large threat to the residents of Ken-
tucky. From 2008 to 2015, Kentucky had the highest rate of acute hepatitis C infec-
tions in the United States. 
Department of Corrections Response 

The Kentucky Department of Corrections remains the single largest treatment 
provider in the Commonwealth. In 2004, the department had 475 substance abuse 
treatment slots available. Today, it has 5,901 treatment slots, representing a 1,100 
percent increase since 2004. The substance abuse treatment programs utilize evi-
dence-based cognitive behavioral therapy and therapeutic community models. Ac-
cording to a recent study by University of Kentucky professors, the department’s 
treatment programs resulted in a strong return on investment—$4.29 of cost avoid-
ance for every $1 spent in fiscal year 2015. During the 12 months following release, 
70 percent of participants were not re-incarcerated, 85 percent maintained housing, 
and 68 percent were employed at least part-time. The study participants also re-
ported decreased illicit drug use, decreased feelings of serious depression and anx-
iety, and decreased instances of suicidal ideation. 

In 2015, the Department of Corrections began a pilot project aimed at reducing 
fatal overdoses among inmates released on parole. The department uses a validated 
risk and needs assessment to target those inmates most vulnerable to overdoses and 
offer them the chance to voluntarily receive injections of naltrexone, a long-acting 
opioid receptor antagonist, before they leave prison. Within 24 hours of being pa-
roled, participating inmates meet with social service clinicians at their local Proba-
tion and Parole offices for assistance determining health care coverage eligibility 
and setting up an appointment for the inmate’s next naltrexone injection. The initial 
results from the pilot project have been so promising that representatives from five 
other states, tribal authorities from Montana, and the U.S. Virgin Islands have ob-
served the program. 

----
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Coordination between Public Health and Law Enforcement in Kentucky 
The opioid epidemic has demanded intense collaboration between the Kentucky 

Department of Public Health and the Kentucky Office of Drug Control Policy. Re-
cently, the Department of Public Health contracted with the Kentucky Injury Pre-
vention and Research Center (KIPRC) to provide data analysis and technical sup-
port in joint endeavors with the Office of Drug Control Policy. Over the last few 
years, KIPRC and the Office Drug Control Policy have utilized grant funding from 
the Centers from Disease Control and Prevention to create the Commonwealth’s 
drug overdose surveillance program. The drug overdose surveillance program com-
piles data on drug overdose deaths from county coroners, physicians, and the Office 
of the State Medical Examiner into one data set, which is used to compile a detailed 
annual overdose death report. In addition to the drug overdose surveillance pro-
gram, the partnership between KIPRC and the Kentucky Office of Drug Control Pol-
icy has also led to the development of training protocols for physicians, nurses, and 
dentists on appropriate opioid prescribing methods. Thousands of Kentucky law en-
forcement officers have been trained on the proper treatment of opioid overdoses 
and the use of emergency naloxone kits thanks to the partnership as well. 
21st Century Cures Act Programming 

The Office of Drug Control Policy worked closely with representatives from the 
Cabinet for Health and Family Services to develop a comprehensive strategy for 
using funds from the 21st Century Cures Act. The Kentucky Opioid Response Effort 
(KORE) is a multidisciplinary team established to administer the funds granted to 
the Commonwealth from the Cures Act to bolster evidence-based treatment inter-
ventions aimed at reducing the impact and prevalence of opioid use disorder among 
non-fatal drug overdose survivors, pregnant and parenting women, and incarcerated 
individuals. 

Initiatives aimed at survivors of non-fatal overdoses include the creation of spe-
cialized medication-assisted treatment bridge clinic programs and the placement of 
peer recovery specialists in emergency departments. The specialized bridge clinics 
initiate a medication-assisted treatment protocol with overdose victims while they 
are still in hospital in order to stabilize them long enough to obtain treatment in 
the community. KORE funded one of the first bridge clinics at the University of 
Louisville’s emergency department in partnership with Centerstone, a community 
mental health center earlier this month. On the first day of operation, peer recovery 
coaches deployed to the hospital’s emergency department contacted five individuals 
treated for opioid overdoses. Four of the five opioid overdose survivors contacted by 
peer recovery coaches opted for immediate entry into treatment. 

The peer recovery specialist initiative, which was modeled after Rhode Island’s 
Anchor ED program, incentivizes Kentucky hospitals to contract with certified peer 
recovery specialists who could counsel recent drug overdose survivors while they are 
still in the emergency department and help them enroll in a treatment program if 
the survivor chooses treatment in that instance. Some additional funds are being 
used to distribute naloxone at community awareness events, emergency depart-
ments, and syringe exchange programs 

The initiative aimed at pregnant and parenting women will create an integrated 
continuum of care model, aimed at synchronizing obstetrics care, primary care, 
medication-assisted treatment provider care, and case management. Once the model 
is perfected, a training program will be developed and offered to healthcare and 
treatment providers. 

Finally, part of the 21st Century Cures Act funding will be used to create a tar-
geted employment pilot program for state and county inmates reentering society 
with a history of opioid use disorder. The program will hire employment specialists 
to assist former inmates in finding and maintaining employment in Northern and 
Eastern Kentucky, which are two regions that have been most affected by the opioid 
epidemic. 

[SUMMARY STATEMENT OF JOHN TILLEY] 

Kentucky’s Crisis 
• In 2016, Kentucky lost 1,404 citizens to drug overdoses. 
• Since 2012, drug overdose deaths have accounted for more accidental Ken-
tucky deaths than motor vehicle crashes. 
• Medical examiners detected fentanyl in 47 percent of Kentucky overdose vic-
tims in 2016, up from 34 percent in 2015. 

----
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• The Kentucky State Police Central Forensic Laboratory has also seen an in-
crease in the detection of potent fentanyl derivatives such as carfentanil and 
cyclopentylfentanyl. 
• Kentucky is at an elevated risk of an outbreak of blood borne pathogens such 
as HIV and hepatitis C due to unsafe injection practices among those suffering 
from opioid use disorder. 
• According to the Centers for Disease Control and Prevention, Kentucky has 
54 of the 220 counties most vulnerable to a rapid outbreak of HIV. 

Department of Corrections Response 
• The Kentucky Department of Corrections has increased substance abuse 
treatment slots from 475 in 2004 to 5,901 in 2017, a 1,100 percent increase in 
treatment capacity. 
• According to a recent study, the department’s substance abuse treatment pro-
gram resulted in a $4.29 cost avoidance for every dollar spent on the program. 
• In 2015, the department created a pilot program designed to reduce fatal 
overdoses among inmates released on parole by providing them the opportunity 
to receive naltrexone injections prior to release. Preliminary results from the 
pilot have been so promising, that representatives from five other states, tribal 
authorities from Montana, and delegates from the U.S. Virgin Islands have ob-
served the program. 

Coordination between Public Health and Law Enforcement in Kentucky 
• The Kentucky Department of Public Health and the Kentucky Office of Drug 
Control Policy have collaborated to create Kentucky’s drug overdose surveillance 
system using grant funding from the Center for Disease Control and Preven-
tion. 
• The collaboration has also resulted in the development of training protocols 
for physicians, nurses, and dentists on appropriate opioid prescribing practices. 
• Thousands of Kentucky law enforcement officers have been trained to treat 
opioid overdoses with emergency naloxone kits thanks to the collaboration as 
well. 

21st Century Cures Act Programming 
• Pilot sites for the creation of treatment bridge clinics and the placement of 
certified peer recovery specialists in emergency departments have begun to op-
erate. 
• The initiative aimed at pregnant and parenting women will create an inte-
grated continuum of care model, aimed at synchronizing obstetrics care, pri-
mary care, medication-assisted treatment provider care, and case management. 
• A targeted employment pilot program aimed at state county inmates who 
have a history of opioid use disorder is being develop for sites in Northern and 
Eastern Kentucky. 
• Additional funds are being used to hold community training sessions and dis-
tribute emergency naloxone kits. 

The CHAIRMAN. Thank you very much, Secretary Tilley, and 
thanks for bringing the little plaid book with you. 

Secretary TILLEY. I hope it worked. Thank you. 
The CHAIRMAN. I’ll say to the Senators who have come in, we’ve 

had very interesting testimony from four witnesses who are on the 
front lines of states dealing with opioids, and now we’ll go to a 5- 
minute round of questions. We thank you for the testimony. 

We’ll begin with Senator Young. 
Senator YOUNG. Well, thank you, Chairman. That’s a good way 

for me to step off your lead in there, because Indiana has indeed 
been on the front lines of this opioid crisis, and I thank all of our 
witnesses for their testimony and expertise in this area. 

I visited with a number of local sheriffs throughout Indiana. I 
used to represent, in the House of Representatives, Indiana’s 9th 
Congressional District, which included Scott County, Indiana. That 
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is where Austin, Indiana is located that gave national attention to 
that county, not in the best way, but they fought their way back 
and continue to. 

Many local sheriffs throughout the state have a strong suspicion 
that their inmates not only have opioid addiction challenges but 
also have HIV, Hep C, or TB. But they’re left with this moral di-
lemma. You see, they have a limited budget to take care of their 
criminal justice matters each year, but they also are supposed to 
attend to the health care of those individuals. If they test these in-
mates and identify that they have Hep C, that they have TB and 
so forth, then that could conceivably and very realistically deplete 
the entire law enforcement budget they have for a year. These pub-
lic servants are on the horns of a human rights dilemma. 

Director Boss, you’ve made some suggestions in your testimony 
about how we can better treat, as a Nation, incarcerated individ-
uals. You also touched on how we can better treat individuals 
awaiting trial. Would you kindly elaborate on this issue generally 
and some of the suggestions you have for us? 

Ms. BOSS. I would, and thank you for that opportunity. Individ-
uals awaiting trial who are not yet adjudicated are often some of 
the most complex individuals that we see because they’re coming 
from the street to a center that will house them with the multiple 
medical issues that you identify, including addiction and in the 
stages usually of withdrawal when they are opioid addicted. 

One of the things we find most helpful is really addressing that 
health care need. An addiction is a disease, and addiction treat-
ment is a health care issue. Providing medication, as you would for 
any other health care issue, in alleviating those withdrawal symp-
toms and providing stability for the individual in their addiction 
has been very successful. 

What we see is individuals sometimes coming in already on 
medication-assisted treatment. Previously we would withdraw 
those individuals and put them into withdrawal and then, depend-
ing upon the results of their trial, would be released back into the 
street, now in withdrawal, now sick and looking to use again and 
very vulnerable because their tolerance level has decreased. The 
number of overdoses in that population was significant. 

Providing them continued medication or, better yet, initiating the 
medication for individuals who needed it but didn’t access it in the 
community provides that linkage after that brief period of incarcer-
ation to the treatment that’s needed in the community, and the fol-
low-up rates have been pretty successful. Seventy-five percent post- 
incarceration without perhaps the requirement of the criminal jus-
tice system that they do so is pretty remarkable, including the de-
crease in the overdose in that population that we have seen is in-
credible given the decreased tolerance that they had before, no 
longer that because they’re on medication that has stabilized them, 
and a connection to treatment in the community, with the oppor-
tunity now for recovery. Perhaps that criminal justice intervention 
gave them that opportunity for recovery that they didn’t capitalize 
on in the community. 

Senator YOUNG. Well, thank you. 
Secretary Tilley, you’re our southern neighbor, and you, no 

doubt, are experiencing very similar situations as we are. Can you 
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speak a bit about any programs you have in place to get treatment 
to these incarcerated adults or those who are awaiting trial, get 
them into treatment in a better spot? 

Secretary TILLEY. I think, first of all, I’m not proud to report that 
we’ve had to ramp up treatment in our prisons by that 1,100 per-
cent mark. But what we’ve done to do that is we’ve collaborated 
and partnered with our community mental health centers to use in-
tensive outpatient treatment upon release, because that handoff is 
often, again—it is the most critical time. We’ve done that. 

We are also, as I mentioned—the program we have that uses 
naltrexone, I didn’t have a chance to expand on that. It’s not just 
about the medically assisted component. There is also the holistic 
component of therapy and a social service clinician on the day that 
inmate leaves the prison, to lead them to resources in whatever 
community they’re returning to; that’s a really critical piece. We’ve 
gotten, again, great early numbers on that. We’re trying to expand 
that. It is an expensive program, but it’s certainly less expensive 
than the $24,000-a-year cost of incarceration and all that comes 
with that—societal strain, family strain, et cetera. 

Many other programs along those lines. The treatment of pro-
viders is coming in so fast to our state that that’s one of the chal-
lenges, to make certain that we get them running as quickly as 
possible and at the same time not allow fly by-night providers. 
Only 1 percent of treatment right now is evidence based. That’s a 
challenge for us. 

In the interest of time, the last program I might mention again 
to link people to treatment is this—we have a treatment hotline, 
but is this peer specialist bridge clinic, because those folks are 
going to end up in jails and prisons. Clearly, it happens more times 
than not. To link them to treatment before that criminal justice 
intervention is critical. Again, returns on investment and as a pol-
icy win and a public health win. 

Senator YOUNG. Thank you, Mr. Secretary. 
A quick observation, Chairman, is that as we consider funding at 

the federal, state, and local level to address all these things, we’re 
going to have to consider the costs of not doing something, the eco-
nomic costs, and cost in social services and so forth. We’re going 
to have to constantly keep that in mind, the cost of doing nothing 
or not doing enough. 

Thank you. 
The CHAIRMAN. Thank you very much, Senator Young. 
We have a lot of Senators here today, so I’m going to try to stick 

pretty close to the 5-minute limit so everyone will have a chance 
to ask questions. 

Senator Kaine. 
Senator KAINE. Thank you, Mr. Chair. 
Dr. Abubaker, my questions are mostly going to be directed to 

you. Talk about the over-prescription problem and the work that 
you’re doing with prescribers. Many of us have worked on bills, 
some of which were included as part of the Comprehensive Addic-
tion Recovery Act, to set up prescription guidelines around the co- 
prescription of naloxone, for example. On the Armed Services Com-
mittee, I’ve worked with colleagues there to deal with over-pre-
scription issues within the VA and the DOD hospital system. 
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But talk about your own work with especially folks in dentistry 
and your students and what more we can do to curb this over-pre-
scription problem we have in the country. 

Dr. ABUBAKER. Thank you, Senator Kaine. I’ll just step backward 
and relate it to prescription or over-prescription. 

I went through my dental school education, a good dental school 
in Pittsburgh, and went through my residency, and the emphasis 
on prescription or pain management was minimal, not only in den-
tal school and residencies and dentistry but in medicine as well. 
Pain management is at the core of it, and what we train is really 
to write a prescription and walk away from the patient. 

That model ends up over-prescribing. There are patients who 
may need only two tablets, and there are patients who may need 
50 tablets. We have not had that kind of way of thinking. Prescrip-
tion writing was a thoughtless, seamless process on the part of 
both physician and dentist, and that goes back to the lack of knowl-
edge about pain management, acute pain management. I’m specifi-
cally talking about acute pain management. 

As a result, we standardized that you go to the oral surgeon for 
wisdom teeth, probably 20 tablets of Vicodin. You go to the ortho-
pedic surgeon, they have a number, and neurosurgeons have num-
bers, and it’s not standardized to the individual situation or an in-
dividual patient. 

Senator KAINE. The numbers themselves may not be science-or 
evidence-based at all. 

Dr. ABUBAKER. Absolutely. There is no science to it. Clearly, if 
there is a science, Patient A is not the same as Patient B, whatever 
way you look at it. As a result, that standardized number that we 
put in a prescription, it’s not a scientific one. As a result, we end 
up over-prescribing for the most part. 

We looked at pain management as 100 percent prescription. We 
looked at prescriptions for the worst pain. We looked at prescrip-
tions as the only treatment possible. We know now that for some 
other modalities, including non-pharmacological pain management, 
that it’s good for some individuals but may not be good for others. 

The standardization of treatment is the key for this, and I think 
going back to the education factor—my business is the education 
business for the last 27 years—we have to go back to the basics. 
No. 1, pain management, the scientific basis of pain, the lack of 
standardization or the lack of evidence base, and going back to the 
risk associated with medication. 

I mentioned to you earlier that in some states now the regulation 
for prescribing includes mandatory discussion with the patient 
about the risks, possible complications, and how to dispense with 
the extra medication. Some people got 20 tablets, took 3 tablets, it 
sat in the cabinet and the grandchild grabbed it. 

The fundamental issues; we have to go back to the basics both 
in medical education, dental education, nursing education to be 
able to address the foundation, the root of the problem. 

Senator KAINE. You testified powerfully that this war on opioids 
really needs to be a war on addiction, and you have a clinic, the 
Motivate Clinic, which is designed really to go after the addiction 
problem. Tell us a little bit about that. 
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Dr. ABUBAKER. The Motivate Clinic just started actually this 
year, and part of our legislative and our state effort to combat 
opioids and addiction in general. But the story used to be in an 
emergency room, when you come in with an overdose of any drug, 
you’re treated for the overdose, admitted to the ICU, and when you 
live, they put you back on the street. God knows, maybe a week 
later, a month later, you come back with the same. There is no or-
ganized, systematic way of referring this patient to a specific treat-
ment. 

VCU Medical Center developed a process. Now, when a patient 
comes in with an overdose, after treatment for the overdose, hope-
fully they survive the overdose, they automatically are referred to 
a clinic for follow-up and additional treatment down the line in the 
long term. 

Senator KAINE. This is a little bit like what Secretary Tilley was 
talking about in Louisville, the example that he was using. 

One last question, quickly. You also do work at VCU to help ad-
dicted pregnant moms break their addiction. Talk a little bit about 
that. 

Dr. ABUBAKER. Senator Kaine, clearly, the director of the Moti-
vate Clinic is, by training, an Ob/Gyn. 

Senator KAINE. I see. 
Dr. ABUBAKER. He came from that side. He’s a professional on 

that side, but he came into the side of addiction through pregnant 
women and children born addicted. That’s his passion. That’s his 
practice. There is a lot of it going on in our medical center. 

Senator KAINE. Great. Thank you for being here today. 
Dr. ABUBAKER. Thank you. My pleasure. 
The CHAIRMAN. Thank you, Senator Kaine. 
The Ranking Member, Senator Murray, is here. 
Senator Murray, I invited Senator Kaine to make opening re-

marks because you had another commitment. But if you have open-
ing remarks you’d like to make, you’re certainly welcome to make 
them. 

Senator MURRAY. Mr. Chairman, I just would like to thank you 
for having this hearing, and I won’t delay. We have lots of folks 
who want to ask questions, so I’ll submit it for the record. Again, 
thanks very much. 

[OPENING STATEMENT OF SENATOR MURRAY SUBMITTED FOR THE RECORD] 

Senator MURRAY. Thank you, Chairman Alexander, thank you for your continued 
commitment to hold these bipartisan hearings on the opioid crisis. 

Needless to say, there’s a whole lot going on right now in the U.S. Senate, and 
frankly, there’s been a lot of strong disagreement and at times, very heated discus-
sions around several issues. 

The so-called tax ‘‘reform’’ package being jammed through today, with yet another 
attack on families’ health care, we have end of the year spending deadlines—you 
name it. 

But I hope we can all agree that the opioid crisis is an issue that, no matter what 
else is going on, cannot afford further inaction, as many have heard me say on this 
Committee. 

For the countless patients and families suffering from this epidemic, there is no 
tomorrow and there is no next time. 

It is absolutely critical that we make progress to address this truly devastating 
public health crisis—and that we do so in a bipartisan manner. 

I am pleased that we are joined today by a diverse group of witnesses, providers, 
public safety officials, and state health officials, who are on the front lines fighting 
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this epidemic—and who can speak to what is going down on the ground and what 
more we in Congress can do to help them address this crisis. 

I am also interested in learning more about ways we can help bring communities 
together to prevent and combat addiction, and how that compares with what I am 
hearing back in my home State of Washington. 

Because, like everyone here, the opioid crisis is something I hear about every 
weekend I go back home. 

I’ve visited with countless communities that have just been devastated by addic-
tion, this epidemic does not discriminate, it can reach anyone, and it can reach any-
where. I’ve listened to doctors who are treating skyrocketing numbers of babies born 
addicted to opioids—parents who have lost sons and daughters, children who have 
lost moms and dads, to an overdose—and veterans with chronic pain who also strug-
gle, each and every day, with addiction. 

The list, unfortunately, goes on and on. I will repeat this every time I can, this 
epidemic is not somebody else’s problem. It’s all of ours. 

Again, that’s why I am very glad we have the opportunity today to discuss this 
further and to hear from those closest to the ground about what they are seeing. 

Now, right off the bat, it’s clear to me there are steps we can take right now that 
would make a tremendous difference in this fight. 

We have seen increased public awareness around this crisis, we are learning more 
about addiction each day, but we continue to lack the increased investments and 
response needed from this Administration—that would truly help states and com-
munities address this complex challenge. 

As we all know, late last month, President Trump finally issued a memorandum 
to the Department of Health and Human Services and other agencies on the opioid 
crisis. 

I had hoped this announcement would bring about a much-needed change of 
course, and that President Trump would finally commit to supporting the substan-
tial new investments that states, communities, and hospitals are making very clear 
they need to make progress on this crisis. 

Unfortunately, President Trump’s attempt at appearing to take action did nothing 
to give states and communities the resources they so desperately need, and in fact 
suggested that this problem could be addressed by using funding for other public 
health priorities, which underestimates the needs in all these areas. This was deep-
ly disappointing. 

Unfortunately, it represents a pattern of tough talk, no action that we’ve seen 
time and again from this Administration. And just to further underscore how inad-
equate this Administration’s response to the opioid crisis has been—earlier this 
month, the White House’s own Council of Economic Advisors released a report esti-
mating the economic cost of the opioid crisis to be at over $500 billion dollars, just 
for 2015. 

That is six times larger than the most recently estimated economic cost of the 
opioid epidemic. So we desperately need this Administration to be a partner in fight-
ing this epidemic. 

But unfortunately what we continue to see is simply not enough. Congress has 
taken some steps, thanks to our bipartisan efforts on this Committee, to address the 
opioid crisis. 

Like everyone here, I am proud of our work to pass the 21st Century Cures Act, 
which included nearly $1 billion for states to address the opioid crisis through: pre-
vention, treatment, and recovery efforts. 

CARA, the Comprehensive Addiction and Recovery Act, which supports specific 
outreach for veterans and pregnant and postpartum women suffering from addic-
tion, and expands access to medication assisted treatment. 

These were important steps, no doubt about it, but we can and must do more. 
As we continue to consider further action, I am committed to ensuring we have 
strong congressional oversight over Cures and CARA so they have the intended ben-
efits and impact for patients and families. 

There’s a whole lot more to discuss, but I would also like to make sure we leave 
as much time as possible for questions. 

I would just again thank you Chairman Alexander, and all our colleagues for their 
continued efforts to tackle this pressing challenge. 

I know there are many efforts being spearheaded by our colleagues on this Com-
mittee that would make progress and build upon our work thus far. I hope our dis-
cussion today can better inform and add to all those efforts. 

Thank you again to our witnesses, I look forward to your testimony. 

The CHAIRMAN. Thank you, Senator Murray. 
----
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Senator Baldwin, Senator Whitehouse, you both have witnesses 
here. I’ve introduced them, but if you’d like to say another word 
about them now before we go to Senator Paul, you’re welcome to 
do that. 

Senator Baldwin. 
Senator BALDWIN. You can go first. 

STATEMENT OF SENATOR WHITEHOUSE 

Senator WHITEHOUSE. Well, I just want to welcome Rebecca Boss 
here, who is the Director of our Department of the unfortunately 
named Behavioral Healthcare, Developmental Disabilities and Hos-
pitals. But we call it BHDDH. She has been working to serve those 
struggling with addiction for more than 25 years, working as a clin-
ical supervisor and program director before joining the Department 
in 2004. She became the Acting Director in 2016 and was con-
firmed as Director this May. 

Director Boss helps ensure that Rhode Islanders facing addiction 
and other behavioral health issues have access to high-quality pre-
vention, treatment, and recovery services. She was very active at 
meetings and roundtables I held while drafting the Comprehensive 
Addiction and Recovery Act, and was integral in developing Rhode 
Island’s Overdose Prevention and Intervention Task Force Action 
Plan. She has received state and national recognition for her work 
on developing and implementing AnchorED, a program that con-
nects overdose patients in emergency rooms to peer recovery coach-
es. 

Director Boss studied psychology at the University of Rhode Is-
land, and received her Master’s Degree in Counseling and Edu-
cational Psychology from Rhode Island College. Rhode Island is 
very proud of her. 

Thank you for coming here today. 
Thank you, Chairman. 
The CHAIRMAN. Thank you, Senator Whitehouse. 
Senator Baldwin. 

STATEMENT OF SENATOR BALDWIN 

Senator BALDWIN. Well, thank you for this opportunity, Mr. 
Chairman. I am thrilled to welcome Dr. Andrea Magermans to the 
Committee. 

I know you’ve been introduced, but I’m particularly thrilled be-
cause I really think Wisconsin is leading the Nation with its new 
Enhanced Prescription Drug Monitoring Program, the ePDMP. It’s 
a mouthful, but it is truly a state-of-the-art system. Not only is it 
a reporting tool, but it is also a prescribing assessment, public 
health and communication tool, and it’s able to integrate directly 
into the medical record. 

More than 48 million prescription records have been submitted 
to the PDMP, and it’s helped contribute to an over 11 million de-
crease in the number of opioid doses dispensed. Importantly, this 
system was developed with end users and providers themselves to 
make sure that it works for them. 

I am really proud of this innovative tool and the work that you’ve 
done, your long-term experience in the State of Wisconsin. We 
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know that this tool is critical to our fight against the opioid epi-
demic. 

Welcome to the Committee, and thank you for sharing Wiscon-
sin’s story with our panel. 

The CHAIRMAN. Thank you, Senator Baldwin. 
Now to continue with our round of questions, Senator Paul. 
Senator PAUL. You know, as a physician, it pains me to acknowl-

edge that I think a big part of the problem is physician prescribing 
habits. I think those were also influenced by some misinformation 
from the drug companies on the idea that OxyContin wasn’t that 
addictive. It turned out to be maybe just a little bit untrue. 

I think that when we look at prescribing habits and we look at 
changing, we’ve been talking about this, and in Kentucky we’ve 
done some good things. We closed down some of the pill mills. We 
got rid of some of the checking prescriptions to make sure people 
weren’t doctor shopping and duplicating. But we still have a county 
that has 21,000 people in it that had 2.8 million doses of 
OxyContin prescribed, OxyContin and Percocet. I lump them all to-
gether. That’s 150 doses for every person who lives in the county. 

Something is wrong, and we think we’ve gotten rid of the worst 
doctors that were out there doing it, and this still occurs. Some-
thing is wrong in our habits. From when I went to medical school, 
this is sort of the conundrum. Doctors don’t want people to hurt, 
you know? I recently was the victim of an assault and had six ribs 
broken, and I was given opioids of some sort, and I finally made 
the decision just not to take them, not because I was worried that 
I would be addicted, although I was going to need four to 6 weeks 
of them, but I took large doses of Ibuprofen. People are, like, oh 
well, Ibuprofen is Advil, that’s no good. Well, it does control pain. 
I still had a lot of pain, but I did get some relief with Ibuprofen. 
People think that’s not good enough because it’s not a narcotic, and 
I just don’t think we’ve studied these things. 

There is an evidence base in medicine on a lot of this to know. 
It reminds me of my wife when she was having a baby. They gave 
her morphine. She said, well, I was drunk as hell, but I still hurt 
like hell. You know, it affected her sensorium but it didn’t cover 
her pain. She liked the Epidril a lot better, to tell you the truth. 

There are ways to control pain, but I think we have made a mis-
take in over-prescribing. They say that four out of five heroin users 
started with prescription medication. Certain people are probably 
more prone to addiction than others, but they got on it, they got 
hooked, and then they somehow switched to heroin. 

I guess my question for Secretary Tilley is we cut down the pill 
mills, we’re cutting down duplicate, but we still have this massive 
prescription of pain medications, and when I talk to the doctors 
they say, well, they’ve been on it forever, and they’re on four. They 
are tolerating it. A lot of them are just addicted and they’re toler-
ating three or four and they’re not dying from it, but it’s still not 
a great life. 

We’ve got to figure out a way—some of it should maybe come 
from the medical community, that we need to change what our rec-
ommendations are and how we practice. But do you have a rec-
ommendation, Secretary Tilley, on what we’ve done so far and why 
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we still have counties with 2.8 million doses of opioids being pre-
scribed? 

Secretary TILLEY. Senator, yes. I was going to mention the same 
county and those same numbers that I shared with Andrea to my 
right. 

First thing, Kentucky is the first state to mandate the use of a 
PDMP. I think Castro was one of the first in the country to do that. 

Second, we were the first state in the country to limit based on 
CDC recommendations. Just this past legislative session, the Gov-
ernor dug his heels in on this. It was not easy to limit the prescrip-
tion of opioids for acute pain to 3 days, because the CDC says be-
tween three and 5 days addiction begins. We’re the first state to 
do that. You’ve got to shrink the size of the funnel at the top to 
keep these opioid dosages from coming into communities, and that’s 
the first step in that regard. 

To your point, too, again, I mentioned the book Dreamland only 
because I think I’m compelled to do it for the notion that I think 
we were sold a bill of goods, and I’ll leave it at that. I think physi-
cians were sold a bill of goods. After understanding what morphine 
can do to people in the day, and now moving forward into the ‘90’s, 
what is chronicled in this book should be read by everyone who has 
a concern for this problem. 

That said, at the University of Kentucky there is a new protocol 
to do just what you said, and that’s begin with everything but an 
opioid rather than the opposite. Why begin with a narcotic? Begin 
with everything to deal with pain, the narcotic being the absolute 
last resort, and in a controlled setting a narcotic can be effective. 
It can’t be diverted, potentially. That’s why the injectables are com-
ing online. 

At UK, there are two patents pending. One is for injectable 
buprenorphine, but that’s a little off, but that’s non-convertible. It 
can deal with the addiction. The second is a mist for naloxone. But 
again just to say the kind of innovation in the medical community 
I think answers your question. 

Senator PAUL. Here’s one quick suggestion. As physicians, we 
don’t want to be told what to do too much, and people need pain 
medications, and some physicians fear it will be too controlled and 
people will suffer with pain. But one of the things you might con-
sider—and I don’t know if you’ve done this—is go to the head of 
the medical society or the state board and have them go to these 
counties and just have a meeting with the medical society of 10 or 
20 doctors and let them know these are your statistics and that you 
are outside the parameters, not put people in jail but let people 
know, because I think somehow there could be some sort of persua-
sion maybe within the medical community, even stronger than just 
universities. Universities probably aren’t as big a part of the prob-
lem as communities are where people are decades-long addicted, 
you know? 

Secretary TILLEY. If I could, Chairman, just quickly on that 
point, I would credit the medical community nationally but also in 
Kentucky for recognizing that the posture was so defensive 5 years 
ago when we began trying to legislate our way out of this to a cer-
tain extent, and today it’s much different. We have done just what 
you suggested, and I think it’s an excellent suggestion. We need to 
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do more of that, and that’s why you see the medical schools now 
upping their training requirements for prescribing practices for 
opioids, as an example. 

The CHAIRMAN. Thank you very much, Senator Paul. 
Senator Bennet. 
Senator BENNET. Thank you, Mr. Chairman. 
I would join Secretary Tilley in recommending Sam Quinones’ 

book about this. When you finish Dreamland, you really have to 
ask yourself what we’re doing here as a country. I mean, 50,000 
people a year are now dying, and we really haven’t responded. 

In my state, in Colorado, especially in rural parts of the state, 
although it really is everywhere, but in rural parts of the state 
there is no more access to addiction treatment today than there 
was 10 years ago when this started, none. If you go to the San Luis 
Valley and have a town hall, you’ll have three or four questions 
today, but 6 years ago, 7 years ago, nothing, and there is still no 
additional addiction treatment, except for what’s happening in the 
jails, and I’m going to come to that. 

I want to ask Director Boss a question first. Today’s Denver Post 
reports that we have had an increase in Colorado of newborns ad-
dicted to opioids that’s 80 percent between 2010 and 2015. I can 
only imagine that number is worse in 2017. In some parts of Colo-
rado, the rate is even higher. Parkview Medical Center in Pueblo, 
the city’s safety-net hospital that sees many Medicaid patients, the 
rate of newborns addicted to opioids skyrocketed from 0.7 per 1,000 
people in 2010 to 20.8 per 1,000 people in 2012. The rate now hov-
ers around 10, and doctors have noted a shift from prescription 
drugs such as OxyContin to street drugs, mainly heroin, in recent 
years. I’m quoting from this Denver Post article. 

The article went on to state that the number-one cause of death 
for pregnant women and new mothers in Colorado is drug overdose. 
I wonder, based on your work in Rhode Island, what we should be 
thinking about in Colorado and other places when it comes to car-
ing for mothers that are addicted and their newborns who are ad-
dicted. 

Ms. BOSS. Thank you, Senator Bennet. I do know that we are 
seeing an increase in the number of women who are overdosing as 
a result of opioids, and that fact can’t be forgotten in terms of the 
importance of the addiction on the family and, as you mentioned, 
on the newborns. We are seeing an increase in neonatal abstinence 
syndrome. We have a workforce in Rhode Island that is addressing 
that issue. 

It’s important to remember that infants aren’t born addicted, 
which implies behavior. They’re born dependent on a substance, 
and there is medical treatment for that condition when they’re born 
dependent on a substance, and the use of medications, which can 
be methadone or buprenorphine, may also increase those born, but 
those are the treatments that are recommended. 

It’s important as we look at the increase, it may reflect an in-
crease of individuals who are being appropriately treated with 
medications for their addiction, and the care of the infants is really 
important. 

One of the things that has come through in the last few years, 
through Congress, has been an increase in PPW funds, and I think 
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that the Pregnant Postpartum Woman funding for treatment is 
critical. If we look at programs that are effective in addressing 
women, we have to provide funding for programs that will treat the 
children of these women as well. Addiction affects the entire fam-
ily. When women are adequately supported and given the tools for 
recovery, they recover. The importance is providing the funding for 
that, and I appreciate the work that’s been done thus far, and I 
look forward to our work going forward and providing more support 
to those individuals. 

Senator BENNET. But, Secretary Tilley, at the last hearing we 
had on the opioid crisis I asked what we could do to help people 
struggling with prescription drugs or heroin addiction that have 
lost their Medicaid coverage because they’ve been placed in jail. 
Colorado counties especially, again, are rural areas and struggle to 
find money for addiction treatment and care, and management for 
inmates who are cutoff from Medicaid. There is agreement from the 
witnesses that a jail is a pretty lousy place to administer addiction 
treatment. I know, partly because I read that book, that Kentucky 
has done some important things here, and I wonder whether you’d 
be willing to share that in the last minute or so that we have. 

Secretary TILLEY. I will, and certainly I thank you for that. A 
suspension of Medicaid so that it doesn’t take as much red tape to 
get it going again on release of that inmate is critical, so that’s 
something I would consider. 

The use of social service clinicians. Again, social workers, imme-
diately upon release, to link that inmate right back to whatever re-
source they need. 

I would also say that access doesn’t always equal outcomes. Cer-
tainly we need money at every turn for treatment, but there cer-
tainly are ways to be innovative, and there are ways to use that 
money in targeted and surgical ways to set up just the kind of out-
come-based interventions that can work for those who are leaving 
prison or jail. 

I am one who also thinks that the best kind of treatment does 
not occur. It’s absolutely essential to have it behind the walls of 
prisons or jails. But the best kind of treatment doesn’t always occur 
there. That’s why the use of sometimes controversial civil commit-
ments in Kentucky—we call it Casey’s Law, Senator, after a young 
man, Casey Wethington, died of an overdose years ago. We’ve had 
some trouble expanding that. It works, but it could work better. 

To use civil commitments would then preserve whatever benefits, 
like Medicaid, that individual may have in a civil setting, as op-
posed to an incarceration where they would lose those benefits. 

You’ve touched on something very critical, and again, we just try 
to link people back to it as quickly as possible. We’re also trying 
to release people into treatment facilities with some parole prac-
tices that are unique. We’re working on those today so that we 
identify those. What we found is incredible. 

The CHAIRMAN. You’re over the 5 minutes. 
Secretary TILLEY. We found we have far too many people with 

possession-only offenses in prison. That’s a shocker, I know, but it’s 
not better than it was 10 years ago. 

Senator BENNET. Thank you. 
The CHAIRMAN. Thank you, Senator Bennet. 
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Senator Isakson. 
Senator ISAKSON. Thank you, Mr. Chairman. 
I want to commend Dr. Abubaker and all of you for testifying 

today. It’s a very important hearing. In fact, it’s probably the most 
important hearing from an educational standpoint that we could 
possibly have, and I thank Chairman Alexander for calling it. 

I want to get everybody to look at this, the next-to-last para-
graph of Dr. Abubaker’s prepared remarks. It’s in your book. I 
want to read two things in there that are critically important, and 
I want to tell you why. 

Dr. Abubaker says, ‘‘I’m worried we will not address the root of 
the current opioid epidemic, which are addiction and mental illness 
as the underlying reasons for all drug epidemics we have been 
through and face in the future. If we do not address the foundation 
of these epidemics, I fear that another drug epidemic will emerge 
from now, and another generation of Americans, maybe even our 
own grandchildren, will be faced with a drug crisis of a different 
kind. We had better not let this happen. With the knowledge we 
have now about brain function and how addiction affects it, to let 
future generations of Americans be affected by similar crises in the 
future would be a historical abdication of our responsibility to do 
good for our country.’’ 

That is a powerful paragraph. It’s powerful to me because I lost 
my grandson, Charlie, December 8th of last year to a drug over-
dose. Charlie would be the first person to tell you, if you can cure 
the addiction problem, not the pain problem but the addiction dis-
ease, that probably wouldn’t have happened. I miss Charlie to this 
day, and I have always sworn that I’m going to use that loss when 
I can to help, as you did today in your testimony. 

Others understand that those tragedies don’t just happen to 
other people, they happen to us. They can happen to us. 

Second, I had a unique experience this year. I had two major 
back surgeries, one in February and one in March. I learned a 
whole lot of about OxyContin and hydrocodone and lots of things 
I didn’t know anything about that I thought were just pills to make 
me feel better. But the ramifications and the potential amplifi-
cations of taking those medicines at the age of 72 for pain can get 
you in a whole lot of trouble. 

I remember when my surgeon had me interview with a mental 
health specialist before the operation to talk about what the anes-
thesiologist was going to recommend to me as a pain management 
regimen. I knew this must be a pretty big issue. It’s not like taking 
an aspirin. 

I think your testimony is powerful in what we all can do. One 
is to try to better educate the educational establishment of physi-
cians and providers to the role they have in limiting the exposure 
people will ever have to these opioids, and hopefully depending on 
other ways of treating pain that avoid it entirely. With both of my 
surgeries—and I’m not trying to sell a product here, but Tylenol 
was my pain management medicine of choice. I would have never 
thought that going in for the operation, but realizing what hap-
pened to Charlie and his overdose with an opioid last year, I real-
ized how that counseling saved me and helped me a lot in mine. 
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I want to thank you for your willingness to testify about your 
own personal experience. But I do think you’re right, the mental 
health aspect and the addiction disease are the things we really 
ought to focus on as a Committee and as a country. If we don’t, 
there’s a worse price to pay later on in another generation. We 
don’t know what that price will be, but we know it’s there if we 
don’t deal with this now. 

I just want to thank you for your testimony. 
I thank you, Mr. Chairman, for bringing this to everybody’s at-

tention, and I’ll yield back my time. 
The CHAIRMAN. Thank you, Senator Isakson. 
Senator Franken. 
Senator FRANKEN. Thank you, Mr. Chairman, for this hearing. 
Dr. Abubaker, I’m sorry I wasn’t here for your testimony, but I 

read it last night, and I was very moved by all your testimony and 
describing the tragic death of your son, how it motivates your work. 

In your testimony you note that the problem is not solely opioids 
and that we need to move the conversation to dealing with addic-
tion as a disease of the brain, and I agree 100 percent, and I appre-
ciate the work you’re doing to educate medical and dental students 
on appropriate prescribing practices of opioids. 

I firmly believe that all clinicians need this training. That’s why, 
as part of the 21st Century Cures Act, Senator Cassidy and I 
championed a provision to grant funding to improve training for 
medical schools and medical students and dental students and 
practitioners and nursing students and practitioners and social 
workers. 

Our Nation’s clinicians need to know when they see someone who 
has an addiction problem, and I don’t think they get that training. 
They don’t get that training in medical school. They don’t get that 
training, and we need to have that training. That was the purpose 
of that. 

Dr. Abubaker, the CDC recently released prescribing guidelines 
for medical providers who are prescribing opioids for chronic pain. 
How will these guidelines help change opioid prescribing practices? 

Dr. ABUBAKER. Thank you, Senator. In my profession and spe-
cialty, oral surgery, the major emphasis for our training for stu-
dents or residents is acute pain. There are a few instances where 
we deal with chronic pain, something called TMJ, if you’ve heard 
of it. That usually turns into chronic pain. The guidelines in gen-
eral, in principle, for the management of acute and chronic pain is 
compassion for the patient’s need. Historically, we thought the 
compassion equaled the number of tablets or the strength of the 
medications. 

I think we have to go back to compassion as what hurts and 
what harms the patient and what benefits the patient. Sometimes 
the non-pharmacological management for acute pain—and I’m not 
a specialist, so I have to explain that I have no expertise in chronic 
pain. But from my perspective, the compassion for the patient, 
some patients will need opioids, long-term opioids, but we have to 
individualize the treatment. 

Also, we offer tailored treatment to the individual, for some peo-
ple spiritual or maybe some other non-pharmacological agent, 
sometimes mild pharmacological agents. But clearly, the bottom 
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line is the scientific basis and the evidence-based management. I 
think the CDC recommended that kind of guideline. 

Senator FRANKEN. Senator Isakson read the last paragraph and 
talking about this as a disease of the brain and being resilient for 
the next addiction crisis. I think this is one of the reasons that we 
have to fund NIH funding and mapping the brain. I think that’s 
so important. 

I have so much to ask about. I hope we’ll be able to get a second 
round. 

Ms. Boss, I was so impressed by what you put together in Rhode 
Island, and I certainly hope that is being studied and copied, the 
Anchor MORE Program, the coaches, the recovery coaches. What I 
was really interested in was how they seem to be everywhere and 
how you trained them up, and how you made sure that—Senator 
Bennet talked about how there’s not enough treatment. We need 
more treatment, and we need more counselors. 

One of the problems in my state is Indian Country. I’m going to 
try to get done before my time runs out so you can answer the 
question of how you did this. But in Indian Country, when they say 
culturally specific, many times that means an Indian provider. 

How did you train all these people? How did that happen? 
Ms. BOSS. We have specific training for our recovery coaches, and 

they actually go through a certification process. But for those that 
are dealing with individuals who are high risk, we enhance that 
training even more. The Anchor MORE outreach counselors that go 
to data-identified hot spots where there’s increased activity with 
overdose or fentanyl in the area, they are specifically trained to 
distribute naloxone, teach people how to use naloxone. They’re spe-
cifically trained to motivate people to want treatment. This is 
where we need to identify. We have treatment available. We have 
to get the people to that treatment. Sometimes, in providing the 
hope of recovery, I’ve done it, I’ve been where you are, I know what 
you’re going through, life can get better. 

Often times, when people are in the midst of their addiction, they 
don’t see that opportunity to get better. Recovery coaches who have 
been there are able to provide that spark of inspiration that there 
might be an opportunity for my life to get better. They’re actually 
going out into the community to find these folks, not waiting for 
them to overdose and show up in the ED. 

The CHAIRMAN. We’re running out of time. 
Ms. BOSS. Thank you. 
Senator FRANKEN. Thank you. 
The CHAIRMAN. I’m going to—we all have important questions. 

We have 10 Senators who haven’t had a chance to ask questions 
yet, I’m going to keep a pretty strict rule on the 5 minutes for ques-
tions and answers, if everyone would respect that, my colleagues. 

Senator Cassidy. 
Senator CASSIDY. Thank you. Thank you all for what you do. 
Ms. Magermans, I really like your PDMP, and I’m asking ques-

tions not to diminish but to understand. It seems like you are a 
model for what everybody should be doing. But when I look at the 
number of opioid deaths in HIV from your Wisconsin DPH, you’ve 
actually increased since implementation. I say that not to accuse 
but to understand. Why, with such an incredibly effective program 
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since 2013, have opioid deaths risen from 350 to 400, that sort of 
thing? 

Ms. MAGERMANS. Thank you, Senator. I think we can see that 
there is a reduction in the opioids that are being prescribed and 
dispensed. However, there is an increase in overdose deaths, and 
I think it’s because of the presence of the fentanyl and the fact that 
there are heroin overdose deaths with—— 

Senator CASSIDY. Let me ask, because I’m looking at these 
stats—I can share this, but it’s from your government. 

Ms. MAGERMANS. Sure. 
Senator CASSIDY. The prescription opioids are also up sloping. 

It’s the heroin, but also prescription opioids. So, any thoughts 
about that? 

Ms. MAGERMANS. I think it’s a slow process. I think that the pre-
scribing has effects later on down the road. Reduced prescribing, 
there are people who are already addicted and who may end up 
overdosing, and I think it’s really just moving in a new direction 
once you do start curbing some of the prescribing. I think the ef-
fects will be later. 

Senator CASSIDY. A lag time before effect. 
Ms. MAGERMANS. Exactly. 
Senator CASSIDY. What do you do with your data? Do you 

proactively refer—you implied you did, but to confirm, do you 
proactively refer a physician who is an outlier, three standard devi-
ations out? Do you proactively refer she or he to law enforcement? 

Ms. MAGERMANS. To law enforcement? No. The Controlled Sub-
stances Board oversees the program in Wisconsin, and the Con-
trolled Substances Board has the authority to refer to the licensing 
board, a physician to the medical board, an advanced practice 
nurse prescriber to the nursing board, et cetera. 

Senator CASSIDY. There is a pattern of physicians that are pill 
mill doctors. They move from state to state to state to state. I say 
that as a physician; and, as Dr. Paul said, regretfully so. 

Is there any way to track a risk factor for a doc being a pill mill 
doc? I see Secretary Tilley nodding his head, so I’d love to have 
your input as well. My gosh, licensing board, he’s lost his license 
in three other states. It seems like there should be a trigger for 
someone to monitor. 

By the way, I’ll tell you, I once had a drug rep come up, and she 
said I know who the pill mills are, because I can go to their office 
and there’s a certain clientele. Somebody pays $300 for an initial 
visit, and they walk out with a handful of prescriptions 5 minutes 
after entering the exam room. I’m thinking, a drug rep can figure 
this out. Not to diminish her, but she’s just observing, and every-
body with their data bases aren’t coming to the same conclusions. 
Hats off to her, but it’s a little bit indicting us. 

Any thoughts on that? 
Ms. MAGERMANS. Speaking of the Wisconsin PDMP, the data is 

about prescriptions that are dispensed in Wisconsin. A prescriber 
that first practiced outside of Wisconsin would not have PDMP 
data that is analyzed with the Wisconsin PDMP data. However, 
things like the average distance that patients travel to see a—— 

Senator CASSIDY. I don’t mean to cut you off. I just have a 
minute 38 seconds. 
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Secretary Tilley, you were also nodding your head when I spoke 
about these pill mill docs. Any thoughts on that? 

Secretary TILLEY. Yes, a number. But in a minute I would tell 
you very briefly that we are tracking that data. A company is help-
ing a number of states do that as well, red flagging, letting doctors 
know where they stand as well, so they can look and see. They are 
often getting busy, not understanding how many they may be pre-
scribing, seeing some of those red flags themselves to be able to 
self-assess. 

Senator CASSIDY. If a doctor is going from Indiana to Ohio to 
Tennessee to your state, and somehow there have been flags along 
the way that the doc is a pill mill doc, would you know that? 

Secretary TILLEY. We would. There’s only one state we can’t col-
laborate with now. Of the seven border states of Kentucky, Mis-
souri is the only one where we’re trying to get there. Not to be crit-
ical, but it’s the reality. But we do know that. We can track that. 

Senator CASSIDY. Okay. Does that affect the licensing of that 
physician to obtain a medical license and/or the surveillance of his 
practice once you so identify? 

Secretary TILLEY. One of the challenges has been the Board of 
Medical Licensure in our state. They have come a great ways in 
that area, but I still think they need to be more aggressive in mak-
ing certain that docs who are over-prescribing, No. 1, know it and 
have a chance to correct it, and if they don’t, are sanctioned for it. 

Senator CASSIDY. Next, Ms. Boss, I have a few seconds left. You 
mentioned in your testimony giving MAT to people in prison. Did 
you mean jail? In other words, short-term imprisonment? Or did 
you mean prison? In other words, they’re going to be there for 10 
years? 

Ms. BOSS. I meant both. 
Senator CASSIDY. If they’re in prison, there for 10 years, you 

must have a problem with contraband? 
Ms. BOSS. The program has been in effect for about a year, and 

we have not, as far as I understand, not seen an increase in contra-
band. Now, please know that we don’t provide MAT for an indi-
vidual who has a sentence of 10 years until prior to release. If 
someone has a history of opioid dependence and they’re leaving and 
they are at risk for overdose and are appropriate for medication 
and want to get on medication, we are willing to provide that medi-
cation prior to release, but not for a 10-year sentence. 

Senator CASSIDY. I’ll finish by thanking you, Dr. Abubaker, for 
your powerful testimony. 

I yield back. 
The CHAIRMAN. Thank you, Senator Cassidy. 
Senator Murphy. 
Senator MURPHY. Thank you very much, Mr. Chairman. 
Thank you all for being here. We have other hearings; we’re in 

and out. But this has been very, very helpful. 
I have a few questions. I’ll just start by noting that it’s very hard 

to confront this epidemic when we are threatening to pass health 
care legislation that would remove $800 billion from Medicaid, 
which is the program that ends up treating 40 percent of addiction 
clients in this country. We’re about to vote on a piece of legislation 
later tonight that would trigger automatic cuts, in the neighbor-



48 

hood of $25 billion, to Medicare, $1.7 billion in the first year alone 
to the social services block grant. I think this is all really, really 
important and helpful, but we’re going to make your life a lot hard-
er if the legislation that has been pending throughout the year be-
comes the law. 

Ms. Boss, I wanted to follow-up on your testimony mentioning 
Rhode Island’s efforts in promoting non-opioid therapies for chronic 
pain. Senator Paul asked a little bit about this, and I’d be happy 
to hear others’ testimony on the panel to this question. But can you 
just talk a little bit about what the barriers are today to getting 
non-opioid, non-drug-based therapies for pain? Amongst them that 
I’ve heard is insurance companies making it a lot easier to get re-
imbursement for a drug than it is for physical therapy or acupunc-
ture, the lack of providers in this space if you try to find alter-
native pain therapies. 

I’d be happy to hear others’ testimony, but you raised it in your 
prepared remarks, so let me pose it to you first. 

Ms. BOSS. Thank you. Our efforts to combat this epidemic are 
really in four areas, the first being prevention. We’ve done a lot of 
work in terms of trying to reduce the supply of opioids and the pre-
scribing of opioids and making sure that they’re appropriate. A lot 
of the work that’s been described previously has been done in 
Rhode Island as well. 

One of the things that we focused on, and our Department of 
Health is very active in working with the medical community to 
look at alternative pain management therapies, and the work of 
our legislature, and the work of our insurance company and Office 
of Health Insurance commissioner to make sure that there is ade-
quate coverage for alternative pain management therapies. 

Things like massage, things like acupuncture, things like chiro-
practic are important in combatting the pain that individuals suffer 
without opioids. We’ve done a lot of work engaging multiple stake-
holders in making sure that the insurance companies around the 
table, they have a seat at the Governor’s Overdose and Interven-
tion Prevention Task Force, and making sure that our legislators 
are on board in terms of promoting insurance coverage for alter-
native pain management therapies. That’s really where the impor-
tance is. 

We haven’t seen, to my knowledge, a lack of capacity within that 
provider system. It’s really about whether or not people can afford 
it, and people can afford it generally if their insurance coverage is 
going to cover it. 

Senator MURPHY. How are we doing on that? I mean, you’re 
working on it, but do you see insurance benefits today covering the 
range of alternative pain therapies that should be covered? 

Ms. BOSS. I believe that we are making progress. I can’t say that 
100 percent of all insurance in Rhode Island covering the alter-
native pain management therapies is as much as we would like to 
see, but I think that we have made progress and that those pain 
management therapies are being covered by most insurance. 

Senator MURPHY. Secretary Tilley, do you have anything to add? 
Secretary TILLEY. It’s a challenge for us. We have a system of 

managed care. We are trying to work with those providers, do mas-
ter agreements with them to cover. The challenge is certainly 
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sometimes the companies don’t see that individual as a long-term 
health concern for them, so the immediate need is to cut pain at 
less cost rather than to improve their lifestyle through physical 
therapy, through nerve blocks. You mentioned all the others, so I 
won’t repeat them. 

That is the way to partially get us out of the need for so much 
pain medication, even if it is a Tylenol, which certainly is much 
less problematic than the narcotics we’re discussing today. 

Yes, the challenges are great. Again, my umbrella in the justice 
cabinet is pretty broad, from corrections to public defenders to ev-
erything in-between under the umbrella of justice, but we are 
working daily in justice because this problem is so pervasive in the 
criminal justice system with public health, with the health and 
family services branch, with the insurance companies on these 
issues to try to get them to come to the table. 

I can’t possibly finish that in 27 seconds, but you’ve hit a nerve, 
let’s just say that. 

Senator MURPHY. Maybe there’s not legislation on this, Mr. 
Chairman, but just potentially the opportunity to use a bipartisan 
bully pulpit to make clear to the insurance companies that this is 
in their best interest to ultimately pay for these alternative thera-
pies. It might cost a little bit more money up front than the bottle 
of pills, but in the long run it’s going to save you an enormous 
amount of money. 

Thank you, Mr. Chairman. 
The CHAIRMAN. Thanks, Senator Murphy. 
Senator Murkowski. 
Senator MURKOWSKI. Thank you, Mr. Chairman. Thank you to 

each of you this morning. We truly appreciate your testimony, your 
work, and just the effort to deal with this epidemic, pandemic, as 
we have been describing it. 

Senator Bennet mentioned that so much of the challenge in 
many of our states is the rural aspect. It may be that you can get 
coverage for treatments, but if you can’t get to the treatment, it’s 
pretty difficult. 

Ms. Boss, you acknowledge in your recommendations that many 
individuals living with substance abuse disorders don’t have access 
to transportation. You just can’t even get there. 

One of the things that we’ve been working on in Alaska, because 
again we simply don’t have sufficient treatment that is available, 
and the distances are limiting, the FDA has just recently approved 
a device that’s called the bridge device. We’ve been working in cer-
tain areas to—it’s an ambulatory detox model, and through the use 
of the bridge device, which reduces the symptoms of those who are 
going through withdrawal, along with medically assisted tech-
nologies, the MAT, using Vivitrol and counseling, we have been try-
ing to use this as this effort to fill the gaps until we’re able to get 
more treatment facilities that are online. We’ve got the potential 
for additional facilities, additional beds coming on, but it may be 
2 years from now, maybe even longer than that. As we all know, 
none of these individuals have 2 years to wait. 

Being able to share some of the pilots that are going on in dif-
ferent areas, particularly as we’re struggling with how we deal 
with the realities of rural restrictions, things that limit us from 
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any level of treatment whatsoever. I will note that in our state, the 
benefit that has come to us in being able to treat more through 
Medicaid expansion has been quite significant for us as a state. 

I wanted to ask a question that, Secretary Tilley, you reference 
in your written testimony but you just kind of skirted by it, and 
that is the issue that we’re beginning to see with outbreak of HIV 
or hepatitis because of the needles that are being used to inject 
heroin. I’m actually going to be meeting with a member of our state 
health and social services department with a specific focus to the 
syringe services program that we are trying to implement in the 
State of Alaska. 

Can you, or if others have more information on this—because 
we’re dealing with an opioid epidemic. But again, are we also lead-
ing ourselves to a hepatitis epidemic, a resurgence of HIV? Can you 
please speak to this? 

Secretary TILLEY. Yes, Senator, I absolutely can. In Kentucky we 
became the first southern state 2 years ago to legislate a com-
prehensive statewide program, very controversial. Again, I think 
people thought I had three heads when I stood up on the House 
floor when I was in the legislature to talk about it for the first 
time. I did that, and now we have 41 programs in a state, again, 
that is in desperate need of this because our Hep C rates are seven 
times the national average, our HIV rates are off the charts. Of the 
220 counties most susceptible, according to the CDC, of a rapid 
HIV outbreak, 54 of those counties are in Kentucky. 

The Senator from Indiana mentioned the problem. I’m right 
across the river from Louisville. It happened in Austin, Indiana, 
many of you know by now, with rates of HIV and their outbreak 
like that of Sub-Saharan Africa. That was instructive to us on how 
close we were to that kind of public health nightmare. We’re proud 
of this effort now to move forward on that. 

I would say as it relates to corrections, we don’t treat now with-
out symptomology. If there would be some requirement to do that— 
and this applies to many states around the country moving for-
ward—I don’t know how the existing tax base could withstand an 
additional $100 million burden to treat for Hep C on the front end 
without symptomology, which again we can do today. 

Again, to say you’ve hit a nerve, you absolutely have. Anything 
we can do in the public health arena to cut down the blood-borne 
illnesses is critical to this entire problem. 

Senator MURKOWSKI. Thank you. 
Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Senator Murkowski. 
Senator Hassan. 
Senator HASSAN. Well, thank you, Mr. Chairman, and Ranking 

Member, for having this hearing. Thank you and good morning to 
all of our panelists. 

Dr. Abubaker, thank you so much for speaking up. I also want 
to thank Senator Isakson for talking about his grandson. 

I was Governor of New Hampshire before I took on this role, and 
so I’ve been dealing with the opioid epidemic in my home state, 
where it is absolutely devastating, since 2013, and I have to start 
by saying that if this were any other kind of public health crisis 
that was taking 100 lives a day, which is about what the opioid 
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overdose death rate is right now, if this many people were dying 
in a defective plane every day in the United States of America, we 
would be devoting considerably more resources to it. 

Part of the reason we haven’t is because of the stigma that has 
traditionally come with addiction. So, doctor, your speaking up 
about your son, Senator Isakson speaking up about his grandson, 
the people in this room, and I know there are many, who have lost 
loved ones or who have struggled with addiction themselves speak-
ing up about it is critical to this. 

We need a long-term strategy to solve this complex problem, and 
that requires funding to support those on the front line of the cri-
sis. The Trump administration has so far refused to request addi-
tional funding to fight this crisis, and yesterday I pressed the HHS 
Secretary nominee on the issue because we need the Administra-
tion to send to Congress a supplemental funding request so that we 
can appropriate more funds and resources. 

For each witness here, I just would like a yes or no answer: Do 
you think additional funding is necessary? I’ll start with Dr. 
Abubaker and just go down the line. 

Dr. ABUBAKER. Yes. 
Ms. BOSS. Yes. 
Ms. MAGERMANS. Yes. 
Secretary TILLEY. Additional—and I apologize. I have to ask a 

question to clarify something. Additional funding for addiction 
treatment? I’m sorry, I apologize. 

Senator HASSAN. Treatment, prevention, and recovery. But do we 
need more funding on the front lines? 

Secretary TILLEY. Yes. 
Senator HASSAN. Thank you. 
To Director Magermans, I want to thank you for your leadership 

in helping us understand how PDMPs are really critical to combat-
ting this epidemic. I just wanted to drill down a little bit. While 
states can benefit greatly from these electronic data bases, there 
continues to be some difficulty in ease of use and accessibility. 
PDMPs are only informative if prescribers actually utilize them. 

Do you believe that integrating PDMPs into electronic health 
records will promote better work flow for providers and increase 
the likelihood that they would use PDMPs? 

Ms. MAGERMANS. The short answer there is absolutely, yes. 
Senator HASSAN. Okay. Do you think substance use counselors 

and mental health providers who often work with patients experi-
encing substance misuse disorders on a longer-term basis should 
have access to PDMP data as well? 

Ms. MAGERMANS. In Wisconsin, substance abuse counselors li-
censed by the Department of Safety and Professional Services can 
access the PDMP, and the feedback that we have received from 
them is that it is a very valuable tool. We have other social work-
ers with a specialty in substance abuse disorder treatment who ac-
cess it as well, and they also say that it is a very valuable tool. I 
would say yes. 

Senator HASSAN. Okay, thank you. 
To Secretary Tilley, I appreciated your testimony about the co-

ordination between law enforcement and public health officials in 
Kentucky. We know that this is an epidemic that knows no bureau-
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cratic boundaries, and we need to ensure that we are breaking 
down the silos between different agencies and officials, silos that 
can prevent us from responding appropriately to the epidemic, 
something I focused on when I was Governor. In New Hampshire 
we’re doing some really interesting work. It’s called Safe Stations. 
Through that initiative, firefighters are available 24/7 at partici-
pating stations to help connect individuals in need of treatment or 
recovery services so that people struggling with addiction know 
about the resources available to support them on the road to recov-
ery, and so that firefighters can help with what we call a warm 
handoff to peer support or treatment. 

I am very proud of our brave firefighters for all they do to 
strengthen public safety and public health, including really driving 
this important initiative. 

Could you talk a little bit more about the importance of ensuring 
that public safety officials are helping us address these public 
health issues and whether you think programs like Safe Stations 
can help us turn the tide? 

Secretary TILLEY. Absolutely. First responders are critical in this 
because they’re the boots on the ground, first to respond. Again, 
things like needle exchange programs make it five times more like-
ly that they touch the people on the ground where they are, the 
harm reduction model, find them, get them into treatment. That’s 
part of the untold story there. 

LEAD, the Law Enforcement Assisted Diversion, is to get those 
mentally ill and addicted into treatment rather than a prison cell 
or a jail cell. That’s very critical. Again, our Governor, having a 
very good connection to New Hampshire, we know about Safe Sta-
tions, and that is a great program. We need to do more of that. 

I also cannot go without mentioning our Angel initiative. We 
have a very dynamic State Police Commissioner who has spent a 
lifetime at the DEA, and he understands the need to do this. That’s 
why we’ve made such tremendous progress in a very short period 
of time. Again, the Angel initiative is anyone can come in with par-
aphernalia, addicted, throw down that in a police station setting 
and be connected to treatment that same day. We guarantee that 
treatment bed the same day, no criminalization of any kind. 

Senator HASSAN. Thank you very much. 
Thank you, Mr. Chair. 
The CHAIRMAN. Thank you, Senator Hassan. 
Senator Sanders. 
Senator SANDERS. Thank you, Mr. Chairman, for holding this im-

portant hearing, and let me thank all the guests for being here. A 
lot of questions, short period of time. 

Let me just begin by saying that in my small State of Vermont, 
we have lost 112 people last year as a result of opioid overdoses, 
and that is three times more than who died in 2010. In 2015, 
Vermont had the fifth highest prevalence rate of heroin use in the 
country, and in 2016 heroin-related emergency room visits in-
creased by nearly 20 percent. Even in a small, beautiful, rural 
state, we have an epidemic. 

OxyContin’s manufacturer, Purdue Pharma, pled guilty and 
agreed to pay more than $600 million in fines in 2007 for mis-
leading the public about the risks of OxyContin. But the drug con-
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tinued to rack up blockbuster sales, generating more than $22 bil-
lion in profits over the last decade. 

Should the pharmaceutical industry and companies like Purdue 
be treated the same way as the tobacco industry was treated dec-
ades ago? The tobacco industry killed millions of people in this 
country, and they lied to the American people about the health im-
pacts of their product. Purdue and other companies produced a 
product, forgot to tell doctors or the people that it was addictive, 
thousands of people have died and suffered as a result. 

Should we—brief answers—hold those companies responsible in 
the same way we held the tobacco industry? 

Dr. Abubaker? Brief answers, please, because I have other ques-
tions. 

Dr. ABUBAKER. Research and development for development of 
treatment for addictions and treatment for pain medication that’s 
not addictive, at least on that level. 

Senator SANDERS. Ms. Boss. 
Ms. BOSS. I would agree with the doctor. I’m not sure I’m really 

qualified to answer that question but would want more information 
on what kind of accountability we’d be looking for. 

Senator SANDERS. Ms. Magermans. 
Ms. MAGERMANS. I’m not qualified to answer that question. 
Senator SANDERS. Secretary Tilley. 
Secretary TILLEY. I may not be qualified, but my answer is yes, 

unequivocally. Kentucky settled a lawsuit years ago—well, they 
settled it, but it began in 2007, which should have been a billion- 
dollar settlement, at minimum, for the devastation that was caused 
in Appalachia in particular. It was a $24 million agreement to set-
tle that is now still sealed. We don’t even know what has been said. 
A deposition of one of those lead figures in this at this point is still 
silenced. 

Senator SANDERS. Mr. Chairman, I don’t understand—and I 
agree with Secretary Tilley. I just don’t understand how we allow 
a situation to continue where these companies make billions of dol-
lars in profit who essentially lied to physicians, lied to the Amer-
ican people, and have caused an epidemic. We’ve got to deal with 
that. 

My next question is I think we all understand that we need addi-
tional resources for treatment, and I don’t mean to be overly polit-
ical here because I know that everybody—Republican, Democrat, 
Independent—is deeply concerned about this crisis. 

Brief answer, maybe yes or no. I believe that if this tax bill 
passes in the near future, there will be brought to the floor of the 
House and the Senate a trillion-dollar cut in Medicaid. That was 
in the Republican budget. 

Question: What happens to your programs if a trillion dollars in 
Medicaid is cut? Very briefly. 

Dr. ABUBAKER. I’m not sure of the financial implications of this 
issue. 

Senator SANDERS. Ms. Boss. 
Ms. BOSS. It’s a really simple answer. I think all of our efforts 

are disintegrated, honestly. Our access to treatment is 
foundational, and Medicaid supports access to treatment. 

Senator SANDERS. Thank you. 
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Ms. Magermans, a trillion-dollar cut? 
Ms. MAGERMANS. The PDMP greatly benefits from federal finan-

cial support. 
Senator SANDERS. Secretary Tilley. 
Secretary TILLEY. Again, assuming a trillion-dollar cut, I under-

stand if you took that away from Kentucky, let me say this. Again, 
I don’t think access always equals outcomes. I do have a real con-
cern. We need money. We need it to come in other targeted ways, 
whether it comes to us—I’m not concerned about how it comes to 
us, but it needs to come to us with very targeted, surgical—if those 
are strings, so be it. 

Senator SANDERS. If your Medicaid funding is cut, it’s going to 
make your life a lot more difficult, will it not? 

Secretary TILLEY. Well, I think if we don’t have money to do the 
things we do today, there will be some challenges, although we are 
fighting for waivers to maintain those levels of funding. 

Senator SANDERS. Okay, last question. At the end of the day, I 
think we are all in agreement that we have to do a better job of 
prevention in a wide variety of things. Are we doing as good a job— 
and I had a town meeting at the largest high school in the State 
of Vermont on this issue. Are we doing as good a job as we can 
reaching out to the young people and explaining to them the dan-
gers, that just beginning to dabble in this issue of opioids can be 
a life-threatening decision? Do we do a good enough job, Secretary 
Tilley, in reaching out to the young people? 

Secretary TILLEY. No, sir. We are doing everything we can at the 
moment, but we need to do twice that, and I think we need to 
reach to even a younger age and talk to them like we’re talking 
today. Again, don’t patronize young people, but we need to tell 
them exactly what can happen and how dangerous these things 
are. 

Senator SANDERS. Ms. Magermans, young people? 
Ms. MAGERMANS. I would definitely agree with his remarks. 
Senator SANDERS. Ms. Boss. 
Ms. BOSS. We have not, but a lot of our efforts that are funded 

now for the Cures and the other federal legislation that has passed 
are focusing on just that, and we’re really trying to up our game 
in that area. 

Senator SANDERS. Good. 
Dr. Abubaker. 
Dr. ABUBAKER. Senator, I said that in my opening statement, 

education, and I meant education all the way from middle school 
to medical school. 

Senator SANDERS. Thank you all. Thank you very much. 
The CHAIRMAN. Thank you, Senator Sanders. 
Senator Baldwin. 
Senator BALDWIN. Thank you, Mr. Chairman. 
While the opioid epidemic continues to ravage the country and 

my home State of Wisconsin, I have to say that I am proud that 
Wisconsin is leading in a number of respects, including an aggres-
sive and innovative advancement like our state-of-the-art Wis-
consin Enhanced Prescription Drug Monitoring Program. We have 
also implemented provider education requirements based on the 
CDC Opioid Prescribing Guideline, as well as many other reforms. 
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Before getting into a couple of specific questions about that, I 
also want to associate myself with some of the previous comments 
of my colleagues regarding the need for additional resources. 
Whether it’s the recommendation that we declare this a national 
emergency, but whether that’s just words or resources too, that 
matters. Also I want to associate myself with the observation that 
the matter that we are discussing on the Senate floor today and 
potentially over the next several days has an enormous impact on 
our ability to fight this epidemic. 

But, Ms. Magermans, as we’ve heard time and again in this 
hearing, too often addiction begins with a legal prescription, wheth-
er that’s for a broken leg or other injury, chronic back pain, oral 
surgery as we’ve been discussing, or it occurs because of a doctor 
or nurse who recklessly over-prescribes dangerous combinations of 
drugs, which happened actually at a VA facility in Wisconsin in 
Tomah. 

We need to have the real-time data about prescribing practices 
not only to arm doctors with the tools they need to care for the pa-
tients but also to ensure accountability for those dangerous 
outliers. 

I’d like you to elaborate a little bit further than you did with 
Senator Cassidy about how the Wisconsin ePDMP enhances pro-
vider education on safe prescribing, including with the CDC guide-
lines, and also how it acts as an oversight tool that can help man-
age over-prescribing. 

Ms. MAGERMANS. Sure, thank you. The alerts that are made 
about patients and their prescription history are based on criteria 
that come from the CDC guidelines, so having to do with high lev-
els of opioids or opioid/benzodiazepine overlap. The alerts have in-
formation in them so that they are also an education piece provided 
to the prescriber. 

The chart that shows the opioid level of the patient and whether 
or not there is an opioid/benzodiazepine overlap also has informa-
tion about why that is presented to the prescribers, so the pre-
scriber knows that there is a greater risk of overdose with the con-
current prescription or a high level of opioids. The benchmark lines 
at 50MME and 90MME come directly from CDC recommendations, 
and then there are links within the patient prescription history to 
report to the CDC for more information. 

Then within the prescribing practice metrics report for a pre-
scriber there is an additional education piece that just explains 
some of the CDC guidelines, and that is one of the oversight tools 
that a prescriber can use to do a self-assessment to see how that 
prescriber compares to others in the same specialty. Then a med-
ical coordinator can also use that same report to look for outliers 
within a specific health system and provide education to the pro-
vider who might need some education. 

Senator BALDWIN. Great. Just to clarify that last point, in re-
sponse to Senator Cassidy you were talking about the potential of 
reporting your oversight with the Controlled Substances Board and 
their ability to communicate with licensing boards. 

Ms. MAGERMANS. Yes, this is correct. Data coming from the 
PDMP is provided to the Controlled Substances Board. The Con-
trolled Substances Board will determine whether or not a pre-
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scriber should be referred to the prescribing board for potential dis-
cipline. 

Senator BALDWIN. I know we’re watching the clock carefully, but 
I did reference the misuse of opioids at a VA facility in Wisconsin. 
It resulted in the tragic death of a Marine, and working with his 
family we introduced bipartisan legislation named in his honor, the 
Jason Simcakoski Memorial PROMISE Act. Senator Capito and I 
worked together on that. 

I guess my quick question for you is how is the Wisconsin PDMP 
interacting with and sharing data with the VA, and are VA pro-
viders submitting their prescription data? 

Ms. MAGERMANS. Yes, VA clinics in Wisconsin are submitting 
dispensing data to the PDMP and have been for several years, even 
before it was required of them. Then on the other end, prescribers 
and other health care professionals in the VA system can use the 
PDMP as a tool to help inform their prescribing and dispensing de-
cisions. 

The CHAIRMAN. Thank you, Senator Baldwin. 
Senator Murray. 
Senator MURRAY. Mr. Chairman, I’m going to submit my ques-

tions for the record. I just want to thank all of my colleagues. Many 
of my questions were answered, but this has been very helpful to 
us. 

I would just reiterate that having the resources seems to me a 
critical part of this discussion we can’t leave out. But thank you 
very much to all of you. 

The CHAIRMAN. Thank you, Senator Murray. 
Senator Whitehouse. 
Senator WHITEHOUSE. Thanks, Chairman. Thank you to the 

panel, particularly Ms. Boss. 
I’d like to get some advice from all of you. We’ve done the CARA 

bill, which I think was a very comprehensive and thorough piece 
of authorizing legislation, and we have the first half-billion of the 
billion that we’ve been promised that has been pushed out, in addi-
tion to the regular funding. I assume it goes without saying that 
meeting our commitment to get you the second half-billion this De-
cember in the funding bill would be very important to the success 
of your efforts. Correct across the board? 

Ms. MAGERMANS. Yes. 
Senator WHITEHOUSE. Yes. You’re counting on it? 
Ms. BOSS. Yes. 
Senator WHITEHOUSE. One of the things that the CARA bill re-

quired was better coordination among PDMPs. In different states 
they didn’t talk to each other, they distributed information to dif-
ferent groups, the whole thing was a mess, and we’ve tried to en-
courage that it be consolidated and coordinated. 

Ms. Magermans, what is your advice to us in terms of getting a 
response from your peer group around the 50 states as to what we 
should be doing and what we should be seeing? Obviously, some 
may be laggards and they may not want to participate in encour-
aging certain things. But if it were possible for you and your col-
leagues or a majority of them to come up with some recommenda-
tions to keep this moving forward, I think that would be helpful. 
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We’re not seeing as much action as I would like on this out of the 
Administration. 

Do you think that’s something that you would be capable of 
doing, the group of government officials that oversee PDMPs? Or 
is that asking too much? 

Ms. MAGERMANS. I think PDMP administrators would greatly 
benefit from working together to learn from each other and to im-
plement best practices based on others? experiences. 

Senator WHITEHOUSE. Okay. Well, I will take advantage of that 
and try to figure out if I can get access to your network and start 
asking questions about where we should be right now, because 
wherever we should be right now, I know we’re not there, and this 
is going to be worth some effort. 

Ms. Boss, one of the things that Rhode Island has done that is 
most novel has been to get those peer recovery coaches into the 
emergency departments so that when somebody comes in 
overdosed, they get a real opportunity for engagement before they 
get put back out on the street again. In that context, I have heard 
in a couple of places that the program bumps up against privacy 
protections of the patient, and I wonder if there are any lessons 
that we should take away from that experience in terms of consid-
ering whether there should be various types of exemptions from 
HIPAA, or whether there are good workarounds to HIPAA. 

As you know better than anyone, we had a terrible, terrible trag-
edy with an adult son of parents who was heavily addicted and had 
been in and out of the emergency department over and over again, 
and by the time he finally died of an overdose, his parents had 
never been notified of this recurring problem. I think in every state 
there is a story to that effect. 

To me, that’s a bureaucratic failure. To me, we need to find a 
way to get through that so that the parents, the loved ones can be 
engaged, or if there’s a complete breakdown of that relationship 
that perhaps some kind of a special master or something could be 
engaged. 

But tell us about what the privacy problems are with the ED 
program. 

Ms. BOSS. I think two different problems related to this. One 
would be the fact that hospitals are not able to contact family 
members without the express permission of the individual in their 
care, and that would be a HIPAA violation if they did. One of the 
workarounds that we’re looking at is using our health information 
exchange to get prior approval from individuals before they hit the 
emergency room of who can be contacted in an emergency, so at a 
moment when they’re not in the midst of, perhaps, active addiction, 
identifying, yes, you can contact my whomever, and then being able 
to use that through our health information exchange that the 
emergency rooms have access to. 

Senator WHITEHOUSE. That would be something set up by folks 
between their primary care provider and themselves early on, as a 
matter of regular doctor visits. 

Ms. BOSS. Correct. The second is the ability to contact the peers 
if the individual in that moment at the emergency room is saying, 
no, I don’t want to talk to a peer. One of the workarounds that 
we’ve done is create a special authorization that says you may not 
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want to talk to a peer right now, you’re in withdrawal, you’re not 
feeling well, you’re embarrassed, but can you sign this release and 
maybe they can contact you a day or two from now. 

We’re piloting that right now and we are seeing significant in-
creases in the connections with peers. Because they’re not employ-
ees of the hospital, you need permission to contact them. That re-
lease has been a workaround that looks, as a pilot, like it’s going 
to be pretty successful in engaging peers post the emergency de-
partment. 

Senator WHITEHOUSE. My time is up, so I won’t ask any more 
questions, but I would invite anybody else who wishes to respond 
to that question of the ED and the privacy issues to do a response 
for the record. You’ll be asked questions for the record, and if you 
could add that to your questions for the record, and if there’s any-
thing else. 

I think this would be a very sensible place for us to do, Mr. 
Chairman, a little bit more work as a Committee. 

Thank you very much to the terrific panel. 
The CHAIRMAN. Thank you, Senator Whitehouse. 
I would say to the witnesses I have to leave, but Senator 

Franken has agreed to chair the remainder of the hearing. We 
have votes in a few minutes, so it won’t be long. We have Senator 
Casey, and we have Senator Warren, both of whom are here. He’ll 
call on them in that order for their 5 minutes of questioning. 

Let me thank each of you for very helpful testimony. I think you 
can tell from the attendance here and the careful questioning that 
we’re very interested in learning from you what we can do to help. 

Senator Casey, why don’t you go ahead? Senator Franken, thank 
you for chairing the remainder of the hearing. 

Senator CASEY. Mr. Chairman, thank you very much. 
I first want to ask unanimous consent that a statement from the 

First Focus Campaign for Children, a statement for the record, be 
included in the hearing record for today. 

Senator FRANKEN. [presiding] Without objection. 
Senator CASEY. Thank you. 
I want to thank the panel members for your testimony and for 

the work you do on this problem. I’m not sure any of us have en-
countered a problem of this severity, and the professionals in the 
room would know better than I. But we’re particularly grateful for 
your work and for your testimony today. 

I wanted to start with the question of funding. We’ve made, I 
think, good progress coming together, Democrats and Republicans, 
to recognize that this problem is so severe and so substantial that 
we’ve got to work together. We did that with the Comprehensive 
Addiction Recovery Act. We did that as well when we added dollars 
in the Cures Act at the end of last year. But we’re still woefully 
short in terms of federal investment. That’s why I recently intro-
duced Senate bill 2004, the so-called Combatting the Opioid Epi-
demic Act. This bill would set aside $45 billion over the next dec-
ade to address the epidemic, and the lion’s share of that, of course, 
would go to the states. 

If I can ask you this, if you can speak to your own state, your 
own assessment of what would happen, what additional actions 
might your state take if you had more federal funding for this epi-
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demic. I’ll focus particularly on Ms. Boss and Secretary Tilley, but 
anyone else who wants to comment on it is certainly free to do 
that. 

Ms. BOSS. I thank you for that, and I was hoping to get a ques-
tion like this. Rhode Island’s response has been pretty comprehen-
sive, but we know that there’s more that we can do if we had better 
access. 

Some of the things that I would touch upon have been mentioned 
before: pre-arrest diversion programs, very important, keeping peo-
ple out of the criminal justice system; getting them access to treat-
ment; rapid access through crisis centers, Safe Stations were men-
tioned, things like that are going to give rapid entry points to indi-
viduals to the treatment that they need; affordable naloxone is 
something that we’re all concerned about, making sure that indi-
viduals can get Narcan that need Narcan; women-specific treat-
ment, PPW programs. I know that CARA was looking at the impor-
tance of the PPW programs. 

Increasing funding for peers; effective prevention campaigns. I 
think that the need for effective prevention and reaching beyond 
just the opioid crisis has been mentioned several times, but preven-
tion, engaging families, youth, and increasing the education to ef-
fective media campaigns. 

Research, we need research. We’re not there yet. There’s not a 
cure, and so we need better research. Finally, workforce develop-
ment. We won’t put a dent in this unless we have a workforce 
that’s going to be able to address the need. 

Thank you for that question. 
Senator CASEY. Thanks very much. 
Secretary Tilley. 
Secretary TILLEY. Let me just reiterate, I concur with everything 

Rebecca said and just would add a couple of things. Take neonatal 
abstinence syndrome, for instance, any way you cut it, its impact 
on the Medicaid budget, any way you cut it, it’s about a 10-to–1 
return on investment. That’s to the taxpayer, not to mention easing 
the suffering of an infant. Without that kind of funding—we had 
1,300 babies born addicted. We have hospitals working day and 
night to prevent that kind of suffering. That would be the first and 
foremost thing I would say. 

I would also say that I do believe that you’re working together 
and locking arms on this. Senator McConnell called us directly 
after the passage of CARE. We had a meeting in the rural part of 
our state for 2 hours, and he listened in ways that—to your ques-
tion, how we could fund this. I am anxious for the funding as well. 

I do believe one thing that Rebecca would agree but did not men-
tion. One of the pillars of care is also law enforcement, interdiction, 
the right kind. Again, in Kentucky we think we’re doing that with 
LEAD. We’re also using the Justice Center’s Stepping Up model, 
the CSU Justice Center’s Stepping Up model to get the mentally 
ill out of jails and prisons and into treatment, into the resources 
they need. We need that kind of funding. In interdiction, we’ve got 
to cutoff the supply. 

We need everything. We need prevention and treatment, abso-
lutely. We also need the right kind of interdiction, not rounding up 
peddlers and addicts but actually cutting off the head of the snake 
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here and drying the supply up. Part of that is the opioids, not just 
the heroin and fentanyl that’s coming in and being illegally manu-
factured in China and other places across the globe. That has to 
stop. Our borders cannot allow that to flow in like it is today. I 
would add that to it. 

I’d simply say I’d be remiss if I didn’t mention the long-time ef-
forts, too, of a group called UNITE in Kentucky, established by my 
Chairman Emeritus, Hal Rogers, that you all know well. We’ve 
been at this for so long in Kentucky that it feels good to have so 
much attention paid to this. It doesn’t feel good in any way, but 
it’s reassuring, so thank you for your help. 

Senator CASEY. Thanks. I’ll just end because I’m out of time. But 
on the research question, the intent of the bill, Senate bill 2004, 
is to dedicate about $250 million to that. On neonatal abstinence, 
actually Senator McConnell and I already passed a bill last 
year—— 

Secretary TILLEY. Yes, sir. 
Senator CASEY——that directs HHS to focus on that issue. 
Thank you very much, Mr. Chairman. 
Senator FRANKEN. Senator Baldwin. 
I’m sorry. Elizabeth, Senator Warren. 
Senator WARREN. That’s all right. Thank you, Mr. Chair. 
I’ve talked with people all over Massachusetts who are on the 

front lines in the opioid epidemic, and my staff and I also con-
ducted a statewide survey, and I’ll just give you some of the sam-
ples of what we heard. 

At the High Point Treatment Center in Plymouth, Massachu-
setts, the addiction, treatment, and recovery service providers 
talked about the challenges they face in recruiting and retaining 
enough treatment professionals. At the Salem Fire Department, 
the first responders explained how they’re saving lives by expand-
ing the use of overdose reversal medications. At nearly every town 
hall, from Barnstable to Lowell to Springfield, people shared stories 
about family members and friends who have died or who continue 
to grapple with addiction. In many of our communities, police offi-
cers have focused on redirecting those with addiction away from in-
carceration and into treatment by working hand in hand with 
health care providers. 

Secretary Tilley, I want to follow-up on that last point and on the 
work you’ve already engaged in. I know you’ve done a lot of work 
in Kentucky around criminal justice reform and improving access 
to addiction treatment. Can you just say a word about how impor-
tant it is to have programs that get low-level drug offenders into 
treatment and support services instead of into prison? 

Secretary TILLEY. It’s one of, if not the most important thing we 
can do in criminal justice and in public health as it relates to this 
addiction nightmare we’re in. 

Senator WARREN. In both. 
Secretary TILLEY. In both, for so many reasons, because there’s 

only so much of our tax base that can be dedicated anywhere in 
this state, in our state, or in the country at the moment, and when 
you siphon off and cutoff the ability, because of your corrections 
population or this incredible crush on your core system or law en-
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forcement, again you cutoff your ability to attack it in the right 
ways. 

Then I would also say that you actually make the problem worse 
by incarcerating those who need treatment. It’s criminogenic. You 
cutoff hope. You make it more difficult for them to get jobs with 
a felony on their record. We’re working on reentry every day. The 
country is waking up to the fact that we have to give people that 
second and third chance at opportunity when they have criminal 
records. Seventy million Americans, because of this epidemic, in my 
mind, now have a criminal record in this country, one out of every 
three adults. 

I could take the next 2 minutes and 25 seconds to detail each 
and every impact it’s had on our system. 

We have the highest percentage of children in Kentucky who 
have had or have an incarcerated parent. We have 8,500 kids today 
in foster care. If we could treat those in settings where they could 
keep their children—and that can occur, by the way—rather than 
having this incredible rate of per-capita incarceration for women— 
by the way, this country, out of every three women incarcerated in 
the world, one is here in the United States, and Kentucky is not 
doing much better than that as a state. We’re working on that. 

Senator WARREN. Let me ask you, though, in following up on 
this, I know that you mentioned earlier the LEAD program, the 
Law Enforcement Assisted Diversion program from Senator 
Murray’s home state. We have a similar program in Massachusetts 
that we began with the Police Assisted Addiction Recovery Initia-
tive, which was founded in Gloucester, Massachusetts. But the 
LEAD program allows police officers to redirect low-level drug of-
fenders into community-based services instead of charging them 
with a drug offense. As you point out, it saves lives, saves money. 

I just want to ask you, if you could, just underline for a minute 
here, we talk often when we’re talking about addiction and how to 
fight back, we talk about the role of doctors, we talk about the role 
of hospitals in doing this, but we rarely talk about the role of sup-
porting our police and the importance of supporting our police in 
this, and I just wonder—we have just a little tiny bit of time left. 
Could I ask you, Secretary Tilley, to say a word about that? 

Secretary TILLEY. Absolutely. We have law enforcement officers 
that, again, work within our cabinet in one sense or another. By 
the way, thank you for the Angel Initiative, Massachusetts. We 
mentioned that earlier. Kentucky became the first to mimic that 
and is working well with our State Police posts. 

Having said that, police, again front line soldiers in this regard, 
are overwhelmed, and they need more tools. Often times I have 
chiefs tell me that they need more social workers, frankly, in their 
departments to work with their officers, and the officers themselves 
tell me they need more social work capacity. We are training in 
things like crisis intervention, de-escalation. That yields tremen-
dous results. 

I would point you to, quickly, the Data-Driven Justice Initiative. 
It’s now in the Arnold Foundation, law enforcement assisted diver-
sion we are using now which began in Seattle, again Stepping Up, 
and all manner of ways to allow first responders to be trained in 
how to meet people in these situations and divert them away from 
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what is a crush on local jails, not to mention state prisons. Again, 
I think the redirection of these offenders is one of the most impor-
tant things we could talk about today. 

Senator WARREN. I really do appreciate that and couldn’t agree 
more with your point. I led a number of my colleagues in calling 
for more funding to support LEAD and other diversion programs 
like it. Communities and police departments need every dollar they 
can get to be able to wage this battle. 

When I talk to people in Massachusetts who are on the front 
lines in this epidemic, one thing that’s clear to me is that President 
Trump’s promises to treat the epidemic as a public health emer-
gency won’t get the job done unless there are also significant in-
creases in federal funding to support them. Our patients and our 
families deserve this. 

Thank you. 
Thank you, Mr. Chairman. 
Senator FRANKEN. Thank you, Senator Warren. 
This whole area of criminal justice in the 21st Century Cures Act 

was proud to pass the Comprehensive Justice and Mental Health 
Act, which is about coordinating the criminal justice system and 
not incarcerating people who have addiction or mental health 
issues. I’m going to submit questions for the record on housing and 
doing that kind of coordinated care where you get facilitators to 
work with people who—very similar to what, Ms. Boss, you’re 
doing in Rhode Island. 

Thank you all. 
The hearing record will remain open for 10 days. Members may 

submit additional information for the record within that time if 
they would like. 

The HELP Committee will meet again on Tuesday, December 
5th, at 10 a.m. for a hearing on Department of Education and De-
partment of Labor nominations. 

Thank you for being here again today. Thank you all for the 
work that you do day in and day out. 

The Committee will stand adjourned. 
[Whereupon, at 12:15 p.m., the hearing was adjourned.] 
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